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S CIENTIFIC ABSTRACT

Scientific Abstract - Ambulatory Medicine
A 30-DAY AUTOMATED SMS PROGRAM TO SUPPORT POST-
DISCHARGE TRANSITIONS OF CARE
Eric Bressman1,2; Judith A. Long1; Robert E. Burke2,1; Katherine Honig1;
Nancy P. Mcglaughlin1; Ashley Brooks1; Anna U. Morgan1
1Medicine, University of Pennsylvania, Perelman School of Medicine,
Philadelphia, PA
2Medicine, Philadelphia VAMC, VA Medical Center Corporal Michael J
Crescenz, Philadelphia, PA, US, hospital, Philadelphia, PA. (Control ID
#3710742)

BACKGROUND: The period after discharge from the hospital is a
vulnerable time for patients. Health systems and primary care practices
struggle to address the drop-off in medical supervision that occurs when
patients transition home. The prevailing model of post-discharge care
management is built on nurse-led calls soon after discharge, which are
time intensive, limited in scope, and frequently not answered. We hy-
pothesized that automated hovering using SMS messaging could signif-
icantly scale up patient touches and create a low-friction medium
through which patients could proactively make needs known. This, in
turn, could increase identification of post-discharge needs, enabling
earlier intervention and improving outcomes.
METHODS: We designed and piloted a 30-day post-discharge intervention
using an automated SMS platform. Patients receive check-in messages from
their primary care practice on a tapering schedule, and are also able to message
in any time outside of these check-ins. Messages are handled by the practice
caremanagement team and the program is integrated into their usual workflow.
We tracked process measures, including rate of response to messages, mean
daily number of escalations, and patient satisfaction. We also conducted a
quasi-experimental analysis using a difference-in- difference approach with a
matched control practice and adjusting for patient demographics, clinical
severity, and hospitalization factors. We looked at the likelihood of any acute
care utilization (a composite, binary outcome of at least one ED visit or
readmission) within 30 days (primary outcome), the likelihood of an ED visit
within 30 days, and the likelihood of a readmission within 30 days (secondary
outcomes).
RESULTS: In a single site pilot (n = 461), we demonstrated a high
rate of patient engagement (83% response rate) and high patient
satisfaction (Net Promoter Score of +65). We were able to address a
large number of patient needs (1.9 patient escalations per day). In a
difference-in-difference analysis, we found a significant reduction in
the likelihood of readmission associated with the intervention (aOR
0.44, 95% CI 0.21-0.93, p = 0.032). While not statistically significant,
we also observed a trend in decreased overall acute care utilization
(aOR 0.61, 95% CI 0.36-1.03, p = 0.064) and ED visit (OR 0.86,
95% CI 0.46-1.60, p = 0.63).

CONCLUSIONS: An automated SMS platform to support post-discharge
transitions of care in the primary care setting demonstrated high feasibility and
acceptability. It was also associated with a significant reduction in the likeli-
hood of a 30-day readmission. The reductions seen in the likelihood of any
acute care use and ED visits were not statistically significant, however this pilot
study was not powered for the measured outcomes. A prospective study is
being conducted to confirm these findings and further explore the net effect on
staff workload.

ACCEPTABILITY AND USABILITY OF SLEEP MONITORING
TECHNOLOGY AMONG SPANISH AND ENGLISH SPEAKING
PATIENTS SEEN AT A SAFETY-NET CLINIC
Larissa Purnell2; Kim H. Nguyen1; Maribel Sierra1; Kristan Olazo1; Marika
Dy1; Sarah Lisker1; Melissa S. Lim3,4; Emma Bailey3; Urmimala Sarkar1;
Courtney R. Lyles1,5
1Medicine, University of California San Francisco, San Francisco, CA
2Public Health, University of California Berkeley, Berkeley, CA
3Redwood Pulmonary Medical Associates, Redwood City, CA
4Somnology, Redwood City, CA
5Epidemiology and Biostatistics, University of California San Francisco, San
Francisco, CA. (Control ID #3714695)

BACKGROUND: Inclusion and engagement of diverse adult patients
throughout digital health development and implementation is critical to
achieving health equity. We evaluated the usability and acceptability of a
wearable technology and accompanying mobile application for monitor-
ing sleep patterns (SomnoRing®, “Ring” below), focused on culturally
and linguistically diverse adults with low income seen at a safety-net
sleep clinic.
METHODS:We conducted in-depth interviews with patients recruited from a
mid-sized pulmonary and sleep medicine practice serving Medicaid patients
and low-income adults without other insurance in the San Francisco Bay Area.
All patients were English or Spanish speaking currently undergoing home
sleep studywho had agreed to simultaneously test the Ring home device over a
1-week period. Interviews included questions about perceptions about the
device, motivators and barriers to use, as well as experiences and preferences
with digital technology. We used both inductive/deductive processes to estab-
lish the codebook and key themes informed by the Technology Acceptance
Model.
RESULTS:All participants (22/22) reported owning a smartphone and almost
all (20/22) felt either “comfortable” or very comfortable” using their phone.
The majority reported using mobile apps and general comfort using a mobile
device on their own. In contrast, less than half (6/22) owned wearable tech-
nology. Almost all participants interviewed wore the Ring for all seven nights
of study and found it very comfortable, especially in comparison to standard
home polysomnogram technology. The primary barrier to usability for the
Ring was confusion about the clinical information presented on the mobile
application accompanying the device, such as oxygen levels and stages of
sleep. Many participants cited inability to understand metrics, acronyms, and
clinical concepts such as REM sleep or oxygen level reporting. Human support
(often by clinical staff) played a key part in device use, including supporting
effective onboarding, interpretation of data, and ongoing technical support.
CONCLUSIONS: Overall, diverse patients who tested a home sleep moni-
toring device were interested in digital technology to improve their everyday
sleep health, including patients who had never tried a wearable previously.
Patient interviews uncovered barriers related to ease of use and usefulness of
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the technology. These data can inform concrete improvements to the digital
platform to make it more accessible for a broader audience, including how to
combine clinical support with the technology. Future digital health research
must design platforms for end users with differing levels of digital and health
literacy.

ADDRESSING SOCIAL NEEDS USING CLOSED LOOP CLINIC TO
COMMUNITY ELECTRONIC MEDICAL RECORD REFERRALS
ACROSS HEALTH SYSTEMS
Shari Bolen1; Jonathan Lever2; Chris Mundorf2; Alvonta Jenkins3; Samantha
Smith4; Matthew Finley5; Joseph Daprano6; Eva Johnson7; Marie Masotya8;
Shivani Joshi9; Anandhi Gunder8; Melissa E. Lohr10; David Bar-Shain11;
David Kaelber12; Tatyana Khaled4; Dieter W. Sumerauer13
1Medicine, MetroHealth/Case Western Reserve University, Cleveland, OH
2Better Health Partnership, Better Health Partnership, Cleveland, OH
3Better Health Partnership, The Metrohealth System, North Ridgeville, OH
4Epidemiology, Surveillance, & Informatics, Cuyahoga County Board of
Health, Parma, OH
5United Way of Greater Cleveland, Cleveland, OH
6Internal Medicine/Pediatrics, MetroHealth Medical Center, Willoughby Hills,
OH
7Pediatrics, Rainbow Babies and Children's Hospital, Cleveland, OH
8Pediatrics, University Hospitals, Cleveland, OH
9Care Alliance Health Center, Cleveland, OH
10Pediatrics, MetroHealth, Cleveland, OH
11Pediatrics, The MetroHealth System, Cleveland, OH
12Internal Medicine, Pediatrics, and Informatics, The MetroHealth System/
CWRU, Cleveland, OH
13Pediatrics, University Hospitals of Cleveland, Cleveland, OH. (Control ID
#3706743)

BACKGROUND: Addressing social needs of safety net clinic patients could
have a large impact on health, yet less is known regarding effective models to
address these needs. We describe a scalable EHR-facilitated clinic-to-
community linkage program which addresses social influencers of health for
patients seen at 5 safety net clinics in 3 health systems in Northeast Ohio.
METHODS: An ongoing prospective longitudinal cohort study with enroll-
ment of clinics between 2018-2021. Patients were referred if they were: 1)
hypertensive adult patients with uncontrolled blood pressure (BP≥140/90
mmHg) at 1 clinic; or 2) children 2-17 years old with overweight/obesity
(i.e., body mass index percentile ≥85th) or with diagnosed asthma at the 4
remaining clinics. Primary care teams referred eligible patients who consented
(or whose parent/legal guardian gave consent) to United Way 2-1-1 (UW 2-1-
1) via a point of care EHR referral. UW 2-1-1, a non-profit organization
covering 2.5 million people in Ohio, called referred patients to assess and
connect them with any of over 20,000 appropriate community resources from
their curated database. UW 2-1-1 provided electronic feedback to clinics (e.g.,
resources provided) through standardized health information exchange to the
EHR.
RESULTS: At the 5 clinics, 972 patients were referred (referral ranges by
clinic: 7% to 35%). Of the 1,011 referred, 407 patients (40%) were reached by
a UW 2-1-1 navigation specialist. All 407 had at least one need identified, and
87% of these patients (n=354) had either one need resolved or a resolution in
progress. Reached patients reported 1,179 needs and were connected to 4,286
community resources, with an average of 10.6 community resources (SD 6.3)
per patient. The average number of community resources was higher for
families with referred children (11.6; SD 6.7) compared with referred adults
(9.1; SD 5.7) (p <0.05). Patients had the following needs: food/meals (76%);
recreation (67%); health care (33%); housing (30%); utility assistance (31%);
personal/household needs (15%) transportation (10%); individual, family, and
community support (6%); legal services (5%), and other (< 4%). In exploratory
analyses, males had a lower average number of needs vs. females (5.1 vs 5.8
respectively; p<0.05), but had similar percentages of needs in progress and/or
resolved. Older adults (age>65) were more likely to have needs in progress or
resolved (96%) than younger adults age 18-39 years (71%)(p<0.05). No
differences were seen in average number of needs or needs resolved by area
deprivation index or median income.

CONCLUSIONS: A seamless EHR facilitated closed loop community re-
source referral and feedback process is feasible in busy primary care practices
to address patients’ social influencers of health. Differences in needs and/or
need resolution exist by sex and age. Addressing referral barriers and further
understanding differences by subgroup will be critical next steps for these
interventions.

AFTER-HOURS PHONE SUPPORT IN A PRIMARY CARE PRAC-
TICE: UTILIZATION PATTERNS AND EQUITY GAPS
Amy Pugh1; Asha Choudhury2; Jane Jih1; Jonathan Lee1
1Internal Medicine, UCSF Medical Center, San Francisco, CA
2Medicine, University of California San Francisco, San Francisco, CA.

BACKGROUND: After-hours phone access to clinicians is a required compo-
nent of a Patient-Centered Medical Home and can help triage patients and
improve appropriate use of healthcare resources. There is scant literature about
howpatients use this service andwhether there are inequities in access and usage.
Analyzing utilization patterns can inform interventions for best practices.
METHODS: We analyzed all after-hours calls made between January 2020-
March 2021 to an academic urban primary care practice serving ~27,000
patients. We included calls initiated by a patient or caregiver requesting advice
or medications. We conducted a focused chart review for calls made by limited
English proficiency (LEP) patients to assess how language discordance was
managed. Lastly, we compared patient characteristics of after-hours callers
with those of the overall clinic population to detect differences in usage.
RESULTS:Our analysis included 2,235 calls made by 1,423 patients over the
15-month study period. Most after-hours calls (57%) occurred on weekends
and holidays. 12% of calls occurred overnight (10PM-6AM). 15 patients (1%)
were high utilizers, comprising 11% of total calls. Compared with the overall
clinic population, patients calling after-hours were older, more likely to be
female, more likely to identify as Black and less likely Asian (Table 1). Patients
calling after hours were less likely to be enrolled or active on the electronic
patient portal. Callers were slightly less likely to be LEP than in the overall
clinic population, and on chart review, many calls from LEP patients were
initiated by an English-speaking caregiver rather than the patient.
CONCLUSIONS: Over half of after-hours calls were on weekends and
holidays. We found systematic differences in after-hours call usage by age,
race/ethnicity, language, and patient portal access. More investigation is need-
ed to identify barriers to usage for these populations and to inform
interventions to ensure that all patients have access to after-hours phone
support.
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A MULTIPRONGED APPROACH TO IMPROVING LINKAGE TO
OUTPATIENT SUBSTANCE USE TREATMENT
Kimberly Cartmill
Internal Medicine, Jacobi Medical Center, Bronx, NY. (Control ID #3703255)

BACKGROUND: Untreated alcohol and opioid use disorders lead to in-
creased morbidity, mortality and hospital spending (Englander, 2017). Treat-
ment for these disorders decreasesmortality and prevents relapse (Sordo, 2017,
Dawson 2006, Timko 2006). Despite the availability of effective, evidence-
based treatment, there are low rates of linkage to substance care among eligible
patients who present to our institution’s primary care clinic. We conducted a
quality improvement project aimed to increase linkage to substance use care
within 30 days of the index primary care clinic encounter by 50% (8% in
Oct 2019-Dec 2019 to 12% by June 2021).
METHODS: Using our electronic medical record, daily lists of patients
presenting to the primary care clinic with a diagnosis related to alcohol or
opioid use were generated. Using these lists, eligible patients were identified
and contacted by the social work team via telephone visits. In addition, we
expanded our institution's formulary to include medications for alcohol use
disorder. Lastly, we implemented a substance use disorder curriculum for
providers. Our process measure was percentage of eligible patients with
documented social work outreach. The outcome measure was percentage of
patients with a substance use treatment encounter within 30 days of their index
encounter. Since this project relied on existing social work resources, our
balancing measure was patient enrollment in a social work run mental illness
program. Manual chart review and electronic medical record pulls based on
ICD10 codes were used to analyze these measures. In addition, value and
equity lenses were applied to the data.
RESULTS: Identification of adult primary care clinic patients with a sub-
stance use related diagnosis increased from an average of 26 patients per month
to 47 patients per month. From January 2021-June 2021, an average of 62%
(N=11.3) of eligible patients had social work outreach per month versus 16%
(N= 2.3) pre-intervention. Post-intervention, an average of 36% (N=6.5) of
eligible patients were linked into care within 30 days compared to 8% (N=1)
pre- intervention. A post-intervention equity analysis demonstrates that black
males had the lowest rates of engagement in substance use care at 27%. An
analysis of emergency room and inpatient visits 3 months pre and post linkage
to care shows that the percentage of patients with substance use related
unplanned visits decreased from 17.6% to 11.7%.
CONCLUSIONS:Our institution implemented a successful multidisciplinary
quality improvement project that improved linkage to substance use treatment
among adult primary care clinic patients from 8% to 36%. We accomplished
this by implementing a process to rapidly identify and outreach patients with a
substance use related diagnosis, expanding access to treatment and educating
providers.

A NOVELMEDICAID ACO CAREMANAGEMENT PROGRAMON
UTILIZATION AND COST
Erin Duralde7,8; Kathryn Corelli7,2; Mary Price1; Nicole M. Benson6,1; Nishmi
Abeyweera4,1; Vicki Fung1; Christine Vogeli1,3; Maryann Vienneau7; Mallika
Mendu7,5; Lindsay E. Jubelt7; Gregg Meyer7; John Hsu1,3
1Mongan Institute for Health Policy, Mass General Hospital, Boston, MA
2Division of General Internal Medicine, Massachusetts General Hospital,
Boston, MA
3Harvard Medical School, Boston, MA
4Harvard University, Cambridge, MA
5Medicine, Nephrology Division, Brigham and Women's Hospital, Boston,
MA
6Maclean Hospital, Harvard Medical School, Belmont, MA
7Population Health Management, Mass General Brigham Inc, Boston, MA
8Medicine, Division of Women's Health, Brigham and Women's Hospital,
Boston, MA. (Control ID #3706416)

BACKGROUND: States are experimenting with alternative payment models
to stretch limited Medicaid funding further. In 2018, Massachusetts shifted
much of its Medicaid enrollment into Accountable Care Organizations

(ACOs). There is limited evaluation of these recently implemented Medicaid
ACOs and their major initiatives. Using data from the largest Massachusetts
Medicaid ACO, we examined the impact of a care management program on
emergency department (ED) and hospital utilization and total spending on the
vulnerable Medicaid population.
METHODS: We used Medicaid claims and electronic health record data from
mid-2016 to 2020, including all adult Medicaid members ever part of the Mass
General Brigham ACO. The ACO identified beneficiaries at high risk for future
spending using Medicare's high-risk algorithm; primary care physicians
ultimately decided on program inclusion. We compare program enrollees to
the Medicaid ACO population with descriptive statistics. Using a difference-in-
difference design and a linear regression model with individual-level fixed
effects, we examined monthly medical spending, ED and hospital utilization
among beneficiaries who entered the program earlier versus later (entrance in
2018 vs 2019). Only those with at least 12 months of data prior to entry were
included. All approaches accounted for changes in medical conditions over time.
RESULTS: There were 100,714 adults Medicaid beneficiaries enrolled in the
ACObetweenmid 2016 and late 2020. Among these, 694 were selected for the
Medicaid integrated care management program (iCMP) launched in 2018: 271
individuals in 2018, 423 in 2019. Those in the program had higher spending in
the ACO entry month compared to those not in the program ($1000.49 vs
$470.89) andmore had chronic conditions (e.g., 15.9%with diabetes vs 2.8%).
Spending and clinical event rate trends were parallel between early and late
entry groups.
Average monthly medical spending was $310.51 less per member per month
(95% CI: -$643.50 - +$22.49, p=0.068) for patients with earlier iCMP entry
compared with those with later entry. Similarly, the average number of ED
visits per month was 27% less: –0.035 (95% CI: -0.055 - -0.014, p = 0.001;
adjusted pre-assessment average = 0.132) for those with earlier compared to
later entry. Average number of inpatient admissions per month was 23% less:
-0.009 (95% CI: -0.019 - 0.001, p=0.072; adjusted pre-assessment average =
0.0394) for those with earlier compared to later entry.
CONCLUSIONS: Close contact with dedicated care management decreased
ED utilization with a trend toward decreased hospital admissions and total
medical spending, with greater benefits realized with longer participation.
Because the MassHealth ACO only reached full program expansion in 2018,
there is limited follow-up time.We anticipate further reductions in unnecessary
ED and hospital admissions and more savings that can be directed to additional
Medicaid population needs with greater enrollment and follow-up time.

A NOVEL PHARMACY LIAISON-PATIENT NAVIGATOR INTER-
VENTION TO ADDRESS HEALTH- RELATED SOCIAL NEEDS AT
AN URBAN SAFETY-NET HOSPITAL
Caroline G. Borden1; Erin M. Ashe2; Pablo Buitron de la Vega1; Vi Gast1;
Tracey Saint-Phard1; Karen E. Lasser1
1General Internal Medicine, Boston Medical Center, Boston, MA
2Boston Medical Center, Boston, MA. (Control ID #3705966)

BACKGROUND: Patients at safety-net hospitals often have health-related
social needs (HRSNs) that, when unaddressed, may interfere with medication
adherence and management of chronic conditions. Our objective was to
describe an effective intervention in which dually trained pharmacy liaison-
patient navigators (PL-PNs) systematically screen for and address HRSNs
while simultaneously providing medication management services to patients
with high levels of acute care utilization in a Medicaid Accountable Care
Organization. We are unaware of prior studies that have implemented and
described this PL-PN role.
METHODS: Primary care patients who received PL-PN services in a clinical
trial setting had reduced inpatient hospitalizations and emergency department
visits relative to patients who received usual care. We analyzed the logs of the
two PL-PNs in the intervention arm of the trial to characterize the HRSNs that
patients faced and the strategies employed by PL-PNs to address them.We also
administered the CSQ-8, a patient satisfaction questionnaire; CSQ-8 scores
range from 8 to 32, with higher values indicating higher satisfaction.
RESULTS: Of the 160 participants for whom patient log data were available,
most belonged to a racial/ethnic minority group and 87% spoke English. 105
participants (66%) received the minimum intervention dose (completion of a
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HRSN screener administered by a PL-PN within the first three months of
enrollment). 47 participants (29%) reported food insecurity; PL-PNs provided
lists of food pantries that were close to patients’ homes andmailed gift cards for
food purchase. 33 participants (21%) had inadequate transportation; PL-PNs
helped patients complete Medicaid paperwork to receive transportation to
medical appointments. 30 participants (19%) had difficulty paying utility bills;
PL-PNs helped patients obtain discount rates and utility shutoff protection
letters. 28 participants (17%) had housing insecurity; PL-PNs referred patients
to community-based organizations, but found that this was the most challeng-
ing HRSN to address. 43 participants (27%) completed the CSQ-8, with an
average score of 27.9. 30 participants (70% of those surveyed) indicated
satisfaction with the frequency of communication with their PL-PNs.
CONCLUSIONS: Patients receiving care at an urban safety-net hospital have
multiple HRSNs that can be effectively addressed through systematic screen-
ing and referrals by PL-PNs. Integration of pharmacy and patient navigation
services has the potential to address HRSNs among vulnerable patient
populations.

A POPULATION-BASED CARE CONTINUUM FOR PEOPLE RE-
LEASED FROM PRISON AT AN URBAN, INTEGRATED HEALTH
CARE SYSTEM
Michael Frank1,2; Hermione Hurley3; Ryan Loh4; Rachel Everhart2; Rebecca
Hanratty5
1Internal Medicine, University of Colorado School of Medicine, Denver, CO
2General Internal Medicine, Denver Health, Denver, CO
3Infectious Disease, University of Colorado, Aurora, CO
4Behavioral Health Services, Denver Health, Denver, CO
5General Internal Medicine, Denver Health, Denver, CO. (Control ID
#3716406)

BACKGROUND: Over 600,000 people release from prison in the US per
year and 95% of people incarcerated in prison will be released. In the first two
weeks after release from prison, the rates of death and overdose are 12 and 150
times that of the general population. Cardiovascular disease is the second most
common contributor to mortality after accidental overdose. No population-
based health care continuum has been modeled or quantified for individuals
being released from prison. This research will 1) characterize the health care
utilization of the population released from prison at an urban, integrated health
care system, 2) identify when, where, and for which sub-groups gaps in care
occur, and 3) use this data to inform and evaluate future outreach and
interventions.
METHODS: Retrospective cohort study matching individuals in monthly
Colorado Department of Corrections (state prison) release reports with Denver
Health electronic health record data. Participants included are individuals
enrolled in Medicaid and released between January 1, 2021 and June 30,
2021. Types of healthcare utilization were obtained for 6 months after release.
RESULTS: 1580Medicaid-eligible individuals were released from prison and
425 were identified as having a Denver Health medical record and included in
the analyses. 18% had any contact with Denver Health within 30 days and 45%
within 6 months of release. Of those that had contact with Denver Health at 6
months, the emergency or urgent care departments were the first point-of-
contact for 62.5%. 298 (70%) and 222 (52%) of the cohort had chronicmedical
and chronic behavioral health problems, respectively. Of the patients with
chronic medical or chronic behavioral health problems, 4.9% and 4.5% had a
visit in Denver Health’s primary care or behavioral health department within 6
months, respectively.
CONCLUSIONS:At Denver Health, the city’s primary health care facility for
people who are insured by Medicaid, the population released from prison
accessed health care at rates lower than its burden of chronic medical and
behavioral disease. Health care was most commonly initially accessed at the
emergency and urgent care departments. Less than five percent of the popula-
tion had a visit with primary care or behavioral health care for their chronic
conditions within six months of release from prison. Additional interventions
are needed to improve access to primary care and behavioral health care for
people released from prison.

A QI INITIATIVE TO INCREASE COLORECTAL CANCER FIT
SCREENING IN A VA MEDICAL CENTER
Andrew T. Harris. Medicine, Louis Stokes Cleveland VA Medical Center,
University Heights, OH

BACKGROUND: Colorectal cancer (CRC) is the second-leading cause of
cancer death in the US, yet screening greatly reduces CRC mortality. Rates of
CRC screening at the Northeast Ohio VA (NEOVAHS) dropped below
national VA average in March 2020. COVID-19 pandemic restrictions simul-
taneously increased reliance on fecal immunohistochemical testing (FIT) for
CRC screening. At baseline, 58% of FIT samples were rejected, leading to
missed preventive care, wasted test kits, and repeated testing. A Lean project
team formed with the aim to reduce rejected samples to less than 10% by
January 2022.
METHODS: NEOVAHS provides primary care for over 100,000 veterans at
13 clinic sites. A multidisciplinary team used Lean methodology to identify
root causes and implement a new process from April to December 2021.
Samples were rejected if no date was written on the specimen label, sample
was received over 14 days from collection, specimen vial was expired, or there
was no test order. Key future state aspects included readily available tests, clear
instructions and labeling to improve veteran home test success rate, and
eliminating delays from receipt to laboratory processing. Interventions includ-
ed enhanced patient education material, standardized specimen labeling, con-
solidated logistics supply chain for all clinics, and increased post office
delivery to laboratory.
RESULTS: Target FIT rejection rates were achieved, decreasing from 68.3%
inMarch to 9.5% in December. Rejection rates for no collection date decreased
from 33.7% to 4.9% and received over 14 days from 26.3% to 1.0%. No
samples were rejected for lack of order from September to December and rates
of expired vials decreased to 0.2%. Overall, successful FIT screen rates
increased by 227% in the fourth quarter of 2021 (1,259) compared to the first
quarter (554).
CONCLUSIONS: Lean methodology was used to streamline a flawed pro-
cess for CRC screening with FIT across multiple clinic sites in a large VA
medical center. The project has led to sustained reductions in waste and rework
from rejected tests, plus sustained increases in successful FIT screening.
Reductions in recommended screening age as well as ongoing COVID
reductions in face-to-face visits and endoscopic procedures will continue to
increase demand for at- home tests.

AREAS OF CARE ADDRESSED IN A PRIMARY CARE-BASED
CANCER SURVIVORSHIP CLINIC
Victoria Grabinski, Aamna Kabani, Kimberly S. Peairs, Youngjee Choi
Internal Medicine, Johns Hopkins University School of Medicine, Baltimore,
MD. (Control ID #3708642)

BACKGROUND: Cancer survivors have distinctive needs that can be
addressed in the primary care setting. We established the Johns Hopkins
Primary Care for Cancer Survivors (PCCS) Clinic to improve healthcare
delivery for the expanding survivor population, with attention to care coordi-
nation, cancer surveillance and screening, and management of treatment
effects. This study seeks to describe the primary care and cancer-related needs
addressed by this model of cancer survivorship.
METHODS: Baseline demographic, medical, and cancer information, as well
as areas of care addressed during clinic visits was abstracted from a retrospec-
tive chart review of PCCS visits from August 2015 to July 2021. Univariate
statistical analysis was performed.
RESULTS: The PCCS clinic had 1,702 visits across 301 patients during the
study period. Most PCCS patients were age ≥ 60 (51%), female (77%), and
Caucasian (67%). The most represented cancer types were breast (44%) and
colorectal (16%). Patients had a median number of 4 visits (IQR 2-7). The
majority of encounters addressed non-cancer related primary care needs in-
cluding chronic medical conditions (80%), preventative healthcare (62%), and
new patient concerns (46%). Consistent with the clinic’s mission, providers
also met patient’s cancer-related needs – 59% of visits addressed primary
cancer surveillance, including reviewing prior test results and indicating when
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future testing and specialist follow up was warranted. Additionally, 30% of
encounters addressed screening for other cancers. Half of visits addressed a
side effect related to cancer or cancer treatment, most commonly pain (16%),
bowel symptoms (13%), fatigue (10%), and neuropathy (8%). Anxiety/
depression was addressed in 23% of visits. Our preliminary analysis suggests
that survivors of certain cancer types including gastrointestinal, genitourinary,
and head and neck cancers had relatively high surveillance and side-effect
needs. We plan to further characterize the relationship between areas of care
addressed and cancer type using a multivariate model with regression.
CONCLUSIONS: The Johns Hopkins PCCS clinic supported patients' care
needs, including chronic medical conditions, preventative healthcare, and new
medical concerns. Additionally, the clinic frequently addressed patients’
cancer/treatment-related side effects and coordinated oncologic follow up
testing and visits. Some survivors had a higher side effect burden, reflecting
a possible need for targeted assessment based on cancer type. This analysis
demonstrates how a primary care-based cancer survivorship model can address
both non-cancer and cancer-related needs.

ASSOCIATIONS BETWEEN COGNITIVE IMPAIRMENT SEVERI-
TY AND HEALTHCARE AVOIDANCE AMONG OLDER ADULTS
Rebecca Lovett1; Julia Yoshino Benavente2; Laura M. Curtis3; Lauren
Opsasnick4; Michael Wolf1
1Department of General Internal Medicine and Geriatrics, Northwestern Uni-
versity, Chicago, IL
2General Internal Medicine, Northwestern University, Chicago, IL
3General Internal Medicine, Northwestern University, Chicago, IL
4General Internal Medicine, Northwestern University, Chicago, IL. (Control
ID #3716155)

BACKGROUND: Cognitive impairment and Alzheimer’s Disease and Re-
lated Dementias (ADRD) are increasingly prevalent in older age. Stigma, fear
of diagnosis, and/or the symptoms of ADRD itself may impact effective
communication of healthcare concerns with medical providers. Using a novel
cognitive aging study, we explored whether primary care patients determined
to have an objective cognitive impairment were more likely to feel discomfort
or anxiety about interacting with healthcare providers, or to avoid healthcare
interactions altogether.
METHODS: Patients ages 55-74 were recruited from an academic internal
medicine clinic and six federally qualified health centers in Chicago (n=493).
In-person structured interviews included an extensive neurocognitive battery
covering five domains; z-scores were calculated for each cognitive test.
Participants were determined to have mild (-1 to -1.49), moderate (-1.5 to
-1.99), or severe (<-2) impairment if performance on two or more tests within
at least one cognitive domain met these thresholds. Healthcare avoidance was
measured using two self-reported reasons for delaying care (embarrassment;
worry what the doctor might find). Comfort asking questions of doctors and
nervousness when interacting with healthcare providers were measured with
single items using a Likert scale (not at all, a little, somewhat, very). Multi-
variable models controlling for health literacy, mental health symptoms (de-
pression, anxiety) and relevant demographic covariates were used to evaluate
independent associations between cognitive impairment and provider commu-
nication and avoidance outcomes.
RESULTS: Participants’mean age was 69 years; 72%were female, 39%were
African American, and nearly half had limited health literacy. Nearly 30%
(n=144) of participants had an objective cognitive impairment; of these, 56%
(n=81) exhibited mild impairment, while 24% (n=34) and 20% (n=29) had
moderate and severe impairments, respectively. In multivariable models, only
moderate cognitive impairment was associated with avoidance of the doctor
due to embarrassment (OR 7.62, 95% CI 1.64-35.5) and discomfort asking the
doctor questions (OR 4.96, 95% CI 1.06-23.0). Bivariate associations between
cognitive impairment and avoidance due to worry what the doctor might find,
as well as nervousness interacting with providers were non-significant.
CONCLUSIONS: This exploratory study suggests older adults contending
with a cognitive impairment were less likely to meaningfully engage with their
healthcare providers, which may impact detection and appropriate manage-
ment of ADRD or other chronic medical conditions. This may be particularly

salient for those at stages of impairment where impact on daily function is
apparent, yet awareness of these changes remains intact. Further research is
needed to better understand the impact of cognitive impairment severity on
interactions with medical providers and healthcare avoidance among this
population.

A SURVEY EVALUATING RESIDENT VIEWS ON TELEHEALTH
Sarah R. Stern1; Hiral Patel1; Alred Rabinovich1; justin Cheng1; Julie
Eckelbarger1; Nancy M. Denizard-Thompson2; Jessica Valente1
1Internal Medicine, Wake Forest Baptist Medical Center, Winston-Salem, NC
2Internal Medicine, Wake Forest University School of Medicine, Winston-
Salem, NC. (Control ID #3707056)

BACKGROUND: In-person clinic visits can be challenging for underserved
populations due to social determinants of health such as transportation, time off
work, and childcare responsibilities. These challenges were further
compounded during the COVID-19 pandemic, which propelled primary care
physicians to rapidly incorporate telehealth into their practice. The aim for this
project was to assess our internal medicine residents’ views on, preparation for,
and comfort with telehealth.
METHODS: With technical support from our local Area Health Education
Center (AHEC) chapter, we created a telehealth training module specific to our
residency continuity clinics. Upper-level Internal Medicine residents were
surveyed regarding their experience and comfort level with the use of
telehealth in their continuity clinics. First-year residents were excluded, as they
were assigned to in-person clinic visits during the peak of the pandemic.
Survey results were analyzed using descriptive statistics. Themes, areas of
improvement, and next steps were identified.
RESULTS: Approximately 57 percent of Wake Forest Internal Medicine
residents (n=38) completed the newly developed telehealth online training
module and associated survey assessing resident experience and comfort level
with telehealth. Many respondents (71.9%) stated that they had not received
prior training in telehealth. However, 65.7% of residents surveyed stated they
felt comfortable managing patients through telehealth. Many of those surveyed
believed telehealth benefits the health of patients (84.4%,) is an important
learning opportunity during residency (93.8%,) and expect to use telehealth in
their future career (97.1%.) A majority of residents felt telehealth could be a
suitable alternative for routine follow-up and chronic disease management, but
mentioned the lack of patient connectivity to video and need for access to
objective data like vital signs and physical exam.
CONCLUSIONS: Internal Medicine residents were eager to incorporate
telehealth into their current training and future careers, despite most not having
received prior telehealth training. Residents recognized the limitations of
telehealth and frequently suggested home measurements of vital signs to
improve management decisions. Thus, “Know Your Numbers” pilot project
was created, which targets patients with poorly controlled diabetes and hyper-
tension, was designed to provide residents with greater exposure to telehealth,
as well as equip patients with the remote monitoring tools necessary to better
inform treatment recommendations. Patients are scheduled for interval
telehealth visits between their regularly scheduled in-person visits with their
resident primary care physician. Residents will be surveyed again in July 2022
to assess changes in comfort level and experience with telehealth.

BARRIERS AND FACILITATORS TO IMPLEMENTING ELEC-
TRONIC PATIENT-GENERATED DATA FOR CHRONIC DISEASE
MANAGEMENT IN SAFETY-NET SETTINGS
Elaine Khoong, Faviola Garcia, Kristan Olazo, Billy Zeng, Urmimala Sarkar,
Courtney R. Lyles
Medicine, University of California San Francisco, San Francisco, CA. (Control
ID #3715502)

BACKGROUND: Use of patient-generated data (PGD) is an evidence-based
approach to improve chronic disease management. Patients with access
barriers to in-person care, such as those in safety net settings, may most benefit
from remote care approaches, including use of PGD. This study aimed to
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understand patient and clinician perspectives on barriers to using electronic
PGD for chronic disease management in safety net settings.
METHODS: This qualitative study used semi-structured interviews with
patients and clinicians (e.g., providers, nurses, pharmacists) in an urban
safety-net health system to understand the barriers and facilitators to use of
electronic PGD in clinical care. We purposively sampled participants to ensure
diversity in perspective and experience with chronic disease care.We used two
implementation science models (COM-B [capability, opportunity, and moti-
vation] and CFIR [consolidated framework for implementation research]) to
frame the interview. Three CFIR constructs (outer setting, inner setting, and
process) were used to better delineate opportunity-related factors for clinicians.
We will also interview clinicians in other safety net systems to triangulate our
findings. Interviews were conducted in participants’ preferred language (by a
bilingual research teammember if not in English) and transcribed into English.
We used deductive coding based on COM-B and CFIR. Members of the
research team iteratively coded the same transcripts until agreement was
reached on a final codebook. The remaining transcripts were coded by two
members of the research teamwho had substantial agreement on coding (kappa
= 0.73). Themes and representative quotes were identified.
RESULTS: Thus far, we have conducted interviews with 12 clinical team
members (1 informaticist; 2 pharmacists; 3 nurses; 2 system leaders; 4 primary
care clinicians) and 9 patients (4 English; 3 Spanish; 2 Chinese). Despite
interviewee diversity, there was agreement on multiple factors that impact
implementation. Clinicians and patients agreed that these factors impact
PGD implementation: capability (knowledge to accurately collect and report
PGD); motivation (preferences for data sharing; trust between patient and
clinician; perceptions of the importance of PGD collection to health; patient
resiliency; impact on healthcare access); and opportunity (social support).
Clinicians also reported these factors impacted opportunity: outer setting
(pay for performance programs; comparison to other health systems); inner
setting (resource constraints; quality of team-based care; competing health
system priorities); and process (development of workflows for triaging PGD
before implementation).
CONCLUSIONS: Despite the potential of PGD to improve care experience
and outcomes, successful implementation in safety net systems requires align-
ment of patient, clinician, and health system factors. If implementation is
pursued without addressing all these factors concurrently, barriers to adoption
may persist for both clinicians and patients.

BARRIERS TO SHARED DECISION MAKING AROUND COLO-
RECTAL CANCER SCREENING IN A LARGE RESIDENT PRIMA-
RY CARE PRACTICE
Rosemary Farahmand1; Nicole Kwan1; Kim D. Ariyabuddhiphongs2;
Katherine Wrenn3; Maelys Amat4
1Internal Medicine, Beth Israel Deaconess Medical Center, Boston, MA
2HarvardMedical School, Beth Israel Deaconess Medical Center, Boston, MA
3Medicine, Beth Israel Deaconess Medical Center, Boston, MA
4Internal Medicine`, Beth Israel Deaconess Medical Center, Boston, MA.
(Control ID #3713491)

BACKGROUND: Colorectal cancer (CRC) screening creates an opportunity
for providers to engage patients in shared decision making (SDM), which has
been shown to increase patient satisfaction and adherence to treatment plans.
However, there are many perceived barriers to SDM around CRC screening,
including limited time, varied patient health literacy, and provider knowledge
gaps. This is of particular concern in a resident physician primary care practice,
which typically serves more psychosocially complex and economically disad-
vantaged patients. The purpose of this study is to investigate the specific
barriers to SDM around CRC screening in a resident primary care practice.
METHODS: We distributed a survey utilizing a 7-point Likert scale from 1
(strongly disagree) to 7 (strongly agree) to attendings, residents, and nurse
practitioners across a population health network regarding clinician knowl-
edge, perceptions, and perceived patient preferences around CRC screening.
We sent a separate survey utilizing a 5-point Likert scale from 1 (strongly
disagree) to 5 (strongly agree) to the resident physicians regarding CRC
screening knowledge, SDM skills, and system processes. We analyzed survey

results using independent student’s t-tests. CRC screening rates and test
modality ordered for resident and attending patients were compared using
the clinic’s performance manager.
RESULTS: Residents accounted for 21.3% of respondents (136) to the
population health network survey. 94% of attending and resident respondents
reported spending less than 5 minutes discussing CRC screening with patients.
On average, residents felt less confident in their ability to engage patients in
SDM around CRC screening than attendings (5.1 vs 6.3, p<0.0001). Residents
also were less likely to agree that they see no obstacles to engaging patients in
SDM around CRC screening (4.3 vs. 5.2, p<0.01). In the resident survey,
respondents were overall less confident in their ability to explain the steps (2.8
vs. 4.3, p<0.0001), pros (3.6 vs. 4.4, p<0.0001), and cons (3.6 vs. 4.2,
p<0.0001) of stool-based testing versus colonoscopy. At the clinic level,
2019-2021 CRC screening rates were on average 16.7% lower in resident
versus attending patients, and resident patients completed stool-based tests
15% less than expected.
CONCLUSIONS: In a resident practice, barriers to SDM around CRC
screening include less confidence in SDM discussions and knowledge gaps
around stool-based testing, which may contribute to the lower CRC screening
rates in resident patients. As a next step, we will create and implement a
provider tool for CRC screening to address these barriers with the goal of
providing more equitable CRC screening.

BODY SIZE PERCEPTIONS ASSOCIATED WITH BODY MASS IN-
DEX AND WEIGHT LOSS INTENTIONS AMONG TWO IMMI-
GRANT POPULATIONS
Mitra Moazzami3; Jane Njeru3,5; Bridget K. Biggs1; Leslie Sim1; Paul
Novotny2; Miriam Goodson6,5; Ahmed Osman7,5; Luz Molina6,8; Yahye
Ahmed9,5; Garciela Capetillo6,8; Omar Nur9,5; Mohammed Nur9,5; Irene G.
Sia3,5; Mark L. Wieland4,5
1Department of Psychiatry, Mayo Clinic Minnesota, Rochester, MN
2BSI, Mayo Clinic, Rochester, MN
3Medicine, Mayo Clinic, Rochester, MN
4Primary Care Internal Medicine, Mayo Clinic, Rochester, MN
5RHCP, Rochester, MN
6Alliance of Chicanos, Hispanics, and Latin Americans, Rochester, MN
7Intercultural Mutual Assistance Association, Rochester, MN
8Department of Language Services, Mayo Clinic Minnesota, Rochester, MN
9Somali American Social Services Association, Rochester, MN. (Control ID
#3708892)

BACKGROUND: Obesity rates among immigrant populations in the United
States are higher with increasing duration of residency. Health behaviors, body
size and weight perceptions may have important clinical and public health
implications for immigrant groups disproportionately affected by the obesity
epidemic. The aims of this study were to examine weight misclassification and
body image discrepancy within a large community sample of Hispanic and
Somali predominantly immigrant adults and their association with weight loss
intentions.
METHODS: A long-standing community-academic partnership utilized a
Community Based Participatory Research (CBPR) approach to collect height,
weight, and survey data from a community-based sample of adults who self-
identified as Hispanic, Latino or Somali in Southeast Minnesota. Body mass
index (BMI) was calculated for each participant, and surveys assessed demo-
graphic information, perceived weight category, perceived and ideal body size.
Body image discrepancy was defined as perceived body size minus ideal body
size. Correlations among actual BMI, perceived weight category, and per-
ceived body size were assessed with Spearman rank correlation coefficients.
Associations of weight loss intentions with actual BMI, perceived weight
category, perceived body size, and body image discrepancy were assessed
using Kruskal-Wallis nonparametric tests.
RESULTS: A total of 1256 adults completed the survey and biometric
measurements (610 Hispanic, 646 Somali); 81% (457) and 50% (328) were
overweight or obese in the Hispanic and Somali cohorts respectively. Among
participants with BMI>25, more participants reported a perceived body size
that was overweight or obese than a perceived weight category that was
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overweight or obese (61% vs. 48%, p=<0.0001). Mean body image discrep-
ancy for Hispanic and Somali participants was 1.7 (1.2) and 1.9 (1.2), respec-
tively. Body image discrepancy, but not actual BMI, was associated with
weight loss intentions for both groups. Perceived body size was associated
with weight loss intentions for Hispanic participants.
CONCLUSIONS: Perceived body size may be a superior tool for self-
assessment of BMI compared with perceived weight category among Hispanic
and Somali immigrant groups. Perceived body size and body image discrep-
ancy may be more predictive of weight loss intentions than actual BMI or
perceived weight category.

BRIDGING THECOMMUNICATIONGAP: HOW SHOULD PRIMA-
RY CARE PHYSICIANS BE INVOLVED DURING A PATIENT’S
HOSPITALIZATION?
Kristen Flint, Samuel Joseph, Pooja Patel
Medicine, Beth Israel Deaconess Medical Center, Boston, MA. (Control ID
#3700248)

BACKGROUND: Since the rise of the hospitalist movement in the 1990s,
studies have demonstrated that hospitalist care reduces length of stay and
inpatient costs with varying impact on mortality and readmission rates as
compared to primary care physician (PCP) inpatient care. However, studies
have also demonstrated that PCP familiarity with an admitted patient may
impact discharge location, readmission rates, and mortality. Despite the data
suggesting PCPs and hospitalists provide unique value to admitted patients,
communication between the two groups is oftentimes inadequate. This study
seeks to better understand the attitudes and preferences of PCPs and
hospitalists regarding PCP involvement during a patient’s hospitalization.
METHODS: Hospitalists at a single tertiary care academic hospital and PCPs
at the hospital’s affiliated primary care practice were sent surveys regarding
their respective attitudes and preferences toward PCP involvement during
hospitalization. Resident physicians were excluded. Simultaneously, live
interviews were held with hospitalists as they admitted and discharged patients
to assess how PCP input could be useful in the moment. Hospitalists were
recruited for live interviews until thematic saturation was achieved.
RESULTS: 39 hospitalists and 28 PCPs responded to the surveys. 82% of
hospitalists and 75% of PCPs agreed that it is important for a PCP to be
involved during the hospitalization. Hospitalists and PCPs felt that the most
important times for PCP involvement are hospital discharge (93% of PCPs)
and hospital admission (75% of PCPs).When asked to compare current to ideal
states of care, both hospitalists and PCPs responded that they would prefer
more communication at admission than they currently have. The most com-
mon barriers to communication were not having enough time (82% of PCPs)
and not being able to find contact information for the other party (79% of
hospitalists).
From the live interviews with hospitalists, the themes that emerged included
the value of the PCP adding important context to the patient, providing insight
into goals of care, and assisting with building rapport with the patient. The
interviews also highlighted the importance of boundaries between the
hospitalist and PCP regarding daily management of inpatient medical care.
CONCLUSIONS:At a single tertiary care academic hospital and its affiliated
primary care practice, hospitalists and PCPs agree that it is important for PCPs
to be involved in a patient’s hospitalization, especially at time of admission and
discharge, and would prefer more communication than they currently have. As
limited time is the most often cited barrier to communication, future
interventions, such as asynchronous forms of communication between the
two groups should be considered.

CAN YOU HEAR AND SEE ME NOW? A TELEMEDICINE QUALI-
TY IMPROVEMENT PROJECT IN A ARGE, URBAN SAFETY NET
HEALTH SYSTEM
Zoe Phillips2; Jeffrey A. Wilhite2; Khemraj Hardowar2; Harriet Fisher2; Lisa
Altshuler2; Isaac Holmes4; Melissa S. Lee3,2; Andrew Wallach1; Colleen
Gillespie2; Kathleen Hanley1; Sondra Zabar2
1General Internal Medicine, NYU Langone Health, New York, NY

2Medicine, New York University Grossman School of Medicine, New York,
NY
3Ambulatory Medicine, Kings County Hospital, Brooklyn, NY
4Bellevue Hospital Center, New York, NY.

BACKGROUND: Since the onset of the COVID-19 pandemic, healthcare
systems have faced significant barriers to providing quality primary care,
particularly as practices shifted to telemedicine modalities without established
technical and educational frameworks for patients, teams, and clinicians. We
created an iterative quality improvement project with Unannounced Standard-
ized Patients (USPs) to explore variation in telehealth practices across three
public ambulatory care clinics.
METHODS: Clinical leadership designed two USP cases reflective of local
patient populations and their common clinical needs. USPs portrayed either;
(1) a 40–45-year-old Black male with hypertension, or (2) a 40–45-year-old
Latina with an asthma exacerbation and hypertension. Both were vaccine
hesitant.
USPs evaluated visit workflow and clinician’s communication skills across
core domains (Table 1). After each visit, the USPs completed a behaviorally
anchored checklist. Domain summary scores were calculated as mean percent
marked “well done.” A t-test was used to compare scores across phases and
cases.
RESULTS: 60 visits (48 video, 12 audio-only) were conducted in two phases
(May-August 2021; September- December 2021). Of the 24 USPs (18 calls, 9
texts) contacted prior to their visit, only 4 spoke directly to a care teammember.
74% of USPs recommended the clinic.
There were no significant differences in domain scores between phases or
cases (Table 1). Most clinicians (82% in both phases) introduced the topic of
the COVID-19 vaccine appropriately. Regarding screening, most providers
asked about smoking (79%) and alcohol use (72%), but few screened for
vaping (22%) or depression (4%). 70% of clinicians or care teams replied to
a MyChart portal message that was sent by the USP to the care team after the
visit.
CONCLUSIONS: Findings highlight opportunities for system-based change
to optimize telehealth care (particularly the integration of teammembers in pre-
visit planning, standardized screenings, and patient follow-up). Data across
phases indicate sustained need for quality improvement efforts; reviewing
comparative data with clinic leadership will inform further evaluation of health
systems and educational methods.

CHANGES IN OUTPATIENT, INPATIENT, AND EMERGENCY
CARE COSTS FOLLOWING IMPLEMENTATION OF AN INTER-
DISCIPLINARY, PRIMARY CARE-BASED MODEL FOR PATIENT
WITH CLINICAL AND SOCIAL VULNERABILITIES
Alan T. Kelley1,2; Jacob D. Baylis1,2; Audrey L. Jones1,2
1Internal Medicine, The University of Utah School of Medicine, Salt Lake
City, UT
2Informatics, Decision Enhancement, and Analytic Sciences (IDEAS) Center,
VA Salt Lake City Health Care System, Salt Lake City, UT. (Control ID
#3714093)

BACKGROUND: Primary care clinics often lack resources to address needs
of patients with substance use disorders (SUDs), complex mental illness, and
socioeconomic vulnerabilities, which contributes to a greater dependence on
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high- cost, acute-care services. We examined changes in healthcare costs
following implementation of an interdisciplinary primary care (IPC) delivery
model designed to address the needs of this population.
METHODS: We examined costs of outpatient (primary care, mental health,
SUD, total), pharmacy, inpatient, and emergency department (ED) encounters
in the year before and after IPC enrollment. Analyses were conducted sepa-
rately for patients with histories of high ED use (≥3 in the 12-month pre-
enrollment period), experiences of homelessness, or SUD diagnoses.
RESULTS: A total of 994 patients enrolled in IPC from March 2018-Sep-
tember 2019. Among all IPC enrollees, total healthcare utilization costs in-
creased by 3.9% post-IPC (p<0.01), at a total net expense of $1.5 million.
Among patients with high ED use (n=265), annual costs per enrollee decreased
by 23.8% (p<0.01) post-IPC enrollment (Table). Over the same period,
decreases in costs among patients with experience of homelessness (n=266)
and those with SUDs (n=447) were not statistically significant (-12.6%
(p=0.07) and -6% (p=0.31), respectively). Among subgroups with
vulnerabilities, increases in outpatient costs were offset by reductions in
inpatient and ED costs, with net savings of $5.7 million, $2.5 million, and
$1.5 million for those with high ED use, experience of homelessness, and
SUD, respectively. CONCLUSIONS: IPC may reduce in the cost of
healthcare encounters for vulnerable patient populations with historically high
levels of acute care use and behavioral health comorbidities. Further study is
needed to understand heterogeneous effects of IPC on the cost of care among
vulnerable patients.

CHARACTERIZATION OF A NEW EHR BURDEN METRIC
(DOCLAG)
Madhura Shah1; Sofia De Arrigunaga2; Matthew West3; Susannah Rowe1;
Rebecca Mishuris1
1Department of Ophthalmology, Boston University School of Medicine, Bos-
ton, MA
2Massachusetts Eye and Ear, Boston, MA; 3Harvard University T H Chan
School of Public Health, Boston, MA.

BACKGROUND: Electronic health records (EHRs) both improve health care
efficiency and contribute to clinician stress. For every eight hours of scheduled
patient time, ambulatory physicians spend more than five hours on the EHR.
Existing EHR use metrics quantify the amount of time spent on the EHR (even
that spent outside clinical time).
However, this does not capture clinician preferences regarding when to dedi-
cate time to documentation tasks. This study defines a new measure: docu-
mentation lag (DocLag), or the time between first patient encounter to close of
the documentation for that visit. We hypothesize that longer documentation
lags will vary by clinician type, and subsequently be associated with worse
outcomes in terms of clinician wellbeing.
METHODS: DocLag is generated from encounter-specific metadata in the
EHR (Epic Systems, Verona, WI). Check-in time plus time waiting after
check-in are used to identify the point the start of EHR documentation and
encounter closure time represents completion of documentation requirements.
RESULTS: We present a pilot analysis from a sampled cohort of 196
clinicians – 92 resident physicians, 83 attending physicians and 21 nurse
practitioners (NPs) from the Section of General Internal Medicine at Boston
Medical Center (BMC). DocLag was defined as the mean documentation lag
across all encounters for a given clinician between April 1st 2019 to June 28th

2019 (N = 18,280). Mean DocLag was 149 hours (SD 132 hours). By clinician
type, mean DocLag was: 190 hours (SD 127 hrs) for residents, 120 hours (SD
133 hrs) for attendings, and 84 hours (SD 93 hours) for NPs, with a significant
difference (p = 3.9 x 10-7 by Kruskal-Wallis test).
CONCLUSIONS: Preliminary data suggests DocLag varies by clinician type,
with residents having the longest DocLag as compared to attendings and NPs.
Variation by clinician type represents both the nature of the clinical work
performed, and the duties outside of clinic time. Future work will include
calculation of DocLag for all outpatient encounters January 2019 through
October 2021 at BMC and correlation between DocLag and outcomes of
professional fulfillment/burnout.

COMBATING COVID-19 IN PARTICULARLY VULNERABLE
COMMUNITY: A RESIDENT QUALITY IMPROVEMENT
PROJECT
Muhammet Ozer, Zulfiya Manning, Navjot Kaur, Luma Aldabbagh, Natalia
Plotskaya, Khadija Merchant, Delaram Moazami
Internal Medicine, Capital Health Regional Medical Center, Trenton, NJ.

BACKGROUND: At the beginning of 2021, the FDA officially issued the first
emergency use authorization of COVID-19 vaccines. Vaccination hesitancy has
been an ongoing issue over the years but is now an evenmore serious problem ever
since the newly developed COVID-19 vaccine was released for emergency use.
Due to the rapid event of COVID-19, community clinics have been unable to
develop effective methods to inform patients about the vaccines, thus the vaccina-
tion rates have been low.Our goal is to increase vaccination uptake in our ethnically
diverse community in Trenton, New Jersey.
METHODS: The study was conducted between January 1-December 31,
2021. The QI team includes faculty and resident physicians, nurses, and
medical assistants. The charts of unvaccinated patients were isolated. The team
intervened in two PDSA cycles in order to systematically assess our perfor-
mance and track improvements in vaccination rates. A standardized education-
al flyer was created and incorporated in EMR in multiple languages. Thereaf-
ter, the team added informational visits during each encounter.
RESULTS: A total of 2,374 patients were listed, of which 63% were female.
Most of our population is Hispanic with 73.8%, followed byBlack by 9.7%. At
the end of our study, a total of 52.6% of the patients were vaccinated. Among
the vaccinated population, 75.7% of the patients were fully vaccinated. The
highest monthly vaccination ratewas reached inMay 2021 (29.6%) (Figure 1).
The most commonly utilized vaccine was Moderna with 48.3% followed by
the Pfizer- Biontech vaccine (35.2%). The vaccination rate was significantly
positively associated with age, female gender, and Hispanic race ( all p values<
0.05).
CONCLUSIONS: Our project demonstrates the importance of patient and
staff education, close follow-up, and a systematic PDSA model process. Our
patients have low health literacy and lack of knowledge about vaccines' safety
and efficacy. Additionally, social media is broadcasting conspiracy theories
and misperceptions about the COVID-19 vaccines, thus creating fear in
patients. Unfortunately, COVID-19 will not be eliminated anytime soon due
to the new variants coming as a threat to the world. Our QI team recommends
others collect all the necessary data to move forward in similar projects like
ours.
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COMPARING PROVIDER AND PATIENT EXPERIENCES WITH
TELEMEDICINE USE IN PRIMARY CARE: LEARNING FROM
THE COVID-19 PANDEMIC
Jenny J. Lin1; KimberlyA.Muellers5,2; Katerina Andreadis3; Carol Horowitz1;
Jessica Ancker4
1Medicine, Icahn School of Medicine at Mount Sinai, New York, NY
2General Internal Medicine, Icahn School of Medicine at Mount Sinai, New
York, NY
3Weill Cornell Medicine, New York, NY
4Vanderbilt University Medical Center, Nashville, TN
5Pace University, New York, NY. (Control ID #3716208)

BACKGROUND: The COVID-19 pandemic has necessitated a rapid uptake
of telemedicine in primary care. However, a comprehensive evaluation of such
programs is currently lacking and there are substantial differences between
telemedicine programs rolled out in different practices. We undertook this
study to understand patients’ and providers’ experiences with telemedicine in
primary care.
METHODS: We conducted semi-structured interviews with primary care
providers (n=21) and patients (n=65) with a chronic disease in three PCORnet
sites in New York City, North Carolina and Florida. We specifically asked
about barriers to and facilitators of, as well as benefits of and challenges with,
telemedicine use. Three coders developed the code key and coded transcripts
individually. Codes were compared and discrepancies resolved. Data was
analyzed using interpretive description.
RESULTS: Of the primary care providers, 62% were female and 9% self-
identified as Black, 48%White, 24% Asian, 14% Hispanic and 5% Other. Of
the patients, 60% were female and 25% self-identified as Black, 42% were
White, 23% Hispanic, 1% Asian and 9% Other. Patients and providers both
agreed that the benefits of telemedicine included increased convenience par-
ticularly for patients, eliminating travel hassle and time constraints. Primary
challenges associated with telemedicine were the inability to do a physical
exam, decreased patient-physician rapport and some concern about quality of
care. Technology (internet difficulties, lack of access to video capability),
lower technology literacy, complicated telemedicine platforms were seen as
challenges to telemedicine use. Both patients and providers recommended
more technological and ancillary support as well as increased education about
telemedicine would facilitate telemedicine use.
CONCLUSIONS: Patients and providers report several benefits of
telemedicine during the COVID pandemic but telemedicine cannot fully
replace in-person visits for a variety of reasons. Telemedicine can both exac-
erbate and ameliorate disparities in healthcare, and technology issues and
improving technological and ancillary support may increase telemedicine use
and reduce disparities in care.

COMPARISON OF PATIENT SATISFATCION SCORES BETWEEN
TELEMEDICINEAND IN-PEROSNVISITSATANACADEMICPRI-
MARY CARE PRACTICE
Alfred Burger1; Danielle Tepper1; Edina Ljesnjanin3; Ali Chisti3; Matthew
Weissman2
1Medicine, Mount Sinai Beth Israel, Icahn School ofMedicine at Mount Sinai,
New York, NY
2Internal Medicine/Pediatrics, Mount Sinai Beth Israel Hospital, New York,
NY
3Icahn School of Medicine at Mount Sinai, New York, NY. (Control ID
#3715469)

BACKGROUND: Telemedicine, in various forms, has existed for over 100
years. Increased bandwidth and emergence of easily accessible video commu-
nication over the last 15-20 years has led to video health or “telemedicine”
gaining momentum. In the COVID pandemic there was an accelerated uptake
of telemedicine at Academic Medical Centers (AMCs). There has been debate
over this rapid implementation and the quality of care delivered by video visits.
To examine this issue, we looked at our own academic primary care practice
patient satisfaction scores to see if people were less satisfied with their

interaction with medical providers during video visits versus in person medical
visits.
METHODS: Mount Sinai Health System uses a private vendor called Q
reviews to evaluate patient satisfaction with 24 hours of a health care visit.
With-in minutes post-visit patients receive a text-basedmessage to their mobile
phone with a link to the review site. A 5-point Likert Scale is used for all
questions. We performed a retrospective study to compare the patient experi-
ence in a primary care practice at Mount Sinai Beth Israel.
RESULTS: We reviewed all patient responses (1821) for in-person or video
visits from June 1, 2020 to April 30, 2021. We compared responses for the
three questions on the physician role (see table) Overall, patient satisfaction did
not differ statistically on these questions. Response rates were similar; 1,427/
7,913 (18%) for in-person visit and 394/2,543 (15%) for telemedicine visits.
CONCLUSIONS: We found no statistically significant difference found in
patient satisfaction between video visits and in-person visits on the provider-
specific questions we reviewed. Many worry, about this rapid transition to
video visits driven by the COVID-19 pandemic and propose a return to the
majority or entirety of health care visits being in person, when possible. Prior to
the pandemic new companies were entering the health care market place
providing telehealth or video visits and taking patients from traditional
office-based practices. Many AMC patients face significant social and finan-
cial hurdles to attending in person visits. This retrospective data shows that
AMC based practices can and do provide a high level of engagement for
patients whose visits are appropriate for a video visit. While this cohort may
have had some self-selection biases, as patients could choose which type of
visit, they would attend, it does show a proof of concept that we should
maintain video visits as an option for patients seen at AMC practices. Future
studies should focus on if telemedicine can improve healthcare disparities and
which types of cases are not appropriate for telehealth visits.

COVID-19 VACCINATION EFFECT ON VIRAL LOAD AND
SYMPTOMATOLOGY
Riannon C. Atwater1; Nikita Deng1; Jacinda M. Nicklas2; Hrishikesh Belani3;
David M. Liebovitz4; Carolyn Bramante5
1School of Medicine, University of Colorado Denver School of Medicine,
Aurora, CO
2General Internal Medicine, University of Colorado School of Medicine,
Aurora, CO
3Medicine, Los Angeles County Department of Health Services, Los Angeles,
CA
4Medicine, Northwestern University Feinberg School of Medicine, Chicago,
IL
5Medicine, University of Minnesota Twin Cities, Minneapolis, MN.

BACKGROUND: Breakthrough infection for COVID-19 post-vaccination
are common. Data conflict on if vaccination decreases severe acute respiratory
syndrome coronavirus-2 (SARS-CoV-2) viral load. We compared baseline
symptoms and viral load between vaccinated and unvaccinated adults enrolled
in a randomized trial of early outpatient COVID-19 treatment using generic
medications.
METHODS: The first 433 sequential participants enrolled in the COVID-
OUT trial (prior to 9/12/21), a phase 3, double-blind, factorial design, placebo-
controlled trial, were analyzed. Adults aged 30-85 with a body mass index
(BMI) >= 25kg/m2 were eligible within 3 days of a positive COVID test and
<7 days of symptoms. Log10 PCR viral loads were normalized to human
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RNase P by time from vaccination, vaccine status and symptoms. Participants
were divided into viral load tertiles to analyze differences in proportion of
participants reporting moderate or severe symptoms at baseline.
RESULTS: Of 433 participants, 272 had known vaccine status and contrib-
uted optional nasal swabs for viral load measurement with a median age of 46
years and a median BMI of 31.2 kg/m 2 (IQR, 27.4, 36.4). Overall, 159 (58%)
were women and 217 (80%) were white. The mean relative log10 viral load for
those vaccinated <6 months from infection was 0.11 (95% CI, -0.48, 0.71),
significantly lower than the unvaccinated (n=160, p=0.01). Those vaccinated
>= 6months did not differ from the unvaccinated in viral load (mean 0.99, 95%
CI, -0.41 to 2.40; p=0.85). The proportion of participants significantly varied
by viral load tertiles for subjective fever, loss of smell, loss of taste, fatigue,
myalgia, and stuffy/runny nose (all p<=0.02). The middle tertile contained the
largest proportion of participants for each of these symptoms besides stuffy/
runny nose. There was no significant difference between viral load tertile
groups at baseline for chills, cough, diarrhea, headache, nausea, dyspnea, sore
throat, and vomiting (Figure 1).
CONCLUSIONS: These data suggest vaccination within 6 months of infec-
tion is associated with a lower viral load, with viral loads returning to pre-
vaccination levels after 6 months. Increased viral load was associated with
worse fever, loss of smell/taste, fatigue, myalgia, and stuffy/runny nose.

COVID-19 VACCINATION RATES IN AN UNDERSERVED POPU-
LATION PRIMARY CARE CENTER
Alvaro Ayala1; Jennifer Chung2; Keith vom Eigen1; Kavita Advani1
1Primary Care Internal Medicine, University of Connecticut School of Medi-
cine, Farmington, CT
2University of Connecticut School of Medicine, Farmington, CT.

BACKGROUND: During COVID-19 pandemic, low-income communities
have experienced higher levels of morbidity and mortality as well as increased
vaccination hesitancy and lower vaccination rates compared to high-income
communities. Primary care centers in underserved communities are essential,
as they serve as health promotion and prevention centers for these communi-
ties. In this study, we aimed to calculate the COVID-19 vaccination rates in an
underserved primary care community center and to objectively characterize
this patient population in order to provide evidence for future communitarian
interventions.
METHODS: Retrospective medical records review of patients that were seen
by a primary care provider admitted between January 1st and December 15th,
2021 at Burgdorf clinic, Trinity Health, Hartford, CT. Demographics, baseline
comorbidities, vaccination status, number of vaccines received, and last en-
counter date within our network were recorded. Fisher’s exact test was
performed to analyze differences in proportions between groups of categorical
variables. A univariate logistic regression analysis was used to indicate the
association between vaccination status and demographical variables in our
population.
RESULTS:A total of 1630 patients were admitted/seen in our clinic as part of
primary care visit (Age 54.17 years [SD 15.49]; 60.5% females; African
American 70.9%). Most of the patients had their last encounter date on the

last quarter of 2021, n=1286 (78.9%). From these, 649 ( 50.5%) were unvac-
cinated, 136 (10.6%) partially vaccinated, and 501 (39.0%) fully vaccinated.
From the fully vaccinated patients 134 (26.7%) received a booster shot.
Vaccination rates differed dramatically between age categories, see Graph 1.
After the adjusted logistic regression there was a positive association between
age category and increased vaccination rates (25-44 years, OR=0.94, 95% CI
[0.51-1.75]; 45-64 years, OR=2.16, 95% CI [1.18-3.95], >65 years OR=2.72,
95% CI [1.44-5.12], p< 0.001, reference 18-24 years).
CONCLUSIONS: Vaccination rates are significantly lower in younger
patient’s compared to older patients in our primary care center. Communitarian
interventions focusing on patients between 18 and 45 years old may improve
vaccination rates in underserved communities.

DEMOGRAPHIC ANALYSIS OF A PHYSICIAN-SUPERVISED
WEIGHT LOSS PROGRAM IN HARTFORD COUNTY, CT
Johanna Gleason-Vergados, Roberta Baah-Sackey, Varalakshmi Niranjan
Medicine, University of Connecticut School of Medicine, Farmington, CT.
(Control ID #3715439)

BACKGROUND: The number of Americans affected by obesity has in-
creased significantly over recent years with some racial and ethnic groups
affected more than others, indicating the presence of widespread disparities
within the healthcare system. Evidence suggests that early intervention of
obesity prevents adverse outcomes from comorbidities associated with the
disease process. The goal of this study is to analyze demographic distributions
of patients who enroll in a physician-supervised weight loss program in a
primary care office setting. This information will be useful in promoting early
intervention strategies in weight management and addressing relevant
healthcare disparities.
METHODS: The sample population includes all adults ≥ 20 years of age who
sought out weight loss counselling at their primary care office in Hartford
County, Connecticut between March 2018- June 2021. Patients who self-
identified as Unknown race/ethnicity or Other were excluded from the analysis
due to insufficient data. Patients were weighed with InBody270 and body
composition results along with body mass index (BMI) were recorded. Patient
medical records provided details of demographics such as gender, age, and
race/ethnicity. Primarymeans of statistical analysis was one-way ANOVA test.
Data was extracted and analyzed using IBM SPSS.25 software.
RESULTS: Results: Of the 240 patients, the majority were between 40-59
years old (n= 121, 50.4%) and were considered to have class 3 obesity (BMI >
40) at initial weigh-in (n=115, 47.9%). In terms of race and ethnicity, 92
patients (38.3%) self-identified as Non-Hispanic White, 82 (34.2%) as Non-
Hispanic Black, and 66 (27.5%) as Hispanic or Latino. There was a significant
difference between mean age at initial visit and patient race and ethnicity. The
mean age of Hispanic or Latino patients was 39.8 years compared to 45.3 years
for Non-Hispanic Black and 46.8 years for Non-Hispanic White patients (p=
0.002). There was no significant difference in the initial mean BMI based on
patient age (p= 0.058) or race and ethnicity (p= 0.462).
CONCLUSIONS: By analyzing the demographic information of patients
with obesity who enroll in weight loss programs, physicians can better identify
when patients will seek care for weight management. The findings of this study
suggest that Hispanic or Latino patients were more likely to present at a
younger age compared to other races. There could be multiple factors influ-
encing this trend, including social norms, regional, or cultural differences.
Primary care providers should encourage all patients with obesity to seek early
intervention, irrespective of race. Doing so will help to reverse the disease
process and prevent the development of obesity-related comorbidities.

DEVELOPMENT AND IMPLEMENTATION OF A MULTICOMPO-
NENT INTERVENTION TO IMPROVE GUIDELINE-
CONCORDANT MANAGEMENT OF PULMONARY NODULES
Jacqueline M. Soegaard Ballester1; Jennifer P. Steltz3,4; Tessa S. Cook5,3;
Justine Hamilton3; Katherine E. Xu3; John T. Howell6; Corinne M. Rhodes2,3
1Department of Surgery, Hospital of the University of Pennsylvania,
Philadelphia, PA
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2Division of General Internal Medicine, Department of Medicine, Hospital of
the University of Pennsylvania, Philadelphia, PA
3University of Pennsylvania Perelman School of Medicine, Philadelphia, PA
4Division of Pulmonary, Allergy and Critical Care, Department of Medicine,
Hospital of the University of Pennsylvania, Philadelphia, PA
5Department of Radiology, Hospital of the University of Pennsylvania,
Philadelphia, PA
6Office of the Chief Medical Information Officer, Penn Medicine,
Philadelphia, PA.

BACKGROUND: Adherence to guideline-concordant management of inci-
dentally detected pulmonary nodules (PNs) is frequently poor. We designed
and implemented a division-level intervention to improve Fleischner society
guideline adherence at our institution.
METHODS: Our intervention included: (1) radiology report templates for
documentation of PNs, (2) generation of daily reports of incidentally identified
PNs, (3) a population health coordinator who documented PN identification in
the electronic health record (EHR) and managed patient outreach, and (4) EHR
templates for clinician documentation of disclosure to patients and clinical care
plan. Outcomes were rates of PN disclosure and completion of recommended
surveillance chest computed tomography (CT) or subspecialist evaluation.
Outcomes were assessed in patients with a PN identified before (01/02/
2018–03/31/2019) and after (04/01/2019–09/30/2020) implementation of the
intervention in 4 primary care practices.
RESULTS: Pre- and post-implementation cohorts included 395 and 432
patients, respectively. Mean age was 65.1±10.8 vs 65.0±11.8 (p=0.881) and
59.5% vs 60.2% were female (p=0.895). Race was White in 52.4% vs 43.3%,
Black in 39.5% vs 45.1%, and other 8.1% vs 11.6% (p=0.166). Recommended
management was surveillance chest CT (72.4% vs 73.6%), subspecialist
referral (21.0% vs 13.7%), or no further imaging (6.6% vs 12.7%; p=0.001).
Disclosure of PNs increased from 78.5% to 94.9%, an improvement of 16.4%
(95% CI 11.9–21.0%). Surveillance CT ordering increased from 66.4%
[n=190/286] to 88.7% [n=282/318], an improvement of 22.3% (95% CI
15.8–28.7%) and CT completion increased from 67.1% [n=192/286] to
85.5% [n=272/318], an improvement of 18.4% (95% CI 11.7–25.1%). When
CT was completed >30 days after the recommended time interval, median
delay was reduced by 66.5 days (163.5 [n=72] vs 97.0 [n=97], p=0.004),
despite post-intervention overlappingwith theCOVID-19 pandemic (Figure 1).
The rate of completed subspecialist evaluation was similar (94.0% [n=78/83]
vs 93.9% [n=46/49], p=1).
CONCLUSIONS: A multicomponent division-level intervention improved
rates of PN disclosure and surveillance CT ordering and completion. Our
findings support expansion of system-level approaches that standardize and
automate processes to improve guideline adherence.

DISPARITIES IN CARE FOR CHRONIC KIDNEY DISEASE
PATIENTS REFERRED FROM PRIMARY CARE TO
NEPHROLOGY
Nathan Petrou1,4; Jorge A. Rodriguez2,3; Lipika Samal2,3
1Department of Medicine, Brigham and Women's Hospital, Boston, MA
2Division of General Internal Medicine and Primary Care, Brigham and
Women's Hospital, Boston, MA
3Harvard Medical School, Boston, MA
4Internal Medicine, Atrius Health, Newton, MA. (Control ID #3714924)

BACKGROUND: Underserved patients, including racial/ethnic minorities,
and patients with limited English proficiency, experienceworse chronic kidney
disease (CKD) outcomes. Appropriate CKD care requires timely attendance
upon nephrology referral and primary care co-management with nephrologists.
Outcomes in these populations may be impacted by delays in access to
subspecialty care and referral timeliness. The goal of our study was to assess
the association of language, race, and ethnicity with ambulatorymetrics among
patients referred to nephrology clinics.
METHODS: We used EHR data from an academic hospital in Boston to
compare ambulatory metrics among patients referred to in-person nephrology
visits between 2019-2021. We examined 1) percentage of no shows among all
nephrology visits (new and established) and 2) average new visit delay (cal-
endar days between referral date and scheduled date). We compared outcomes
based on patient-reported language preference (non-English vs English), race
(Black vs White), and ethnicity (Hispanic vs non-Hispanic). To account for
changes over time during the COVID-19 pandemic, metrics were compared
visits during three timeframes; 10/01/19-12/31/19, 10/01/20-12/31/20, and 10/
01/21- 12/31/21.
RESULTS: We identified 12,034 nephrology visits. Subtotals were 10,748
English, 1276 non-English, 7246 White, 2406 Black, 10,081 non-Hispanic,
and 1534 Hispanic. We found significant disparities in no show rates which
persisted across all three timeframes. In 2019, non-English speaking patients
had an 11.6% no show rate compared to 6.6% of English-speaking patients
(p=0.001), Black patients had an 11.5% no show rate compared to 5.0% of
White patients (p<0.001) and, Hispanic patients 11.8% compared to 6.6% non-
Hispanic patients (p=0.002). In 2020, no show rates were 11.8% non-English
vs 7.3% English, p=0.008; 13.3% Black vs 5.3%White, p<0.001; and, 10.4%
Hispanic vs 7.4% non-Hispanic, p=0.019. In 2021, no show rates were 11.9%
non-English vs 6.1%English, p<0.001; 11.3%Black vs 4.3%White, p<0.001;
and, 14.3% Hispanic vs 5.7% non-Hispanic, p<0.001. Average delay for new
in-person nephrology referrals were similar across demographics though did
fluctuate over time (Q4 2019, 45.1 days; Q4 2020, 38.8 days; Q4 2021, 63.0
days).
CONCLUSIONS: Our findings reveal disparities in no show rates for ne-
phrology appointments. We did not find disparities in timeliness of referrals,
but did see differences between time periods, presumably from COVID.
Results reinforce the need for robust efforts to ensure equitable access and
care engagement, taking into account the social determinants and structural
inequities which contribute to these disparities. In addition, the impact of
COVID on chronic disease management could be lessened by targeted atten-
tion to improvements in telehealth and PCP/specialist integration.

DOES ACCESS TO TELEHEALTH IN PRIMARY CARE AFFECT
PRIMARY CARE UTILIZATION IN A LARGE, PUBLIC
HEALTHCARE SYSTEM?
Kevin Chen1,2; Christine Zhang1; Alexandra Gurley1; Shashi Akkem1;
Hannah B. Jackson1
1New York City Health and Hospitals Corporation, New York, NY
2New York University Grossman School of Medicine, New York, NY. (Con-
trol ID #3710854)

BACKGROUND: Telehealth services may improve access to care by remov-
ing certain barriers to care. But, health systems and payors may be hesitant to
provide or cover telehealth at the same rate as in-person services in part due to
concerns around potential to increase overall healthcare utilization. During the
coronavirus disease pandemic, many regulatory restrictions on telehealth were
paused, allowing more widespread usage of telehealth. We sought to investi-
gate whether patients engaged in telehealth had increased primary care (PC)
utilization relative to those not engaged in telehealth.
METHODS: We conducted an observational study of electronic health record
data for patients with PC visits from July 1, 2020 to June 30, 2021 at 23 adult
PC clinics at New York City Health + Hospitals, the nation's largest public
healthcare system. This period represents when local COVID cases were past
initial peak and telehealth visits were available to patients electively instead of
preferentially. The primary outcome was the average number of annual com-
pleted PC visits per patient. We collected patient age, sex, race/ethnicity,
language, insurance, and number of Elixhauser comorbidities and compared
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them between groups using χ2 tests. Then, we stratified patients by quintiles of
comorbidity count and compared the average number of completed PC visits
per patient between telehealth users and non-users using two-sided Welch’s t-
tests.
RESULTS: There were 569,724 visits by 225,147 patients. Of these patients,
133,830 (59.4%) were telehealth users. Compared to telehealth non-users,
telehealth users were more likely to be older, female, Asian, Medicare bene-
ficiaries, and have more comorbidities and less likely to be Black, commer-
cially insured, or uninsured (p<0.001). The average (SD) number of PC visits
were 2.9 (1.7) for telehealth users and 1.9 (1.3) for non-users. Compared to
telehealth non- users, telehealth users had 1more PC visit per patient regardless
of comorbidity count (Table; p<0.001). Among telehealth users, the average
proportion of visits that were conducted via telehealth was 0.68 (0.28).
CONCLUSIONS: Availability of telehealth may increase PC utilization in
safety-net clinics. Differences in utilization may relate to decreases in barriers
to care, lower efficacy of telehealth, or differences in propensity to engage in
care not accounted for by comorbidity count. More research on outcomes,
costs of care, patient and clinician experiences is essential to better inform
policymakers’ and payors’ decisions around coverage of telehealth services.

DOES POLYPHARMACY EDUCATION INCREASE PATIENT DE-
SIRE TO REDUCE AMOUNT OF PRESCRIPTION MEDICATIONS
TAKEN DAILY?
Hope Patchen
Family Medicine, Texas College of Osteopathic Medicine Clinical Education,
Fort Worth, TX. (Control ID #3708776)

BACKGROUND: Increased awareness of polypharmacy and its inherent risks
in the medical community has made the management of medications in the
elderly an important aspect of primary care. Although the benefits of
deprescribing are well understood, providers still encounter barriers to
deprescribing including patient hesitance or fear of discontinuing
medications.<span style="font-size:10.8333px"> </span>This project was
designed to increase patient understanding of polypharmacy and its inherent
risks, and to determine whether increased understanding affected the patient’s
desire to reduce the amount of prescription medications taken daily. The project
was designedwith the hope that patientswould bemore aware of themedications
they use and more amenable to deprescribing interventions in the future.
METHODS: Patients presenting to an outpatient family practice clinic were
administered an optional survey that gathered information regarding their
personal medication use. This survey included an educational component
designed to inform patients of polypharmacy and its inherent risks. Participants
responses were recorded, given numeric values according to their level of
understanding, and excluded if a participant’s response was indeterminable.
Participants’ understanding of polypharmacy and its associated risks, as well as
their desire to reduce daily prescriptions, was analyzed before and after
completing the included educational material.
RESULTS: 30 patients agreed to complete the survey over a span of three
weeks, 86 % of which were 65 or older. Although 80 % of patients surveyed
were experiencing polypharmacy by its traditional definition, over 85 % of
patients surveyed had never heard of polypharmacy or had low understanding
of the term. The statistics showed a significant increase in the understanding of
the term polypharmacy as well as its associated risks in participants, but no
significant increase in the number of participants who desired to decrease the
amount of prescriptions they take daily. 70 % of patients indicated that they
planned to bring a list of their medications to their next appointment.
CONCLUSIONS: This study suggests that many patients, even those expe-
riencing polypharmacy, are not aware of its risks. Although educating patients
about polypharmacy and its associated risks did increase understanding, it did
not significantly change patients’ desires to reduce the amount of prescriptions
taken daily. More than 50 percent of patients surveyed were already interested
in reducing the amount of prescription medications they take daily prior to
being educated about polypharmacy, possibly explaining the lack of significant
change. Although overall understanding of polypharmacy did increase for this
population, there were individuals who still rated their understanding as “low”.
Gathering participant feedback regarding the educational material may offer
valuable insight.

DO PRIMARY CARE PHYSICIANS REPEAT THE BLOOD PRES-
SURE MEASUREMENT AFTER THEY INDICATE THAT THEY
WILL IN THE SETTING OF CHRONIC KIDNEY DISEASE?
Michael P. Gannon1; EdwardWu2; GearoidMcMahon1,3; SkyeAaron1; David
W. Bates1,4; Sushrut Waikar3,5; Lipika Samal1,4
1Division of General Internal Medicine, Brigham and Women's Hospital,
Providence, RI
2Alabama College of Osteopathic Medicine, Dothan, AL
3Division of Nephrology, Brigham and Women's Hospital, Boston, MA
4Harvard Medical School, Boston, MA
5Section of Nephrology, Boston University School of Medicine and Boston
Medical Center, Boston, MA. (Control ID #3716061)

BACKGROUND: Chronic kidney disease (CKD) impacts 26 million
Americans, and has high morbidity and mortality. Control of blood pressure
(BP) in the setting of CKD can delay or prevent progression to kidney failure
and cardiovascular events. Though office BPmeasurement is less accurate than
ambulatory, accuracy is improved when repeated. In this study embedded
within a clinical trial, our objective was to determine whether primary care
providers (PCPs) repeated the BP after indicating that they would and whether
this was more common: 1) when the patient was seeing their own PCP, 2) with
fewer comorbidities, and 3) in visits with a chief complaint related to CKD or
hypertension (HTN).
METHODS: This is a cross-sectional study using electronic health record data
in the context of a clinical trial evaluating a clinical decision support (CDS)
alert, which included a way to indicate the need to repeat BP measurement.
Upon opening the patient’s chart, the PCP was prompted with an alert notify-
ing them of the patient’s CKD, previous SBP >140 mmHg, and current SBP
>140 mmHg. We conducted a chart review for encounters where the PCP
selected “Will Repeat BP.” In addition to reviewing the electronic flowsheet,
we reviewed office notes.
RESULTS: The alert fired in 1045 encounters. In 235, the PCP indicated that
they would repeat the BP reading. These patients were 70.6% female, 69.4%
white, 89.4%English-speaking, with a mean age of 75.9, and an average of 4.4
comorbidities. PCPs repeated the BP in 156 (66.4%) encounters. The rate was
58.3% when the encounter was with a covering provider compared to 67.8%
with the patient’s PCP (p = 0.34). The mean number of comorbidities in visits
where PCPs repeated the BP was 4.1 versus a mean of 4.8 in visits where they
did not (p = .05).When patients had a chief complaint related to CKD or BP the
rate was 63.4% versus 67.7% for other chief complaints (p = .55). The reasons
that PCPs did not repeat the measurement were: PCP believed that the BP was
under control, PCP knew of lower ambulatory BPs, PCP deferred due to
comanagement with specialists, PCP believed that there was medication non-
adherence, or PCP thought that the BP was elevated due to acute complaints.
Possible limitations include sample size and undocumented BPmeasurements.
CONCLUSIONS: When PCPs indicated that they would repeat BP measure-
ment, they only did so in about two-thirds of cases. The data do not suggest that
follow-through is more common in a primary care visit, with few
comorbidities, or when the chief complaint is related to CKD or BP.

DRUG REPOSITORY PROGRAMS AS A SOURCE OF
HEALTHCARE COST SAVINGS
Ashish Gandhi1; Daniel Y. Johnson2; Alan Hutchison1; Neda Laiteerapong1
1University of Chicago Department of Medicine, Chicago, IL
2University of Chicago Pritzker School of Medicine, Chicago, IL. (Control ID
#3715394)

BACKGROUND: Each year, 6-7% of Americans are unable to afford at least
one medication, leading to cost-related nonadherence and worse clinical
outcomes. Meanwhile, $2.8 billion in medications are discarded annually in
the US, leading to toxic air and water pollution. Drug repository programs
redistribute unused, unexpired, and untampered medications, providing a
potential solution to both problems. However, little is known about the impact
of drug repository programs. We sought to describe one program’s impact in
terms of medications redistributed and potential cost savings to the healthcare
system.

JGIMS140



METHODS: Internal data from 2018 were provided from one regional US
drug repository program, the Twelve Baskets organization. We classified each
medication redistributed according to Federal Drug and Administration Ther-
apeutic Categories Model Guidelines. We then determined the price of each
medication using 2018 Centers for Medicare and Medicaid Services Part D
data. Using Microsoft Excel, we tabulated medications by classification and
calculated cost savings in 2018 dollars.
RESULTS: In 2018, approximately 758,000 medications were redistributed
by the Twelve Baskets organization, equating to a conservative estimate of
roughly $534,000 in Medicare dollars saved. Antidepressants were most
frequently redistributed (27%, n=201,222), followed by cardiovascular agents
(13%, n=97,985) and anxiolytics (12%, n=88,220). Most redistributed
antidepressants were serotonin/norepinephrine reuptake inhibitors (e.g.,
fluoxetine, duloxetine) (82%, n=165,091). Among cardiovascular agents, a
variety of medications were redistributed and included renin-angiotensin-
aldosterone system inhibitors (21%, n=20,982), diuretics (17%, n=16,640),
and calcium channel blocking agents (15%, n=14,405). In regards to cost
savings, respiratory tract agents (20%, $108,400), antidepressants (16%,
$83,500), and blood glucose regulators (16%, $83,000) were the medication
categories with the greatest cost savings.
CONCLUSIONS: Drug repository programs are a potential safe solution to
both cost-related nonadherence and unnecessary medication waste. In this
analysis of one regional drug repository program, over three-quarter million
medications were redistributed in 2018, with significant redistribution ob-
served within psychiatric and cardiovascular medication classes. Additionally,
we observed significant cost savings in pulmonary, psychiatric, and endocrine
drug classes. Further research into barriers to safemedication redistribution can
elucidate how better to utilize drug repository programs as an opportunity for
cost savings to the healthcare system.

EDUCATING THE HEALTH SYSTEM: USING UNANNOUNCED
STANDARDIZED PATIENTS TO UNDERSTAND THE IMPACT OF
NEW TELEMEDICINE VISITS AT OUR STUDENT HEALTH
CENTER
Zoe Phillips2; Jeffrey A. Wilhite2; Harriet Fisher2; Virginia Robertson3; Jun
Mitsimoto3; Lisa Altshuler2; Colleen Gillespie2; Kathleen Hanley1; Sondra
Zabar2
1General Internal Medicine, NYU Langone Health, New York, NY
2Medicine, New York University Grossman School of Medicine, New York,
NY
3NYUStudent Health Center, NYU Langone Health, NewYork, NY. (Control
ID #3713587)

BACKGROUND: Student health centers provide necessary care to university
students, yet there is limited literature on efforts to standardize or improve
quality of this care. When our urban student health center rapidly shifted to
telemedicine-based care at the onset of COVID-19, we designed and deployed
two unannounced standardized patient (USP) cases as part of a quality im-
provement project to assess, broadly, the impact of a new telemedicine
workflow and common clinical activities.
METHODS: In April and May of 2021, 12 primary care and 4 women’s
health clinicians conducted virtual visits with two distinct USP cases (N=32
visits, 2 per clinician). Cases included (1) a 21-year-old female requesting a
birth control prescription with a positive PHQ-9 and (2) a 21-year-old gaymale
who has questions regarding safe sex and vapes regularly.
Clinicians were evaluated using two assessments: (1) a behaviorally anchored
checklist completed by the USP covering the microsystem and the clinician’s
skills and (2) a systematic chart review of the electronic health record.
RESULTS: Overall, 88% of USPs reported that they would recommend the
clinic. Regarding the clinic workflow, 12 of 32 USPs reported receiving a pre-
visit call (clinical protocol), 10 answered the calls and of those, 20% verified
two patient identifiers.
Between cases, there were significant differences in three domains (mean %
well done). Information gathering was significantly higher for the depression
case (84% vs. 48%; p=0.004), patient activation was higher for the sexual
health case (53% vs 23%; p=0.027), and telemedicine skills were higher in the
depression case (77% vs. 57%; p=0.015).

Clinician performance was relatively low in case-specific education (depres-
sion: 28%, sexual health: 20%) and moderate in management/treatment plan
(mean across cases: 66%), relationship development (64%), and education and
counseling (65%).
In a number of “gold standards of care” items identified by clinical leadership,
less than half of clinicians met the target. In the depression case, 56%
documented both PHQ-2 and PHQ-9 screenings, 0% screened for alcohol
use and quantity, and 66% screened for relationship violence. In the sexual
health case, 56% screened for vaping quantity and frequency. 63% counseled
on PrEP. No providers completed any part of a physical exam besides
commenting on appearance.
CONCLUSIONS: Through USP visits and chart reviews, we identified
variation in quality of communication skills and use of common screening
protocols at this student health center during virtual visits. Health system
standards previously integrated into in-person visits may have been lost in
the transition to telemedicine care. Our results suggest opportunities exist for
targeted improvement efforts that ensure quality virtual care for all students.

EFFECTOFACOLLABORATIVEPALLIATIVECARE INTERVEN-
TION VS USUAL CARE ON QUALITY OF LIFE OF PATIENTS
WITH SYMPTOMATIC LUNG AND HEART DISEASES: THE
ADAPT RANDOMIZED CLINICAL TRIAL
David Bekelman2,1; Anna E. Baron2; Elizabeth Parsons3; Carolyn H. Welsh4;
Connor F. McBryde2
1University of Colorado Denver School of Medicine, Aurora, CO
2VA Eastern Colorado Health Care System, Aurora, CO
3Pulmonary & Critical Care, VA Puget Sound Health Care System Seattle
Division, Seattle, WA
4Pulmonary Care, VA Eastern Colorado Health Care System, Aurora, CO.
(Control ID #3706958)

BACKGROUND: Patients with chronic obstructive pulmonary disease
(COPD), heart failure (HF), and interstitial lung disease (ILD) endure poor
quality of life despite conventional therapy. Palliative care approaches may
benefit this population prior to end of life. This study determined the effect of a
collaborative palliative care intervention on quality of life in outpatients with
COPD, HF, or ILD compared to usual care.
METHODS: We conducted a single-blind, 2-arm, multisite randomized clinical
trial within 2 VA health care systems. We included outpatients with COPD, HF,
or ILD at high risk of hospitalization or death who reported poor quality of life.
The intervention included symptom care provided by a nurse and psychosocial
care provided by a social worker. The nurse and social worker met weekly with a
study primary care and palliative care physician, pulmonologist, and cardiologist.
The primary outcome was difference in change in quality of life from baseline to
6 months between intervention and usual care (FACT-G score, range, 0-100,
higher score better, clinically meaningful change ~4-6 points). Analysis used the
intent-to-treat approach and mixed models.
RESULTS: A total of 306 patients were randomized (154 intervention, 152
usual care). Participants were generally male (90.2%), white (80.1%), with a
mean age of 68.9 (SD 7.7) years; 57.8% had COPD, 21.9% HF, 16% both
COPD/HF, 4.2% ILD. Baseline FACT-G scores were similar (intervention,
52.9; usual care, 52.7). FACT-G completion was 76% at 6 months for both
intervention and usual care groups. In the intervention arm, 112/154 (73%)
patients completed the planned intervention. At 6 months, mean FACT-G
score improved 6.0 points in the intervention arm and 1.4 points in the usual
care arm (difference, 4.6; 95% CI 1.8, 7.4; p=0.001; standardized effect size
(ES), 0.41). This effect was observed at all time points (4-month difference,
3.5; 95%CI, 1.4, 7.4; ES, 0.30, p=0.02; 12-month difference, 4.9, 95%CI, 1.4,
13.6; ES, 0.36; p=0.007).
CONCLUSIONS: A collaborative palliative care intervention demonstrated
early, persistent, clinically meaningful improvements in quality of life for high-
risk outpatients with lung and heart diseases. This team “primary” palliative
care approach can increase the reach of palliative care to common, serious non-
cancer illnesses.
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EFFECTS OF COVID-19 ON DIABETES AND HYPERTENSION
MONITORING AND CONTROL IN PRIMARY CARE
Rachel Orbuch1; Alex Markle2; Sonali K. Oberoi2; Stephen Persell1,3
1Division of General Internal Medicine and Geriatrics, Northwestern Univer-
sity Feinberg School of Medicine, Chicago, IL
2Clinical Quality, Northwestern Medicine, Chicago, IL
3Center for Primary Care Innovation, Northwestern University Feinberg
School of Medicine, Chicago, IL. (Control ID #3709882)

BACKGROUND: Drops in chronic disease performance metric occurred
during the COVID-19 pandemic in 2020. We evaluated changes in diabetes
and hypertension disease control and disease non-assessment during the year
prior and the initial year of COVID in a large group of Chicago-area primary
care practices and evaluated factors associated with non-assessment.
METHODS: Design: Retrospective observational studies of two cohorts, one
with diabetes mellitus, and one with hypertension.
Participants: Patients in the denominator for the medical group’s performance
measures for diabetes control or hypertension control on March 31, 2020 who
also had continued contact with the health system (telephone, visit, medication
refill, patient portal message) between April 1, 2020 and March 31, 2021.
Main Measures: Diabetes not poorly controlled (HbA1C done in the past year
and ≤9.0), diabetes cohort; Controlling High Blood Pressure (office blood
pressure measured in the past 12 months and the most recent blood pressure
was <140/90mmHg), hypertension cohort. We examined rates of poor control
due to uncontrolled disease or lack of assessment. For patients with
measurements in both the year preceding and the year following March 31,
2020, we calculated changes in HbA1C and weight (diabetes cohort) and
systolic blood pressure and weight (hypertension cohort).
RESULTS: In the diabetes cohort of 16,015, control was 78.0% in the year
prior to March 31, 2020 and fell to 69.4% the following year. For the 57,346
patients in the hypertension cohort, the corresponding rates were 64.0% and
52.1%. For diabetes, 10.5% of the cohort had no HbA1C in the pre-COVID
year and 22.0% had no HbA1C in the subsequent year. For hypertension, rates
of non-assessment were 6.3% and 22.9%, respectively. Significant predictors
of non- assessment in the first COVID year for diabetes and hypertension
included younger age (18-49 year old, ORs 1.42, 1.11), having ≥ 1 telehealth
visit (ORs 2.29, 7.82), and having ≥ 1 office visit (ORs 0.02, 0.005). Among
diabetes patients who had HbA1C and weight measurements in both years,
both declined—mean difference for HbA1C was -0.08 (95% CI -0.05 to -0.10)
and weight -0.77 kg (CI -0.34 to -0.88). Among hypertension patients with
blood pressure and weight measurements in both years, mean difference
systolic blood pressure increased by 0.77 mmHg (CI 0.60 to 0.94) and weight
decreased -0.30 kg (CI -0.25 to -0.35).
CONCLUSIONS: During the first year of the COVID, many more patients
with diabetes and hypertension did not have basic assessments of their disease
control compared to the prior year, and type of visits (telehealth and office) was
strongly associated with non-assessment. Among diabetes patients who were
assessed there was no evidence of worsening disease HbA1C or weight.
Systolic blood pressure increased slightly among hypertensive patients.

ELECTRONICALLY INTEGRATED COMMUNITY RESOURCE
REFERRAL SYSTEMS IN THE UNITED STATES: A SYSTEMATIC
REVIEW
Maura Drewry2; Anisha Khanna2; Juan Yanguela1,2; Sara O'Brien2; Malcolm
Bevel4; Ethan Phillips2; Mary Wolfe2; Stacy T. Lindau3; Giselle Corbie2;
Gaurav Dave2
1Department of Health Policy and Management, University of North Carolina
at Chapel Hill Gillings School of Global Public Health, Chapel Hill, NC
2Social Medicine- Center for Health Equity Research, University of North
Carolina at Chapel Hill School of Medicine, Chapel Hill, NC
3Ob/Gyn and Geriatrics and Palliative Care, University of Chicago Pritzker
School of Medicine, Chicago, IL
4Department of Medicine, Augusta University Medical College of Georgia,
Augusta, GA. (Control ID #3716531)

BACKGROUND: Adoption of value-based models for healthcare is growing
and driving systems to adopt strategies that attend to patients’ basic needs and

promote self-management of health outside of healthcare facilities. Unmet
health related social needs (HRSNs) lead to poor health outcomes, but many
US providers do not have time or resources to adequately intervene, and health
systems lack adequate information technology for timely interventions. Com-
munity resource referral systems (CRRSs) integrated with healthcare informa-
tion technology systems may minimize clinician burden and optimize patient
experience in addressing HRSNs.While adoption is rapidly growing, there is a
need for updated evidence on key barriers and facilitators that influence their
implementation. This systematic review aims to 1) describe CRRSs integrated
within electronic health record (EHR) systems in the US, and 2) describe
barriers and facilitators that influence CRRS implementation.
METHODS: Our systematic review follows PRISMAguidelines and includes
peer-reviewed literature published in English between January 2005 and
December 2020. Only publications that describe CRRSs integrated within
EHR systems in the US are included.
RESULTS: We screened 1873 titles/abstracts and assessed 171 full texts for
eligibility. Our review identified 47 articles that describe EHR integrated
CRRSs in healthcare systems across the US. Implementation settings varied,
including hospitals, primary care clinics, emergency departments, federally
qualified health centers and others. CRRSs commonly addressed housing, food
and utilities insecurity, transportation, interpersonal violence, substance use
and medication access. Identified facilitators to implementation included, but
were not limited to, integration of CRRS processes with existing workflows,
establishment and institutionalization of universal HRSN screening/referral
practices (vs. focusing on specific patient subpopulations), creation of clear
collaboration structures between clinics and community organizations, exten-
sive work to map local community resources and engage them, continuous use
of data to identify areas for improvement and improve screening/referral
processes, and staff training on the importance of addressing HRSNs to
improve health. Identified barriers to implementation fell into 4 dimensions:
clinic factors (e.g., workflow disruption, increased workload, limited staff
capacity), provider factors (e.g., inconsistent protocol adherence, biases based
on patient appearance, discomfort asking about HRSNs), patient factors (e.g.,
low digital literacy, welfare stigma, lack of trust) and contextual community
factors (e.g., low density of resources, lack of sustainable funding sources).
CONCLUSIONS: EHR integrated CRRSs in the US vary by clinical setting
and by specific HRSN addressed. When developing EHR integrated CRRSs,
understanding barriers and facilitators to implementation is critical to their
success in addressing patients’ HRSNs

END-OF-LIFE CARE IN PERMANENT SUPPORTIVE HOUSING
Emma K. McCune1; Megan R. Visser2; Joshua Bamberger3
1School of Medicine, University of California San Francisco, San Francisco,
CA
2Social and Behavioral Sciences, University of California San Francisco, San
Francisco, CA
3Family and Community Medicine, University of California San Francisco,
San Francisco, CA. (Control ID #3707568)

BACKGROUND: Permanent supportive housing (PSH) is long-term, afford-
able housingwith on-site medical and social services for people exiting chronic
homelessness. People living in PSH are at risk of dying at a younger age from
chronic illnesses due to the health-related risks of chronic homelessness. End-
of-life care (EOLC) includes the opportunity for a person to discuss their
wishes for the type of medical care they will receive at the end of their life.
Studies have characterized the perceptions of EOLC and death among people
experiencing homelessness; however, it is unknown how the transition from
homelessness to PSH, which provides permanent housing and a community of
neighbors and staff, changes these perceptions. This qualitative study aims to
examine the goals, expectations, and desires for EOLC for people living in
PSH.
METHODS: This is a qualitative study of 17 residents of four PSH facilities in
San Francisco, California. Semi- structured interviews solicited information
about participants’ lives, their understanding of end-of-life issues, experiences
with illness or death, and suggestions for improving EOLC in PSH. Data were
analyzed using the framework method, which develops themes by systemati-
cally coding the interview data.
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RESULTS: Interviews highlighted four overarching themes: (1) “going
home” - a lifetime of housing precarity shapes residents’ preferences for the
end of life; (2) “too many white sheets” - the PSH setting offers observations
and expectations of death; (3) “see how I’m doing” - social support has high
value in final days; and (4) “you don’t need another layer of insulation on that
isolation” - social isolation in PSH.
CONCLUSIONS: There is dissonance between how a person living in PSH
would prefer to spend their final days and how they expect to spend their final
days. The PSH setting offers advantages to accessing support and care at the
end of life. However, structural and interpersonal challenges (e.g., living in a
dormitory-style environment, estrangement from family, and lack of awareness
of EOLC options) serve as barriers to achieving a desirable death. Providers
caring for individuals who have experienced chronic homelessness must be
aware of these challenges, even if their patients currently live in stable housing
with access to social and medical services. Providers could leverage features of
the PSH setting and existing relationships within PSH to support residents as
they age, proactively introduce the discussion of death and dying, and provide
emotional and social support at the end of life.

EVALUATING THE ASSOCIATION BETWEEN PRENATAL CARE
VISITS AND ADVERSE PERINATAL OUTCOME IN PREGNAN-
CIES COMPLICATED BY OPIOID USE DISORDER
Elizabeth V. Pinchman1; Paul J. Feustel1; Tara A. Lynch2
1College, Albany Medical College, Albany, NY
2Albany Medical Center, Albany, NY.

BACKGROUND:With increasing prevalence of opioid use disorder (OUD),
incidence of neonatal opioid withdrawal syndrome (NOWS) has increased.
Prenatal care may be especially useful in helping patients with OUD navigate
pregnancy. There is limited research on the association between number of
prenatal care visits and adverse perinatal outcomes pregnancies complicated by
OUD.
METHODS: This is a retrospective cohort of all pregnancies with OUD
delivered from 1/2015 to 7/2020. Subjects were included if they received
any prenatal care at Albany Medical Center. Pregnancies with aneuploidy
and multiple gestations were excluded. The number of prenatal care visits
was recorded. The primary outcome was composite adverse perinatal outcome,
defined as at least one event of stillbirth, placental abruption, perinatal death,
neonatal respiratory distress syndrome (RDS), morphine treatment, or
hyperbilirubinemia. Logistic regression and linear regression were used to
analyze association between prenatal care visits and adverse perinatal outcome.
RESULTS: 185 mother-neonate dyads were included. 35 neonates required
morphine treatment for NOWS.Most patients were treatedwith buprenorphine
107 (57.8%), whereas 64 (34.6%) received methadone, 13 (7.0%) received no
treatment, and 1 (0.5%) received naltrexone. Median number of prenatal visits
per patient was 8 (IQR 4,10). With each additional prenatal care visit, com-
posite adverse perinatal outcome decreased by a factor of 0.905 (95%CI 0.841,
0.975). Individually, the need for NICU admission, RDS, and
hyperbilirubinemia decreased with each additional prenatal care visit (Table 1).
CONCLUSIONS:More prenatal care visits were associated with less adverse
neonatal outcome among pregnant women with OUD. This suggests that
timely and adequate prenatal care may prevent perinatal complications. Further
research on barriers to prenatal care is needed in this high-risk population.

EVALUATING VIRTUAL GROUP VISITS FOR DIABETES CARE
DURING THE COVID-19 PANDEMIC
TracyDinh1; Erin Staab2; Daisy S. Nuñez2; Mengqi Zhu2;WenWan2; Cynthia
Schaefer4; Amanda Campbell4; Michael T. Quinn3; Arshiya A. Baig2
1University of Chicago Pritzker School of Medicine, Chicago, IL
2Section of General Internal Medicine, University of Chicago, Chicago, IL
3Medicine, University of Chicago, Chicago, IL
4Midwest Clinicians' Network, East Lansing, MI. (Control ID #3706682)

BACKGROUND: One strategy to aid patients in managing their diabetes is
group visits (GVs) that include group education and individual medical visits
with a provider. Though in-person GVs have been shown to benefit patients,
few studies have evaluated virtual diabetes GVs.
METHODS: In this single-arm trial, adult patients with A1c ≥ 8% from six
community health centers were recruited to participate in monthly virtual GVs
for 6 months. Patients completed surveys about diabetes self-care, support,
distress, and the group visit concept before and after they participated in GVs.
Health center staff trained to lead the GVs completed surveys pre and post
virtual GVs. Linear mixed effects models were used to adjust cohort-based
association and model the survey data over time for the time trend effect.
RESULTS: Forty-five patients enrolled in the study and thirty-eight patients
completed the baseline survey. The average age was 55 (range of 36-83) and
65% of enrollees were female. 63% were black/African American, 32% were
white/Caucasian, and 8% were Hispanic/Latino. Thirty-four patients attended
one or more GVs and twenty-one patients completed the post GV survey.
Overall satisfaction with the virtual GVs was high with 18/20 (90%) of
participants being very satisfied and 20/21 (95%) saying they would attend
GVs in the future. Most participants agreed that GVs helped improve diabetes
self-management skills (78%), motivated them to achieve health goals (89%),
and introduced them to others living with diabetes (78%). Barriers to partici-
pation were the timing of the GVs and access to a computer, tablet, phone, and
internet. Patients had an increase in their diabetes knowledge (mean (SD): 3.2/
5 (0.9) to 3.6/5 (0.7), p= 0.02) and diabetes support (3.5/5 (0.64) to 4.1/5 (0.7),
p <0.001) as well as decreased diabetes distress (2.9/6 (1.5) to 1.2/6 (0.5),
p=0.03) from baseline to 6 months.
Thirty-five staff enrolled in the study and seventeen completed a post GV
survey. Most staff agreed that GVs provided patients with social support and
more frequent contact with medical providers. Staff largely agreed that virtual
GVs increased opportunity for teamwork and collaboration (94%), care coor-
dination (82%), and understanding of patients (94%). However, only 5/17
(29%) and 3/17 (18%) staff members agreed that virtual GVs increased
provider productivity or led to higher reimbursement, respectively. Staff cited
other priorities at the health center, difficulty recruiting patients, and concerns
about access to technology as the biggest barriers to implementing virtual GVs.
CONCLUSIONS: Virtual GVs show promise as evidenced by high patient
satisfaction and improvements in support, distress, and diabetes knowledge in
patients. Staff also perceived virtual GV benefits to patients, staff, and health
centers despite concerns about logistics such as productivity, reimbursement,
and the health center’s ability to continue visits virtually.

EVALUATION OF A TRANSITIONS CLINIC TO BRIDGE EMER-
GENCY DEPARTMENT AND PRIMARY CARE
Amanda Zhang1; Stephanie Chia2; Katherine Sullivan2; Geneatra Green2;
Lolita Smith2; Thomas Spiegel3; Rajlakshmi Krishnamurthy2; Valerie G.
Press1
1Medicine, University of Chicago, Chicago, IL
2Center for Transformative Care, University of ChicagoMedicine, Chicago, IL
3Section of Emergency Medicine, The University of Chicago Medicine,
Chicago, IL. (Control ID #3705610)

BACKGROUND: Suboptimal transitions from emergency department (ED)
to ambulatory settings contribute to poor clinical outcomes and unnecessary
non-urgent ED utilization. Primary care-staffed care transition clinics (CTCs)
are a potential solution to reduce ED crowding by providing ED follow-up care
and facilitating the bridge to longer-term primary care. This study is a
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preliminary evaluation of the initiation of an ED transitions clinic on 30-day
ED and hospital readmissions.
METHODS: This retrospective cross-sectional study included adults
discharged from the ED at UChicagoMedicine referred to the transitions clinic
between November 2020 and May 2021. Appointment attendance, frequency
of care type provided, and percent contacted with patient advocate were
computed to assess clinic utilization. 30-day ED and hospital readmissions
were compared between patients who completed their CTC appointment and
patients who missed their CTC appointment using a chi-square test.
RESULTS: In the first 6 months of program initiation, 116 patients were
referred to the CTC from the ED and around half (47%) completed their
follow-up appointment. The majority of patients were of black race (90%)
and on public insurance (81%). Almost a quarter of referred patients (22%)
were contacted by a patient advocate for referral to longer- term care. The most
common reasons for referral were wound check (top 3: cellulitis, abscess,
suture removal) and clinical problem management (top 3: SOB, chest pain,
covid). Wound checks were 20% more likely to be completed compared to
clinical appointments (58% show rate vs 38%). Patients who completed their
CTC appointment had a lower rate of ED revisits (15% vs 20%) but the effect
was not statistically significant (p>0.05). No statistically significant effects
were seen for CTC appointment completion on hospital readmission.
CONCLUSIONS: Transition clinics may have the potential to help reduce
excess ED use for ambulatory care needs, particularly if they can help facilitate
patients being connected to more permanent ambulatory care sites and
clinicians. In addition to ongoing analysis of this program evaluation regarding
ED and hospital utilization, additional research is needed to investigate the
factors influencing follow-up completion and identifying effective
interventions for increasing appointment attendance.

EXAMINING THE PRIMARY CARE EXPERIENCE OF PEOPLE
WITH OPIOID USE DISORDER
Michael A. Incze1,2; David Chen1; Patrick Galyean2; Elisabeth Kimball2;
Susan L. Zickmund2,3
1Internal Medicine, University of Utah, Salt Lake City, UT
2Epidemiology, University of Utah Health, Salt Lake City, UT
3Medicine/CHERP, University of Pittsburgh/VA Pittsburgh Healthcare Sys-
tem, Pittsburgh, PA. (Control ID #3691473)

BACKGROUND: Despite ongoing expansion of Opioid Use Disorder
(OUD) treatment services, 2020 was the deadliest year on record in an opioid
epidemic that has claimed hundreds of thousands of lives. While the reasons
for this are multifactorial, a persistent deficit in treatment access remains a
crucial factor. At present less than half of people with OUD currently receive
any treatment. Primary care holds great promise to expand OUD treatment
access due to its geographic reach and care models adapted to chronic disease
management. Thus, creating innovative care delivery models within primary
care that both support clinicians and deliver low-barrier, evidence-based care to
patients is of paramount importance.
METHODS: 21 patients receiving treatment for OUD at a single primary care
site were identified via electronic health record and recruited from July 1-
August 31, 2021. 14 patients completed a ~30 minute semi-structured tele-
phone interviewwith trained qualitative researchers examining perspectives on
receiving OUD treatment in primary care. Interviews were transcribed and a
rapid qualitative analysis was performed.
RESULTS: Overall five key themes were identified Health Improvement
(many believed that going to their PCP for addiction treatment made taking
care of other health conditions [Diabetes, Hepatitis C, etc] easier)
* Team-Based Care (The team was easy to contact and allowed for telehealth
when patients were unable to attend appointments physically. All participants
felt respected by the care team)
* Comparing Primary Care to Specialty Addiction Treatment (seeing the
same provider helped build a sense of trust and privacy and removed the need
to repeat their medical history constantly)
* Reflections on Current Treatment Modalities (Accessing buprenorphine
was easy and viewed as a normal part of healthcare.)

* Discrimination and Stigma (participants felt like they were visiting the
doctor for addiction the same way they would see a doctor for any other
medical problem.)
CONCLUSIONS: Patients reported many advantages to receiving OUD
treatment within the context of primary care. In particular, the flexibility and
added support of team-based care along with the convenience of receiving
addiction treatment alongside regular medical care were highly valued. These
findings can be used to develop patient-centered initiatives aimed at expanding
OUD treatment within primary care.

EXPEDITING ACCESS TO METHADONE VIA THE “72-HOUR
RULE” IN A SUBSTANCE USE DISORDER BRIDGE CLINIC
Jessica Taylor1,2; Jordana Laks1,2; Paul J. Christine1,2; Jessica Kehoe2; James
Evans2; Theresa W. Kim1,2; Natalija Farrell3,4; Cedric White3; Kate Webby5;
Zoe M. Weinstein1,2; Alexander Y. Walley1,2
1General Internal Medicine, Boston University School of Medicine, Boston,
MA
2Grayken Center for Addiction, Boston Medical Center, Boston, MA
3Pharmacy, Boston Medical Center, Boston, MA
4Emergency Medicine, Boston University School of Medicine, Boston, MA
5Health Care Resource Centers, Boston, MA. (Control ID #3715430)

BACKGROUND: US opioid overdose deaths have surged. Although meth-
adone for opioid use disorder (OUD) reduces overdose and all-cause mortality,
access is limited to federally-licensed opioid treatment programs (OTPs)
resulting in substantial barriers to entry including long waiting lists.
Regulations allow non-OTP providers to administer methadone for opioid
withdrawal for up to 72 hours while arranging ongoing care; however, this
exception has been applied on a limited basis and largely in emergency
departments. Our outpatient substance use disorder (SUD) bridge clinic devel-
oped a pathway to treat opioid withdrawal with methadone for up to 72 hours
followed by direct admission to an OTP for ongoing methadone treatment. We
formalized relationships with community OTPs to ensure direct admission
within 3 days. We describe utilization, OTP linkage, and 1-month retention
outcomes. To our knowledge, this is the first evaluation of an outpatient “72-
hour rule” pathway.
METHODS: Via descriptive statistics, we summarized characteristics of
patients who received at least 1 dose of methadone for opioid withdrawal
between March 3-August 15, 2021 at Faster Paths, an outpatient SUD bridge
clinic in Boston, MA. We also describe rates of successful OTP linkage,
defined as attending at least 1 visit for methadone dosing, and 1-month
retention for patients referred to our primary OTP partners.
RESULTS: Demand for 72-hour methadone administration and OTP linkage
grew rapidly, driving a 49% increase in overall clinic visit volume. Among 142
unique patients treated for 150 episodes of care, the majority were male
(72.5%) and white (66.9%); 14.8% were Black/African American and 19.7%
Hispanic/Latino. Mean age was 44.1 years and number of past-year ED visits
was 4.3 (range 0-38); 14.8% had HIV. A plan for ongoing care was secured
within 72 hours in 138/150 (92.0%) of episodes. In 12/150 episodes (8.0%), a
plan was not secured due to missed follow-up visits. On day 1, the mean
clinical opioid withdrawal score was 10.5 (SD 4.5, range 2-27) and methadone
dose was 28.4 mg (SD 7.6, range 10-50). Among 121 referrals to our primary
OTP partners, 105 patients (87%) attended their OTP linkage appointment and
70 (58%) were retained at 1 month.
CONCLUSIONS: Methadone opioid withdrawal management with OTP
linkage under the 72-hour rule is feasible in the outpatient setting and resulted
in high OTP linkage and 1-month retention rates. As we continue to advocate
to #freemethadone by modernizing federal OTP regulations, the 72-hour rule
pathway represents a critical, untapped opportunity to lower barriers to meth-
adone treatment entry.

EXPERIENCES OF TRANSGENDER PEOPLE REVIEWING THEIR
ELECTRONIC HEALTH RECORDS: INSIGHTS TO AVOID HARM
AND IMPROVE PATIENT-CLINICIAN RELATIONSHIPS, A QUAL-
ITATIVE STUDY
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Ash Alpert1; Jamie E. Mehringer2; Tresne Hernandez3; Lexis Rivers4;
Catherine Cerulli5
1Department of Health Services, Policy, and Practice, Brown University,
Providence, RI
2Pediatrics, University of Rochester Medical Center, Rochester, NY
3University of Rochester School of Medicine and Dentistry, Rochester, NY
4Transgender Cancer Patient Project, Ashland, OR
5University of RochesterMedical Center Department of Psychiatry, Rochester,
NY. (Control ID #3706057)

BACKGROUND: The 21st Century Cures Act and the OpenNotes movement
has brought patients immediate digital access to their electronic health records
(EHR)s. The experiences of marginalized people who face stigma, including
transgender people, reviewing their EHRs remain unstudied. Thus, we ex-
plored transgender peoples’ experiences reviewing their EHRs.
METHODS: We conducted a qualitative study using community-engaged
research and an interpretive description methodology. We facilitated 7 focus
groups with 30 transgender people, including 10 clinicians, using a semi-
structured interview guide. Questions focused on participants’ experiences
reviewing their EHRs and, for those who were clinicians, other clinicians’
documentation. We analyzed focus group transcripts to identify emerging
themes.
RESULTS: Participants were geographically diverse with a median age of 31
years (range 20 to 67). Approximately half of participants were people of color
and half made less than $40,000 per year. We identified four themes. 1) Use of
the wrong name, pronoun, or gender marker for patients is common in the
EHR, erodes trust, and causes trauma. 2) Various aspects of clinicians’ notes
contradict, blame or stigmatize patients, often across various axes of oppres-
sion. 3) Limitations of EHR capabilities create barriers to quality care. 4)
Certain medical customs set the stage for marginalizing, objectifying, and
pathologizing transgender people.
CONCLUSIONS: Transgender people experience harm due to various
aspects of EHR documentation suggesting that clinicians and institutions must
change their practices to improve patient-clinician relationships and reduce ill-
effects for patients. Based on our findings, we offer recommendations for
documentation.

FACILITATING OUTPATIENT CLINIC FOLLOW UP VISITS FOR
BLOOD PRESSURE MANAGEMENT IMPROVES HEALTH
OUTCOMES AMONG PATIENTS WITH HYPERTENSION AT
GRADY PRIMARY CARE CENTER
Lauren L. Chen
Internal Medicine, Emory University, Atlanta, GA. (Control ID #3709848)

BACKGROUND: Approximately 47.3% of US adults 20 years of age or
older have hypertension (HTN), which accounts for nearly 33 million office
visits and $126.7 billion dollars in healthcare expenditures. In 2014, the 8th
Joint National Committee (JNC) published evidence-based guidelines for
follow up after initiation of hypertension treatment. Although it has been
shown that regular treatment follow up is an independent predictor of blood
pressure (BP) control, long-term follow up intervals for patients with chronic
elevated or uncontrolled hypertension still vary among outpatient practices and
providers. This study aims to determine whether closer, protocolized hyper-
tension follow up leads to earlier intervention and improved blood pressure
control.
METHODS: We conducted a retrospective chart review of all prior clinic
encounters for hypertension at Emory Primary Care Center at Grady Hospital
from July 1, 2020 to June 30, 2021. Criteria for enrollment included randomly
selected patients over 18 years of age who had a last recorded blood pressure
reading greater than 140/90 and who have not been seen by a primary care
provider within the past nine months. Through a nurse-driven protocol for
HTN follow up, patient were contacted via telephone for verbal consent.
Participants were surveyed on about barriers to blood pressure management
and then scheduled for either 3 month, 2 week, or next available appointments
based on JNC stratification of individuals' initial blood pressures. In addition,
enrolled patients were provided dietary counseling and same-day medication

management for uncontrolled blood pressures greater than 160/100 on initial
encounter. Follow up vitals were collected to assess for improvement in blood
pressure measurements.
RESULTS: Out of the 67 patients who were randomly selected into our
preliminary study, sixteen participants (24%) were enrolled into long-term
follow up and had a future appointment scheduled with a provider. The
remaining cohort already had an upcoming appointment with a provider
(16%), were unreachable via telephone (40%), reported external primary care
sources (12%), deceased (5%), or declined (3%). Five participants of the
enrolled cohort attended their scheduled visit made at the initial telephone
encounter. Two subjects were started on a new antihypertensive agent and one
participant was provided refills by a same-day provider for uncontrolled HTN.
The other three subjects were given resources on dietary modifications for
Stages 1-2 HTN.
CONCLUSIONS: Interval blood pressures after initial intervention showed
an average decrease in systolic BP by 17 mmHg and diastolic BP by 11 mmHg
at the first follow up visit ( n=5, initial BP 162.4/102; follow up BP 145.4/91, p
value= 0.001). The utilization of nurse-driven protocols can facilitate closer
and more consistent outpatient visits.
Barriers to care included lack of home blood pressure monitoring devices and
difficulties contacting patients to schedule appropriate follow up.

FACTORS ASSOCIATED WITH UTILIZATION OF A PRIMARY-
CARE BASED CANCER SURVIVORSHIP CLINIC
Aamna Kabani, Victoria Grabinski, Kimberly S. Peairs, Youngjee Choi
Internal Medicine, Johns Hopkins University School of Medicine, Baltimore,
MD. (Control ID #3708943)

BACKGROUND: Primary care physicians play a greater role in the long-term
management of cancer survivors. We established the Johns Hopkins Primary
Care for Cancer Survivors (PCCS) Clinic in 2015 to address the growing
demand for comprehensive and coordinated care for this vulnerable popula-
tion. We aimed to characterize the factors associated with utilization of the
PCCS clinic.
METHODS: We conducted a retrospective chart review of all PCCS clinic
visits from August 2015-July 2021. Baseline demographic, medical, and
cancer information were abstracted from the electronic health record. Utiliza-
tion of the PCCS clinic was defined by the number of visits per patient, which
we further dichotomized to 1 or >1 visits. To understand factors associated
with PCCS clinic utilization, we used Chi-square tests to compare demograph-
ic, cancer, and medical history information for patients with only 1 or >1 visit.
RESULTS: There were 1,702 PCCS visits across 301 patients during the
study period. Most survivors were ≥60 years old (51%), female (77%), and
White (67%). Breast cancer (44%) was the most common cancer type followed
by colorectal cancer (16%). Patients had amedian number of 4 visits during the
study period (IQR 2-7). Sixty patients only had 1 visit with the PCCS clinic
while 241 were seen for >1 visit. Patients with only 1 vs. >1 PCCS clinic visit
significantly differedwith respect to age (p=0.02) – relative to patients age < 40
and age 40-60, there was a higher proportion of patients age ≥60 for >1 visit
(55%) vs. only 1 visit (35%). Patients with only 1 vs. >1 PCCS visit did not
significantly differ with respect to gender, race, median number of
comorbidities (2 vs. 3), cancer type, or cancer stage (27% v. 25% metastatic).
Our next steps in analysis will include multivariable analysis with regression to
determine which factors are associated with greater PCCS clinic utilization.
CONCLUSIONS: Of all measured categories, only age was significantly
associated with PCCS clinic utilization, with a greater likelihood of visits
among older cancer survivors. These findings may reflect an increased need
for healthcare maintenance, cancer surveillance, and/or cancer coordination
among older survivors. Our future directions include identifying reasons for
greater or less utilization among specific survivor groups, with the goal of
improving continuity of care for all PCCS patients.

FEASIBILITY OF INCORPORATING DIRECT-TO-CONSUMER
GENOMICS FOR INDIVIDUALIZED DEMENTIA RISK REDUC-
TION IN CLINICAL PRACTICE
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Kellyann Niotis2; Kiarra Akiyoshi2; Caroline E. Carlton2; Hollie Hristov2;
Dorothy Keine3; Paige Lee2; Roberta Marongiu4,6; Maia Mosse1; Nabeel
Saif2,5; Anne O. Rice7; Peter Attia9; Richard Isaacson2,8
1Internal Medicine, Stanford Medicine, Stanford, CA
2Neurology, Weill Cornell Medicine, New York, NY
3Prime Medical Writing, Durham, NC
4Neurological Surgery, Weill Cornell Medicine, New York, NY
5SUNY Upstate Medical University, Syracuse, NY
6Feil Brain and Mind Institute, Weill Cornell Medicine, New York, NY
7Oral Systemic Seminars, Conroe, TX
8Neurology, Florida Atlantic University Charles E Schmidt College of Sci-
ence, Boca Raton, FL
9Early Medical, Austin, TX. (Control ID #3715861)

BACKGROUND: Patients are increasingly seeking more personalized care.
In efforts to achieve this, more patients are pursuing direct-to-consumer genetic
testing, but much uncertainty regarding its clinical applicability remains across
medical subspecialities.
Alzheimer’s disease (AD) is a heterogeneous neurodegenerative disorder
influenced by genetics and the environment. Current AD risk assessment
standard of care generally relies on age, clinical and family history, and the
status of the ApoE gene, the most significant genetic risk factor for AD.
However, ApoE does not account for all variability in disease risk and clinical
trajectory. This proof-of-concept study presents a general approach to using
consumer-based genetic testing, including whole genome sequencing (WGS),
alongside traditional clinical care to explore its potential contributions to risk
assessment and individualized AD prevention.
METHODS: Patients enrolled in the Comparative Effectiveness Alzheimer’s
& Dementia Registry (CEDAR) study who self-provided results from direct-
to-consumer genetic testing were included in this pilot study. For each patient,
polygenic risk scores (PRS) which include APOE status, were calculated via
Impute.me. We identified several additional genetic factors not included in the
PRS that may independently impact risk or modify APOE expression.We also
evaluated for genetic predisposition to chronic conditions that can influence
onset or trajectory of cognitive decline (e.g. SNPs related to metabolic health).
In a study subgroup, clinical and genetic data from consented family members
was also provided to ascertain comparative risk. In this group, we applied the
same approach to family members, compared PRS and evaluated which risk
SNPs were inherited from affected vs. non-affected relatives. Promethease and
Genome Explorer servers were used to analyze data.
RESULTS: Genomic data impacted clinician risk assessment in all 25
patients. Clinically actionable targets informed management in 8 patients
(44.4%). Cases are discussed to examine our approach.
CONCLUSIONS: This proof-of-concept project demonstrated the feasibility
and added value of using consumer-based genetic testing. Further study is
needed to evaluate the effectiveness of clinical interventions informed by this
approach. If successful, a similar approach may eventually be applicable to a
host of other medical conditions.

GENDER DIFFERENCES IN TIME SPENT ON DOCUMENTATION
AND THE ELECTRONIC HEALTH RECORD AMONG
PHYSICIANS IN A LARGE AMBULATORY NETWORK
Lisa Rotenstein1; Allan Fong2; Molly M. Jeffery3; Christine Sinsky4; Edward
R. Melnick5
1Medicine, Brigham and Women's Hospital, Boston, MA
2MedStar Georgetown University Hospital, Washington, DC
3Mayo Clinic Minnesota, Rochester, MN
4Professional Satisfaction, American Medical Association, Chicago, IL
5Yale New Haven Health System, New Haven, CT. (Control ID #3715392)

BACKGROUND: Electronic health records (EHRs) have transformed physi-
cian work and work experiences. Although there are known positive effects of
EHRs on clinical outcomes, EHRs have also been associated with clinician
burnout. Prior work has demonstrated higher rates of burnout among female
physicians. We sought to characterize gender differences in time spent on the
EHR and the specific EHR activities that contribute to these differences.

METHODS: This was a retrospective study of EHR use in a large, New
England ambulatory practice network. Data for EHR use by non-trainee,
ambulatory physicians between 02/2018-12/2019 were retrieved from Epic
Signal. Scheduling and demographic data were derived from Epic Clarity and
human resources, respectively. Average daily total time spent on the EHR
(EHR-Time8), time spent on the EHR outside scheduled hours (work outside
of work; WOW8), and time spent on clinical documentation (Note-Time8)
were retrieved and normalized to 8 hours of scheduled patient time.
Demographic, productivity, and EHR use metrics were compared for male
versus female physicians. Multivariable linear regression models were used to
characterize adjusted gender differences in EHR use metrics.
RESULTS: Complete data were available for 318 physicians (95% of poten-
tial sample). 124 (39%) physicians were female, and most were over age 45.
Over half the sample was comprised of primary care physicians, with 32% and
13% medical and surgical specialists, respectively. Female physicians were
younger, more represented in primary care specialties, and cared for signifi-
cantly fewer patients per hour and month (p<0.001 for all comparisons).
In unadjusted analyses, EHR-Time8 (p<0.001), WOW8 (p=0.039), and Note-
Time8 (p<0.001) were higher for female physicians. Gender differences
persisted in multivariable analyses. In adjusted analyses, female physicians
spent an average of 41.4 minutes (95% CI: 18.4-63.8 minutes; p<0.001) more
in EHR-Time8 than male counterparts. Average adjusted WOW8 was 9.6
minutes (95% CI: 9.1-10.1 minutes; p=0.04) greater for female versus male
physicians, while average adjusted Note-Time8 was 31.0 minutes (95% CI:
15.4-49.5 minutes, p<0.001) greater for female physicians. This translated to
the following average, adjusted times: EHR-Time8: 5.81 vs. 5.23 hours for
female versus male physicians;WOW8: 0.91 vs. 0.75 hours for female vs. male
physicians; Note-Time8: 2.03 vs. 1.67 hours for female vs. male physicians.
CONCLUSIONS: Across ambulatory specialties, female physicians spend
more time on the EHR overall, after-hours, and on EHR-based documentation
than male physicians. Clinical documentation is the primary activity driving
gender differences in EHR time. These differences persist after accounting for
hours worked, specialty, and other characteristics, despite female physicians
caring for slightly fewer patients on average. Our findings provide a potential
mechanism for the gender gap in burnout, which has implications for work-
force wellbeing and physician retention.

GENDER DISPARITY AND EFFECT OF OBESITY ON DIABETIC
GASTROPARESIS
Asha Pandu1; Megan R. Gerber2; Waseem Amjad3
1Internal Medicine, Albany Medical Center, Albany, NY
2Medicine, Albany Medical College, Albany, NY
3Harvard University, Cambridge, MA. (Control ID #3715621)

BACKGROUND: Obesity is a major cause of mortality and morbidity; one
common comorbidity is gastroparesis. Diabetes accounts for 30 % of the cases
in prior studies, despite this, the effect of co-occurring obesity and diabetes on
gastroparesis remains understudied. Gastroparesis affects more women than
men, yet the impact of obesity class on diabetic gastroparesis by gender is
unknown.This study examined the gender difference in gastroparesis by BMI.
METHODS:Weperformed a retrospective chart review of patients presenting
to a tertiary care health system from 2009-2020 with gastrointestinal
symptoms. Gastroparesis was diagnosed by 99mTC sulfur labeled food study.
The data were categorized by obesity class, diabetes diagnosis, and gender.
Next, we used logistic regression (R) to model the strongest predictors of a
diagnosis of gastroparesis controlling for age, BMI, gender, and presence/
absence of diabetes RESULTS: Of the 776 patients, 219(28%) were male
and 556(72%) were female. We identified 320 patients with gastroparesis (
40% with diabetes, and 60% without diabetes).In the obesity class 1 group
(BMI >30), males with Gastroparesis were 18(37%) compared to 36 in females
(16%).In the class 2 group (BMI>35), males with gastroparesis were 6 (12%)
compared to 35 (15.6%) and the class 3 group was 4(8%) compared to
34(15%) respectively. There is a significant increase in gastroparesis with
increased BMI, with higher rates among women with and without diabetes.
Patients with a diagnosis of gastroparesis were further categorized based on
diabetes diagnosis (Table 1). The risk of gastroparesis in the male population
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with diabetes and non-obese was 44% compared to 68% in obese. In the female
group, the prevalence of obesity was 25 % in the non-obese group which
increases to 48% in the obese group. However, at higher BMI, the presence of
diabetes was associated with more gastroparesis diagnoses in males than in
females.Logistic regression modeling found that the strongest predictor of
gastroparesis was diabetes (p <.001) after controlling for age, gender, and BMI.
CONCLUSIONS: Gastroparesis is a female-predominant condition that is
associated with obesity. An important goal of women’s health/gender-based
medicine is to understand how disease manifests differently by gender. For
bothmen and women, our results suggest that diabetes is a stronger predictor of
gastroparesis than both BMI and gender, suggesting that targeting diabetes is a
critical intervention. Reducing BMI can positively impact gastroparesis diag-
noses and potentially will have a greater impact for women. Women with
obesity and diabetes do not appear to be at higher risk of gastroparesis than
their non-obese counterparts however obesity management interventions can
play a vital role along with diabetes management in reducing the progression
with gastroparesis.

HOSPITALIZATION AND MORTALITY OUTCOMES AMONG
PATIENTS WITH COVID-19 UNDERGOING REMOTE
MONITORING
Bradley H. Crotty1,3; Yilu Dong2,1; Annie C. Penlesky3; Michael Anderes3;
Karen Fickel4
1Center for Advancing Population Science, Medical College of Wisconsin,
Milwaukee, WI
2Pediatric EmergencyMedicine, Medical College ofWisconsin, Milwaukee,WI
3Collaborative for Healthcare Delivery Science, Medical College of
Wisconsin, Milwaukee, WI
4Froedtert Hospital, Milwaukee, WI. (Control ID #3716120)

BACKGROUND: Clinical organizations implemented remote patient moni-
toring programs to manage COVID-19 patients at home. It is unclear if
participation influences patient outcome or appropriate in-person resource
utilization; more monitoring may lead to higher hospitalization rates.
Our objective was assess the impact that RPM had on health care utilization,
i.e. whether RPM would lead to increased or decreased admissions relative to
those not undergoingmonitoring. Secondarily, we sought to see if patients who
were admitted presented earlier or later for hospital care.
METHODS: Retrospective cohort study of remote patient monitoring with
causal inference techniques at an academic- community health system during
2020. Patients with a positive COVID-19 test in the ambulatory setting were
invited to participate in remote patient monitoring through email. Remote
patient monitoring consisted of daily mobile web or app-based automated
check-ins with abnormal responses flagged for nurses, as well as a phone
number for nurse support. Both services were monitored by three nurses 24/7.
The main outcome measure was Hospitalizations within 2- 14 days of a
positive test; secondarily length of stay, intensive care utilization, and 90d
mortality. Propensity weighting was used to account for differences between
patients that did and did not activate RPM. Sensitivity analyseswere performed
looking at usage of the RPM among patients who activated.
RESULTS: 9,379 (37.5%ofCOVID-positive ambulatory patients) were offered
enrollment into the RPM program through an email invitation, and 5,364
(57.2%) activated monitoring. Patients who activated had a mean of 35.3 (SD
33) check-ins, andmean of 1.3 (SD 2.8) comments with their clinical care teams.
878 (16.4%) of patients experienced at least one alert. 2.4% of activated patients
and 3.9% of inactivated patients were hospitalized. The ninety-day mortality for
hospitalized patients was 4.7% (n=6) among activated patients and 13.3% (n=21)
among non-activated patients (p=0.023). In regression analysis with propensity
score weighting (on likelihood of activating RPM), activation of RPM was
associated with a lower odds of hospitalization (OR 0.71, 95% CI 0.56-0.89,
p=0.003) adjusted for demographics comorbidities, and time period. Monitored
patients had a longer mean time between test and hospitalization (6.7d s. 5.2d,
p<0.001), but a shorter length of stay (4.4d vs 7.1d, p=0.001) and fewer intensive
care use (11.7% vs 27.8%, p=0.001).Mortality was not statistically different (OR
0.28, 95% CI 0.05 – 1.09, p = 0.096).
CONCLUSIONS:Activation of RPM was associated with lower hospitaliza-
tion, intensive care unit stay, and length of stay, and lowermortality. Following

an adjusted analysis using propensity weighting, patients who activated still
had a lower odds of being hospitalized - adjusted for observed clinical and
sociodemographic characteristics.

HOW PRIMARY CARE INTENSIVE MANAGEMENT SUPPORTS
COORDINATED CARE FOR HIGH- RISK, HIGH-NEED PATIENTS
IN THE VETERANS HEALTH ADMINISTRATION
Karleen Giannitrapani7,1; Jesse Holliday7; Natalie Connell7; Tana Luger2;
EmilyWong7; Donna Zulman7,3; Susan E. Stockdale2,4; Lisa V. Rubenstein5,6;
Evelyn T. Chang2,5
1Division of Primary Care and Population Health, Stanford University School
of Medicine, Stanford, CA
2VACenter for the Study ofHealthcare Innovation Implementation and Policy,
Los Angeles, CA
3Division of General Medicine Discplines, Stanford University School of
Medicine, Stanford, CA
4Psychiatry and Behavioral Science, University of California Los Angeles, Los
Angeles, CA
5University of California Los Angeles David Geffen School of Medicine, Los
Angeles, CA
6RAND Corporation, Santa Monica, CA
7Center for Innovation to Implementation (Ci2i), VA Palo Alto Health Care
System, Palo Alto, CA. (Control ID #3710723)

BACKGROUND: PACT Intensive Management (PIM) is a Veterans Health
Administration (VHA) evidence-based quality improvement demonstration
project to enhance coordinated team-based primary care for high-risk, high-
need (HRHN) patients. PIM was implemented at 5 sites as locally driven
quality improvement projects. Objective: We sought to understand how PIM
teams helped deliver coordinated care to HRHN patients across contexts.
METHODS:We conducted semi-structured qualitative interviews in an eval-
uation of PIM across the VHA demonstration sites. This is a secondary content
analysis of interviews with 29 PIM providers and 51 HRHN patients. The
Agency for Healthcare and Research Quality’s (AHRQ) Care Coordination
Measurement Framework informed our a priori code list. Content analysis
leveraged dual review and a team consensus process.
RESULTS: Both patients and providers identified PIM as being able to: 1)
establish accountability by determining who would be responsible for care
coordination; 2) monitor, follow up, and respond to change through efforts
including telehealth, home visits, and interdisciplinary team meetings; 3)
support patient self-management goals by actively engaging caregivers and
patients; 4) connect patients to community resources to prevent social isolation
and address basic needs; 5) align resources with needs to organize patient care
around patient priorities; 6) by serving as the designated point of contact for
care coordination needs, PIM promoted regular and easy communication for
patients; 7) facilitate transitions by communicating and assuming responsibility
for discharge planning; 8) assess needs and goals by identifying patient-
specific treatment goals, considering behavioral health and medical needs; 9)
create a proactive plan of care by utilizing interdisciplinary team structure and
meetings to determine individualized patient aligned treatment plans. All
AHRQ domains help salience across the 5 implementation contexts as well
as both providers and patient perspectives.
CONCLUSIONS: In the perspectives pf providers and patients, PIM was
effective in delivering coordinated care. The AHRQ framework provided a
productive lens through which to look at PIM team care coordination across
diverse implementation contexts. Regardless of the unique PIM innovations
implemented across sites, PIM teams relied on consistent processes to foster
care coordination across AHRQ care domains and across a patient’s trajectory
of care.

HYPERTENSION IN THE TIME OF COVID: PIVOTING TO AN
ASYNCHRONOUS QI INTERVENTION FOR HOME BLOOD PRES-
SURE MONITORING
Jessica L. Schwartz, Retzer Cariaga, Jamison Kies, Tyrika Johnson, Samantha
I. Pitts
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General Internal Medicine, Johns Hopkins University School of Medicine,
Baltimore, MD. (Control ID #3715896)

BACKGROUND: Hypertension (HTN) affects 29% of US adults, however
in-office blood pressure (BP) readings are often inaccurate leading to clinical
inertia. Repeating BP within 6 weeks leads to quicker control but patients and
primary care practices have limited resources for frequent visits. Home blood
pressure monitoring (HBPM) is accurate and convenient. In reviewing HTN
burden at a suburban Maryland primary care practice, we found 19% of
patients had an encounter BP >140/90, and a sample chart review estimated
half were advised to self-monitor but lacked standardized follow up.We aimed
to implement a quality improvement program to increase HBPM among our
patients.METHODS:We engaged stakeholders (practice leadership, frontline
staff) and content experts (HTN, patient engagement) to develop educational
materials on HBPM and reporting results via the patient portal. We planned in-
office implementation, identifying patients with elevated BP during encounters
and utilizing nurses to provide counseling. However, with COVID-19, we
pivoted to asynchronous outreach and home delivery of BP cuffs. We devel-
oped messaging, delivered via the patient portal, for patients with uncontrolled
HTN, controlled HTN, and elevated BP readings without HTN. Eligible
patients, covered by a single insurance that provides reimbursement for BP
cuffs, had HTN on their problem list and/or a BP >140/90 during an encounter
between Jan-Oct 2020. For interested patients, we placed BP cuff orders and
sent the educational materials.
RESULTS: We identified 243 eligible patients who received outreach about
HBPM; 4 did not have patient portal access and received letters with no
responses. Of the remaining 239 patients, 77% (N=183) read the electronic
message and 43% (N=103) responded. Among responders, 81% (N=83)
requested a cuff and 14% (N=14) reported having an up- to-date device.
Among patients with a cuff, 18% (N=17) reported a BP reading to their
primary care physician, with systolic and diastolic readings on average 11
and 6 mmHg lower, respectively, than the most recent in-office measurement.
Initial review found some patients did not receive a cuff after the order resulting
from delayed order processing and patients not scheduling delivery.
CONCLUSIONS: Patients with elevated BP readings or HTN responded to
messaging through the patient portal and were interested in receiving BP cuffs
for HBPM.However, many patients did not report BP values after a devicewas
ordered. Next steps include addressing barriers to delivery of the cuffs and
incorporating follow up visits, including with our clinical pharmacist, to
encourage reporting of HBPM. We will use lessons learned from this pilot to
plan outreach and encourage self-monitoring during the COVID-19 era.

IMPACT OF COVID-19 ON TRANSMISSIBLE INFECTION
SCREENING AT AN URBAN SAFETY-NET HOSPITAL
Tyler Lescure1; Jessica Taylor2,3
1Internal Medicine, Boston Medical Center, Boston, MA
2Boston Medical Center, Boston, MA
3Grayken Center of Addiction, Boston Medical Center, Boston, MA. (Control
ID #3714344)

BACKGROUND: Bacterial sexually transmitted infections (bSTI) and HIV
outbreaks are on the rise nationally. Early diagnosis, which reduces individual
and community morbidity, requires ready access to symptomatic and asymp-
tomatic testing. The coronavirus 2019 (COVID-19) pandemic drove a shift
towards telemedicine and the prioritization of symptomatic treatment over
asymptomatic screening, raising concern about potential reductions in testing.
The impact in safety-net settings, which faced disproportionate baseline
bSTI/HIV rates rooted in structural inequities, and where many patients lacked
telemedicine resources, is not yet known. This study describes the impact of
COVID-19 on bSTI/HIV testing at an urban, safety-net hospital located in one
of the federal Ending the HIV Epidemic priority counties.
METHODS: The study took place at Boston Medical Center (BMC) in
Suffolk County, MA. Medical center-wide chlamydia, gonorrhea, syphilis,
and HIV testing volume and positivity rates were abstracted from July 1
2019- August 31 2021. On the basis of institutional modified COVID-19
operations, we defined the following study periods: pre- pandemic (July 1

2019 – February 29 2020), peak-pandemic (March 1 2020 -May 31 2020), and
post-peak (June 1 2020 – August 31 2021). Descriptive statistics were used to
characterize testing trends.
RESULTS: Testing Volume
Bacterial STI and HIV test volume dropped sharply beginning in March 2020.
bSTI testing peak-pandemic (mean 1,145 tests/mo) was 42% of pre-pandemic
baseline (mean 2,738 tests/mo) and nadired in April 2020 (766 tests). Similar-
ly, peak-pandemic HIV testing (mean 711 tests/mo) was 43% of pre-pandemic
baseline (mean 1635 tests/mo) and nadired in April 2020 with 438 tests
concentrated in inpatient and ED settings. Post-peak bSTI (mean 2,551 tests/
mo) and HIV (mean 1585 tests/mo) testing did not return to baseline until
March 2021.
Positivity Rate
Peak-pandemic bSTI tests were 10%more likely to be positive compared to the
pre-pandemic period (4.64% vs 4.10%). Gonorrhea and chlamydia tests were
13% more likely to be positive (5.64% vs 4.98%), reaching peak positivity of
7.33% in April 2020. HIV tests were 35%more likely to be positive (1.76% vs
1.30%).
CONCLUSIONS: Bacterial STI and HIV testing rates at an urban safety-net
hospital declined precipitously at the onset of the pandemic and did not return
to baseline levels until 1 year later. Increased positivity rate further supports the
inadequacy of peak-pandemic testing. Facing another winter surge in COVID-
19 cases, safety-net settings should develop low-barrier alternatives to tradi-
tional office-visit based testing, including walk-in and home testing pathways
to mitigate testing gaps, high positivity rates, and associated morbidity.

IMPACTS OF TRAVEL TIME ON APPOINTMENT FREQUENCY
AND NO SHOW RATES AT A NYC FREE CLINIC
Xiaohan Ying, Hyejin Kim, Gabrielle Ramirez, Ashita S. Batavia, Pamela
Charney
Medicine, Weill Cornell Medicine, New York, NY. (Control ID #3715223)

BACKGROUND: Consistent preventative and follow up visits are vital in
ensuring continuity of care, but it is unknown how travel time affects care
utilization. TheWeill Cornell Community Clinic (WCCC) is a student-run free
clinic that provides longitudinal primary care to uninsured patients from all 5
boroughs of New York City. The clinic is partnering with a ride hailing
organization (RideHealth) to provide car service for its patients to further
reduce challenges in accessing care. In order to better assess patients’
commutes and need for transportation assistance services, this study examines
patients’ travel time and its impacts on in-person visit frequency and no show
rates.
METHODS: All patients seen at the WCCC between January 01, 2019 and
December 31, 2019 were retrospectively included. Frequency of visits, missed
appointments, and addresses were extracted from clinic records. Travel time
via public transportation and car between patients’ homes and WCCC were
estimated using Google Maps under the assumption of 6:00 pm arrival on a
non-holiday Monday, in line with operating time for WCCC. Univariable
analyses were performed using t-test for continuous variables.
RESULTS: 110 unique patients were seen in 2019, with a total of 404
appointments scheduled and 74 appointments missed. Average travel times
were 32.2minutes (SD 16.7, range: 3 - 72.5) by car and 49.3 minutes (SD 11.1,
range: 6 - 134) by public transportation. 89 patients had travel time of more
than 30 minutes by public transportation, with an average commute of 57
minutes. However, their average commute is reduced to 37 minutes via car.
Compared to patients with shorter commutes (≤ 30minutes), those with longer
commutes (> 30 minutes) had a similar number of total scheduled
appointments (3.8 vs 3.1, p = 0.15), but a higher rate of missed appointments
(20.0% vs 9.5%, p = 0.005).
CONCLUSIONS: Many of WCCC’s patients face various challenges while
seeking care, including the burden of commuting in NYC. Patients who live
further away from the clinic are found to be more likely to miss appointments
and thus delay their care. Further analysis will be performed after partnering
with RideHealth to better understand the impact of commute time on clinic
utilization and visit attendance rates. For uninsured patients facing the addi-
tional burden of a long commute, transportation assistance services may help
improve clinic no show rates for in-person visits.
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IMPLEMENTATION OF A LOW BARRIER MODEL OF MEDICA-
TION FOR OPIOID USE DISORDER AT A FEDERALLY QUALI-
FIED HEALTH CENTER: A QUALITATIVE STUDY
Jamie Carter1,2; Hillary Chen2; Andrea Des Marais2; Nidhi Sachdeva2; Jacob
Feigal1,3
1Lincoln Community Health Center, Durham, NC
2Population Health Sciences, Duke University School of Medicine, Durham,
NC
3Psychiatry and Behavioral Sciences, Duke University School of Medicine,
Durham, NC. (Control ID #3715145)

BACKGROUND: Medication for opioid use disorder (MOUD) reduces
mortality and improves health and wellbeing, but patients face barriers to
accessing MOUD. Low barrier models of care are increasingly being
implemented to make MOUD more accessible. In 2019, a Federally Qualified
Health Center (FQHC) in North Carolina transitioned from a traditional,
abstinence-focused treatment model that required multiple visits for MOUD
initiation to a low barrier model of care that centers a harm reduction philos-
ophy and same-day MOUD initiation.
METHODS: This study investigates the benefits and challenges of the tran-
sition to the low barrier model of MOUD by exploring clinic provider
perspectives and attitudes. We conducted 8 semi-structured qualitative
interviews with medical and behavioral health (BH) providers involved in
MOUD treatment at the FQHC. Interviews were recorded, transcribed and
analyzed using a grounded theory approach.
RESULTS: Features of the low barrier model, including priority for on-
demand and consistent access to MOUD, added stress to usual clinic flow
and made defining expectations for patients challenging. Providers identified a
need for more staff to manage unpredictable patient needs and support a
growing patient population. BH providers shared concerns about the model
minimizing their role in treatment and giving them less power in decision-
making. BH providers considered abstinence as a primary goal of treatment
and expressed concerns about patients with ongoing substance use, while
medical providers prioritized reduction of drug-related harms. However, both
medical and BH providers defined success in treatment as improved quality of
life, identifying factors like relationships, employment, and engagement in
medical care as important indicators.
CONCLUSIONS: Transition to a low barrier model of MOUD at an FQHC
raised challenges including stress on clinic flow, increased staffing needs, and
BH providers feeling undervalued. While low barrier MOUD in primary care
was feasible, clinics implementing low barrier caremay benefit from additional
investment and support to address these changes. Medical and BH providers
differed in their alignment with the low barrier model’s harm reduction
philosophy, with BH providers less comfortable with the philosophy. Howev-
er, both groups valued improved quality of life as a treatment outcome,
suggesting that teams could build consensus around a holistic view of defining
success in treatment.

IMPLEMENTING WEIGHT MAINTENANCE COACHING
THROUGH THE ELECTRONIC HEALTH RECORD BY PRIMARY
CARE STAFF AS A PART OF ROUTINE CLINICAL DUTIES: INI-
TIAL RESULTS FROM THEMAINTAIN PRIME STUDY
Maribel Cedillo2; Jesell Zepeda1; Emily Zheutlin1; Bernadette Kiraly5; michael
c. flynn3; Charlene` Weir4; Teresa Taft4; Polina Kukhareva4; Kensaku
Kawamoto4; Molly Conroy1
1General Internal Medicine, University of Utah, Salt Lake, UT
2General Internal Medicine, University of Utah, Salt Lake, UT
3Community Clinics, University of Utah, West Valley CIty, UT
4Biomedical Informatics, University of Utah, Sandy, UT
5Family and Preventive Medicine, University of Utah Health, Salt Lake City,
UT. (Control ID #3715799)

BACKGROUND:Obesity is a significant health problem in the United States.
Sustainable interventions are needed to support weight maintenance after
intentional loss. We previously designed and tested a successful electronic

health record (EHR)-based weight maintenance intervention with personalized
online coaching delivered by research staff (MAINTAIN-pc). Our current
study will determine whether coaching can be implemented and delivered by
primary care staff as part of routine duties, a more sustainable model.
METHODS:MAINTAIN PRIME is a primary care-based pragmatic random-
ized controlled trial comparing lifestyle tracking with online coaching vs.
lifestyle tracking alone for patients with recent intentional weight loss. MAIN-
TAIN PRIME is being conducted at University of Utah primary care practices
and capitalizes on advanced tools in the EHR (e.g., patient population
dashboards) and team-based care models to deliver the intervention with
minimal support from research staff. Staff participation is voluntary and
requires online registration and supervisor approval. To train staff, we devel-
oped a 3-hour self-paced online coaching training program and a 1-hour EHR
hands-on training (with $400 compensation for staff time). We adapted
MAINTAIN-pc protocol and tools to help staff build coaching capacity,
fluency, and accuracy. For example, we created EHR smart phrases to allow
coaches to more easily respond to patient questionnaire replies and offer online
coaching support through Microsoft Teams. We conducted vanguard imple-
mentation at two clinics and refined processes before inviting other clinics to
participate.
RESULTS: Recruitment: Recruitment of the clinics and coaches required
engagement of clinic leaders (i.e., medical directors and nurse supervisors).
Clear and continued communication with clinic leaders appears to be an
important facilitator of clinic participation. A barrier endorsed by clinics
delaying participation is current staffing shortage. To date, 30 (21%) out of
145 eligible staff expressed interest in coaching role and represent a variety of
clinical roles: care manager (n=1), medical assistant (n=22), registered nurse
(n=6), registered nurse manager (n=1). Coach training: 13 (43%) staff
expressing interest completed training. Reported confidence level for coaching
after training was high (4.2, 5=to a very great extent), and the likelihood of
recommending the training to others was very high (9.7, 10=extremely likely).
Coaching: 10 trained coaches are currently coaching (77% retention rate).
Two vanguard clinic coaches decided not to continue coaching due to lack of
time as they pursue degrees, and one coach left job at clinic site.
CONCLUSIONS: Initial data suggests coaching by primary care staff may be
feasible, with clinical leaders in participating clinics being supportive of staff
coach role. The online coach training program and coaching tools were well
received. We continue to study implementation strategies to enhance recruit-
ment and retention of clinics and coaches.

IMPROVED OUTPATIENT COVID-19 SURVIVAL BY 60% IN THE
ELDERLY POPULATION: LESSONS FROM CANO HEALTH’S
(CANO) BROAD-REACHING STRATEGIES AND TACTICS FOR
GENERAL MEDICINE PRACTICES
Robert E. Kenney2; Merlin I. Osorio5; Efrain Antunez3; Richard Aguilar1;
Mary E. Herman4
1Clinical Operations, Cano Health, Miami, FL
2CLinical Operations, CanoHealth, LLC, Miami, FL
3Clinical Operations, Cano Health LLC, Miami, FL
4Consultant, Consultant, Miami, FL
5Care Management, Cano Health, Miami, FL

BACKGROUND: In 2020, no consensus or guidance existed for managing
COVID-19. Many PCP offices were forced to close. CANO kept clinics fully
staffed and open, and published two articles on best practices for treating
COVID-19 (5,6). CANO is a PCP network caring for underserved Medicare
Advantage (MA). Growing from a single clinic (1) to ~130 centers in < 6Y,
CANO focused on ‘treatable’ gaps in: chronic disease management, HEDIS
measures, and clinical inertia. CANO results have been extraordinary (2-6).
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Here we describe initiatives and strategies to navigate care delivery through the
pandemic.
METHODS: Tracking COVID-19 Cases-Bracing for Surges. A dedicated
CANOCOVID Task Force (CTF) collected data on 38,193 patients. Detection
of ‘surges’ reliably predicted need to restock COVID-19 medicines, allocate
staff, and communicate updates to staff and patients. The CTF collected data
on COVID-19 infections, admissions, ER visits, patient deaths, etc.
RESULTS: Staff Retention.The CTF performedmuch of COVID-related care
and research, PCPs provided routine care with little interruption.
Development of Published COVID-19 Treatment Algorithm. Data came direct-
ly fromCANO EMR (5) and literature review (6). Application of the treatment
algorithm led to a 60% lower outpatient COVID-19 mortality vs national
average (P < .05) (7).
At-Home COVID Care. Televisits; in home visits including testing, vaccina-
tion, treatment; home delivery of pulse oximeters, prescriptions and oxygen.
Vaccination Program. A telephone campaign resulted in a vaccination rate of
83.8% vs. Florida average 74.9% as of Dec 31, 2021(7).
Resumption of In-Person Clinic Visits. Dedicated Retention Team drove the
return to in-clinic visits from 6% in April, 2020 to >90% by December, 2021.
Impact of Real time monitoring. The collection and monitoring of data by the
CTF through CANO's proprietary population health platform, CanoPanorama
(R), facilated strategic planning and allocation of resources.
Repurposing of staff. Associates were repurposed due to reduced in office
visits to various teams. These teams included dedicated CTF call center,
retention team, CANO at Home staff.
CONCLUSIONS: Key Lessons for Dissemination: CANO platforms have
served well during the crisis presented by the pandemic as in routine care.
CANO has quickly put into systems and platforms that place highly effective
and reproducible strategies to reduce the burden of COVID-19, improve
disease course and survival, and, renormalize care.

IMPROVING DIABETES OUTCOMES THROUGH INTERDISCI-
PLINARY POPULATION HEALTH TEAMS: A CASE STUDY AT
UPMC WESTERN MARYLAND
Gary Wang1; Richard Gauthier2; Kathryn E. Gunter2; Lori J. Johnson3;
Mengqi Zhu2; Wen Wan2; Jake Tanumihardjo2; Marshall Chin2
1Pritzker School of Medicine, University of Chicago Pritzker School of Med-
icine, Chicago, IL
2Section of General Internal Medicine, University of Chicago, Chicago, IL
3UPMCWestern Maryland, Cumberland, MD. (Control ID #3708823)

BACKGROUND: To stem the increasing prevalence of type 2 diabetes
mellitus (T2DM), more health systems are developing interventions to address
the non-clinical drivers of chronic disease, such as the social determinants of
health (SDoH) and individual health behaviors. However, there remains a lack
of evidence surrounding the efficacy and sustainability of such interventions.
UPMCWestern Maryland is a hospital serving a rural Appalachian population
of approximately 123,000 in Maryland, West Virginia, and Pennsylvania.
Supported byMaryland's shift to global budgets, the hospital opened its Center
for Clinical Resources (CCR), an outpatient facility focusing on co-managing
high-risk patients with T2DM. The CCR facilitates interdisciplinary team-
based interventions that provide enhanced care coordination (e.g., dedicated
diabetes care coordinators), social needs support (e.g., food delivery, benefits
assistance, referrals to community organizations), and patient education (e.g.,
nutritional counseling, peer-to-peer classes). Our objective was to evaluate the
impact of CCR interventions on high-risk patients with T2DM at UPMC
Western Maryland.
METHODS:We conducted a retrospective cohort study of 145 adult patients
with complex medical and social needs enrolled in the CCR at UPMCWestern
Maryland between 2018-2020.We used a linear mixedmodel to model clinical
measures (e.g., HbA1c) at multiple timepoints between baseline and 24
months, adjusting for age, sex, and insurance type. We used a paired t-test to
test the improvement of patient-reported (e.g., quality of life, self-efficacy)
measures gathered from baseline and 12 months.
RESULTS: The study cohort was predominantly over the age of 50 (76%),
female (57%), White (96%), and insured by Medicare and/or Medicaid (83%).
Baseline mean HbA1c was 9.7% and decreased on average by 1.3 percentage

points at 6 and 12 months (P<0.001), 1.4 points at 18 months (P<0.001), and
1.0 point at 24 months (P<0.001). There were no significant changes observed
in blood pressure or LDL. Patient-reported outcomes at 12 months improved
significantly across all survey items, including healthful eating, confidence in
self-management, quality of life, and patient experience (52% response rate).
No significant demographic differences were detected between patients with or
without the 12-month survey response.
CONCLUSIONS: Participation in the CCR at UPMCWestern Maryland was
associatedwith durable improvements in glycemic control, self-reported health
status, and patient satisfaction. These findings provide additional evidence for
how interdisciplinary team-based care models that address SDoH and individ-
ual health behaviors can improve outcomes and quality of care for high-risk
patients with T2DM, as well as the need for payment models which support the
development and sustainability of these innovative population health
programs.

IMPROVING PROVIDER RESPONSE TO POSITIVE FALLS
SCREENING AMONG OLDER ADULTS IN COMMUNITY-BASED
PRIMARY CARE
Belicia Ding1; Mary Gover2; Rachel Chalmer1
1Internal Medicine, Montefiore, The Bronx, NY
2Internal Medicine, Montefiore, Brooklyn, NY. (Control ID #3703146)

BACKGROUND: Falls are the leading cause of injury among older adults in
the United States. Falls risk can be reduced through intervention, but less than
40% of primary care providers (PCP) regularly screen for falls. In 2019, the
Comprehensive Health Care Center, a federally qualified health center in the
South Bronx, implemented theMedicare AnnualWellness Visit (AWV) for all
patients aged 65 and older. The AWV consists of a series of screening tools,
including one for falls screening. To date, the impact of the falls screening tool
on clinician practice patterns has not been described. This two-part pilot study
aims to examine and improve PCP responses to positive falls screening.
METHODS: The objective of the first part of the study was to quantify PCP
responses to positive falls screenings. To fulfill this, we undertook an electron-
ic medical record (EMR) search query extracting all patients aged 65 and older
with a positive falls screening during the months of January 2019 (pre-AWV),
2020, and 2021 (post-AWV).We then evaluated these charts for a documented
response from the PCP. We sorted charts by recognition (or lack thereof) of
positive falls screening, as indicated by provider notation or intervention for
positive screenings. The objective of the second part of the study was to
evaluate the efficacy of a brief intervention to raise PCP awareness of falls
screening.
This intervention consisted of a 30-minute educational session in June 2021
that was attended by 25 PCP (83% of clinic total). General information on falls
risk, risk reduction, and EMR logistics of falls screening were reviewed. A
post- intervention, parallel EMR query with targeted chart review was repeated
for the month of August 2021.
RESULTS: Falls screening was completed in 846 (39%) of 2167 total visits.
Rates of screening improved from 29% (pre-AWV) to 81% (post-AWV).
Charts were excluded from analysis if fall was the chief complaint and/or the
patient had a prior diagnosis of fall or gait impairment. Pre-intervention, 11.3%
(7/62) of positive screenings were recognized by PCPs; post-intervention,
31.8% (7/22) were recognized by PCPs. The results represent an absolute rate
increase of 20.5%, yielding a relative risk of 2.8 (Fisher’s Exact Test, p=0.043).
CONCLUSIONS: This quality improvement pilot study demonstrated that by
reminding PCPs of the importance of falls screening and educating PCPs about
EMR workflows, falls screening recognition rates can be improved. Further
study will include assessing the durability of the education session’s impact on
provider knowledge and documentation, and the impact of education on
provider clinical interventions.

IMPROVING THE QUALITY OF OUTPATIENT DIABETES
Saad Chaudhry1; Ranim Chamseddin1; Mary Dickow1; Padmini Giri1; Warda
Zaidi2; Zachary Johnson1; Zain Kulairi1
1Internal Medicine, Wayne State University School of Medicine, Detroit, MI
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2Internal Medicine, Wayne State University, Rochester, MI. (Control ID
#3715470)

BACKGROUND: In United States, the prevalence of diabetes continues to
increase and health care spending on this condition is one of the highest
compared to other diseases. Diabetes requires regular follow up with a primary
care physician to prevent its progression and complications. Without monitor-
ing and management, various complications can occur. In our academic
resident outpatient clinic, there has been an observed lack of comprehensive
care for diabetic patients in a timely manner. This project aims to improve
diabetic management by educating medical residents on using a template for
diabetic follow up appointments. The template includes recommended care for
diabetic patients and standardize approach to care.
METHODS: The project utilized a root cause analysis to identify barriers to
providing comprehensive diabetic care in the resident clinic. Lack of standard-
ized approach results in residents missing different components of diabetic
care. PDSA cycle was used to educate and test change. The clinic team created
a template to use in the EMR which would standardize and document diabetic
patient management. Residents were educated about the template and a mne-
monic “ABCDEF” was suggested as a reference for easy recall. This template
includes A for most recent hemoglobin A1c, B for blood pressure, C for
cholesterol/lipid panel, D for diabetic foot exam, E for eye exam, and F for
few others (protein:creatinine ratio, kidney function, weigh, diet, ASCVD
score, and vaccinations). 70 diabetic follow up notes were analyzed prior to
resident education and 30 notes were analyzed post education.
RESULTS: The study showed increase in overall documentation for each
criteria in the study. Hemoglobin A1c was included in all notes after education
with 10% increase from prior to education. The diabetic foot exam had 6%
increase in notes and the diabetic eye exam had the most significant increase
with 24% rise. The overall “ABCDE” went up to be included in 46% of notes.
The “For other” criteria also had an overall increase in docuementation. The
most significant included documentation of Urine protein:creatinine ratio up
22%. Vaccinations also were noted to have a significant increase with note of
influenza vaccines up 16% and pneumonia vaccines up 19%.
CONCLUSIONS:Themanagement of diabetes mellitus has greatly shifted to
the duties of primary care physicians. The disease can have grave multi-organ
complications if not properly managed. Having proper structure in a clinic can
help prevent the advancement of the disease. The study overall demonstrates
the impact of education and overall reminder that there are various aspects of
diabetes that must be remembered to prevent complications from developing.
Keeping a simple template including “ABCDEF” can make physicians re-
member a simple way onwhat to follow up on during visits of diabetic patients.

INCREASING HEPATITIS C SCREENING IN AN OUTPATIENT
CLINIC: A RESIDENT-LED QUALITY IMPROVEMENT PROJECT
Rachel Genova, Ian Kidder, Dave Dimachkie, He Chang, Taylor Becker,
Stephen Stone, Adil Hassan, Raymond T. Wiblin, Gwen Beck
Internal Medicine, The University of Iowa Hospitals and Clinics, Iowa City,
IA. (Control ID #3716075)

BACKGROUND: Hepatitis C virus (HCV) is the most common blood-borne
pathogen in the United States, affecting nearly 2.4 million individuals. Ap-
proximately 81% of those infected were born between 1945-1965, driving
previous USPSTF screening guidelines. However, HCV infection rates nearly
quadrupled among adults aged 18-39 years over 2004-2014. Fortunately, oral
antiviral therapy cures more than 95% of patients. Given these evolving
demographics and development of effective antivirals, USPSTF screening
guidelines were expanded in March 2020 to include individuals aged 18-79,
regardless of exposure risk. Despite this change, our electronic medical record
(EMR) clinical decision support (CDS) remained outdated in 2021. Our
objective was to improve HCV screening rates by increasing provider aware-
ness of the guidelines, with the ultimate goal of identifying previously unrec-
ognized infections to facilitate timely treatment and reduce disease burden.
METHODS: To alert providers about patients meeting the updated criteria,
we implemented a new health maintenance alert and “care gap” order set in our
EMR. After implementation, care providers were alerted to the need for HCV

screening in the patient’s “Health Maintenance” tab if indicated. Clicking on
the alert directed providers to a “care gap” order set, allowing a screening test to
be ordered. Our SMART aim was to increase HCV screening in patients 18-79
years old in our clinics by 15% in the first 6 months post-intervention. Data
were collected from 5638 internal medicine resident clinic patients at the
University of Iowa. Individuals aged 18-79 seen by a PGY 1-3 resident were
included in our analysis. Patients who received HCV screening in an inpatient
encounter or outpatient encounter outside the resident clinic were excluded.
The pre-intervention screening rate was determined from 3100 patients seen
March 2020 - February 2021, prior to implementation of our EMR update. The
post-intervention screening rate was determined from 2538 patients seen
February 2021 - August 2021. Participants included seven internal medicine
residents and two faculty mentors. EMR data were obtained via SlicerDicer
within EPIC and analyzed in Microsoft Excel with a Chi- squared test.
RESULTS: Of the 3100 patients meeting inclusion criteria during the pre-
intervention period, 661 (21.3%) were screened for HCV. Of the 2538 patients
meeting inclusion criteria during the post-intervention period, 857 (33.8%)
were screened for HCV. Overall, there was a statistically significant 12.5%
increase in screening after our intervention (P < 0.001).
CONCLUSIONS:Although we did not meet our SMART aim, data from this
quality improvement project demonstrated a statistically significant increase in
HCV screening rates after updating our CDS. This may reflect an increase in
provider awareness of updated screening guidelines secondary to our
intervention.

INCREASING VIDEO TELEHEALTH UTILIZATION IN PRIMARY
CARE:AMIXEDMETHODSQUALITY IMPROVEMENTPROJECT
Conor Walsh1,2; Anna Rutherford3; Wendy Henderson1,3; Dawn Holt3; Faiz
Murad3; Avil H. Pulliam4; Joewand W. Drumgoole3; Debra Gray3; Marichu
Balmes3; Leigh Wynkoop5; Karen Goldstein1,2
1Division of General Internal Medicine, Duke University, Durham, NC
2Health Systems Research and Development, Durham VA Medical Center,
Durham, NC
3Durham VA Medical Center, Durham, NC
4Nursing, Durham VA Medical Center, Durham, NC
5Ambulatory Care, Durham VA Medical Center, Durham, NC

BACKGROUND: The COVID-19 pandemic has dramatically increased the
adoption of telehealth, however, the majority of telehealth within the Veterans
Health Administration (VHA) has been via phone rather than video. Since
video telehealth remains underutilized within the VHA, we conducted a
mixed-methods quality improvement (QI) project to increase video telehealth
utilization by improving clinic workflow. This work is classified as non-
research by the Durham VA IRB.
METHODS: Primary care visit stop codes for Face to Face (F2F), Phone, and
VA Video Connect (VVC) within one clinic in Mid-Atlantic Veterans
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Integrated Service Network (VISN) 6 from April 2020-December 2021 were
pulled from the VHA Clinical Data Warehouse into Power BI software for
analysis. Semi-structured qualitative interviews were conducted in January
2021 with key stakeholders to identify barriers and map workflows. An
interprofessional QI team within the clinic was formed and conducted Plan-
Do-Study-Act (PDSA) cycles to increase VVC utilization. VVC utilization
was analyzed via a statistical process control chart (SPC).
RESULTS: Qualitative interviews identified 6 barriers to VVC use including
patient problems with digital connectivity, difficult scheduling workflows,
unfamiliarity with software, technical burden on providers, resistance to
change, and staff equipment needs. Pre-intervention VVC utilization from
April 2020 -January 2021 was 1.1% of all visits. Interventions included staff
training, dedicatedVVC appointment slots, and standardizing pre-appointment
workflow. VVC utilization after project started averaged 4.3% (range 2.8-
5.8%). SPC p-chart analysis (Figure 1) shows special cause variation after
implementation of dedicated VVC appointment time slots. QI efforts have so
far led to ~560 more VVC visits than otherwise expected had baseline rate
continued.
CONCLUSIONS: There are many challenges to successfully conducting
video telehealth within the VHA. Our experience shows that interprofessional
QI efforts can improve clinic workflow and increase video telehealth utiliza-
tion. Future QI efforts are still needed to make video telehealth an efficient part
of usual care.

INTER-BRAND COVID-19 VACCINE PREFERENCES AND VAC-
CINE HESITANCY: A SURVEY OF A CONVENIENCE SAMPLE
Jonathan C. Pang, Matthew Nguyen, Erin G. Newman, Emilie Chow, Dana B.
Mukamel
School of Medicine, University of California Irvine, Irvine, CA. (Control ID
#3694209)

BACKGROUND: Delay in acceptance or refusal of vaccination despite
vaccine availability comprise a continuum of attitudes known as vaccine
hesitancy. To date, three COVID-19 vaccines have been granted emergency
use authorization in the U.S.; yet hesitancy to accept vaccination against
COVID-19 remains common. Understanding the nature of inter-brand
preferences amongst these vaccines may help inform vaccine allocation and
outreach strategies.
METHODS: In April 2021, a de-identified, web-based survey was adminis-
tered to a convenience sample of respondents across forty-eight states,
assessing standard demographics and presence of COVID-19 vaccine brand
preference. Those indicating a preference then ranked four COVID-19 vaccine
brands presented in random order.
Vaccine hesitancy due to brand preference was assessed as the time length for
which the respondent was willing to postpone vaccination if their preferred
brand of vaccine was unavailable.
RESULTS: Of 1,068 respondents, 55.4% endorsed a preference for a partic-
ular COVID-19 vaccine brand. On univariate analysis, preference presence
differed significantly by age (p=0.011) and religion (p=0.012). The 50-64 age
group had the lowest presence of preference (47.9%) while the 18-29 (61.5%,
p=0.002) age group had the highest preference presence. The religious group
with the least presence of preference was Jewish (45.2%) while the Atheist/
Agnostic (60.0%, p<0.001) and Catholic (59.2%, p=0.012) groups had the
highest preference presence. Upon multivariable analysis however, only age
was found to be an independent predictor of preference presence (p=0.027).
45.9% (490/1,068) of all respondents would postpone vaccination if their
preferred brand was unavailable, with 14.6% (156/1,068) willing to wait three
weeks or longer. Willingness to postpone vaccination based on brand avail-
ability varied significantly only by religion on both univariate (p=0.022) and
multivariable analysis (p=0.043), with the lowest rates of postponement among
the Jewish (43.4%) and the highest among Atheists (63.0%, p<0.001) and
Catholics (53.1%, p=0.073). Respondents ranked brands in one predominant
order (χ2=765.64, p<0.001). Pfizer was preferred over Moderna (Z=-9.405,
p<0.001), JnJ (Z=-15.545, p<0.001), and AstraZeneca (Z=-17.399, p<0.001).
Moderna was preferred over JnJ (Z=-11.658, p<0.001) and AstraZeneca (Z=-
16.782, p<0.001), and JnJ over AstraZeneca (Z=-10.492, p<0.001). Besides
the 65+ subgroup which did not have a significant preference between Pfizer or

Moderna vaccines (p=0.773), all age and religious groups had the same rank
preferences with all paired comparisons similarly significant, p≤0.001.
CONCLUSIONS: Age independently predicted the presence of COVID-19
vaccine brand preference while religion independently predicted vaccine hes-
itancy due to said preference. Further evaluation of the causes and
consequences of such inter-brand preferences may inform efforts to increase
vaccination among vaccine-curious individuals and facilitate progress towards
herd immunity.

INTERNAL MEDICINE RESIDENTS LACK CONFIDENCE AND
EXPERIENCE MANAGING UNHEALTHY ALCOHOL USE IN THE
OUTPATIENT SETTING
Katherine P. Mullins1; Tiffany Lu2; Shwetha Iyer3
1Internal Medicine, Montefiore Medical Center, Brooklyn, NY
2General Internal Medicine, Montefiore Medical Center, Bronx, NY
3Internal Medicine, Montefiore Medical Center, Bronx, NY

BACKGROUND: Unhealthy alcohol use (UAU) is a leading cause of pre-
ventable injury and death in the US. Evidence supports the use of medical and
psychosocial interventions in primary care, but UAU remains underdiagnosed
and undertreated, in part due to lack of physician training. Few studies have
evaluated internal medicine resident experiences addressing UAU in the out-
patient setting.
METHODS: We conducted a cross-sectional study among all internal med-
icine residents working in an urban hospital system in the Bronx, New York
between April and December of 2021. We adapted a 30-item survey to assess
resident attitudes, confidence, and practices related to UAU. The survey was
administered anonymously via Qualtrics. We analyzed results using descrip-
tive statistics.
RESULTS: Of 195 residents recruited, 87 residents completed the survey
(45% response rate). Regarding resident attitudes, most residents felt respon-
sible for asking patients about drinking behavior (99%), agreed that physician
involvement canmake a difference in UAU (77%), and felt that medication can
effectively treat UAU (81%). Regarding confidence, all residents (78/78)
reported either moderate or high confidence in asking patients about use, and
in assessing frequency and quantity of use. In contrast, few residents reported
high confidence in providing resources or referrals to help patients change
drinking behavior (6%), or in prescribing medication (4%); a significant
number reported no confidence in either of these domains (45% and 44%,
respectively). In practice, 83% of residents reported asking patients about
alcohol use in at least half of encounters; however, only 35% reported ever
prescribing medication for UAU in the outpatient setting.
CONCLUSIONS: Residents overwhelmingly felt responsible for managing
UAU, believed that they can make a difference in a patient’s use, and believed
that medication works. However, most residents lacked confidence prescribing
medication or offering referrals to address UAU. In practice, few provided
these interventions, suggesting a critical gap between physician attitudes and
practice. The development of novel residency curricula is an important step in
addressing this major public health need, and in combatting the stigma that
patients with substance use disorders face.

IN THE WEEDS: PATIENT INTEREST IN AND EXPERIENCE
WITH CANNABIS AT A CANCER CENTER
Nirupa J. Raghunathan1; Jessica Brens2; Swetha Vemuri2; Jun J. Mao2; Deb-
orah R. Korenstein3
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1General Internal Medicine, Memorial Sloan Kettering Cancer Center, New
York, NY
2Memorial Sloan Kettering Cancer Center, New York, NY
3Department of Education, Memorial Sloan Kettering Cancer Center, Pelham,
NY

BACKGROUND: Cannabis products, including the cannabinoids CBD and
THC, are rising in popularity and increasingly used for medical purposes.
While there is some evidence that cannabinoids may be effective in the
management of symptoms that are commonly associated with cancer, includ-
ing sleep, pain, anxiety, appetite, and nausea and vomiting, understanding
regarding appropriate use remains incomplete. Our objective is to patient
experiences with medical cannabis with focus on use contexts and patients’
reported benefits and harms.
METHODS: A standardized intake form was implemented in a dedicated
CBD and medical cannabis clinic at an NCI- designated cancer center; data
from this formwas abstracted for all initial visits from October 2019 –October
2020. We used univariate chi2 analysis to evaluate factors associated with use
of cannabis for cancer treatment. We report descriptive statistics.
RESULTS:Among 163 unique new patients, cannabis therapy was common-
ly sought for sleep, pain, anxiety and appetite. 29% expressed interest in
cannabis for cancer treatment; 40% and 46% reported past use of CBD and
THC, respectively, for medical purposes. Among past CBD users, the most
commonly reported benefits were decrease in pain (21%) or anxiety (17%) and
improvement in sleep (15%); 92% reported no side effects. Among those with
past THC use, reported benefits included improvement in appetite (40%), sleep
(32%), nausea (28%), and pain (17%). The highest cannabis-seeking rate was
in patients aged 40-65 (study mean age = 48), compared to a median age of
cancer diagnosis of 66 in the US. Seeking cannabis for anti-neoplastic effects
was associated with receipt of active cancer treatment.
CONCLUSIONS: Cancer patients seek medical cannabis to address a wide
variety of concerns despite insufficient evidence of benefits and harms. As
more states move to legalize medical and recreational cannabis, cancer
providers must remain aware of emerging data and develop knowledge and
skills to counsel their patients about its use.

IS TECH-EQUITY POSSIBLE? RURAL PATIENT AND CLINICIAN
PERSPECTIVES ON VIDEO VISITS IN PRIMARY CARE
Karen Goldstein1,2; Allison Lewinski2; Kathleen Perry3; Conor Walsh5,2;
Megan Shepherd-Banigan2; Hollis J. Weidenbacher2; Hayden Bosworth2;
Dan Blalock2; Leah Zullig4,2
1Division of General Internal Medicine, Duke University School of Medicine,
Durham, NC
2Durham VA Medical Center, Durham, NC
3Columbia University Irving Medical Center, New York, NY
4Population Health Sciences, Duke University, Durham, NC
5Division of General Internal Medicine, Duke University, Durham, NC. (Con-
trol ID #3716059)

BACKGROUND: The rapid shift to telehealth during COVID-19 amplified
inequities in video-based healthcare. Reduced use of video visits among
historically marginalized populations may exacerbate existing healthcare ac-
cess disparities. We explored patient and provider insights with primary care
video visits. Due to concerns that the promotion of video visits could worsen
access to care amongmarginalized populations, we centered our work on rural-
dwelling African Americans.

METHODS: We conducted 4 video-based focus groups (n = 38) with rural
VA primary care teams and 24 semi- structured telephone interviews with
rural-dwelling African American Veterans purposively sampled by video-visit
experience (14 with video visit experience and 12 without). Data collection
occurred January - May 2021. Data collection guides were based on the
domains from the Fortney et al. 2011 model of access to telehealth. We used
a rapid analytic approach to identify themes relevant to access to video-based
primary care.
RESULTS: Findings clustered within three domains related to video-based
care: perceived access to care, satisfaction with care, and attitudes towards care.
Perceived access: Some patients noted differential treatment by personal
characteristics (eg, race, health condition) within the health care setting though
not specifically related to telehealth.
Reported barriers to video visits included a lack of proper equipment and
comfort with technology. Patients noted that scheduling video-based
appointments was easy. Clinicians noted that video visits were inappropriate
for new patient encounters or for certain conditions (eg, cognitive impairment,
significant sensory impairment, new/non-specific symptoms). Satisfaction:
Patients appreciated the lower cost and travel times associated with video visits
and some felt video visits were less rushed. However, multiple patients
expressed concerns about poor quality care via video. Specifically reported
were the impersonal feel of video-based care, distracted providers, and inability
to fully assess patient concerns. Providers reported frequently spending signif-
icant time managing technical malfunctions and diminished interpersonal
connections via video. Attitudes: Despite the logistical convenience, many
patients noted a preference for in-person care due to perceived higher quality
and general appeal of the ritual of going in-person for care. Patients wanted the
choice of in-person vs remote care rather than being told which they would
receive. Clinical teams were open to video-based visits but emphasized the
importance of considering clinical appropriateness and the need for adaptation
of clinic workflow to the needs of virtual care (eg, a pre-visit online check-in).
CONCLUSIONS: Optimal and equitable incorporation of virtual modalities
into primary care requires an assessment of clinical appropriateness of video-
based care as well as patient preference and technological readiness at each
visit.

LACK OF NORMAL BLOOD PRESSURE AWARENESS AMONG
CARDIOLOGY CLINIC PATIENTS
Mohammed Mahdi1; Arshdeep K. Nagra2; Buraq Al-Ghaieb3
1Internal Medicine, Virtua Health, Marlton, NJ
2George School, Newtown, PA
3Internal Medicine, Cedars-Sinai Medical Center, Los Angeles, CA. (Control
ID #3690539)

BACKGROUND: Hypertension is a condition of elevated blood pressure
associated with significant morbidity and mortality. Normal blood pressure is
defined as systolic blood pressure of <120mmHg and diastolic blood pressure
of <80 mm Hg. Uncontrolled hypertension and patient awareness of hyperten-
sion remain large public health challenges. We hypothesized that a significant
number of patients have poor awareness of what is normal blood pressure.
Patient’s unawareness of this definition could be a significant contributor to
poorly controlled hypertension. Thus, we set out to assess the awareness level
for normal blood pressure readings amongst patients visiting a cardiology
clinic.
METHODS: This is an observational study of randomly recruited patients
from a cardiology clinic located in Trenton, New Jersey. After patient consent,
a questionnaire written in both English and Spanish was given to each patient.
The questionnaire was in the form of amultiple-choice question with options to
identify normal blood pressure reading as less than either 170/90, 140/90, 160/
100, or 120/80 mmHg.
RESULTS:A total of 252 patients were recruited. The sample wasmade up of
57% women and 40% men, with a mean age of 62.7 years. Patients’ primary
spoken language was English among 81% of the sample, Spanish among 13%,
and other languages among 6%. The race/ethnicity of patients surveyed were
Black/African American in 50% of the sample, White/Caucasian in 24%,
Hispanic in 16%, Asian in 4%, and other in 6%. Among those surveyed,
35% of patients were unable to identify the normal blood pressure values, with
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22% identifying “normal” blood pressure as 140/90 mm Hg, 7% identifying
160/100 mm Hg, and 6% identifying 170/90 mm Hg.
CONCLUSIONS: Health illiteracy is common among patients with at least
one cardiac problem and might be associated with poor outcome. Mass
education regarding normal blood pressure values could aid in better hyper-
tension awareness and management.

LANGUAGE-SPECIFIC BARRIERS AND FACILITATORS TO
TELEMEDICINE USE FACED BY SAFETY-NET HEALTH CARE
SETTINGS DURING THE COVID-19 PANDEMIC
Courtney R. Lyles1,5; Jessica D. Fields5; Veenu Aulakh2; Kathleen Figoni2;
Maggie E. Jones3; Natasha B. Arora3; Sarah Lisker5; Anjana Sharma4;
Urmimala Sarkar5
1Epidemiology and Biostatistics, University of California San Francisco, San
Francisco, CA
2Center for Care Innovations, Oakland, CA
3Center for Community Health and Evaluation, Kaiser Permanente
Washington Health Research Institute, Seattle, WA
4Family and Community Medicine, University of California San Francisco,
San Francisco, CA
5Medicine, University of California San Francisco, San Francisco, CA. (Con-
trol ID #3708854)

BACKGROUND: The COVID-19 pandemic forced many primary care visits
from in-person to remote via telemedicine, including phone and video visits.
Health systems face challenges ensuring telemedicine access for patients with
limited English proficiency (LEP) who are disproportionately seen in safety-
net health settings.
METHODS:We examined safety-net health settings delivering primary care
via telemedicine during the pandemic and participating in a quality improve-
ment collaborative across California (n=43 sites, n=11 interview sites). All
sites reported the number and modality of primary care visits (in-person,
phone, video), patient demographics, payer mix, and language needs. For
qualitative data, we purposively sampled to capture sites representing geo-
graphic diversity, a range of telemedicine maturity, and with large populations
of patients best served in non-English languages. We then conducted semi-
structured interviews focused on barriers and facilitators to use and uptake of
telemedicine among patients, providers, and staff. Interviews were audio-
recorded, transcribed, and analyzed with a focus on language- specific
considerations, using a mixed inductive/deductive approach informed by the
Consolidated Framework for Implementation Research.
RESULTS: The sites cared for racially and ethnically diverse patients with
nearly 75% on Medicaid. Over half of patients (52%) across sites were better
served in a language other than English (median: 50%, range 39-83%). All
sites experienced an immense increase in the number of telemedicine visits
conducted in the six months after March 2020 compared with the six months
prior (range: 258-8,273,200%). As of February 2021, most sites provided a
minority of telemedicine visits over video compared with phone (median: 5%
video, range 0-69%). Interview data showed that most sites mapped telephone
visits workflows onto pre-existing infrastructure and resources. Telemedicine
vendors provided limited language options and sites faced challenges integrat-
ing interpretation services into video visits. Interview respondents were
concerned that patients with LEP faced intersecting challenges related to
technology access and limited digital literacy, exacerbating language-related
barriers to telemedicine. Sites relied on language concordant staff and addi-
tional technical support to overcome barriers and facilitate access for LEP
patients.
CONCLUSIONS: While telemedicine has potential to increase access to
primary care, care settings must prioritize language concordance among
patients, providers, and staff, and telemedicine platform developers must adapt
existing tools to improve their accessibility for patients with LEP.

LESS ISMORE: DEPRESCRIBING PPIS IN ARESIDENT PRIMARY
CARE CLINIC DURING THE COVID-19 PANDEMIC
Jenny Zhang1; Rachel Kruzan2; Maria Bellantoni3; Leonard S. Feldman4

1Internal Medicine, Johns Hopkins Medicine, Baltimore, MD
2Internal Medicine, Johns Hopkins Community Physicians - East Baltimore
Medical Center, Baltimore, MD
3Geriatrics, Johns Hopkins Medicine, Baltimore, MD
4InternalMedicine/Pediatrics, Johns HopkinsMedicine, Baltimore,MD. (Con-
trol ID #3715893)

BACKGROUND: Medication reconciliation is a important part of primary
care, yet good prescribing practices are not often a focus of residency training.
This study aims to raise awareness among resident physicians around
polypharmacy and deprescribing by targeting a common class of medications,
proton pump inhibitors (PPIs). PPIs are often continued longer than appropri-
ate and can have side effects when used long-term. We present a quality
improvement (QI) project aimed at deprescribing non-indicated PPIs in a
resident clinic. As residency education has increasingly relied on teleconfer-
encing to adapt to the COVID-19 pandemic, this study is the first to describe
the use of virtual education sessions to reduce rates of inappropriate PPI use.
METHODS: We implemented an IRB-approved QI project at a federally
qualified health center that serves as the continuity clinic site for 46 internal
medicine residents. From 9/2021 to 10/2021, residents participated in a 10-
minute virtual education presentation on an evidence-based PPI deprescribing
algorithm at the beginning of a clinic “huddle” session. Pre- and post-education
surveys were administered to assess resident knowledge of and comfort level
around deprescribing PPIs. Data were collected from our electronic medical
record from 7/1/21 (start of academic year) through 1/1/22.
RESULTS: Comparison of pre- and post-education surveys showed improve-
ment in resident knowledge of PPI side effects (27% correct on pre-education
survey vs 98% post), indications for long-term PPI use (7% vs 62%) and
guidelines around re-assessment of PPI use in patients with GERD (49% vs
78%). After the education session, residents reported increased comfort with
deprescribing PPIs (5.8 out of 10 pre-education vs 7.9 post). PPI utilization
decreased by 13% across all ages from 9/1/21 to 1/1/22. Residents
deprescribed PPIs for 56 patiens; there were 14 new PPI prescriptions. Rates
of PPI deprescribing were higher in adults under 65-years-old (14%) compared
to adults 65-years- old and older (11%).
CONCLUSIONS: Deprescribing can be effectively incorporated into the
residency curriculum during the COVID-19 pandemic through brief, virtual
teaching sessions. The sessions increased resident knowledge and comfort
around deprescribing PPIs, as demonstrated by a reduction in PPI utilization
over a short period of time.

LIKELIHOOD OF PHYSICIAN RENEWAL OF CHRONICALLY
PRESCRIBED CONTROLLED SUBSTANCES BASED ON URINE
DRUG TEST RESULTS, AFTER PRESENTING PHYSICIANS WITH
THLIKELIHOOD OF PHYSICIAN RENEWAL OF CHRONICALLY
PRESCRIBED CONTROLLED SUBSTANCES BASED ON URINE
DRUG TEST RESULTS, AFTER PRESENTING PHYSICIANS WITH
THEIR PREVIOUS PRESCRIBING HABITS.EIR PREVIOUS PRE-
SCRIBING HABITS.
Jacqueline Kenitz
Internal Medicine, Albany Medical Center, Albany, NY. (Control ID
#3716023)

BACKGROUND: To reassess prescription renewal rates of chronically pre-
scribed controlled substances. This Phase 2 study is a follow up to a Phase 1
study, published in October 2019 that reported physicians’ renewal patterns of
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chronically prescribed controlled substances in a mid-sized internal medical
practice.
METHODS: The Phase 1 study examined prescription renewals for patients
with consistent versus inconsistent urine drug tests (UDT), as defined by a)
specimens with prescribed medications not detected, b) specimens with non-
prescribed medications (opioids, benzodiazepines) detected, or c) specimens
with illicit substances (cocaine, heroin, marijuana) detected. This was a retro-
spective study over a five-month period. At the end of the study, the phase I
investigators presented data to the prescribers, showing the percentage of
renewals with inconsistent UDTs.
Immediately after this intervention, the phase 2 investigators examined pre-
scription renewals for patients with consistent vs inconsistent urine drug tests.
This was a retrospective study over an 18-month period.
RESULTS: Inconsistent UDTs comprised 33.3% of the total UDTs (n = 210)
compared to 44% (n=493) in the phase I study. Reasons for inconsistency
included specimens with prescribed medication not detected (37%), non-
prescribed medications (opioids and benzodiazepines) (36%), marijuana
(33%), and cocaine (16%). Heroin was not found in any of the Phase 2 UDT’s.
The renewal rate for inconsistent UDTs in Phase 2 vs. the Phase 1 studies was
78% vs. 56% for prescribed medication not detected, 87% vs. 65% for non-
prescribed medications detected, and 86% vs 79% for marijuana detected
respectively. The renewal rates for both phases were not significantly different
(p-value <0.0001).
CONCLUSIONS: Despite physicians’ awareness of the results of the previ-
ous study, there continues to be a high renewal rate of controlled medications
despite inconsistent UDTs. There was no significant difference between Phase
1 and Phase 2 results. The results also show a high renewal rate in the presence
of marijuana, consistent with the results of the Phase 1 study. This suggests
physicians continue to view marijuana differently from other illicit substances.
A limitation of this study is its small sample size, which may have limited the
power in detecting significant differences among the groups.
Overall, the results of this project reinforce that physicians play an important
role in managing the misuse of controlled substances. We need to continue to
explore ways to decrease the renewal rate of chronically prescribed substances
for patients with inconsistent UDTs. Potential interventions could include
changing workflows when renewing controlled medications through EHR
flags or giving each provider a unique list of inconsistent UDTs to review.

LOWBARRIERMEDICATION FOROPIOID USE DISORDER AT A
FEDERALLY QUALIFIED HEALTH CENTER: A RETROSPEC-
TIVE COHORT STUDY
Jamie Carter1,2; Hillary Chen2; Zhen Li2;Melissa Greiner2; Christopher Bush2;
Debanjan Bhattacharya2; Nidhi Sachdeva2; Jacob Feigal1,3
1Lincoln Community Health Center, Durham, NC
2Population Health Sciences, Duke University School of Medicine, Durham,
NC
3Psychiatry and Behavioral Sciences, Duke University School of Medicine,
Durham, NC. (Control ID #3715124)

BACKGROUND:Medication for opioid use disorder (MOUD) substantially
reduces mortality, but few patients access MOUD. To improve engagement
and retention on MOUD, programs are implementing low barrier models of
care. At a Federally Qualified Health Center (FQHC) in North Carolina, we
implemented a low barrier model of MOUD, including same-day MOUD
initiation and a harm reduction philosophy. This study investigates whether
low barrier treatment led to improved retention in care compared to treatment
through a historical traditional model of care.
METHODS: We conducted a retrospective cohort study of patients with at
least one visit seeking MOUD at the FQHC during a historical control period
(3/1/2018—3/31/2019) and a low barrier intervention period (11/1/2019 –
7/31/2020). We extracted demographics, medical history, and treatment and
utilization data from the medical record. Primary outcomes were any MOUD
prescription within 6months and 3- and 6-month retention in treatment without
care gap, with care gap defined as 60 consecutive days without a visit or
prescription. Secondary outcomes were all-cause hospitalization and emergen-
cy department visit within 6 months. We evaluated associations between

outcomes and treatment approach with chi-square tests and used logistic
regression models for multivariable adjusted associations. RESULTS: 90
patients were included in the historical control group and 113 in the low barrier
intervention group.
Baseline characteristics were similar between groups, except the intervention
group had higher rates of uninsured, public insurance and diabetes. Any
MOUD prescription within 6 months was higher in the intervention group
(97.3% vs 70%, p<0.001), with higher adjusted odds of MOUD prescription
(OR=4.01, 95% CI 2.08-7.71). Retention in care without care gap was similar
between groups at 3 months (61.9% vs 60%, p=0.78). At 6 months, a higher
proportion of the intervention group was retained in care without care gap, but
the difference was not significant (53.1% vs 45.6%, p=0.29). There was no
significant difference in adjusted odds of retention in care, 6-month hospital-
ization or ED visit between groups.
CONCLUSIONS: A low barrier model of MOUD at an FQHC engaged a
higher risk patient population and achieved equivalent retention in care com-
pared to a traditional treatment model. Future research should determine what
interventions can improve retention of patients engaged through low barrier
treatment. Primary care clinics and community health centers can implement
low barrier treatment to makeMOUDmore accessible to a broader population.

MANAGING UNCONTROLLED HYPERTENSION BY PROVIDER
TYPE
Koushik Kasanagottu1,2; Bruce E. Landon3
1General Internal Medicine, Beth Israel Deaconess Medical Center, Boston,
MA
2HarvardMedical School, Boston, MA; 3Health Care Policy, HarvardMedical
School, Boston, MA. (Control ID #3716190)

BACKGROUND: Prior studies have shown that treatment intensification for
patients presenting with uncontrolled hypertension (HTN) rarely occurs, even
during visits to primary care physicians. In some cases, this might be related to
treatment inertia on the part of patient’s usual PCPs, while in other cases PCPs
who are not the patient’s usual PCPmight be less willing to intensify treatment.
In this study, we examine treatment intensification for PCP visits to the
patient’s own PCP versus another PCP for patients with uncontrolled HTN.
METHODS: We analyzed nationally representative data on visits to primary
care physicians (defined as family medicine, general internal medicine, general
practice, and geriatrics) from the National Ambulatory Medical Care Survey
(NAMCS) from 2008 to 2018 for adult patients age 18 or above with uncon-
trolled HTN, defined as a recorded systolic blood pressure >/= 140 and/or a
diastolic blood pressure >/= 90. Our primary outcome was treatment intensi-
fication defined as addition of a new blood pressure medication. Our primary
exposure of interest was a visit to the patient’s usual PCP versus a different
PCP. We examined treatment intensification according to patient
characteristics including measured blood pressure, number of
antihypertensives, and presence of comorbidities. We then estimated a multi-
variable logistic regression model accounting for demographics, blood pres-
sure, chronic diseases, reason for visit and metropolitan statistical area.
RESULTS: We analyzed 20,441 visits to PCPs, representing 743,216,107
visits nationally. Among these encounters, 16,862 (82.5%) were seen by the
patient’s usual PCP and 3,579 (17.5%) were seen by another PCP. Overall,
10.1% of these visits resulted in treatment intensification as defined by the
addition of a new medication, with 11.1% of visits to the patient’s own PCP
and 5.6% of visits to another PCP. For both visits to the patient’s usual PCP
and other PCPs, treatment intensification was more likely for higher measured
systolic or diastolic pressure (P<0.0001), black patients (P=0.034), and patients
ages 65-74 (P=0.046). The extent to which this relationship is modified by
number of existing medications, comorbidities, or sociodemographic
characteristics will be examined. After adjusting, patients seen by their PCP
were 72%more likely [95%CI OR 1.47-2.01] to have treatment intensified for
uncontrolled HTN. Non-PCP MDs are more likely to intensify therapy when
patients are on fewer antihypertensives at baseline (Less than two vs greater
P=0.0209).
CONCLUSIONS: Patients with uncontrolled HTN are more likely to have
therapy intensified when seen by their own primary care provider. However,
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both visits to patients’ usual PCPs and other PCPs rarely result in treatment
intensification among those with uncontrolled HTN. Substantial opportunity
exists to improve management of HTN, particularly for patients on fewer
medications or with comorbidities that make them at higher risk for future
adverse sequalae of uncontrolled HTN.

MODEL-PROJECTEDCOST-EFFECTIVENESSOFADULTPRIMA-
RY CARE HEARING SCREENING IN THE UNITED STATES
Ethan D. Borre1; Judy Dubno2; Evan Myers3; Susan Emmett3; Juliessa M.
Pavon3; Howard Francis3; Osondu Ogbuoji3; Gillian Sanders Schmidler3
1Population Health Sciences, Duke University, Durham, NC
2Medical University of South Carolina, Charleston, SC
3Duke University, Durham, NC

BACKGROUND: While 60% of older adults have some degree of hearing
loss, the majority have never had their hearing tested. Our objective was to
estimate the long-term clinical and economic effects of adult primary care
hearing screening in the US.
METHODS: We conducted a model-based cost-effectiveness analysis simu-
lating current detection and linkage of persons with hearing loss to hearing
healthcare (Current Detection; CD) compared to alternative primary care
screening strategies varying by age at first screen (45 to 75 years) and screening
frequency (every 1 or 5 years). We simulated 40- year-old persons without
hearing loss throughout their lifetime. Simulated persons experienced yearly
age- and sex- specific probabilities of acquiring hearing loss (0.1-10%), and
subsequent hearing aid uptake (0.5-8%/year) and discontinuation (4-13%/
year). The alternative screening strategies increased baseline probabilities of
hearing aid uptake (base-case 1.65-fold; range 1.05-2.25-fold). Quality-
adjusted life-years (QALYs) were estimated according to hearing level and
treatment status. Costs included screening ($33-240; 2020 USD), hearing loss
diagnosis ($300), and two hearing aid devices ($4,000 year 1, $1,000/subse-
quent year). Outcome measures were lifetime undiscounted and discounted
(3%/year) costs and quality-adjusted-life-years (QALYs) and incremental cost-
effectiveness ratios (ICERs).
RESULTS: CD resulted in 1.29 average person-years of hearing aid use with
no screening compared to 1.37-1.82 with the alternative screening strategies.
Lifetime total per-person undiscounted costs were $2,820 for CD and ranged
from $3,180 for 5-yearly screening beginning at age 75 to $6,130 for yearly
screening beginning at age 45. In cost- effectiveness analysis, yearly screening
strategies beginning at ages 75, 65, and 55 years had ICERs of $36,700/
QALY, $46,600/QALY, and $91,200/QALY, respectively. Results were most
sensitive to variations in hearing aid utility benefit, hearing aid device cost, and
screening effectiveness. At a base-case hearing aid utility benefit of 0.11,
yearly screening beginning at age 55 years remained under $100,000/QALY
as long as effectiveness was >1.55 and devices cost was less than $6,980.
When hearing aid utility benefit was lowered to 0.01-0.07, only yearly screen-
ing beginning at age 75 years had an ICER under $100,000/QALY.
CONCLUSIONS: We project that yearly hearing screening in primary care
settings beginning at age 55 is cost- effective by US standards.

NATURAL LANGUAGE PROCESSING OF PATIENT SATISFAC-
TION COMMENTS IDENTIFIES DIFFERENCES IN WORDS USED
TODESCRIBEHIGHLY-RATEDMALEVERSUS FEMALEPRIMA-
RY CARE PHYSICIANS
Sarah Jones1; Carly E. Sokach2; Scott D. Rothenberger3; Carla Spagnoletti4
1General Internal Medicine, University of Pittsburgh Medical Center,
Pittsburgh, PA
2Internal Medicine, UPMC, Pittsburgh, PA
3Medicine, University of Pittsburgh, Pittsburgh, PA
4Medicine, University of Pittsburgh, Pittsburgh, PA. (Control ID #3715714)

BACKGROUND: The patient experience, a key component of quality
healthcare delivery, is commonly measured by patient feedback using CG-
CAHPS surveys. The University of Pittsburgh Medical Center (UPMC) shares
physician- specific ratings and comments publically. Studies show female
physicians’ reputations are more tenuous than males’, who are preferentially
rewarded for patient-focused communication. Because patient satisfaction
ratings are also associated with physician reimbursement and incentives, and
physician burnout, we sought to identify descriptive attributes associated with
positive physician ratings and differences in terms used to describe female vs
male physicians.
METHODS: We employed a cross-sectional analysis of CG-CAHPS
comments about UPMC primary care physicians. We used natural language
processing (NLP) to identify frequencies of word use stratified by physician
sex and by high (9-10), mid (7-8), and low (0-6) physician ratings from the
“recommend provider” score (0-10 range). Using SAS 9.4, we calculated
overall word use and relative rates of word use between sexes within rating
group using Wald tests. Given the large number of tests, p-values were
adjusted for multiplicity, with a 5% significance level.
RESULTS: Responses to 347,830 CG-CAHPS surveys from August 2015 to
October 2019 met inclusion and exclusion criteria; 149,948 surveys contained
free text responses to the prompt, “Please comment on good or bad
experiences related to your care provider.” We categorized physicians into
six groups based on sex (male, female) and overall provider rating (high, mid,
low). 29,508 unique words were identified in all comments; 2,112 unique
words appeared at least once in each group and were considered for analyses.
Of the 149 words used to describe highly rated male and female physicians at
significantly different rates, the 12 used most often for males were care, good,
staff, excellent, office, great, best, years, experience, physician, medical, and
professional, while the 12 used most often for females were time, feel, caring,
like, concerns, thorough, listens, really, takes, kind, wonderful, and new. The
word “doc” had the largest relative use for males compared to females (48%
more frequent), while the word “love” had the largest relative use for females
compared to males (82% more frequent).
CONCLUSIONS: We queried tens of thousands of patient comments to
identify attributes that patients value in their primary care physicians and found
that these differ based on physician sex. Our data suggest that patients may
prefer stereotyped agentic attributes in male physicians and communal
characteristics in female physicians. Therefore, healthcare institutions should
consider implicit bias when using patient satisfaction metrics to determine
physician compensation and when developing training to improve the patient
experience.

OPIOID TREATMENT AGREEMENTS IN 2022: A QUALITATIVE
ANALYSIS OF CLINICIAN FOCUS GROUP PERSPECTIVES
Martin C. Fried1; Nicole Thomas1; Larisa Svirsky4; Patricia Zettler5,6; Nathan
Richards7; Dana Howard2,3
1Division of General Internal Medicine, The Ohio State University Wexner
Medical Center, Columbus, OH
2Division of Bioethics, The Ohio State University College of Medicine,
Columbus, OH
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3Philosophy Department, The Ohio State University, Columbus, OH
4Department of Philosophy, Brandeis University, Waltham, MA
5Drug Enforcement & Policy Center, The Ohio State University Moritz Col-
lege of Law, Columbus, OH
6Comprehensive Cancer Center, The Ohio State University Wexner Medical
Center, Columbus, OH
7Department of English, The Ohio State University, Columbus, OH. (Control
ID #3715804)

BACKGROUND: Among other strategies to safeguard against opioid
overdoses and diversion among patients on long term opioid therapy
(LTOT), many state regulations now require that some patients on chronic
opioid therapy must receive (and agree to the terms of) opioid treatment
agreements (OTAs). By making the risks and responsibilities connected to
opioid therapy explicit, OTAs can be an important tool to enlist patients and
physicians to work together to mitigate the public health crisis related to opioid
use. But the use of OTAs also risks putting a strain on the physician- patient
relationship as well as burdening patients with disproportionate responsibilities
for their ongoing medical care. Our project seeks to build on the existing
bioethical, legal, medical and public health literature in exploring the variabil-
ity in how different healthcare providers use OTAs in practice. Specifically,
how are clinical policies and procedures designed to support the completion of
these legally mandated OTAs, and what changes do prescribers and non-
prescribers envision that might limit the barriers that these documents may
create?
METHODS: To accomplish these objectives our team used semi-structured
focus group interviews to understand variations in how OTAs are used and
how this variation affects their prescribing practices. We used a convenience
sample of providers from our institution among the following clinical
departments/divisions: General Internal Medicine, Family Medicine and Pal-
liative Care. To limit the influence of conflicting opioid prescribing practices
on clinician responses, interview groups were homogenously arranged into
prescribers and non-prescribers.
Interviews were transcribed and coded using grounded theory to identify
emerging themes as well as deductively coded to look for pre-existing themes
already identified in the literature on OTAs and the research team. Particular
attention was paid to desired changes on behalf of participants. Participants
were compensated $100 for their time.
RESULTS: See Table
CONCLUSIONS: Opioid treatment agreements are becoming ubiquitous in
primary care and palliative clinics, however it remains unclear to the degree
that they accomplish their goal of improving safe opioid prescribing. This
qualitative analysis of prescribers who administer and enforce these documents
have identified specific ways to meet their needs and the needs of their patients.
Future work should address prescriber perceptions of these documents after
implementation some of the recommendations voiced by this group.

PATIENT AND PRIMARY CARE PHYSICIAN REPORTED
OUTCOMES OF A RANDOMIZED TRIAL OF SHARED DECISION
MAKING FOR COLORECTAL CANCER SCREENING IN OLDER
ADULTS
KD Valentine1; Lauren Leavitt2; Leigh Simmons3; Steven J. Atlas4; Sanja
Percac-Lima5; Neil Korsen6; Paul Han6; Karen Sepucha1; Kathleen Fairfield6
1General Internal Medicine, Massachusetts General Hospital, Boston, MA
2Division of General Internaml Medicine, Massachusetts General Hospital,
Boston, MA
3Medicine, Mass General Brigham Inc, Boston, MA
4General Internal Medicine, Massachusetts General Hospital, Boston, MA
5Division of General Internal Medicine, Massachusetts General Hospital,
Boston, MA
6Medicine, Maine Medical Center, Portland, ME. (Control ID #3711887)

BACKGROUND: Decisions about screening for colorectal cancer (CRC) in
older adults are complex. Shared decision making (SDM) is a tool that may
lead to decisions that are more concordant with patient preferences.We carried
out a multicenter randomized controlled trial of training primary care

physicians (PCPs) in SDM to improve CRC screening decision making in
older adults.
METHODS: PCPs (N=67) were randomized to receive notifications that
patients were due for screening (notification arm) or to receive notifications
and a pre-trial 2-hour training on SDM for CRC screening (training arm). We
surveyed both patients and PCPs after clinical visits and linked their responses.
Eligible patients were due for CRC screening and were aged 76-85. We
queried patients and PCPs about the visit and measured concordance of their
responses. We calculated concordance in reports of discussion of CRC screen-
ing, time spent discussing CRC screening, patient preference for screening, and
SDM scores (SDM Process scale, range 0-4, 4 being optimal).
RESULTS: 382 patient and PCP post-visit survey dyads were identified. The
majority of patients and PCPs agreed on whether or not they spoke about CRC
at the visit (82%). Among disagreements, PCPs more frequently reported a
discussion did occur while their patients reported no discussion occurred
(13%). Patients and PCPs reported different amounts of time spent discussing
CRC in 47% of cases. Differences in reporting indicated that patients tended to
report more time was spent (31%) more often than clinicians (16%). Only 54%
of patient-physician dyads agreed on the patient's preference. Dyads most often
agreed when the patient wanted no testing (75% accurate) followed by when
patients wanted colonoscopy (62%), and when patients wanted stool testing
(53%). Patient and PCP reported SDM process scores were positively corre-
lated (r=0.5, p<0.001). No differences by PCP study armwere found regarding
concordance for discussion of CRC, time spent discussing CRC, SDM process
scores, or preferences. As more time was spent discussing CRC screening,
PCPs were more likely to accurately report the patient's preference (<2 minutes
51%, 2-5 minutes 64%, and >5 minutes 78% matched, respectively, p=0.005).
CONCLUSIONS: No differences in concordance between patient and PCP
reports by study arm were found. However, PCPs who spent more time
discussing CRC screening were more likely to have an accurate perception
of their patient’s screening preference.

PATIENT ENGAGEMENT IN AND REVENUE POTENTIAL OF A
REAL-WORLD REMOTE PATIENT MONITORING PROGRAM
FOR HYPERTENSION
Nadia Liyanage-Don1,2; Jessica R. Singer2; Kelsey B. Bryant3; Harry West4;
Brandon K. Bellows2; James Flatow6; Adina Fraser5; John Cheng1; Ian M.
Kronish1,2
1Center for Behavioral Cardiovascular Health, Columbia University Irving
Medical Center, New York, NY
2Department of Medicine, Columbia University Irving Medical Center, New
York, NY
3Internal Medicine, Icahn School of Medicine at Mount Sinai, New York, NY
4Department on Industrial Engineering and Operation Research, Columbia
University Fu Foundation School of Engineering and Applied Science, New
York, NY
5Columbia University Irving Medical Center, New York, NY
6Columbia University Vagelos College of Physicians and Surgeons, New
York, NY. (Control ID #3707839)

BACKGROUND: Home blood pressure (BP) monitoring using wireless BP
devices that transmit data to the electronic medical record, also known as
Remote Patient Monitoring (RPM), is recommended by national hypertension
guidelines as an evidence-based approach to improve hypertension control.
CPT codes are available to reimburse health systems for the cost and effort
involved in operating RPMprograms for hypertension. However, to be eligible
for reimbursement, valued at over $100/month, patients must have at least 16
days of documented BP readings within a 30- day period. Little is known about
the extent to which patients who are referred to RPM programs for hyperten-
sion engage in home BP measurement.
METHODS: We retrospectively reviewed the medical records of patients
enrolled in an RPM program for hypertension at two adult primary care
practices affiliated with an academic medical center in New York City.
Clinicians referred patients to the RPM program at their discretion and could
choose between programs that offered pharmacist or remote nurse support. In
both programs, patients were loaned wireless BP devices free of charge and
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were instructed to measure home BP twice per day in the first week, then a
minimum of 3x/week for at least 6 months thereafter. Descriptive statistics
were used to quantify the days per month of BP readings during each of the
first 6 months of enrollment. Logistic regression was used to identify patient
(age, sex, language, baseline BP) and program factors (type of support)
associated with meeting the RPM billing threshold.
RESULTS: From June 2019 to August 2021, 248 patients were enrolled in the
RPM hypertension program (mean age 67±13 years, 68% female, 63%
Spanish-speaking). Patients were referred by 56 unique providers (29%
attendings, 71% trainees). In the first week of monitoring, mean home systolic
BP was 140±18 mmHg, mean home diastolic BP was 81±11 mmHg, and 82%
of patients had uncontrolled home BP (≥130/80 mmHg). During the 1st month
of monitoring, patients measured home BP 19±9 days on average with 69%
meeting the billing threshold. By the 3rd month, the number of days of home
BP measurement declined to 15±9 days on average with 38% of patients
meeting the billing threshold. By the 6th month, there was a further decline
in home BP measurement to 11±8 days on average with only 21% of patients
meeting the billing threshold. Age, sex, language, home BP control during the
first week of monitoring, and type of program support did not predict the
likelihood of meeting the billing threshold.
CONCLUSIONS:Themajority of patients were sufficiently engaged in home
BP monitoring during the first month of an RPM hypertension program to
qualify for reimbursement. Engagement progressively declined over subse-
quent months. Patient and program characteristics did not predict engagement.
A growing number of insurers, including Medicare and Medicaid, currently
reimburse for RPM. Economic models are needed to determine if RPM
hypertension program revenue can outweigh costs.

PATIENT PERCEPTIONS OF E-VISITS: MIXED-METHODS ANAL-
YSIS TO INFORM IMPLEMENTATIONOF ASYNCHRONOUS VIR-
TUAL HEALTH COMMUNICATIONS
Timothy Judson1; Meera Subash2; Jan Yeager3; Carrie K. Grouse4; Maria
Byron1; James Harrison1
1Medicine, UCSF, San Francisco, CA
2The University of Texas Health Science Center at Houston John P and
Katherine G McGovern Medical School, Houston, TX
3Department of Medicine, UCSF, SAN FRANCISCO, CA
4Neurology, University of California San Francisco, San Francisco, CA.
(Control ID #3701845)

BACKGROUND: The volume of electronic communications (e.g. patient
portal messages and emails) between patients and their care teams has in-
creased in recent years, putting a strain on ambulatory clinicians. Some of these
communications require complex clinical decision making, and may be bill-
able under Centers for Medicare and Medicaid (CMS) guidelines released in
2020. These billable communications are called electronic visits (e-Visits). E-
Visits may help make it more sustainable for physicians to respond to rising
volumes of incoming patient messages by allowing them to be reimbursed for
their time. However, it is unknown what proportion of patient communications
would qualify as e-Visits under new CMS guidelines, or how patients perceive
e-Visits and their financial responsibility for sending patient portal messages.
METHODS: In this mixed-methods study at a large urban academic medical
center, we first determined the percentage of a random sample of primary care
and specialty clinic patient-generated portal messages that may have been
billable by CMS criteria, and sorted them into categories by request type.
Informed by these results, we designed and conducted interviews with ran-
domly selected patients to understand their perceptions of e-Visits. We used
thematic analysis to summarize qualitative data, with two physicians indepen-
dently reviewing data.
RESULTS: Of the 157 portal messages reviewed, 28% were deemed appro-
priate for an e-Visit. The categories that included the highest percentage of e-
Visit-appropriate messages were worsening of a chronic condition (59%), new
symptom (41%) and question about a medication (38%). Twenty interviews
were conducted with a diverse group of patients. Most patients were accepting
of the concept of e-Visits and open to trying an e-Visit for an appropriate
indication. Four prominent themes emerged: 1) the term “e-Visit”was deemed

misleading, and often confused with other types of telehealth visits; 2) there
was concern about the cost of e-Visits, specifically a patient’s financial liabil-
ity; 3) there was patient discomfort in choosing whether their message should
be a billable e-Visit or non-billable message; 4) patients voiced difficulty
expressing medical concerns in written form.
CONCLUSIONS: First, we demonstrate that a significant proportion of
patient-generated messages may be billable as e-Visits under CMS criteria.
Second, we identify several key patient concerns with the adoption of these
billing criteria. These findings can inform implementation and communication
with patients. For example, at our institution, based on these results, we chose
to rename e-Visits to “medical advice messages,” and linked patients to a
website explaining the cost of these visits. This is one of the first studies to
report qualitative patient feedback on e-Visits, and the first, to our knowledge,
to do so since new CMS guidelines on e-Visits were released. Understanding
the patient perspective is key to the equitable, patient-centered delivery of
virtual care.

PATTERNS OF PRIMARY CARE FOLLOW UP AND BLOOD GLU-
COSE TESTING IN POSTPARTUM GESTATIONAL DIABETES
Rachel D'Amico1; Jenifer A. Akinduro2; Djhenne Dalmacy3; Madison Hyer3;
Stephen Thung4; Shengyi Mao1; Naleef Fareed3; Nikki Thomas1; Seuli B.
Brill1
1Internal Medicine, Ohio State University College of Medicine, Columbus,
OH
2The Ohio State University College of Medicine, Columbus, OH
3Department of Biomedical Informatics, The Ohio State University,
Columbus, OH
4Department of Obstetrics andGynecology, TheOhio State University College
of Medicine, Columbus, OH. (Control ID #3705431)

BACKGROUND: Gestational diabetes (GDM) is an increasingly common
pregnancy complication associated with significant parental and neonatal
morbidity, affecting 6% of livebirths in the US. Individuals with a history of
GDM have a 10-fold increased risk of developing type 2 diabetes, with the
highest relative risk within the first five years after delivery. Postpartum
primary care follow up can play a critical role in diabetes prevention. Despite
recommendations for universal follow up glucose testing after delivery by the
American Diabetes Association and the American College of Obstetrics and
Gynecology, little remains known about how often individuals with GDM
access primary care after pregnancy. Our objective is to describe patterns of
postpartum primary care follow up and blood glucose testing among
individuals with and without GDM.
METHODS: We conducted a retrospective cohort study among postpartum
individuals to characterize primary care follow up and blood glucose testing in
the 12 months after delivery. Individuals who had an in-hospital delivery in the
United States and were discharged alive were identified using MarketScan, a
national insurance claims database.
Subjects were separated into the following groups: no diabetes diagnosis, pre-
existing type 1/2 diabetes, and gestational diabetes. Primary care follow up
encounters were identified by E&M codes, and blood glucose testing was
identified by CPT codes. The association of primary care follow up and
glucose testing with diabetes diagnosis was assessed using logistic regression.
RESULTS: A total of 282,006 individuals were identified between 2015-
2018; 249,500 (88.5%) had no diabetes diagnosis, 14,055 (5.0%) had pre-
existing diabetes, and 18,451 (6.5%) had gestational diabetes. A total of 51.0%
(95% CI 50.0-52.0%) of individuals with GDM had primary care follow up,
compared to 32.5% (95% CI 32.1-32.8) of individuals with no diabetes and
68.8% (95% CI 67.8-69.7%) of individuals with pre-existing diabetes. A total
of 36.3% (95% CI 35.1-37.4%) of individuals with GDM had blood glucose
testing, compared to 11.7% (95%CI 11.3-12%) of individuals with no diabetes
and 59.1% (95% CI 58-60.1%) of individuals with pre-existing diabetes.
CONCLUSIONS: While individuals with GDM do have increased rates of
primary care follow up and blood glucose testing compared to those with no
diagnosis of diabetes, they still have decreased rates of follow up compared to
individuals with pre-existing diabetes, and national follow up rates are signif-
icantly below the universal recommendation. This illustrates a missed
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opportunity for early intervention in type 2 diabetes surveillance and preven-
tion, and an opportunity to develop a multidisciplinary approach for postpar-
tum follow up.

PAVINGWAYTOGUIDELINE-BASEDORDERINGPRACTICES IN
POLYARTHRITIS
Mehnaj Kaur Grewal1; Ruhani Desai2; Cassandra Calabrese3; Jessica Donato4
1Internal Medicine, Cleveland Clinic, Cleveland, OH
2Rheumatology, The University of Texas Health Science Center at Houston,
Houston, TX
3Rheumatology, Cleveland Clinic, Cleveland, OH
4Hospital Medicine, Cleveland Clinic, Cleveland, OH. (Control ID #3715670)

BACKGROUND: Joint pain is a common complaint in primary care setting
(PCS) with around 54.4 million adults diagnosed with some form of arthritis,
many of whom present with polyarthritis, defined as involving five or more
joints. Rheumatoid arthritis (RA) is a primary consideration in evaluation of
inflammatory polyarthritis and American College of Rheumatology (ACR)
classification criteria recommends including rheumatoid factor (RF), anti-
cyclic citrullinated peptide antibody (anti-CCP) and ESR/CRP in its work
up. We sought to improve frequency of ACR- concordant ordering of RF
and anti-CCP concurrently in PCS for workup of inflammatory polyarthritis.
METHODS: In this quality improvement project, a survey was sent to staff
and resident primary care physicians (PCPs) across Cleveland Clinic Enter-
prise enquiring about knowledge and self-reported ordering practices related to
workup of polyarthritis. Baseline data were also obtained via EPIC slicer-dicer
to identify patients with ICD-10 codes for polyarthritis seen in PCS between
9/2018-9/2019 and associated lab ordering. First PDSA cycle included creation
of an order set in EPIC (8/2020), which incorporated decision-support based on
history and exam to determine if joint pain was inflammatory, and offered lab
recommendations including CBC, CMP, ESR, CRP, RF, anti-CCP, and ANA
by IFA with reflex. Second PDSA cycle included promotion of order set using
flyers, emails to resident PCPs regarding order set availability, and oral
presentations at primary care meetings from 2/2021-3/2021. Data on order
set usage and lab ordering practices were tracked via slicer-dicer 1/2021-12/
2021.
RESULTS:At baseline, RF and anti-CCP were ordered concurrently for 75%
of patients who underwent RF testing for workup of polyarthritis. This was
higher than physician-reported ordering practices based on 92 survey
responses in which only 32% of providers reported ordering both RF and
anti-CCP, compared to 33% who reported ordering only RF and 8% only anti-
CCP. After order set implementation, concordant ordering of RF and anti-CCP
increased to 85% of patients who underwent RF testing.
CONCLUSIONS: Polyarthritis is often first encountered in PCS and yet
many PCPs are unfamiliar with society guidelines for its workup. To address
this, we designed an order set in the EMR to provide decision support for
ACR- concordant ordering practices and found improvements in concurrent
RF and anti-CCP ordering for workup of polyarthritis. Order sets, as a means
of decision support, are widely used in PCS and we have found that high-value
workup of polyarthritis can be successfully improved with this strategy. A
multifaceted communication strategy to promote usage of a novel order set
remains imperative.

PERSONALIZED TEXT MESSAGES FOR DIABETES ENGAGE-
MENT: RESULTS FROM A RANDOMIZED QUALITY IMPROVE-
MENT STUDY
Jeffrey Dong, Timothy Anderson, Naing Aung, Corey Smith, Jonathan Li
Medicine, Beth Israel Deaconess Medical Center, Boston, MA. (Control ID
#3714973)

BACKGROUND: Guidelines for diabetes management recommend regular
monitoring of hemoglobin A1c (HbA1c) to improve long-term outcomes. We
explored whether personalized text messages would increase the rate of patient
engagement in diabetes management.

METHODS: We performed a randomized quality improvement study com-
paring the effectiveness of a personalized versus standard text message in
prompting patients to perform a HbA1c check. We included patients with
diabetes who had neither a HbA1c checked within 6 months nor an appoint-
ment in the next 6 months. Patients in the standard arm were sent a message
stating that they were due for a HbA1c check, whereas messages in the
personalized arm included the name of the patient’s primary care physician
(PCP) as well. The primary outcome was the response rate, defined as the
percentage of patients who completed a HbA1c check, by 4 and 8 weeks of
receiving the text message. Secondary outcomes included response rates
stratified by baseline HbA1c value and the percentage with an elevated HbA1c
among respondents.
RESULTS: We contacted a total of 245 patients (mean age 61, SD 15), of
which 53% were female, 48% were White, 31% were Black, 21% were of
another race, and 13% had a preferred language which was not English.
Seventy-eight percent of patients had a baseline HbA1c < 9%, 31% had a
HbA1c checked within 12 months, and 63% had a PCP or endocrinology visit
within 12 months. At 4 weeks, 13.7% (17/124) of patients in the personalized
arm checked a HbA1c versus 4.1% (5/121) in the standard arm (OR 3.7, 95%
CI 1.3-10.3). At 8 weeks, the response rate increased to 24.2% (30/124) versus
11.6% (14/21) respectively (OR 2.4, 95%CI 1.2-4.9). The rate of completing a
HbA1c check increased for patients with baseline HbA1c < 9% (OR 2.6, 95%
CI 1.2-5.7 at 8 weeks) but not for those with baseline HbA1c 9% or greater
(OR 2.1, 95% CI 0.3-12.8 at 8 weeks). Among patients who responded by
8 weeks, 45% (20/44) had a HbA1c above 7%, 32% (12/44) had a HbA1c
above 8%, and 16% (7/44) had a HbA1c above 9%.
CONCLUSIONS: Compared to a standard text message, a personalized
message increased the rate at which patients completed a HbA1c check. Our
findings suggest that personalized outreach can increase engagement in
healthcare with minimal additional cost.

PHYSICIAN NOTE COMPOSITION PATTERNS AND TIME ON
THE EHR ACROSS SPECIALTIES: A NATIONAL, CROSS-
SECTIONAL STUDY
Lisa Rotenstein1; Nathan Apathy2; A Jay Holmgren3; David W. Bates1
1Medicine, Brigham and Women's Hospital, Boston, MA
2University of Pennsylvania, Philadelphia, PA
3UCSF Medical Center, San Francisco, CA. (Control ID #3708582)

BACKGROUND: Time spent in the EHR and on documentation varies
across physicians and specialties. Although there is a known relationship
between time on the EHR and burnout, few data are available regarding how
different note composition strategies influence EHR time, and how use of these
strategies varies by specialty. We assessed EHR note composition strategy
clusters, how these clusters corresponded to time spent on EHR documenta-
tion, and how these clusters were distributed across specialties.
METHODS: We used a national dataset of physician-level averages of note
composition and time-based EHR use measures derived from weekly physi-
cian EHR metadata. Physicians in our sample used Epic Systems’ EHR
between 09/2020-05/2021. We employed K-means cluster analysis to identify
discrete patterns of documentation strategies, based on note content from 5
different text sources: manual entry, SmartTools templated text, copy/paste,
NoteWriter click-based documentation, and voice recognition/transcription.
We used ordinary least squares regressions with dependent variables of mean
EHR time documenting notes, total EHR time, and after-hours EHR time
(measured in minutes per appointment) and independent variables of docu-
mentation pattern clusters, controlling for mean note length, specialty, visit
complexity mix, region, and organization type. We then examined the preva-
lence of our documentation pattern clusters across medical, primary care, and
surgical specialties.
RESULTS: Among the 215,207 physicians in our sample, 42.2% were
medical specialists, with 30.5% and 27.3% primary care and surgical
specialists, respectively. We identified six distinct note composition clusters:
predominant Smart Tool use (39.7% of physicians), use of both Smart Tools
and Copy/Paste (22.0%), predominant Copy/Paste (13.0%), use of both Smart
Tools and Note Writer (10.7%), predominant Manual Entry (7.2%), and
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Transcription/Voice Recognition (7.2%). Use of predominant Copy/Paste was
most common among medical specialists, while use of Transcription/Voice
Recognition was most common among surgical specialists.
In regression analyses, use of Transcription/Voice Recognition was associated
with the lowest time on notes per appointment (4.8 minutes per appointment),
while predominant Copy/Paste or Manual Entry were associated with the
highest note times per appointment (14.1 minutes for both). These differences
in time spent on notes across composition strategies corresponded to signifi-
cant differences in total and after-hours EHR time.
CONCLUSIONS: In this national sample of ambulatory physicians, we
identified six note composition clusters, with prevalence varying by specialty.
These patterns were associated with significant differences in time spent on
notes per appointment, total EHR time, and after-hours EHR time. Our
findings have implications for institutions investing in EHR tools and training
to alleviate EHR burden.

PREDICTORS OF INFORMED PEOPLE’S PREFERENCES FOR
STATIN THERAPY TO REDUCE CARDIOVASCULAR DISEASE
RISK: AN INTERNET SURVEY STUDY
KD Valentine, Suzanne Brodney, Karen Sepucha, Michael J. Barry
Division of General Internal Medicine, Massachusetts General Hospital, Bos-
ton, MA. (Control ID #3709250)

BACKGROUND: Clinical practice guidelines addressing statin therapy sug-
gest clinicians inform patients about their 10-year cardiovascular disease
(CVD) risk; however, little is known about how these risk estimates influence
patients’ preferences for statin therapy for primary prevention. Our objective
was to define predictors of preference for statin therapy after participants were
informed about their individualized benefits and harms.
METHODS:We conducted a cross-sectional survey in 2020 using an online
United States survey panel. Particpants were a national sample of 304
respondents aged 40 to 75 who had not previously taken a statin, and who
knew their cholesterol levels and blood pressure measurements. Participants
entered their risk factors into a calculator which estimated their 10-year CVD
risk. They were then provided with an estimate of their absolute risk reduction
with a statin and the chance of side effects from meta-analyses.After viewing
the information, participants were asked about their preferences for taking a
statin (definitely take a statin, probably take a statin, probably not take a statin,
and definitely not take a statin). We used a hierarchical model to predict
participants’ preferences for statin therapy according to their 10-year CVD
risk, perceptions of the magnitude of statin benefit (Large, Medium, Small, or
Almost no benefit), worry about side effects (Very worried, Somewhat wor-
ried, A little worried, Not worried at all), and other potential predictors.
RESULTS: Participants had a mean age of 55 years (SD=9.9); 50% were
female, 44% non-white, and 16% had a high school degree or less education.
After reviewing their benefits and side effects, 45% of the participants reported
they probably or definitely wanted to take a statin. In the full hierarchical
model, only perceived benefits of taking a statin was a significant independent
predictor of wanting a statin (OR 7.3, 95% CI 4.7,12.2).
CONCLUSIONS: Participants’ perceptions of their benefit from statin ther-
apy predicted wanting to take a statin for primary prevention; neither estimated
CVD risk nor worries about statin side effects were independent predictors.

PREDICTORSOF PATIENT LINKAGE TOCOMMUNITYHEALTH
WORKER AFTER SOCIAL NEEDS ASSESSMENT IN A LARGE
URBAN HOSPITAL SYSTEM IN THE BRONX, NY
Marc Shi1; Kevin Fiori2,3; Earle Chambers3
1Montefiore Medical Center, Albert Einstein College of Medicine, Bronx, NY
2Children's Hospital at Montefiore, Albert Einstein College of Medicine,
Bronx, NY
3Department of Family and Social Medicine, Albert Einstein College of
Medicine, Bronx, NY. (Control ID #3705946)

BACKGROUND: There is growing interest in identifying social needs in
primary care. However once identified, there is significant variation in how and

whether patient’s access services to meet such needs. This study compares
patients who made contact with a trained community health worker (CHW) for
resources to those who did not, and aims to identify the prevalence and
predictors of successful linkage.
METHODS: We conducted a cross-sectional analysis using social needs
assessments that were administered across 19 sites in a large urban academic
health system between April 2018-Dec 2019. Assessments were completed by
clinic staff at outpatient visits and were recorded in the electronic medical
record. Social needs included: food insecurity, housing quality, housing insta-
bility, healthcare cost, healthcare related transportation, utilities, care needs for
dependents, legal assistance, safety, and getting along with household
members. Patients with the latter two needs were referred to licensed social
workers for counseling. Demographic variables were drawn from the medical
record. Patient age was categorized as 0-5 years, 6-11, 12-17, 18-24, 25-44, 45-
64, 65 years and over. Number of needs was categorized into 1, 2, or ≥3 needs.
Patients with at least one social need and not declining help were referred to
CHWs who conducted outreach to patients. On contact, patients were entered
into a separate CHW program database. “Linkage” was defined as having a
positive social needs assessment in the medical record and a corresponding
record in the CHW database. Multivariable logistic regression was used to
identify predictors of linkage.
RESULTS: 54854 unique assessments were included in the analysis. Among
patients with at least one social need who did not decline help, 25% (758/3064)
were linked to a CHW. Predictors of linkage included female gender (OR 1.28
[95%CI 1.01-1.63]), Spanish language preference compared to English (1.51
[1.14-1.03]), and having a food related need (1.35 [1.03-1.79]). Adults under
65 (0.34 [0.17-0.71] for age 18-24) and households with children age 0-5 years
(0.45 [0.24-0.78]) were less likely to have CHW linkage compared to adults
over 65, as were non-Hispanic White patients compared to Hispanic patients
(0.39 [0.18-0.84]), and those with needs of getting along with household
members (0.52 [0.38-0.71]) and safety (0.64 [0.42-0.98]). Cumulative number
of needs (i.e. 2, ≥3) was not associated with CHW contact.
CONCLUSIONS: Of patients referred for assistance with social needs, 25%
had a successful CHW linkage. Attention to patient-level predictors of linkage
such as patient demographics and type of social need may suggest facilitators
and barriers in this process. Given that themajority of patients who endorsed an
unmet social need did not make contact with a CHW, further exploration of
patient and system level barriers to linkage is warranted.

PRIMARY CARE AND TELEMEDICINE UTILIZATION IN
PATIENTS WITH TYPE 2 DIABETES AT A SAFETY-NET HOSPI-
TAL BEFORE AND AFTER ONSET OF THE COVID-19 PANDEMIC
Emily L. Lupez3; Jennifer Bayly3; Ziming Xuan2; Karen E. Lasser1
1General Internal Medicine, Boston Medical Center, Boston, MA
2Department of Community Health Sciences, Boston University School of
Public Health, Boston, MA
3Internal Medicine, Boston Medical Center, Boston, MA. (Control ID
#3715248)

BACKGROUND: During the COVID-19 pandemic, healthcare systems
implemented telemedicine to ensure safe uninterrupted care for patients who
require regular follow up such as those with type 2 diabetes (T2DM). While
studies have documented disparities in access to telemedicine, few have
compared overall changes in primary care utilization pre and post pandemic,
and few have focused on disparities in utilization among patients with T2DM
in safety-net settings.
METHODS: We conducted a retrospective analysis of electronic health
record data of all established adult primary care patients with T2DM at the
largest safety-net hospital in New England. We defined a minimum of semi-
annual visits as standard of care (SOC). Logistic regression models analyzed
primary care utilization during pre-pandemic (3/15/18- 3/14/20) and post-
pandemic onset (3/15/20-3/15/21) time periods according to patient demo-
graphics, insurance, and visit type (in-person, telemedicine-all, phone, video),
adjusting for comorbidity and A1c.
RESULTS: Of 8155 patients with T2DM, 86% had at least one primary care
visit after pandemic onset. Of those patients, 5.8% had exclusively in-person
visits, 45.2% had exclusively telemedicine visits, and 49.0% had amix of both.
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Of 30,094 post-pandemic visits, 78%were telemedicine (88.1% via phone, 7.3%
via video, and 4.6% unknown type). Pre-pandemic, 87% of patients had SOC
utilization, and patients who are non-white, female (vs. male), Spanish speaking
(vs. English), age >44, and have Medicare or Medicaid (vs. commercial) had
higher odds of SOC utilization. Post-pandemic onset, 71% of patients had SOC
utilization, and patients who are Hispanic (vs. white), female (vs. male), age 45-
65, and have Medicare had higher odds of SOC utilization. Females (vs. males)
and 45-65 year-olds (vs 18-44) had higher odds of engaging in at least one
telemedicine visit (OR [95%CI]: female 1.3 [1.1-1.5]; 45-65 1.5 [1.2-1.9]).
Patients who are Black (vs. white), non-English speaking, age >44, and with
Medicare had lower odds of completing at least one video visit (OR [95%CI]:
Black 0.8 [0.6-0.99]; Spanish 0.3 [0.2-0.5], Haitian-Creole 0.5 [0.4-0.7]; 45-65
0.6 [0.5-0.7], >65 0.5 [0.4-0.6]; Medicare 0.7 [0.6-0.9]), while females (vs.
males) had higher odds (OR [95%CI]: 1.7 [1.5-2.0]).
CONCLUSIONS: Most patients with T2DM had primary care visits at least
semiannually prior to the pandemic. Following the pandemic, this proportion
decreased across all groups. Odds of having visits at least semiannually were
different according to demographics, insurance, and pandemic time-period.
Most post-pandemic visits were via telemedicine, few of which included video.
Odds of engagement in telemedicine did not differ between patients of different
race/ethnicity, language, and insurance status. However, Black patients, older
patients, and thosewho do not speak English are less likely to use video. Future
studies should examine whether differential use of primary care and
telemedicine during the pandemic has affected T2DM outcomes.

PRIMARYCARECLINICIANS’ IMPRESSIONSOFA PREVENTIVE
GENOMICS CLINIC
Leland Hull1,2; Eugene K. Wong1; Renee Pelletier1; Deanna Brockman1;
Courtney E. Leonard1; Mie H. Hallman1; Amit Khera1,2; Heidi Rehm1,2

1Massachusetts General Hospital, Boston, MA
2Harvard Medical School, Boston, MA. (Control ID #3715685)

BACKGROUND: As the demand for preventive genetic testing grows,
primary care clinicians (PCCs) are trying to guide their patients. Massachusetts
General Hospital launched a Preventive Genomics Clinic (PGC) in fall 2019 to
provide genetic counseling, testing, and interpretation for asymptomatic
patients as a resource for both patients and PCCs. We interviewed referring
PCCs about their perceptions of the service.
METHODS: We collected qualitative data via telephone interviews of PCCs
(N=11) who referred ≥1 patient seen in the PGC. Interviews were conducted
between 5/3-6/4/21. The Reach, Effectiveness, Adoption, Implementation, &
Maintenance (RE-AIM) framework, which has been used to assess clinical
programs, informed interview guide development. Transcripts were analyzed
using a rapid matrix analysis approach. Findings were summarized and
reported by pertinent RE-AIM construct.
RESULTS: REACH: PCCs described several preventive genomics needs of
their patients, such as preconception screening, interpretation of direct-to-
consumer testing, and heritable disease risk assessments, especially cancer.
Barriers to care included limited patient family health history knowledge,
difficulty accessing genetics services, educational and language barriers, un-
certainty about insurance coverage, and worry about the psychological impact
of testing. Virtual care reduced some barriers. EFFECTIVENESS: PCCs
hoped that preventive genomics could individualize their patients’ care and
mitigate the risk of serious disease. They noted that PGC services helped fill
gaps in care they did not feel knowledgeable about or comfortable handling.
However, several expressed concerns about unclear clinical utility of genetic
testing, limiting its effectiveness. ADOPTION: PCCs had positive
perceptions of the care their patients received in the PGC (e.g., short wait
times, helpful patient counseling). Areas for improvement included clearer
communication with PCCs about scheduling and follow-up, clearer delineation
of the role of the PCC in follow-up plans, and clear documentation of the
location of reference laboratory test reports’ in the electronic health record.
IMPLEMENTATION & MAINTENANCE: PCCs noted barriers to
accessing genomics care at the patient, provider, and system levels despite
PGC offerings. A common theme was uncertainty (e.g., whom to refer and
how). PCCs suggested that scaling up virtual care, providing PCCs with
education on clinical offerings, andmaking electronic orders for referral clearer

would help. PCCs did not feel equipped to order genetic testing themselves;
they felt their roles were to collect a family health history, facilitate triage and
referral, and provide preventive care.
CONCLUSIONS: PCCs see a beneficial role for preventive genomics care
services. However, uncertainty about whom to refer, the clinical utility of
genetic testing for certain indications, and how to access these services remain
barriers to care delivery. These broad themes can inform preventive genomics
service delivery.

PRIMARY CARE IMPLEMENTATION OF CONTINUOUS GLU-
COSE MONITORING AND NOVEL MEDICATIONS FOR TYPE 2
DIABETES IN VERMONT: A STATEWIDE SURVEY
Max HoddWells1; Julie P. Connor1; Shari Zaslow1; MacLean D. Charles2
1University of Vermont College of Medicine, Burlington, VT
2Office of Primary Care, University of Vermont, Burlington, VT. (Control ID
#3709265)

BACKGROUND: Continuous glucose monitoring (CGM) is rapidly becom-
ing a useful tool in the management of patients with diabetes, especially those
using insulin. While more complex patients may receive care from a specialist,
most patients with diabetes are managed in primary care. As CGM use
increases, it is likely that primary care providers (PCPs) will be called upon
to utilize this technology. Similarly, the evidence base supporting novel
medications for Type 2 Diabetes (T2DM) is rapidly expanding. Given both
of these important advances, it is not clear how well prepared the primary care
system is to implement their use. In this study we sought to determine the
familiarity with, and attitudes of, Vermont PCPs regarding: 1) CGM, and 2)
novel T2DM medications (GLP-1 agonists, DPP-4 inhibitors, and SGLT-2
inhibitors).
METHODS: We surveyed Vermont PCPs caring for adults (physicians,
physician assistants, and nurse practitioners) using a roster maintained by the
Vermont AHEC Network and updated annually through contact with PCP
office managers. Survey questions were modeled after those used in previously
published studies and adapted as needed for content. Data were summarized
using descriptive statistics.
RESULTS: We received responses from 100/585 PCPs (17%).
Characteristics included: 33% internal medicine, 67% family medicine; prac-
tice setting 32% FQHC, 28% Academic, 22% Hospital-owned, and 17%
Private Practice; and over half in practice for >15 years. While 100% of PCPs
reported that it is somewhat or very important that PCPs understand how to use
CGM, only 11% reported that their practice has a good system for using CGM,
and 77% reported no plan to implement one. However, 89% reported interest
in establishing a CGM workflow, with common barriers being cost, insurance
coverage, and provider knowledge. Additionally, only 13% reported being
very comfortable managing CGM in a primary care setting, and 21% reported
being very comfortable making changes to a patient’s insulin regimen given
CGM data. Regarding novel T2DM medications, the proportion of PCPs
reporting being somewhat or very comfortable using the medications was:
92% for SGLT-2 inhibitors, 94% for GLP-1 receptor agonists, and 86% for
DPP-4 inhibitors. For comparison, 94% reported being comfortable managing
basal-prandial insulin in T2DM.
CONCLUSIONS:Our findings highlight a gap between the low utilization of
CGM in primary care practice and the high level of perceived usefulness and
interest among PCPs to establish these systems. While PCPs reported feeling
comfortable using basal-prandial insulin and prescribing novel T2DM
medications, they reported a low level of confidence in using CGM. Future
work will include provider education, tele-mentoring, and quality improve-
ment programming to assist primary care practices in establishing workflows
to effectively work with patients using CGM systems.

PRIMARYCARE PHYSICIANADOPTIONOFHEPATITIS CVIRUS
TREATMENT IN MEDICAID PROGRAMS
Shashi N. Kapadia1,2; Hao Zhang2; Christopher J. Gonzalez1; Bruce R.
Schackman2. 1Medicine,Weill Cornell Medicine, NewYork, NY; 2Population
Health Sciences, Weill Cornell Medicine, New York, NY.
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BACKGROUND: To achieve hepatitis C (HCV) elimination goals, one
promising strategy is providing more antiviral treatment through primary care
physicians. Medicaid programs insure a large proportion of people with
untreated HCV. We aimed to examine the extent to which primary care
physicians provide HCV direct acting antiviral (DAA) treatment in US
Medicaid.
METHODS: We used the 2018 T-MSIS Analytic File, which contains na-
tional health insurance claims for Medicaid enrollees. We excluded 2 states
(FL and ME) that did not report prescriber identifier (ID). We identified DAA
prescriptions, excluding those for children, the elderly, and individuals dually
enrolled in Medicare and Medicaid. We categorized prescribers as 1) primary
care physicians, 2) gastroenterology, 3) infectious diseases, 4) non-physicians
(eg, physician’s assistants and nurse practitioners), and 5) other specialties or
unknown. We report the proportion of patients prescribed DAAs by prescriber
specialty. We compared demographics of patients and average patient volume
between primary care and gastroenterology.
RESULTS: In 2018, there were 57,452 patients prescribed DAAs by 8,767
providers. Nationally 21% of patients were treated by primary care physicians,
30% by gastroenterologists, 27% by non-physicians, 10% by infectious
diseases, and 13% by other or unknown specialties. The proportion treated
by primary care physicians varied among states (Figure). Compared to those
treated by gastroenterologists, patients treated by primary care physicians were
more likely to be black (17% vs 13%, p<0.001) and Hispanic (14% vs 10%,
p<0.001). Primary care physicians treated a similar number of patients per
provider in 2018 as gastroenterologists [median (IQR) 2 (1-5) for both groups],
although more high- volume providers (over 10 patients treated) were gastro-
enterology than primary care (349 vs 259).
CONCLUSIONS: Primary care physicians made up about one-fifth of those
prescribing HCV treatment to patients enrolled in Medicaid programs, but this
proportion varied substantially by state. Future research should determine
whether differences in state Medicaid policies, HCV epidemiology, or
healthcare resources might be associated with differences in primary care
uptake of HCV treatment.

PRIMARYCARE PHYSICIANREPORTEDOUTCOMESOFARAN-
DOMIZED TRIAL OF SHARED DECISION MAKING TRAINING
FOR COLORECTAL CANCER SCREENING IN OLDER ADULTS
KD Valentine1; Lauren Leavitt2; Leigh Simmons3; Steven J. Atlas4; Sanja
Percac-Lima5; Neil Korsen6; Paul Han6; Karen Sepucha1; Kathleen Fairfield6
1General Internal Medicine, Massachusetts General Hospital, Boston, MA
2Division of General Internaml Medicine, Massachusetts General Hospital,
Boston, MA
3Medicine, Mass General Brigham Inc, Boston, MA
4General Internal Medicine, Massachusetts General Hospital, Boston, MA
5Division of General Internal Medicine, Massachusetts General Hospital,
Boston, MA
6Medicine, Maine Medical Center, Portland, ME. (Control ID #3711848)

BACKGROUND: Shared decision making (SDM) results in decisions that
are more concordant with patient preferences, yet primary care physicians
(PCPs) often feel limited by insufficient time during medical visits. We carried
out a randomized control trial training PCPs in SDM to improve colorectal
cancer (CRC) screening decision making in older adults.

METHODS: PCPs (N=67) were randomized to receive notifications that
patients were due for screening (notification arm) or to receive notifications
and a pre-trial 2-hour training on SDM for CRC screening in older adults
(training arm). We surveyed all PCPs after visits with eligible patients (aged
76-85 years and due for CRC screening) about whether they discussed CRC
screening at the visit, how much time was spent on the discussion, and how
much SDM occurred (SDM Process scale, range 0-4, 4 being optimal).
RESULTS: PCPs completed 631 post-visit surveys (308 training, 323 notifi-
cation arm). The majority reported discussing CRC screening (74%); of those
visits, 55% spent 2-5 minutes on the discussion, 37% spent <2 minutes, and
8% spent >5 minutes. PCPs in the training arm were more likely to report
talking about CRC screening during the visit (79% v. 69%, p=0.005) and more
likely to spend 2-5 minutes discussing CRC (61% v. 48%, p=0.023). Overall,
73% of physicians reported making screening recommendations; they
recommended colonoscopy (43%), stool- based tests (35%) or no further
screening (22%). No differences by arm were found for making a recommen-
dation or the recommendation made (ps>0.14).
Reasons for not talking about CRC screening during the visit did not vary by
arm (p=0.22) but included having other priorities to cover (36%), something
else occurring (26%), the patient having other priorities to cover (14%),
forgetting to bring it up (14%), and previously deciding to stop screening
(10%). Average SDM score for all PCPs was 1.69 (SD=1.33). Those in the
training arm reported higher SDM scores compared to the notification arm
(1.90 v. 1.48, p<.001). PCPs in the training arm were more likely to discuss no
further screening as an option (83% v. 73%, p=.027), and reasons not to screen
‘some’ or ‘a lot’ (62% v. 48%, p=0.021). PCPs’ SDM scores were lower if
clinicians reported they spent <2 minutes on the discussion (M=1.8, SD=0.9)
compared to when they stated they spent 2-5 minutes (M=2.7, SD=0.7,
p<0.001), or >5 minutes (M=2.9, SD=1, p<0.001).
CONCLUSIONS: PCPs who participated in a randomized control trial of
SDM training reported greater SDM and spent more time on these
conversations, but treatment recommendations were similar.

PRIMARY CARE PHYSICIAN VISITS INCREASINGLY
ADDRESSING MENTAL HEALTH CONCERNS
Lisa Rotenstein1; Bruce E. Landon2
1Medicine, Brigham and Women's Hospital, Boston, MA
2Harvard Medical School, Boston, MA. (Control ID #3715384)

BACKGROUND:A high and growing prevalence of mental health diagnoses
among adults, ongoing shortages of mental health specialists, and expansion of
the patient centered medical home have increased involvement of primary care
clinicians in treating mental health concerns. We sought to characterize tem-
poral trends in primary care visits in which a mental health concern was
addressed.
METHODS: This was a longitudinal analysis of serial cross-sectional Nation-
al Ambulatory Medical Care Survey data regarding visits to US primary care
physicians by patients ages 18 and older from 2006-2018. We identified
primary care visits with a primary diagnosis, any diagnosis, or any reason for
visit for a mental health concern. After using descriptive statistics to charac-
terize sample demographics and unadjusted percentages of primary care visits
addressing a mental health concern by two-year category, we used chi-square
tests to compare demographic characteristics between visits with mental health
versus non-mental health concerns. We then used multivariable logistic re-
gression with marginal effects to estimate the adjusted prevalence of primary
care visits that addressed a mental health concern by two-year period and to
describe characteristics of primary care visits addressing a mental health
concern.
RESULTS: The sample consisted of 109,898 visits (representing
3,891,233,060 weighted visits). Over two-thirds of visits were for those under
the age of 65 and 59.0%were for female patients. The proportion of visits with
mental health concerns addressed increased from 10.7% of visits in 2006-2007
to 15.9% by 2016-2018 (p<0.001). Rates of mental health concerns addressed
were significantly higher if the visit provider was the patient’s usual primary
care physician (PCP) (16.8% for PCP vs. 12.4% for non-PCP in 2016-2018,
p<0.01). In multivariable analyses, multiple factors were associated with
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significantly greater odds of a mental health concern being addressed: age 18-
44 (OR=2.3), age 45-64 (OR=1.7), Medicare (OR=1.3) or Medicaid (OR=1.5)
insurance, female sex (OR=1.1) and the visit provider being the patient’s PCP
(OR=1.5). Black andHispanic patients were 40% and 50% less likely to have a
mental health concern addressed, respectively. Anxiety and stress related
diagnoses were most common (29.4% to 38.0% of visits), and psychiatric
medication prescription was the most common visit outcome.
CONCLUSIONS: The prevalence of mental health concerns addressed in the
context of primary care visits has significantly increased over the last decade,
with a patient’s own PCP even more likely to address a mental health concern
within a visit. There are significant differences in likelihood of having a mental
health concern addressed during a primary care visit by age, race, ethnicity,
insurance type, and gender. These findings emphasize the need for organiza-
tional designs and reimbursement structures that enable PCPs to adequately
address mental health needs.

PROVIDER PERSPECTIVES ON AN ELECTRONIC CLINICAL
TOOL FOR OLDER ADULTS WITH CHRONIC PAIN
Isra Hasnain1; Kameron Miller2; Erin Staab3; Ainur Kagarmanova4; Amanda
Kass4; Katherine Thompson4; Mim Ari5; Neda Laiteerapong6
1University of Chicago Pritzker School of Medicine, Chicago, IL
2University of Chicago Division of the Biological Sciences, Chicago, IL
3The University of Chicago Medicine, Chicago, IL
4General Internal Medicine, University of Chicago Division of the Biological
Sciences, Chicago, IL
5Medicine, University of Chicago, Chicago, IL
6Medicine, University of Chicago, Chicago, IL. (Control ID #3715737)

BACKGROUND: Chronic pain is common in older adults and management
may be complicated by multimorbidity, polypharmacy, and geriatric
syndromes. Furthermore, little work has been done to transfer knowledge
about optimal chronic pain and opioid management in older adults to
generalists. We developed I-COPE, a clinical decision support tool, to improve
chronic pain management in older adults. I-COPE consists of four main
components: a pre-visit patient questionnaire about symptoms and treatment
preferences, an adaptive electronic health record order set with comprehensive
multimodal treatment options, a conversation tool to facilitate shared decision-
making, and patient education materials. The objective of this study was to
conduct qualitative interviews with providers within pilot sites to better under-
stand the implementation context.
METHODS: A standardized interview guide was created using the Consoli-
dated Framework for Implementation Research, an operationalized qualitative
framework for studying barriers and facilitators in local settings. Interview
participants included physicians and advanced practice nurses from two pilot
clinics who were recruited via email. Interviews were conducted over the
Zoom web platform and transcribed. A template-analysis approach was used
to code interviews and discrepancies were resolved by discussion.
RESULTS: Eighteen interviews were conducted to reach theme saturation.
Providers disclosed several barriers to chronic pain management in older adults
which complicate patient care; the most frequent were limited time,
comorbidities/side effects, and non-financial barriers to chronic pain treatment
such as hindered access to physical therapy and substance use resources. Many
providers expressed frustration with a scarcity of resources for managing
patients with chronic pain. Providers were enthusiastic about I-COPE’s ease
of use within their current practices, design quality and packaging, and ability
to meet clinical decision-making needs.
CONCLUSIONS: Our findings indicate that although providers feel
overwhelmed by the fractured nature of chronic pain care and rushed clinical
encounters, I-COPE appears to be a promising tool to strengthen shared
decision-making in this field and emphasize multimodal treatment options.

PROVIDING LOW-BARRIER MEDICATIONS FOR ADDICTION
TREATMENT VIA A TELEMEDICINE CALL LINE TO PEOPLE
EXPERIENCING HOMELESSNESS IN LOS ANGELES, COUNTY
Amy J. Kennedy1; Gina Rossetti2; Melisa Chavez3; Nicholas Angelo3; Brian
Hurley4

1Division of General Internal Medicine, University of Washington School of
Medicine, Seattle, WA
2University of California Davis, Davis, CA
3Community Health Project LA, Los Angeles, CA
4Division of Substance Abuse Prevention and Control, Los Angeles County
Department of Public Health, Los Angeles, CA. (Control ID #3712072)

BACKGROUND: Los Angeles County Department of Health Services (LAC
DHS) provides medical care for the safety net population of Los Angeles
County, including a large population of people experiencing homelessness
(PEH). To enhance patients’ access to medications for addiction treatment
during the COVID19 pandemic, LACDHS established a telemedicine call line
in March 2020 to support patients’ access low-barrier medications for addic-
tion treatment. To operationalize the call line, LAC DHS partnered with
community organizations already working with PEH to facilitate timely access
to medications for addiction treatment on demand. One of the largest commu-
nity partners partnered with LAC DHS during this time was Community
Health Project Los Angeles (CHPLA). Little was previously published regard-
ing the patients who accessed care via CHPLA and howmany of these patients
remained engaged in medical treatment. We aimed to quantify and characterize
the cohort of PEH treated and retained in care during the first 20 months of the
operation of the telemedicine call line.
METHODS: The telemedicine addiction medications call line was established
in March 2020 and was accessible by any DHS affiliated outreach providers to
call when they identified a patient interested in receiving a medication for
addiction treatment. After each telemedicine visit was completed, CHPLA
social workers logged patient information into a secure registry. Registry
information was collected from March 2020 to August 2021 including patient
demographics and the reason for visit. Information on addiction medications
prescribed by the call line providers was also collected. Descriptive statistics
were obtained and resulted below.
RESULTS: During our study period, 111 of CHPLA’s clients experiencing
homelessness were served by the LAC DHS telemedicine call line (mean age
39 years, 74% male (N=82), 23% Latinx (N=26), 11% Black (N=10, 60%
White (N=67). All PEHwere prescribed buprenorphine-naloxone (bup-nx) for
opioid use disorder. Insurance covered 87% (N=97) of prescriptions for bup-
nx. Of the 111 PEH who were prescribed bup-nx, 78% (N=87) obtained their
initial prescription. Additional services provided to PEH by CHPLA included
referral for case management (N=4), specialty addiction treatment (N=8), and
women’s health services (N=2). Of the 87 patients that received their initial
prescription for bup-nx, 21% (N=18) were interested in and referred to and 6%
(N=5) established care with a continuity clinic offering maintenance
medications for addiction treatment.
CONCLUSIONS: A telemedicine call line can be feasible and effective way
to initiate low-barrier medications for addiction treatment to PEH during the
COVID-19 pandemic, but low threshold initiation of medications for addiction
treatment is itself insufficient to address the patient readiness, the many social
determinates of health, and the systemic barriers to continuity clinical services
for PEH with substance use disorders.

RACIAL DISPARITIES IN HYPERTENSION CONTROL: A QUALI-
TY IMPROVEMENT PROJECT IN PRIMARY CARE AT A
VETERANS AFFAIRS ACADEMIC CLINIC
Anna Golob4,2; Cody J. Gehring2,1; Mindy Zeitz-Chua2,1; Anna Shamitoff2,1;
Anders Chen3,1; John R. Geyer1,2; Joyce E. Wipf1,2
1Medicine, VA Puget SoundHealth Care System Seattle Division, Seattle,WA
2Medicine, University of Washington Department of Medicine, Seattle, WA
3Internal Medicine, University of Washington, Seattle, WA
4General Internal Medicine, VA Puget SoundHealthcare System, Seattle, WA.
(Control ID #3715845)

BACKGROUND: Hypertension is a highly modifiable risk factor for cardio-
vascular disease and contributes to morbidity and mortality. Numerous studies
have demonstrated disparities in blood pressure (BP) control among Black
Americans in VA and non-VA health care systems. We sought to investigate
local racial disparities in hypertension (HTN) control at our academic Primary
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Care Clinics (include primary care and women's health) with an aim to identify
and modify processes in our health system that may contribute to disparities.
METHODS: This was a quality improvement (QI) project utilizing a cross
sectional design. Participants included Veterans with HTNwho were enrolled in
the Seattle VA Primary Care Clinics. The most recent BP was obtained from the
Electronic Quality Measures HTN dataset. Self-identified race was obtained
from VA enrollment data. Individuals with elevated BP readings were catego-
rized as having uncontrolled HTN (SBP >140 and/or DBP >90) or severely
uncontrolled HTN (SBP >160mmHg and/or DBP >110mmHg). In further chart
reviews, we assessed multiple variables that may contribute to severely uncon-
trolled HTN, to determine if and how they vary by race, including care visits,
anti-hypertensive medication renewals, and home BP cuff.
RESULTS: 3639 Veterans with a chart diagnosis of HTN who were enrolled
in Seattle VA Primary Care Clinics were identified and included in the study.
Self-identified race of Veterans in this cohort is as follows: Alaska Native or
Native American n=35 (1%), Asian American n=135 (3.7%), Black n=692
(19%), Hawaiian Native or Pacific Islander n=88 (2.4%), Multiple n=56
(1.5%), White n=1756 (48%). No self-identified race data was available for
20%; and 3% declined to answer. Of the 3639 Veterans with HTN, 1178 had
uncontrolled HTN and 288 had severely uncontrolled HTN based on most
recent BP. Those who self-identified as Black were 5% more likely than self-
identified White Veterans to have uncontrolled BP and 3% more likely than
White Veterans to have severely uncontrolled BP (p<0.05 for both
comparisons). Veterans who self-identified as Hawaiian Native or Pacific
Islander and Asian American were less likely than White Veterans to have
uncontrolled or severely uncontrolled BP (p<0.05 for each comparison). Chart
review resuts will be reported of variables among individuals with severely
uncontrolled BP that may contribute to poor control..
CONCLUSIONS: Consistent with national VA and CDC data, racial
differences in HTN control exist at our local VA academic primary care clinics.
These include worse HTN control among self-identified Black Veterans as
compared to self-identified White Veterans. Blood pressure control was better
among self-identified Hawaiian Native or Pacific Islander and Asian American
Veteranswhen compared toWhite Veterans. These results and chart reviews of
those with severely uncontrolled BP will be reviewed with leadership to
implement QI processes in our prmary care clinics with an aim to mitigate
racial disparities in HTN control.

RACIAL DISPARITIES IN PRIMARY CARE VIRTUAL VISITS
DURING THE COVID-19 PANDEMIC.
Meghan Gwinn1; Sulmaz Zahedi1; Medha R. Cherabuddi1; Denise White-
Perkins2; Preyantha Navaratnarajah1; David Willens1; Anupama Nair1;
Courtney Stevens3; Ed Peterson3; Michelle Jesse3; Danielle Heidemann1
1Internal Medicine, Henry Ford Health System, Detroit, MI
2Family Medicine, Henry Ford Health System, Detroit, MI
3Henry Ford Health System, Detroit, MI. (Control ID #3715171)

BACKGROUND: The COVID-19 pandemic led to a large increase in virtual
care. Traditionally, E-visits (asynchronous provider evaluation via an online
portal) and video visits (synchronous evaluation using real-time audio/video)
have been utilized. However, there are racial, financial, and age-related
disparities in home broadband access (Pew). During the pandemic, payers
reimbursed telephone evaluation and management visits, increasing access to
virtual care. However, barriers remained for patients without broadband access
or video-enabled devices. We aim to assess racial disparity between black and
white patients and whether age or socioeconomic status are associated with use
of virtual visits.
METHODS: A retrospective review was conducted of first-time visits with
primary care providers from 3/1/20 to 6/30/20 at a large health system. Data
was collected on type of visit, race, age, and area deprivation index (ADI). ADI
ranks neighborhoods by socioeconomic status (SES) using census block
groups based on income, house quality, employment, and education. Higher
ADI is a marker of lower socioeconomic status (ADI of 10 is lowest SES, ADI
of 1 is highest SES).
RESULTS: 72153 unique patients were identified of whom 31037 (43%)
received virtual care; 13871 (19.2%) video, 14697 (20.3%) telephone (audio

only), and 2469 (3.4%) E-visits. The mean age was 55.6 years, 32760 (45.4%)
individuals identified as black, and 44784 (62.1%) were female. The average
ADI was 5.23 (±3.17). Black patients had lower SES compared to white
patients (6.96±2.93 vs 3.8±2.6). There was no difference in overall virtual care
use rate between black and white patients (45.6% vs 45.2%, p=0.240). How-
ever, black patients were less likely to use E-visits (4.7% vs 6.4%, p=0.001),
with no difference between telephone (26.5% vs 26.2%, p=0.298) or video
visits (25.2% vs 25.3%, p=0.823). In multivariable logistic regression (Ta-
ble 1), although black race was not significantly associated with virtual care use
for primary care, age and SES did predict access to virtual care suggesting ages
18-29 and >65 and higher SES were less likely to utilize virtual care.
CONCLUSIONS: During the first wave of the COVID-19 pandemic, black
and white patients used virtual care at equal rates. However, there is a complex
relationship between race, age and virtual care use. Further research is needed
to examine the causal mechanisms.

REDUCING COVID VACCINE REFUSAL IN A POPULATION OF
ELDERLY VETERANS: A QUALITY IMPROVEMENT PROJECT
Stephanie G. Wheeler
Medicine, University of Washington, Seattle, WA. (Control ID #3716425)

BACKGROUND: Home Based Primary Care (HBPC) is a multidisciplinary
program in the VA which provides primary care in the patients’ homes. There
are some patients in the Puget Sound HBPC program who have refused the
Covid vaccine, which increases their risk of serious illness and death. This
Quality Improvement Program was intended to increase uptake of the Covid
vaccine in Veterans who initially refused it.
METHODS: Planned Activity: We will ask questions, reserve judgment,
share the science, be honest and supportive, and model behavior.
SMART goal: (specific, measurable, achievable, results-focused, and time
bound): Reduce refusals of Covid vaccine by 50% in 4 months.
A spreadsheet was created in a secure drive in which the nurses documented
patients who refused the Covid-19 vaccine and the reason the patient gave for
refusing. The HBPC team met monthly for four months to document any
patients who agreed to be vaccinated and reasons for agreeing, and to discuss
interventions that were well-received.
RESULTS: The patient census in the HBPC program at the start of the project
was 458 patients. 422 patients (92%) were vaccinated during the initial
vaccination effort by HBPC. 36 patients refused the vaccines against Covid-
19 (8%).
Among those who refused vaccination, lack of trust of the government or the
vaccine itself were the most common reasons, with smaller numbers endorsing
conspiracy theories or citing political identification.
Over the course of our project a total of four patients died (11.1%). Two
patients died of Covid (5.5%), one died of cancer (2.8%) and one died of a PEA
arrest (2.8%).
A total of 6 patients (16.7%) accepted vaccination over the course of the
project. 26 patients (72.2%) remained unvaccinated.
Two patients accepted because being vaccinated was a requirement; one to
travel and one to be accepted for an inpatient respite stay. One patient was
vaccinated after he received information from a professional society which
recommended vaccination. Two patients accepted vaccination (5.5%) due to
education from the HBPC team and from family. One patient was vaccinated
during an inpatient stay in a community hospital.
CONCLUSIONS: Vaccination against Covid-19 was widely accepted in this
patient population of elderly Veterans with multiple medical problems, with a
vaccination rate of 92%.Among those who refused vaccination, lack of trust of
the government or the vaccine itself were the most common reasons, with
smaller numbers endorsing conspiracy theories or citing political identification.
Our intervention did not meet the goal of increasing vaccine uptake by 50%.
Few patients who initially refused vaccination changed their minds. There is
very little medical research about interventions for vaccine hesitancy, with
much of the current published literature on this topic consisting of expert
opinion. The literature that is available suggests that some interventions can
be counterproductive. Mandates may be effective because individuals are not
required to change their minds.
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REDUCTION OF PATIENT WAIT TIMES IN A RESIDENT PRIMA-
RY CARE CLINIC: AN ASSESSMENT AND INTERVENTION
PROPOSAL
Molly B. Leavitt, Kevin Pearlmam, Maria Poonawalla, Julie Oyler
Internal Medicine/Graduate Medical Education, University of Chicago
Pritzker School of Medicine, Chicago, IL. (Control ID #3716319)

BACKGROUND: Any physician who has spent time in a primary care clinic
knows long wait times are a common grievance. Unsurprisingly, longer waits
contribute to decreased patient satisfaction and provider satisfaction (1,2)
References: O'Brien JC, Chong BF. Reducing outpatient dermatology clinic
wait times in a safety net health system in Dallas, Texas. J AmAcad Dermatol.
2016 Sep;75(3):631-632.
Silver N, Weber RS, Lozano M, Hessel A, Meade J, Moore J, Hanna E, Lewis
C. Reducing patient wait times in a head and neck cancer outpatient clinic: A
pilot study. Laryngoscope. 2020 Apr;130(4):E151-E154.
METHODS: A resident quality improvement project started with a multi-
pronged approach to assess wait times and barriers to improvement in Univer-
sity of Chicago’s Resident Primary Care Clinic. Data was collected through the
“Slicer Dicer” application in Epic electronic medical record. This included
261,991 deidentified patient encounters from 2016-2021. To assess causes of
long waits and possible interventions, several stakeholders were interviewed,
including attendings, residents, clinic leaders, ancillary staff, and patients.
Following this, a group of residents worked to develop possible interventions.
These interventions included: creation of a vaccine room, to free up the space
for the next patient while a patient awaits their vaccines; the use of a “huddle
column” in Epic to promote communication between providers and medical
assistants (MAs); and, the addition of a “flex” room to allow residents to have
more than one patient room at a time. Ultimately, the huddle column and
vaccine room were implemented, since the flex room was not tenable due to
space constraints.
RESULTS: Data showed a median wait time from 2019-2021 of 14 minutes,
with an increase in wait time of 3 minutes since 2016. 22% of recorded visits
had a wait time of over 25 minutes. Of note, the median wait time of patients
who left without being seen (519 patients) was 4 minutes higher than those
who stayed. Interviews of stakeholders revealed common themes. While
patients tended to put the blame on providers, residents, ancillary staff and
multiple members in leadership were in agreement that the biggest hurdles are
lack of sufficient patient rooms, staffing, and lack of communication between
providers. Based on these ideas, the use of the huddle column was promoted
via MA and resident education. The vaccine room was also initiated. Data is
being tracked monthly to determine whether these interventions improved
clinic wait times.
CONCLUSIONS: Wait times continue to be a concern in resident clinics,
with patients expressing frustration and longer waits contributing to poor
patient outcomes including leaving without being seen. Solutions are multi-
faceted and limited by staffing and physical office space, but strides towards
improvement can bemadewith coordination amongst staff members and smart
uses of office space

RELATIONSHIP BETWEEN SATISFACTION SCORES AND
RACIAL/ETHNIC AND SEX CONCORDANCE IN PRIMARY CARE
Rebekah J. Walker1; Aprill Z. Dawson1; Jennifer A. Campbell2; Mandy
Kastner3; Leonard E. Egede4
1Medicine, Medical College of Wisconsin, Milwaukee, WI
2General Internal Medicine, Medical College of Wisconsin, Milwaukee, WI
3Medicine, Medical College of Wisconsin, Oconomowoc, WI
4Medicine, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3715855)

BACKGROUND: Racial/ethnic and sex concordance between patients and
their providers has been suggested as an important consideration in improving
satisfaction and increasing health equity. We aimed to guide local efforts by
understanding the relationship between satisfaction with care and patient-
provider racial/ethnic and sex concordancewithin our academic medical center
primary care clinic.

METHODS: CGCAHPS satisfaction data for encounters from August 2016
to August 2019 were matched to data from the medical record for patients
including age, race/ethnicity, sex, insurance coverage, preferred language, risk
score, county of residence, and Elixhauser comorbidity index. Data on the 33
providers were also obtained including age, race/ethnicity, sex, years since
medical school, years at institution, percent clinical effort, and faculty rank.
Racial/ethnic and sex concordance between patients and providers was created
for each of the 3,672 unique encounters using dichotomized sex and
race/ethnicity (Non-Hispanic White (NHW) vs. any minority racial/ethnic
group). The primary outcome was top box scoring on the CGCAHPS overall
satisfaction scale categorizing scores of 0-8 as unsatisfactory and scores of 9-
10 as satisfactory. Generalized mixed effects logistic regression including
provider and patient level factors as fixed effects and a random intercept effect
for provider, were used to determine if concordance had an independent
relationship with satisfaction.
RESULTS: 89.0% of the NHW concordant pairs and 90.4% of the minority
race concordant pairs indicated satisfaction with care; while 90.1% of the male
concordant and 85.1% of the female concordant pairs indicated satisfaction.
Since unadjusted comparisons were not statistically significant for racial/ethnic
concordance, models were only run for sex concordance. In the best fit model,
provider variables of years since graduation and years at institution, as well as
patient level variables of insurance coverage, risk score, and Elixhauser
comorbidity index were included. Compared to female concordant pairs, male
patients with a female provider were 67% more likely to indicate satisfaction
(OR=1.67, p-value=0.02) and male concordant pairs were over 2 times more
likely to indicate satisfaction (OR=2.36, p- value=0.002) after adjustment.
CONCLUSIONS: Satisfaction scores in an academic medical center primary
care clinic were higher for male concordant pairs andmale patients with female
providers compared to female concordant pairs after adjusting for patient and
provider level factors. Significant differences did not exist by racial/ethnic
concordance.

RESIDENT AND PHYSICIAN ASSISTANT PANEL CO-
MANAGEMENT: IMPACT OF AN INTERVENTION TO IMPROVE
PRIMARY CARE TRAINING FOR INTERNAL MEDICINE
RESIDENTS
Christina M. Meade1; Bonnie Southworth2; Alev Atalay1
1Internal Medicine, Brigham and Women's Hospital, Boston, MA
2Medicine, Brigham and Women's Hospital, Boston, MA. (Control ID
#3708521)

BACKGROUND: Ambulatory clinical education is a core component of
Internal Medicine (IM) training. Residents serve as the primary care physician
(rPCP) for a panel of patients at a longitudinal continuity clinic, providing both
direct patient care and inter-visit care between outpatient visits. It is challeng-
ing to balance competing inpatient and outpatient responsibilities, with
residents struggling to complete ambulatory inter-visit tasks while on inpatient
rotations. Patients of rPCPs have lower rates of satisfaction with access to care
and communication.
METHODS: Recognizing the challenges rPCPs face in the ambulatory set-
ting, and with the goal of improving patient care, the rPCP and physician
assistant (PA) co-management model was designed and implemented in 2019-
2020 (n=70 in academic year [AY] 2018-2019, n=68 in AY 2019-2020). Prior
to the intervention, rPCPs were responsible for all patient and inter-visit care,
including chronic disease and urgent care appointments, letter and forms
requests, and secure message and telephone triage. In the co-management
model, a PA shared in panel management when rPCPs were not on an
ambulatory rotation. rPCPs were surveyed pre- and post-intervention to assess
their experience as it relates to inbasket management, clinic scheduling, and
continuity of care. From the survey, two indices and four individual questions
were analyzed.
RESULTS: Overall, rPCP satisfaction with continuity of care provided im-
proved (p=0.027), with 43.5% of rPCPs scheduling patients with the PA “often
or always” post-intervention, versus 11.5% at baseline (p=0.001). An index
measuring rPCP perception of inbasket management showed statistically sig-
nificant improvement (p=0.034). An index for approach to the PCP visit was
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unchanged post-intervention (p=0.53). Importantly, rPCPs continued to feel
very much or completely their patients’main PCP (p=0.260). Baseline and 12-
month surveys were completed with response rates of 37% (n=26) and 34%
(n=23) respectively.
CONCLUSIONS: Panel co-management significantly improved rPCP’s
perceptions of the clinic experience and continuity of care without diminishing
the extent to which rPCPs felt like the PCP for their patients. This novel
collaboration of rPCPs and PAs taught us that PA and rPCP co-management
helped address the fundamental difference in access to and continuity of care
for patients of rPCPs, as evidenced by the improvements perceived by rPCPs in
response to and triage of inbasket messages, scheduling with the PA, and
overall continuity of care. Importantly, the co- management model did not
change the extent rPCPs felt like their patients’ primary care physician, which
is critical to preserve relationships with and ownership of the patients on their
panel, a formative part of primary care practice. This program can serve as a
model for clinics to support both rPCPs and their patients by balancing the PCP
role and concomitant inpatient responsibilities, while enhancing team-based
care.

RISK-TAKING BEHAVIORS AND LIKELIHOOD OF INFLUENZA
VACCINATION: A NATIONWIDE ANALYSIS OF THE BEHAVIOR-
AL RISK FACTOR SURVEILLANCE SYSTEM
Bryan W. Ferrigno1,2; Kenneth J. Mukamal3,2
1Internal Medicine, Beth Israel Deaconess Medical Center, Boston, MA
2Internal Medicine, Harvard Medical School, Boston, MA
3Medicine, Beth Israel Deaconess Medical Center, Boston, MA. (Control ID
#3706850)

BACKGROUND:Vaccination uptake is a crucial component of public health
and primary care, particularly amid the Covid-19 pandemic. The Centers for
Disease Control and Prevention (CDC) recommends nearly universal yearly
influenza vaccinations for all persons older than 6 months old, but uptake
remains suboptimal. We sought to determine if individuals who report more
frequent risk-taking behaviors, including excessive alcohol use, smoking, and
driving without wearing a seatbelt, would be less likely to report recent
influenza vaccination.
METHODS: We used data from the BRFSS, a nationally representative
telephone survey of community-dwelling adults conducted by the CDC, from
2011, 2015, and 2019. Risky behaviors queried and defined by the BRFSS
included: 1) heavy alcohol use (>14 drinks per week for men or >7 drinks per
week for women in the past 30 days); 2) binge drinking (>5 drinks in one
setting for men or >4 drinks for women in the past 30 days); 3) current smoking
(someday or everyday smoker); and 4) not wearing a seatbelt nearly always.
Seatbelt data was only available for 2011 and 2015. We present weighted
prevalence ratios (PR) derived from generalized linear models adjusted for age,
race, sex, census region, year, and having a personal physician. We defined
current influenza vaccination as receipt of a nasal or injected vaccine within the
last year.
RESULTS: Across the three included years, 1,217,271 people had data
available for our variables of interest. A total of 40.1% (95% confidence
interval [CI] 39.9% – 40.3%) of respondents reported influenza vaccination
within the past year. All four of the risky behaviors were individually and
independently associated with lower rates of vaccination (Heavy alcohol use:
PR 0.94, 95% CI 0.91 – 0.97; Binge drinking: PR 0.91, 95% CI 0.89 – 0.93;
Current smoking: PR 0.79, 95% CI 0.77 – 0.80; Seatbelt: PR 0.76, 95% CI
0.74 – 0.78), and the presence of multiple risk factors further lowered rates of
influenza vaccination.
When restricted to the smoking and alcohol risk factors for all three years, the
likelihood of influenza vaccination was 14% lower (PR 0.86, 95% CI 0.85 –
0.87) for each additional risk factor present. We observed a statisically signif-
icant dose-dependent decrease in likelihood of vaccination from 0.76 (PR 95%
CI 0.74 – 0.77) with any one risk factor present to 0.65 (PR 95% CI 0.63 –
0.68) with any two risk factors present, down to 0.50 (PR 95%CI 0.47 – 0.53)
if all three risk factors were present.
When we examined all four risk factors across the two years where data was
available, the likelihood of influenza vaccination dropped by an average of

15% (PR 0.85, 95% CI 0.84 – 0.86) with each additional risk factor present.
CONCLUSIONS: In this contemporary, nationally-representative analysis of
American adults, risk-taking behavior was associated with lower rates of
influenza vaccination. This analysis may provide a useful framework for
physician counseling and public health efforts to expand vaccination.

ROLES OF ADVANCED PRACTICE PROVIDERS AND NURSE
SPECIALISTS TO IMPROVE PATIENT- REPORTED QUALITY
OUTCOMES IN PERIOPERATIVE CANCER CARE: A SYSTEMAT-
IC REVIEW
Bhagvat Maheta1; Nainwant Singh1,10; lorenz Karl1,2; Sarina Fereydooni9;
Sydney Dy3; Hong-nei Wong4; Jonathan Bergman5,6; John T. Leppert7,8;
Karleen Giannitrapani1,2
1Center of Innovation to Implementation (Ci2i), VA Palo Alto Health Care
System, Palo Alto, CA
2Division of Primary Care and Population Health, Stanford University School
of Medicine, Stanford, CA
3Health Policy & Management, Johns Hopkins University, Baltimore, MD
4LaneMedical Library, Stanford University School ofMedicine, Stanford, CA
5Urology, UCLA Medical Center Olive View, Sylmar, CA
6Urology, VA Los Angeles Ambulatory Care Center, Los Angeles, CA
7Urology, VA Palo Alto Health Care System, Palo Alto, CA
8Urology, Stanford University School of Medicine, Stanford, CA
9None, Palo Alto, CA
10Palliative Care, Stanford Health Care, Stanford, CA. (Control ID #3711833)

BACKGROUND: Interdisciplinary teams in cancer care are often leveraged
to improve patient care quality in the perioperative period. We aimed to
identify the key roles that have been assumed by advanced practice providers
(APPs) and specialist nurses in randomized control trials that have improved
patient-reported quality outcomes for patients with cancer in the perioperative
period.
METHODS:We searched PubMed, EMBASE, and CINAHL for randomized
studies published at any time and screened 7195 articles. We required included
studies to report patient-reported quality outcomes, occur in the perioperative
period (30 days before and up to 90 days after surgery), and include cancer
care. We assessed study quality with the Cochrane Risk of Bias tool. We
narratively synthesized intervention components, specifically the roles as-
sumed by interdisciplinary team members, comparing among interventions
that reported a clinically meaningful improvement in patient-reported quality
outcomes defined by the minimal clinically important difference (MCID).
RESULTS:We included ten total interventions in our review, of which eight
reported a clinically meaningful improvement in at least one patient-reported
quality outcome. The studies reported five different patient reported outcomes
(Quality of Life Scale, Hospital Anxiety and Depression Scale, Symptom
Distress Scale, 12-Item Short FormHealth Survey, and Functional Assessment
of Cancer Therapy). Two studies included APPs and eight included nurse
specialists; both studies with APPs reported a clinically meaningful improve-
ment. No included studies had an overall high risk of bias. We identified the
APPs and nurse specialist roles of leading educational sessions teaching
patients about their diagnosis, treatment, coping strategies, and managing
symptoms/ pain and following up with patients regarding problems and
symptoms after surgery, future plans, and available resources as common
features of the interventions with some positive clinical effect on patient-
reported quality outcomes. Other intervention components of studies with
improved patient-reported quality outcomes were consistent communication
among healthcare team members, six or more months of continuous APP or
nurse specialist contact with the patient, and involvement of the patient’s
caregiver.
CONCLUSIONS:Our review demonstrated common elements across studies
that impacted patient-reported quality outcomes in the perioperative period.
Future interventions might prioritize expanding the roles of APPs and nurse
specialists to include educating patients, engaging the patient’s caregiver, and
ensuring sufficient follow-up.
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SCREENING FOR FOOD INSECURITY IN AN INTERNAL MEDI-
CINE RESIDENCY TRAINING CLINIC - RESULTS FROMA PILOT
STUDY
Natasha Rastogi1; Dipal R. Patel2; Melisa Damcevska3; Jennifer Yanowitz3
1Internal Medicine, Englewood Health, Englewood, NJ
2Dept of General Internal Medicine, Icahn School of Medicine at Mount Sinai,
New York, NY
3Population Health, Englewood Health, Englewood, NJ. (Control ID
#3712013)

BACKGROUND: Food insecurity (FI) is defined as inadequate access to food
and is associated with adverse health outcomes. The Internal Medicine resi-
dency clinic at Englewood Health is located in a federally qualified health care
facility (FQHC) and serves a socially and medically complex patient popula-
tion. A Quality Improvement project was implemented to improve rates of
screening for FI and resident awareness of SDOH issues in the community.
METHODS: Patients seen in our InternalMedicine residency clinic during a 6
week period in Summer 2021 were screened for Food Insecurity using the
Hunger Vital SignTM questionnaire and if positive, were referred to county
specific food banks. The positive screening rate in our clinic was 40% (n = 78/
194). We attempted to contact all patients identified as food insecure and
ultimately referred 57 patients to the Center for Food Action in Bergen County
(CFA).
We obtained approval from our Institutional Review Board for a retrospective
analysis of patient charts. Our goal was to identify conditions deemed high risk
for Food Insecurity and to better characterize patient factors that may affect
engagement.
RESULTS: Of patients referred, 33 patients with FI enrolled in services at the
CFAwith 9 patients receiving 3 ormore food packages every 2weeks. Of note,
24 of the 57 patients (42%) referred to the CFA were lost to follow up or
declined services. Chart review of patients with FI revealed that 78% of food
insecure patients in our clinic were female. More than half of patients (57%)
were uninsured and 35% had Medicaid. A total of 59% of patients had a
chronic condition that included obesity, prediabetes, diabetes, heart disease or
cancer. Of patients with chronic conditions, 53% had 2 or more issues. In
reviewing the contents of food packages, we found that most items were shelf-
stable pantry items that were high in salt and starch.
CONCLUSIONS: Findings from our pilot study show that while there is a
high prevalence of FI among our community, more work needs to be done in
engaging patients with local food banks and ensuring adequate follow up.
Furthermore, food packages from the food bank may not contain suitable items
for patients requiring low-salt or diabetic diets. We have partnered with the
local food bank to create healthier food packages as well as innovative means
of maintaining patient engagement. Our next steps also include surveying
patients on factors affecting engagement.

STATEWIDE ASSESSMENT OF THE HEPATITIS C VIRUS CARE
CASCADE FOR INCARCERATED PERSONS IN VERMONT
Andrew Hale, Shivani Mathur, Steven Lidofsky
Internal Medicine, University of Vermont College of Medicine, Burlington,
VT

BACKGROUND: Incarcerated people in the USA suffer a high burden of
hepatitis C virus (HCV) infection. This study assessed the impact of a Vermont
statewide effort to treat HCV in this group. Given the long-term morbidities of
HCV infection and that a large proportion of HCV transmission is driven by
persons who are in-and-out of the justice system, overcoming these barriers is a
public health necessity.
METHODS: We performed a retrospective, observational cohort study of all
individuals infected with HCV imprisoned in Vermont during the 19 month
study period (December 2018 to June 2020). The care cascade employed opt-
out HCV screening, full access to direct-acting antiviral (DAA) treatment
(without hepatic fibrosis-based treatment restrictions), HCV specialist involve-
ment, and medication assisted treatment (MAT) for patients with opioid use
disorder (OUD). The primary outcome was sustained virologic response at 12
weeks after treatment completion (SVR12).
RESULTS: 217 patients with positive HCV viral load were included in the
study. The median age was 35 years (range: 18-73), 89% were male, 76% had
OUD, 67% had a psychiatric comorbidity, and 9% had cirrhosis. Of this group,
98% had a liver fibrosis assessment, 59% started DAA, 55% completed DAA,
and 51% achieved documented SVR12. Of the 129 people with positive HCV
viral load started on DAA, 92% completed therapy and 86% achieved
documented SVR12. History of a psychiatric comorbidity was not associated
with a significantly different rate of achieving SVR12 (OR 0.67; 95% confi-
dence interval 0.27-1.65; p = 0.38), nor was being on MAT for patients with
OUD (OR 1.45; 95% confidence interval 0.62-2.56; p = 0.45).
CONCLUSIONS: This study reports the highest SVR12 rate achieved in a
state incarcerated population to date. Documented SVR12 was 51% for the
entire population of HCV patients with nearly universal treatment adherence
(99%). HCV treatment in incarcerated populations is a practical and efficacious
strategy that should serve a foundational role in HCV elimination.

THE EFFECTIVENESS OF A PRIMARY CARE-BASED WEIGHT-
LOSS PROGRAM
Jasmin Hundal1; Aditi Kothari1; Yong Qiao2; Johanna Gleason-Vergados2;
Helen Wu2; Varalakshmi Niranjan2
1Internal Medicine, University of Connecticut, Hartford, CT
2Medicine, University of Connecticut School of Medicine, Farmington, CT.
(Control ID #3715348)

BACKGROUND: Prevalence of obesity continues to rise in the United States
and is projected to affect over half of the population by 2050. As obesity has to
be recognized as a chronic disease, it is imperative now to develop a weight
loss model that can be accessed widely and be applied broadly to primary care
clinics. This study was to examine the effectiveness and racial/ethnic
differences of a dedicated weight-loss program in a primary care clinic.
METHODS: A retrospective cohort study was conducted to exam 389
patients enrolled in an outpatient weight-loss program from November 1,
2018 to January 30, 2021. Patients received body composition analysis,
individualized treatment including lifestyle interventions (nutritional/ behavior
counseling, meal plans) and/or pharmacotherapy. Inclusion criteria included
Body Mass Index > 30, ages of 18 years or more. Weight, demographics
including race/ethnicity, comorbidities and pharmacotherapy (metformin,
phentermine, topiramate, bupropion, naltrexone, and GLP-1 agonists.) were
extracted. Outcomes were 5% or 10% of weight change from their first first
visit to the last visit. Descriptive statistics were reported and ANOVA test was
performed to assess racial/ethnic differences in percents of weight loss.
RESULTS:Of 389 patients, a mean agewas of 47.7 years; 82.2%were female
and 15.9%weremale; and 39.8%White, 29.0%Black, 24.2%, Hispanic, 1.5%
Asian, and 5.4% identified themselves as other (Table 1). About 60% of these
patients visited the clinic more than once. Among them, about 40% achieved
5% weight reduction (p<0.01), and took an average 125 days to achieve it.
Close to 20% achieved 10% weight loss (p<0.01) and took an average 250
days to achieve it. No racial difference among the weight loss was reported
(p>0.10). More medications were prescribed with patients who had more
frequent visits.
CONCLUSIONS: Based on our data analysis, a greater percentage of weight
loss was seen in patients who had frequent follow ups and were on
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pharmacotherapy. There was no significant difference in achieving 5% or 10%
weight reduction with respect to race or ethnicity. The program offered
individualized culturally sensitive meal plans making it more effective across
different race and ethnicity.
With focused visits on weight loss, frequent follow-ups, and local community
resources, primary care practices can effectively build on this single physician
model program to reverse the obesity epidemic without a formal interdisci-
plinary team, making this highly cost-effective. With ongoing education of
both providers and patients, obesity can be reversed successfully.

THE EFFECT OF A PILOT PEER ATTENDING COACHING PRO-
GRAM ON PATIENT AND PHYSICIAN EXPERIENCE
Laura K. Snydman2; Dineli Ahearn2; Geneve Allison2; Sajani Shah3; Edward
Silberman4; Garrett Zella1; Andrea L. Zuckerman5; Mithila Vullaganti6
1Pediatrics, Floating Hospital for Children at Tufts Medical Center, Boston,
MA
2Internal Medicine, Tufts Medical Center, Boston, MA
3Surgery, Tufts Medical Center, Boston, MA
4Psychiatry, Tufts Medical Center, Boston, MA
5Obstetrics/Gynecology, Tufts Medical Center, Boston, MA
6Neurology, Tufts Medical Center, Boston, MA

BACKGROUND: While coaching programs in UME/GME have become
more common, peer coaching between attending physicians is still novel. We
developed an attending physician coaching program with the goal of enhanc-
ing Relationship-Centered Care (RCC) by focusing on physician-patient com-
munication and empathic skills.
METHODS:We conducted a single-institution pilot peer attending coaching
program from 3/2021-5/2021. 8 attending physicians from 6 specialties were
selected by departmental leadership and trained to become coaches by a
physician- coach from Studer Group. Coaches received 9 hours of training
between 2/2020-9/2020 and were allocated 2 hrs/wk of supported time to
coach. 24 attending physicians from 7 departments volunteered to be coached.
Coaches observed coachees in ambulatory clinic for 2 hrs/month between
3/2021-5/2021. Coachees received immediate real-time feedback. Following
the coaching period, coachees completed a retrospective pre-post survey about
physician communication. Press Ganey patient experience survey responses
for Care Provider (CP) using “Top Box”% (% of the most favorable response)
from the 2020 calendar year (pre-coaching) were compared to the Top Box %
from 4/2021- 6/2021.
RESULTS: The average change in Top Box CP overall score improved during
the 3 month post coaching period (77.49) compared to baseline 12 month pre-
coaching period (72.09). Of the departments that had at least 3 MDs coached
(Derm, ENT, andNeuro), the average TopBoxCP overall scores for the coached
physicians were higher than their non-coached peers within the same department.
23 physicians completed the retrospective pre-post survey, which showed im-
provement across the board (Table 1). In addition, 4.2% of coachees never/rarely
struggledwith timemanagement/efficiency prior to coaching, which improved to
17.4%. The majority of coachees would likely/very likely recommend this
physician coaching program to a colleague (87%, n=20) and written comments
highlighted the seamlessness of integrating coaches into a busy clinical setting,
the effective feedback provided, and that being coached was fun.
CONCLUSIONS: Physician coaching provides an opportunity to focus on
RCC by providing effective reinforcing and constructive feedback to
colleagues to improve or enhance communication skills and to identify em-
pathic moments that improve physician-patient rapport. This not only

improves the patient experience, but the physician experience as well. Being
coached by a physician colleague had a positive impact due to the relatability
and mutual understanding of shared experiences.

THE ILLINOIS MEDICAL PROFESSIONALS ACTION COLLABO-
RATIVE TEAM (IMPACT): REDEFINING CONNECTIVITY BY LE-
VERAGING SOCIAL MEDIA TO RAPIDLY IDENTIFY AND AD-
DRESS VACCINE ACCESS AND HESITANCY
Sandra Folarin1; Laura J. Zimmermann2; Halleh Akbarnia10; Ameera
Haamid11; Susan Lopez12; Marla Clayman13; Jack Dokhanchi14; Elzbieta
Kalata5; Tejal Shah15; Eve Bloomgarden16; Shikha Jain4; Serena Dhaon6; Lisa
J. Mordell8; Ali M. Khan7; Amisha Wallia9; Vineet M. Arora3
1College of Medicine, University of Illinois at Chicago College of Medicine,
Chicago, IL
2Preventive Medicine, Rush University Medical Center, Chicago, IL
3Medicine, University of Chicago Medical Center, Chicago, IL
4Medicine, University of Illinois at Chicago, Chicago, IL
5College of Medicine, University of Illinois at Chicago, Chicago, IL
6Department of Medicine, University of Chicago Division of the Biological
Sciences, Mundelein, IL
7Medicine, Oak Street Health, Chicago, IL
8Medicine, University of Chicago Division of the Biological Sciences,
Chicago, IL
9Northwestern University Feinberg School of Medicine, Chicago, IL
10Advocate Condell Medical Center, Libertyville, IL
11John H Stroger Hospital of Cook County, Chicago, IL
12Division of HospitalMedicine, RushUniversityMedical Center, Chicago, IL
13Center for Healthcare Organization and Implementations Research, US
Department of Veterans Affairs, Washington, DC
14University of Illinois at Urbana-Champaign, Urbana, IL
15Sitka, Incorporated, Chicago, IL
16Endocrinology, NorthShore University HealthSystem, Evanston, IL. (Con-
trol ID #3715818)

BACKGROUND: The Illinois Medical Professionals Action Collaborative
Team (IMPACT), a non-profit coalition of health professionals, used social
media to improve COVID-19 vaccine access by 1) identifying vaccine access
disparities for HCWs not affiliated with a large hospital systems and then
creating vaccine clearinghouses/social media campaigns 2) identifying reasons
for vaccine hesitancy and addressing them via infographics 3) connecting
volunteers with local neighborhood/mobile events serving at-risk communities
in the Chicagoland area.
In January 2021, many large health systems were vaccinating employed
HCWs (COVID-19 vaccine rollout Tier 1a). However, many HCWs not
affiliated with large systems were unable to access the vaccine. Many of
Chicago’s hardest- hit communities were receiving vaccines at much lower
rates than neighborhoods less burdened by COVID-19.
METHODS: We created online clearinghouses with links to vaccine event
sign-ups/waitlists and partnered directly with a local primary care organization
to link HCWs to vaccines on Facebook. We partnered with health systems,
community organizations, pharmacies and professional organizations to orga-
nize, promote, and staff community-based vaccine clinics/mobile vaccine units
to a. To address vaccine hesitancy, we collected data on common myths using
Facebook groups. We created 5 “debunking” infographics in both English and
Spanish using climate science principles and also held 4 Facebook Live Q&As
with Chicago-based Bump Club and Beyond.
RESULTS: The HCW-specific vaccine information clearinghouse went live
1/4/2021 and had 7,829 views during the first 6 months. The general public
vaccine clearinghouse went live on 1/25/2021 and had 21,279 views during the
first 6 months. Facebook posts disseminating the HCW vaccination events
reached >1650 HCWs within 7 days, and open/public Facebook group posts
reached > 3.2K in 7 days. In the first 7 days of the campaign, >1800 HCWs
were vaccinated. We registered >1700 volunteers to help staff 316 vaccination
events in the Chicago-land area. Our COVID- 19Myth Debunkers were shared
over 200 times for >80K impressions. Our four vaccine-focused Facebook
lives reached over 1000 people per session.
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CONCLUSIONS: Healthcare professionals can strategically leverage social
media to identify public health challenges (vaccine hesitancy/vaccine access
disparities) and address these challenges in real-time by disseminating tailored,
high- quality information (ie. debunking infographics, Facebook Live Q&As,
vaccine clearinghouses) and connecting community members and partner
organizations with resources (ie. vaccination resources and volunteers).

TIMELY FOLLOW-UP OF ABNORMAL CANCER SCREENING
TEST RESULTS IN TWO LARGE PRIMARY CARE PRACTICE
NETWORKS
Steven J. Atlas1; Anna N. Tosteson2; AdamWright3; Sydney Howard1; Frank
Y. Chang4; Courtney Diamond5; Amy Wint1; Rebecca E. Smith2; Timothy E.
Burdick2; Erica S. Breslau6; Li Zhou7; Jennifer Haas1
1Division of General Internal Medicine, Massachusetts General Hospital,
Boston, MA
2TDI, Dartmouth College Geisel School of Medicine, Hanover, NH
3Vanderbilt University Medical Center, Nashville, TN
4eCare - Clinical Informatics, Partners HealthCare Systrem, Wellesley, MA
5Columbia University, New York, NY
6Division of Cancer Control and Population Sciences, National Cancer Insti-
tute, Rockville, MD
7Medicine, Brigham and Women's Hospital, Boston, MA. (Control ID
#3709557)

BACKGROUND: Timely follow-up of abnormal cancer screening test results
(“abnormal screens”) is critical but often not achieved. As part of an NCI-
funded intervention trial (mFOCUS: multilevel Follow-up of Cancer Screen-
ing, ClinicalTrials.gov NCT03979495), we report on abnormal screens that
were identified and tracked to identify eligible patients overdue for study
inclusion. While not anticipated when this study was conceived, the COVID-
19 pandemic resulted in a larger than anticipated backlog of patients in need of
follow-up of abnormal screens.
METHODS: Patients in two primary care practice networks affiliated with
MassGeneral Brigham who had an abnormal screen for breast, cervical or lung
cancer were identified using computerized algorithms and then tracked for
completion of appropriate follow-up based upon the cancer type and the
severity of the abnormal result. Since the intervention was designed as a “fail
safe” system, additional time (2-6 months depending on the severity of the
abnormal screen) was added after the recommended follow-up interval. We
report the number of abnormal screens by cancer type and severity of the
abnormality and the number of patients who completed follow-up based upon
guideline and expert recommendations.
RESULTS: Patient tracking and enrollment started with abnormal screens for
breast and lung on 8/24/2020 and cervical cancer on 10/16/2020. Enrollment
ended for all abnormal screens on December 15, 2021. Over the study period,
4003 abnormal breast, 5214 abnormal cervical, and 478 abnormal lung screens
were identified. High risk abnormalities were most common for cervical
(51.7%, recommended colposcopy or endometrial biopsy), lung (22.6%,
LRADS 4B, 4X or 5), and lowest for breast (0.4%, BIRADS 5). Rates of
completing recommended follow-up of abnormal screens by cancer type and
severity of the result are shown in the table.
CONCLUSIONS: Maximizing the benefits of cancer screening requires the
timely follow-up of abnormal screening results. Though likely exacerbated by
the COVID-19 pandemic, we identified that timely completion of abnormal
screens is often not achieved. Rates of completion varied by cancer type and
the severity of the abnormal result but highlight the need for systems based,
multi-level interventions to identify, report and track abnormal results.

TITLE: HEALTH DISPARITIES IN PRESCRIPTION OF NON-
STEROIDAL ANTI-INFLAMMATORY DRUGS AMONG CHRONIC
KIDNEY DISEASE PATIENTS
Miguel Linares1; Lipika Samal2
1Medicine, Brigham and Women's Hospital, Boston, MA
2Division of General Internal Medicine, Brigham and Women's Hospital,
Boston, MA. (Control ID #3716346)

BACKGROUND: Background: Given that CKD disproportionally affects
racial and ethnic minorities in the United States, it is critical to examine clinical
interventions that can slow the progression of CKD. The prescription of non-
steroidal anti-inflammatory drugs (NSAIDs) among CKD patients ranges from
8-21%, despite evidence that continued use accelerates the progression of
CKD. We aimed to ascertain the presence of NSAIDs on the prescription
medication lists of Black and Hispanic patients with CKD as compared to
White patients with CKD.
METHODS:Methods: Patients who had a primary care visit at one of our 15
primary care clinics between 4/1/2018- 4/1/2019 were identified from elec-
tronic health record data and screened for inclusion. We included with stage 3-
4 CKD in the preceding two years, defined as two estimated glomerular
filtration rates (eGFR) between 15–59 mL/min/1.73 m2 separated by at least
90 days.We conducted a chart review on a random sample of 100 patients, and
we extracted the presence of NSAID prescriptions by reviewing the list of
medications present at the time of the primary care encounter. We compared
adults identifying as White to those identifying as Black or Hispanic using a
chi-squared test.
RESULTS: Results: Of 100 primary care patients with stage 3-4 CKD, 23%
identified as Black or Hispanic and 77% as White. Overall, 14 had NSAID
prescriptions: 5 were for Black and Hispanic patients (5/18 27%) and 9 were
for White patients (9/69 13%; p-value = NS; a limitation is the small sample
size).
CONCLUSIONS:Conclusions:While the association of NSAID prescription
with race/ethnicity was non-significant, the proportion was higher among
Black and Hispanic patients as compared to Whites. This prescription pattern
raises concern as an additional amplifier of CKD health disparities among
ethnic and racial minorities in the United States.
Further research is needed to elucidate the factors (e.g., provider-patient ethnic/
racial concordance, language barriers, unawareness of patients’CKD, etc.) that
explain this finding in order to lessen the impact of nephrotoxic drugs in the
progression of CKD.

TRANSITIONING TO PRIMARY HPV SCREENING TO DETECT
CERVICAL CANCER: ARE PRIMARY CARE PROVIDERS READY
FOR CHANGE?
Quyen Ngo-Metzger1; Erin E. Hahn1,2; Chunyi Hsu2; Nancy T. Cannizzaro2;
Brian S. Mittman2; Michael K. Gould1; Lanfang Xu5; Devansu Tewari3;
Melissa Hodeib3; Corrine E. Munoz-Plaza2; Patricia Wride3; Ernest Shen2;
Krishnansu
S. Tewari4; Chun R. Chao1,2
1Health Systems Science, Kaiser Foundation Hospitals, Pasadena, CA
2KPSC Research and Evaluation, Pasadena, CA
3Southern California Permanente Medical Group, Pasadena, CA
4Department of Gynecologic Oncology, University of California Irvine, Irvine,
CA
5MedHealth Statistical Consulting, Solon, OH. (Control ID #3706728)

BACKGROUND: US Preventive Services Task Force (USPSTF)
recommends primary HPV screening every 5 years as the optimal way to
screen for cervical cancer in women ages 30-65 years. Many primary care
providers have yet to implement this new guideline. In July 2020 Kaiser
Permanente Southern California (KPSC), a large healthcare system,
implemented primary HPV screening for all eligible members.
METHODS: We conducted an online cross-sectional survey of KPSC
physicians approximately 3 months after physician education via webinar
and system-wide implementation of the new guidelines. Physicians were
surveyed on their preferred way to screen for cervical cancer, with “primary
HPV screening every 5 years” as the main outcome of interest. Physician
characteristics included as covariates were age, gender, race/ethnicity, and
specialty (ob/gyn, family or internal medicine). Bivariate and multivariate
modified Poisson regressions were conducted.
RESULTS:We achieved 24% response rate, N=347 (52% FM, 28% IM, 19%
OB). Physician characteristics included 60% female, 57% aged >40, 33%White,
51% Asian, 10% Hispanic, 6% Black. Only 39% of respondents preferred the
guideline-concordant option, primary HPV screening every 5 years. Physicians
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aged 40 and older were more likely to choose primary HPV screening per
guidelines compared to those under 40 years (Relative Risk Ratio = 1.38, 95%
Confidence Intervals 1.04-1.82). Other physician characteristics were not signif-
icantly associated with guidelines- concordant acceptance.
CONCLUSIONS: Although new cervical cancer screening guidelines were
recommended by USPSTF in 2018 and KPSC implemented them in 2020,
physician acceptance of primary HPV testing every 5 years is still limited.

UNDERSTANDING BARRIERS AND FACILITATORS TO NATU-
RAL DISASTER PREPAREDNESS IN FEDERALLY QUALIFIED
HEALTH CENTERS IN THE US: A MIXED METHODS STUDY
Saria M. Hassan1,3; Myrna del Mar González-Montalvo3; Karla M. Escobar3;
Dabney P. Evans3; Adithya Cattamanchi4; K M Venkat Narayan3,1; Marcella
Nunez-Smith2
1Internal Medicine, Emory University, Atlanta, GA
2General Internal Medicine, Yale University, New Haven, CT
3Emory University School of Public Health, Atlanta, GA
4University of California San Francisco, San Francisco, CA. (Control ID
#3715959)

BACKGROUND: At least 30% of mortality after recent natural disasters was
attributed to uncontrolled non- communicable diseases (NCDs) and dispropor-
tionately affected minority populations. Federally Qualified Health Centers
(FQHCs) serve uninsured and underinsured individuals with a high burden of
NCDs and majority minority population. Our objective was to understand the
preparedness of FQHCs to address the needs of their population in the setting
of a natural disaster by assessing implementation of their emergency prepared-
ness plans (EPP).
METHODS:Using an explanatory mixed methods study design, two FQHCs
in the Caribbean US territories, severely affected by 2017 Hurricanes Irma and
Maria were included as study sites. All documents related to the centers’ EPP
were reviewed using established surveyor instruments. An online survey based
on the EPP was developed and deployed to providers and staff to assess
knowledge level, fidelity to training and communication plan components,
and level of preparedness. In-depth interviews were then conducted virtually to
understand the experiences of providers with different levels of knowledge of
the EPP. Interviews were recorded, transcribed, and analyzed using thematic
content analysis.
RESULTS:Across the two FQHCs, 134 staff/providers completed the survey
(response rate 58%). Of those surveyed, 51.3% were employed at the FQHC at
the time of Hurricanes Irma and Maria; 67.6% had attended an EPP training in
past 12-months; 47% were considered to have high knowledge of the EPP
based on a composite score, yet only 25% felt mostly/completely prepared for
an emergency. Only 26.1% of providers discussed preparedness with patients
with NCDs. Qualitative interviews (n=10) revealed ongoing trauma from the
2017 hurricanes and the importance of addressing mental health as part of
disaster preparedness/response, the importance of more frequent and year-
round drills/exercises for knowledge retention, and the need for disease-
specific information to facilitate discussions with patients on disaster
preparedness.
CONCLUSIONS: This project provides an example of the role of research to
inform disaster preparedness and response for the most vulnerable. Given
climate change, the rising severity of natural disasters, and the inequitable
effects of disasters that worsen existing health disparities, this is a critical
opportunity to merge the disciplines of climate action, disaster resilience, and
health equity.

USEFULNESSOF VOICEASSISTANTS IN PROVIDINGCLINICAL-
LY APPROPRIATE ADVICE REGARDING COLORECTAL CAN-
CER SCREENING
Atul Sinha, Rajmohan Rammohan, Vaishali Mehta, Paul Mustacchia
Internal Medicine, Nassau University Medical Center, East Meadow, NY.
(Control ID #3710997)

BACKGROUND: A voice assistant (VA) is a voice enabled artificial intelli-
gence that allows users to communicate with a device in a conversation-like
manner. As of 2019, 46% of adults in the United States use VAs, mainly on
smartphones. One of the many uses of digital searches is to seek out medical
information, begging the question, are voice assistants providing medically
accurate answers to such questions? Web searches for colorectal cancer
screening have steadily increased over the past 10 years meaning there is
increasing interest in finding information about colorectal cancer by the public.
We did this study to determine if VAs provide clinically appropriate advice
regarding colorectal cancer screening.
METHODS: Four voice assistants: Apple Siri, Amazon Alexa, Google As-
sistant, and Microsoft Cortana were tested. Voice recordings were done for 5
commonly asked questions regarding colorectal cancer screening. The authors
decided if each of the four VAs provided clinically appropriate advice. Fisher
exact testing was done to compare the results of each VA against each other.
RESULTS: We found that clinically appropriate advice was provided 100%
by Apple Siri, 60% by AmazonAlexa, 100% byGoogle Assistant, and 40% of
the time by Microsoft Cortana (Table 1). Google Assistant was the only VA to
show advertisements in its results.
CONCLUSIONS: Both Apple Siri and Google Assistant provided clinically
appropriate advice 100% of the time, however, the top results for Google
Assistant were advertisements for the services and products of private compa-
nies. We understand that the VAs generate income from advertising, however,
we believe it is amoral to show these advertisements prior to providing
meaningful results in this situation. All of the VAs provided accurate advice
about when to start colorectal cancer screening, even including the May 2021
USPSTF recommendation to start screening at age 45. None of the VAs
instructed users to speak to a healthcare provider, which we believe is a vital
aspect to any medically related search result. Most of the VAs performed well
in our study but we believe there is a need for improvement, especially with
how technology is becoming more ingrained in our everyday lives.

UTILIZATION OF MULTIDISCIPLINARY SERVICES IN AN UR-
BAN CORRECTIONS TO COMMUNITY TRANSITIONS CLINIC
Katie Kozacka2,1; Amanda Glickman1; Michael Frank2,1
1Internal Medicine, University of Colorado, Denver, CO
2Internal Medicine, Denver Health, Denver, CO. (Control ID #3715562)

BACKGROUND: People released from prison are at an increased risk of
death, particularly in the first two weeks after release. The Corrections to
Community (CTC) clinic at Denver Health is a multidisciplinary clinic
designed to bridge care gaps for people released from incarceration by provid-
ing social work and professionally-trained peer navigation services. It was
modeled after the national Transitions Clinic Network. Our study seeks to
describe the care model, patients, and utilization of CTC multidisciplinary
services.
METHODS: This is a descriptive, chart review retrospective study using data
from Denver Health electronic health records (EHR) from 07/10/2019 to 05/
27/2021. Individuals were identified using a filter “CTC visit type” with SQL
Server Management Studio to connect to Epic Clarity Data Warehouse where
the EHR data is stored. Time incarcerated, social support, and visit content
were collected via manual chart review. Social work and peer navigation visit
content was categorized. For variables of time incarcerated >/= 10 years, age
>/= 65 years, chronic medical diagnosis, substance use disorder, and mental
health diagnosis, Stata version 13.1 was used to preformWilcoxon Rank Sum
testing for the outcomes of CTC encounters per month and emergency depart-
ment use/hospitalizations (ER/H) per month. This project underwent approval
by the Quality Improvement Review Committee at Denver Health in lieu of
Internal Review Board determination.
RESULTS: There were 157 patients identified for analysis. The average age
was 44.8 years. 21% reported incarceration history of 10 years or more.
78.86% reported social support. 57.69% had a chronic medical problem,
56.41% a mental health diagnosis, and 44.23% a substance use disorder.
Review of social work and peer navigator notes includes the following
services: 47.44% insurance assistance, 24.36% coordination with parole,
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24.36% transportation, 14.19% housing, 22.44% income, 11.54% food,
10.26% identification, 10.26% medications and 15.48% mental health
resources.
CONCLUSIONS: The CTC serves complex patients for which it provides a
bridge from correctional settings to the community. By analyzing social
services rendered, one could anticipate the needs of people being released
from jail or prison. For example, almost 25% of patients seen in clinic needed
help with transportation, which would be an enormous barrier to receiving
medical, social, and mental health resources. This data cast light on interesting
areas for future examination and the need for additional support as the CTC
continues to expand its reach to people released from prison and jail.

VACCINATION STATUS AND SYMPTOM BURDEN FOR
OUTPATIENTS WITH COVID-19 INFECTION
Nikita Deng1; Riannon C. Atwater1; Jennifer L. Proper3; Jared Huling3;
Carolyn Bramante4; Jacinda M. Nicklas2; Katrina M. Hartman5
1School of Medicine, University of Colorado Denver School of Medicine,
Aurora, CO
2General Internal Medicine, University of Colorado School of Medicine,
Aurora, CO
3University of Minnesota School of Public Health, Minneapolis, MN
4University of Minnesota Academic Health Center, Minneapolis, MN
5Internal Medicine, University of Minnesota Medical School Twin Cities,
Minneapolis, MN. (Control ID #3710883)

BACKGROUND: COVID-19 vaccines have lessened the effects of the
ongoing pandemic. Those vaccinated are less likely to be hospitalized than
unvaccinated and, if hospitalized, have better outcomes. The literature is less
developed on the effect of vaccination on disease burden and symptomatology
in outpatient settings. We compared the symptom severity from SARS-CoV-2
infection among unvaccinated with those vaccinated within 6 months. We
hypothesized that vaccinated individuals will have less symptom burden than
unvaccinated.
METHODS: We compared the proportion of COVID-19 symptoms at base-
line from participants enrolled in the COVID-OUT trial, an outpatient treat-
ment trial of SARS-CoV-2 infection. Adults aged 30-85 with a body mass
index >= 25kg/m2 were eligible within 3 days of a positive COVID-19 test;
symptoms not required but must be <7 days if present. 413 patients were
enrolled through September 12, 2021. Of those, only 124 unvaccinated and 68
vaccinated within 6 months of enrollment provided baseline symptom data.
We compared unvaccinated with those vaccinated using Fisher’s Exact tests.
We computed a total symptom score for each participant reflecting symptom
severity and total number of symptoms, assigning numeric values to each grade
of symptom severity (mild, moderate, severe), with more points given for
higher severity.
Treating the total symptom score as continuous, we fit a linear regression
model to assess the association between total symptom score and vaccination
status.
RESULTS: A larger proportion of unvaccinated versus vaccinated reported
chills/shivering (19% vs. 6%; p=0.01), diarrhea in the last 24 h (19% vs. 3%;
p<0.01), feeling hot or feverish (30% vs. 6%; p<0.01), body aches (55% vs.
26%; p<0.01), and nausea (19% vs. 6%; p=0.02). A larger proportion of
vaccinated versus unvaccinated had a stuffy/runny nose (56% vs. 35%;
p<0.01). There was no significant difference in cough, headache, loss of smell
or taste, fatigue, shortness of breath, difficulty breathing, sore throat, or
vomiting between groups.
The mean total symptom score for unvaccinated participants was 13.6 (95%
CI: (12.4, 14.8)), significantly larger than the vaccinated average score of 11.2
(95% CI: (9.5, 12.8)) (p = 0.02).
CONCLUSIONS: There appears to be an association between vaccination
and symptom type and severity from COVID-19. Unvaccinated individuals
reported more systemic symptoms (fever, chills, and diarrhea); Vaccinated
reported more mucosal symptoms (runny nose). This difference could be due
to differing IgG and IgA responses to vaccination and decline over time.
Although vaccination was associated with a significantly lower total symptom
score than those unvaccinated, the small difference may not track with func-
tional outcomes such as return to work.

WEIGHTMANAGEMENT PRESCRIBING IN AN INTERNALMED-
ICINE CLINIC: WHAT HAPPENS WHEN FINANCIAL BARRIERS
ARE REMOVED?
Morgan Lockhart1; Andrew Wolf2; EVELYN SCOTT2; Michael Rodriguez3;
Donna m. White1
1Pharmacy, UVA Health, Charlottesville, VA
2University of Virginia School of Medicine, Charlottesville, VA
3UVA Health, Charlottesville, VA. (Control ID #3709918)

BACKGROUND: Data from the CDC shows the US obesity prevalence was
estimated to be around 42% in 2017-2018 and is expected to continue to rise.
Obesity is linked to a multitude of comorbid conditions, yet medication
assisted treatment of obesity continues to be widely underutilized. A 2016
US study in which 46% of the studied population were eligible for the use of a
weight loss medication; however, only 2% received treatment. Prior studies
show high cost and lack of insurance coverage for weight loss medications
pose major prescribing barriers. At the University of Virginia (UVA) Health
System, low-income patients may qualify for financial assistance to cover up to
100% of prescription costs. The purpose of this study was to evaluate the
prescribing practices of weight loss medications in eligible patients for whom
cost was not a barrier.
METHODS: This study was a retrospective, observational chart review of
patients seen at a large internal medicine clinic at UVA from 1/1/2019 to 6/30/
2021. Patient panels exceed more than 14,000 patients with roughly 15,000 to
22,000 patient visits per fiscal year. Data were collected from the electronic
medical record and a UVA data repository. Approximately 18% of patients
received 100% financial assistance. Patients > 18 years of age with a BMI > 30
kg/m2 who received 100% financial assistance to cover prescription costs were
eligible for inclusion. Patients with a diagnosis of type 2 diabetes, pregnancy,
or preparing for bariatric surgery were excluded. The primary endpoint was the
proportion of obese patients receiving 100% financial assistance who were
prescribed a weight loss medication.
Secondary endpoints included specific class of prescribed weight loss
medications and concomitantly prescribed obesogenic medications.
RESULTS: Three hundred twenty-six patients met eligibility for the study;
68.1% were female. The mean age was 46 years, and the mean BMI was 35.7
kg/m2. Of the 326 patients, 2 patients were prescribed a weight loss medica-
tion, phentermine and bupropion/naltrexone respectively, within the timeframe
by providers at the clinic. In addition, 3 patients were prescribed a weight loss
medication by outside providers. Notably, 54.6% of patients were prescribed
an obesogenic medication. The most commonly prescribed obesogenic
medications were gabapentin (14.1%), hormonal contraceptives (12.6%), and
amitriptyline (6.1%).
CONCLUSIONS: Despite the removal of cost as a barrier, fewer than 1% of
eligible patients were prescribed a weight loss medication. While high cost or
lack of insurance coverage can be barriers to prescribing, weight loss
medications remained markedly under-prescribed to a low-income population,
even when financial barriers were removed. Investigating provider and patient
education and attitudes regarding weight loss and weight loss medications may
provide opportunities for improvement in the treatment of underserved patients
in a large internal medicine clinic.

WHERE IS THE PFT? IMPROVING LUNG FUNCTION TESTING
RATES AMONG ADULTS PRESUMED TO HAVE ASTHMA
Alana J. Freifeld1; Megan Calzia1; Anita Moudgal1; Laura P. Hurley2
1Internal Medicine, University of Colorado, Denver, CO
2Division of General Internal Medicine, Denver Health, Denver, CO. (Control
ID #3712638)

BACKGROUND: National and international guidelines recommend lung
function testing (spirometry and/or pulmonary function tests [PFTs]) in
patients with asthma. Lung function tests increase the diagnostic accuracy of
asthma, reduce inappropriate therapies, and reveal misdiagnosis. Nevertheless,
many patients are diagnosed with asthma and treated accordingly without
undergoing testing. As of October 2020, only 14.4% and 11.7% of Denver
Health’s (DH) Asthma Registry patients had spirometry or PFTs, respectively,
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since the implementation of the electronic health record (EHR) in April 2016.
Among lung function tests ordered, 85% of patients followed through with
testing. We developed a quality improvement project to assess provider-
focused barriers to ordering lung function tests.
METHODS:We administered an eleven-question survey via email to Denver
Health (DH) family and internal medicine providers through RedCap. One
survey question contained an open-ended question which we analyzed quali-
tatively. This study was approved by and conducted in accordance with the DH
quality improvement review committee.
RESULTS: The survey response rate was 59% (117/200). The top three
perceived barriers included distance to the testing site (19% “Major”, 26%
“Moderate”), a belief that testing will not change management (9% “Major”,
23% “Moderate”), and the physical effort it takes for patients to complete
testing (8% “Major”, 22% “Moderate”). Providers were in favor of an EHR
intervention to prompt them to order lung function tests. Only 9% of providers
did not want an intervention. One theme identified in the open-ended question
is that objective testing may not change management. An illustrative quote
included “I do acknowledge the recommendations for asthmatic patients to
complete spirometry, but it just doesn't seem to change management for the
patient effort required to schedule and complete the study.”CONCLUSIONS:
Multiple provider-focused barriers to ordering lung function tests in adult
patients with presumed asthma were identified. Provider misconceptions re-
garding patients’ attendance to lung function testing appointments and the
value of the tests need to be addressed. Moving forward, we will provide
targeted provider education, implement an EHR intervention, and assess for
changes in spirometry and/or PFT ordering after these interventions are carried
out.

WHO DO OUR PATIENTS DEPEND ON AS THEY AGE? AN EX-
PLORATORY STUDY OF OLDER CHINESE AND LATINX PRIMA-
RY CARE PATIENTS
Leah S. Karliner, Jennifer Livaudais-Toman, Celia P. Kaplan
Division of General Internal Medicine, University of California San Francisco
Department of Medicine, San Francisco, CA

BACKGROUND: Until there is a health crisis, the complexity of caregiving
and social support for our aging patients is often invisible to us as primary care
physicians. We examined which characteristics are associated with older
patients being accompanied to their visit, and which support roles are filled
by different types of care partners.
METHODS:We leveraged a database of 1475 ethnically Chinese and Latinx
patients interviewed in English, Chinese or Spanish within one week of a
primary care visit at an academic practice with accessible interpreter services.
For this analysis we included only those patients ≥65 years old. We asked if
anyone was with them when they saw their doctor (‘accompanied’), and
examined the association of being accompanied by patient and visit
characteristics. Using multivariate logistic regression, we modeled the odds
of being accompanied. We further explored who assists them with their health
and care needs.
RESULTS: Among the 906 patients ≥ age 65, 391(43%) were accompanied.
In multivariate analysis, speaking English ‘not at all’ vs. ‘very well’ (OR 3.5;
95% CI 1.3-9.7), older age ≥75 vs. 65-74 (OR 2.7; 95% CI 2.0-3.7), and each
additional comorbidity (OR 1.10; 95% CI 1.01-1.19) were associated with

being accompanied. Speaking English ‘not well’ or ‘well’ was not associated.
Among those who were accompanied, adult children most commonly took on
each of the caregiver activities, followed by spouse/partners. (Figure)
CONCLUSIONS: Regardless of language, older more medically complex
patients were most likely to have a caregiver accompany them to their primary
care visit. Only those with the least English proficiency were more likely to
have a caregiver with them in this practice with good access to professional
interpreters. Adult children appear to be taking on the majority of caregiving
roles at home and interfacing with the health system. Physicians and medical
systems should explore ways to identify patients’ care partners earlier in care,
understand their roles and patient preferences for future involvement in their
care, and connect family caregivers to resources and support for their own
health and wellbeing.

Scientific Abstract - Hospital-Based Medicine

ADULTS WITH SPECIAL HEALTH CARE NEEDS HAVE LONGER
LENGTH OF STAY WHEN ADMITTED FOR CAP AND UTI
Lolia Abibo1; Lauren McIntosh1; Joseph Menigo1; trisha e. jethwa2
1Internal Medicine and Pediatrics, Medical College of Wisconsin, Milwaukee,
WI
2Internal Medicine, Medical College of Wisconsin, Milwaukee, WI. (Control
ID #3709340)

BACKGROUND: The rate of young adults with complex medical needs and
chronic illnesses hospitalized at children’s hospitals is increasing faster than
any other age group of pediatric patients. There have been multiple studies
showing the impact of young adult and adult aged patients as they are admitted
to a pediatric hospital, however little has been studied in regards to these
complex patients and their impact on resource utilization to adult hospitals.
The purpose of this study is to establish the basis for further research aimed at
adults with special health care needs (ASHCN) admitted to adult hospitals. We
will be comparing the length of stay of ASHCNwith non-ASHCN admitted to
adult hospitals with community acquired pneumonia (CAP) and urinary tract
infections (UTI).
METHODS: For the purpose of this study we definedASHCNas adults under
the age of 40with autism spectrum disorder, cerebral palsy, and developmental
delay. Non- ASCHN are defined as all other adults under the age of 40. Data
from the national inpatient sample (NIS) database for year 2016 was utilized
for the study. IRB approval was not required. The statistical department of the
Medical College of Wisconsin assisted the primary researchers in extracting
relevant data, and performing relevant statistical analysis.
RESULTS: Results of the study are summarized in the table below.
CONCLUSIONS: This study confirms our hypothesis that length of stay is
higher for ASHCN compared with non- ASHCN when admitted to adult
hospitals for CAP and UTI. Although contributing factors are numerous,
establishing the validity of this problem is necessary to finding solutions. Of
note, national guidelines exist to help foster a smooth transition between
pediatric and adult health care and many institutions have focused on creating
a multidisciplinary model that assists with this vulnerable time. These teams
have sought to break down many of the specific barriers expressed by young
adults and families of adults with complex needs, but have allocated resources
to transition primarily within the outpatient setting. Little has been studied on
best practices of inpatient treatment and guidelines when adults with complex
medical needs are admitted to adult hospitals and how best to prepare patients
and their families as they transition from inpatient pediatric care. By studying
healthcare utilization trends of adults with complex medical needs, we will be
able to identify opportunities for quality improvement within our health system
and areas for education in order to better serve this patient population.

APPLICATION OF A NEW SCORING SYSTEM TO IMPROVE TRI-
AGE IN PATIENTS PRESENTING WITH UPPER AND LOWER
GASTROINTESTINAL BLEEDING: A RETROSPECTIVE STUDY
USING THE ABC SCORE
Megan C. Buckley, Alisha Menon, Peter Bhandari, Priyanka Sharma
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Internal Medicine, Lenox Hill Hospital, New York, NY. (Control ID
#3715981)

BACKGROUND: Gastrointestinal bleeding (GIB) is one of the most com-
mon reasons patients are admitted to the internal medicine service at our
academic community hospital in New York City. First published in 2020,
the ABC score has been found to better predict mortality in acute upper and
lower gastrointestinal bleeding than other scoring calculators used to stratify
patient risk. The ABC score awards points in three categories 1. Age of patient,
2. Blood tests upon admission (urea, albumin, creatinine), 3. Comorbidities
based on the American Society of Anesthesiologists (ASA) score. A score of
less than or equal to 3 constitutes low risk, 4-7medium risk, and greater than or
equal to 8 identifies patients who are high risk.
METHODS: We performed a retrospective chart review that examined the
clinical course of patients admitted to the hospital due to concern for GIB.
Patients were identified by ICD-10 codes, and ABC score was calculated for
each patient at time of admission. Additional variables were collected such as
patient demographics, vital signs upon admission, initial bloodwork, if blood
transfusions were required, level of triage, and the ultimate intervention the
patient received to treat GIB. The primary endpoints of this study were
disposition and if a patient warranted endoscopic, surgical, or interventional
radiology-guided treatment for GIB.
RESULTS: We examined 76 patients total, 40 (52.6%) were male and 36
(47.3%) female. The most common presenting symptoms were melena,
followed by hematochezia, syncope, and hematemesis. More than half of
patients included, 46 (61.3%) required a blood transfusion. Regarding dispo-
sition, 42 (55.2%) were admitted to the regional medical floor, 24 (31.5%) to
telemetry, and 9 (11.8%) to the ICU. In terms of ABC score, 29 (38.2%)
patients were characterized as low risk, 37 (48.7%) as medium risk, and 10
(13.2%) as high risk. Once admitted, over 90% of patients included in this
study underwent endoscopic evaluation, and yet, less than 20 required hemo-
static treatment.
CONCLUSIONS: The ABC score is a new risk-stratification tool that com-
pared to other scoring systems most reliably detects which patients with GIB
are at greatest risk of bleeding. Our data suggests the ABC score is an under-
utilized scoring system that can help determine which patients should be
admitted to the hospital or prioritized for an EGD or colonoscopy. These
results indicate that all patients in the hospital with GIB should have an initial
ABC score calculated given the important prognostication it provides.

A RESIDENT-LED APPROACH TO IMPROVING PATIENT COM-
MUNICATION AT HOSPITAL DISCHARGE
Sima L. Sharara1; Rohini Chakravarthy1; Najlla Nassery2; Stephen Berry3;
Sara Keller3
1Internal Medicine, Johns Hopkins Medicine, Baltimore, MD
2General Internal Medicine, Johns Hopkins Medicine, Baltimore, MD
3Division of Infectious Diseases, Johns Hopkins Medicine, Baltimore, MD.
(Control ID #3715410)

BACKGROUND: Effective communication with patients and their care
partners at hospital discharge is critical for safe transitions of care. High-
quality discharge communication can lead to increased patient satisfaction
and adherence with medication recommendations. Despite this, a standardized
method for comprehensive and effective patient-centered discharge is often
lacking and studies have shown that medical residents underperform in
addressing key elements of the discharge conversation.
METHODS: A cross-sectional survey of internal medicine residents was
completed betweenOctober-December 2021 at a large, urban tertiary academic
medical center. Residents were asked to describe their experiences and
practices educating patients about new medications and side effects prior to
hospital discharge, and communicating return precautions.
RESULTS: Of 148 internal medicine residents, 108 (72.9%) completed the
survey. All of the residents surveyed felt dissatisfied with current discharge
communication. Most participants (60%) reported that effective discharge
education was occurring for less than half of all discharges. Only 26% of
participants routinely discussed new medications and side effects with patients

at discharge. Less than 40% of respondents employed the teach-back method
when discussing new medications with patients at discharge. Of those sur-
veyed, 49% of residents included return precautions in the discharge
instructions. The main barriers identified for effective discharge communica-
tion included time constraints and competing clinical priorities (Rank 1),
diffusion of responsibility/unclear task delegation (Rank 2), team turnover
and lack of familiarity with the patient (Rank 3). Participants were not able
to clearly identify a time within the existing rounding and educational structure
to integrate discharge education. One potential solution to increase time
dedicated to patient education was better utilization of interprofessional
colleagues to complete non-medical tasks. Forty-three unique administrative
tasks were identified such as completing MRI screening forms and arranging/
ensuring timely transportation across the hospital.
CONCLUSIONS: This study describes resident perceptions of patient dis-
charge education and contributing factors at a large academic medical center.
These results suggest a need to establish clear roles and designate time for
discharge education in the clinical team structure. Furthermore, reducing
competing priorities in residents’ tasks allows more time for discharge
education.

A RISK PREDICTION MODEL TO IMPROVE EFFICIENCY OF
PNEUMOCOCCAL URINARY ANTIGEN TESTING IN PATIENTS
WITH COMMUNITY-ACQUIRED PNEUMONIA
Priscilla Kim1; Michael B. Rothberg2; Amy S. Nowacki3; Pei-Chun Yu; David
Gugliotti; Abhishek Deshpande2
1Education, Cleveland Clinic Lerner College of Medicine of Case Western
Reserve University, Cleveland, OH
2Internal Medicine, Cleveland Clinic, Cleveland, OH
3Cleveland Clinic Department of Quantitative Health Sciences, Cleveland,
OH. (Control ID #3707506)

BACKGROUND: Pneumococcal urinary antigen testing (pUAT) allows for
early targeted treatment and improved antimicrobial stewardship. It is unclear,
however, which patients should be tested, as prevalence of positive pUAT
ranges from 4 to 15%. Current guidelines recommend testing only patients
with severe community-acquired pneumonia (CAP), but the efficiency of this
strategy is unknown. Our objective was to create a prediction model for pUAT
positivity in adults hospitalized with CAP and compare it to guideline
recommended testing.
METHODS: We conducted a retrospective cohort study of adults (aged >18
years) admitted with CAP to 177 U.S. hospitals in the Premier Healthcare
Database from 2010-2015 and who were tested with pUAT. The outcome was
a positive test. Potential predictors included demographics, comorbidities,
clinical findings, and markers of disease severity, based on discharge Interna-
tional Classification of Diseases, Ninth Revision diagnosis codes.
Vasopressors, invasive mechanical ventilation, or ICU admission in the first
two days of hospitalization were used to identify severe CAP.We tried several
variable selection methods and chose the model that represented the best trade-
off between number of variables and predictive power. Results ofmultivariable
logistic regression with backward elimination are presented. We compared
efficiency of our model to testing only patients with severe CAP, using the
positivity rate for severe CAP as our model threshold.
RESULTS: Of 198,130 patients admitted with CAP, 27,970 (14.1%) under-
went pUAT; 1962 (7.0%) tested positive. On multivariable analysis (odds ratio
[95% confidence interval]), predictors of a positive test included female sex
(1.22 [1.11-1.34]), drug abuse (1.58 [1.32-1.91]), smoking (1.36 [1.23-1.52]),
severe CAP (1.30 [1.15-1.47]), hyponatremia (1.43 [1.27-1.61]), cardiovascu-
lar organ failure (1.50 [1.29-1.74]), renal failure (1.34 [1.21-1.49]), and pneu-
mococcal infection in the past year (6.02 [3.98-9.13]). Negative predictors
included IV antibiotic use in the past year (0.67 [0.56- 0.82]), obesity (0.68
[0.59-0.78]), congestive heart failure (0.68 [0.60-0.76]), and hypertension
(0.79 [0.71-0.87]). Our model had a C-statistic of 0.63 and excellent calibra-
tion. Patients with severe CAP were more likely to test positive than those
without (9.2% vs. 6.4%, p<0.001), and patients who would have been tested
using our model at a threshold of predicted risk of 9.2%weremore likely to test
positive than those with severe CAP (13.2% vs. 9.2%, p<0.001). Compared to
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testing only patients with severe CAP, our model would have detected 17%
more cases with 18% fewer tests.
CONCLUSIONS:Readily available data can be used to identify patients most
likely to have a positive pUAT. Our model can improve test efficiency by
enabling physicians to incorporate predictors into ordering decisions.

ASSESSING POINT-OF-CARE ULTRASOUND (POCUS) IMPACTS
ON PAIN, PATIENT SATISFACTION, & OUTCOMES IN THE HOS-
PITAL SETTING
Danny Luan, Evan Balmuth, Tanping Wong, David A. Scales
Hospital Medicine, Weill Cornell Medicine, New York, NY. (Control ID
#3715353)

BACKGROUND:Beyond its diagnostic utility, therapeutic (i.e. placebo-like)
effects of POCUS in the inpatient setting have been anecdotally observed yet
poorly characterized. Studies of placebo effects among inpatients are lacking,
though outpatient studies suggest that they are mediated by factors including
provider communication, therapeutic touch, and use of sophisticated
instruments. This study seeks to characterize the patient-, provider-, and
environment- specific factors during POCUS that maximize patient wellbeing
and satisfaction. We hypothesize that POCUS performed in a calm environ-
ment when the patient is amenable to treatment (i.e. therapeutic mindset) and
the provider is perceived as empathetic and competent will constitute “thera-
peutic POCUS” that is optimized for therapeutic benefits.
METHODS: We conducted a prospective mixed-methods cohort study at an
academic hospital, recruiting adults admitted for chest pain (CP) and/or short-
ness of breath (SOB)whowere likely to receive POCUS as part of routine care.
Trained observers recorded field notes during POCUS, then collected survey
data assessing patient satisfaction, symptom severity, and emotional state using
Likert-style and open-response questions. Quantitative data were analyzed
using descriptive statistics with R software. Qualitative data were analyzed
independently by two researchers with NVivo software.
RESULTS:We obtained complete initial data for 27 of 30 patients; mean age
was 65 (SD 14), 9 (33%) had CP, 10 (37%) had SOB, and 8 (30%) had both
CP+SOB, and mean chief complaint severity was 2.7 (SD 1.5) on a 1-5 Likert
scale. Questions about empathy and anxiety both encountered ceiling effects
with little variation at the top of the Likert scale for both topics (mean scores in
the mid-6 range on a 1-7 Likert scale for questions measuring empathy and in
the mid-3 range on a 1-4 Likert scale for questions measuring positive emo-
tional state), while the mean score for “worried” was 2.3 (SD 1.2). Qualitative
analysis revealed therapeutic effects characterized by patient satisfaction and
emotional wellbeing. Three recurring themes contributing to “therapeutic
POCUS” emerged: patient-provider communication, environment tranquility,
and patient therapeutic mindset. Analyses of follow-up data are forthcoming to
quantify impacts of “therapeutic POCUS” on outcomes.
CONCLUSIONS: Preliminary qualitative analyses show that “therapeutic
POCUS” is mediated by the extent of patient-provider communication, tran-
quility of the environment, and the patient’s therapeutic mindset; together,
these conditions are associated with patient satisfaction and emotional
wellbeing. With further characterization across patient populations, “therapeu-
tic POCUS” can be leveraged to optimize the inpatient experience and reliably
elicit therapeutic placebo-like effects.

ASSESSMENT OF INPATIENTS’ FAMILY TECHNOLOGY OWN-
ERSHIP, USAGE, AND AVAILABILITY OF ASSISTANCE WITH
TELEHEALTH TECHNOLOGY
Susan L. Feldt1; VineetM. Arora2; Nicole Kappel2; David O.Meltzer2; Valerie
G. Press2
1Pritzker School of Medicine, University of Chicago Pritzker School of Med-
icine, Chicago, IL
2Medicine, University of Chicago, Chicago, IL. (Control ID #3708700)

BACKGROUND: As COVID-19 shifted healthcare delivery online, family
assistance in accessing care using technology was highlighted, particularly in
vaccine appointments and telehealth. While previous literature has

characterized factors associated with patients’ technology ownership and use,
the role of families in assisting with technology access and use is less
characterized.
METHODS: This is a cross-sectional observational sub-study of a larger
study of adult general medicine inpatients at the University of Chicago be-
tween 5/2019-8/2021. Patient reported family technology access, use, and
assistance were evaluated. Multivariable logistic regressions were conducted
to evaluate for association(s) with patient demographics, education level, and
health literacy. Health literacy was measured using the Brief Health Literacy
Screening Tool. STATA 15.1 was used for analysis, and significance was
measured at p<0.05.
RESULTS:Of 383 participants, the median age was 57 years, 65% (248/383)
were Black, and 53% (204/383) were female. A third were college graduates
(32%, 123/383) and had low health literacy (34%, 130/383). Most participants
reported that their families owned technology devices (88%, 336/383) and
regularly used the internet (once or more per day; 72%, 274/383). Cell phones
were the most commonly reported way that their families accessed the internet,
with 29% (108/369) mostly using a cell phone, and 10% (38/369) using a cell
phone and another device equally. 22% (84/383) of participants reported using
the internet at a family or friend’s house. In the multivariable logistic regres-
sion, family technology ownership was negatively correlated with increasing
age (p=0.04) and self-identifying as Black (p=0.03). Increasing age (p <0.001)
and low health literacy (p= 0.03) had a negative association with family daily
internet use. Most participants (89%; 233/263) reported having a family
member or caretaker who could help them use technology to access telehealth.
Increasing age (p= 0.01) and low health literacy (p= 0.03) were negatively
associated with having family assistance, while female gender had a positive
correlation (p= 0.04).
CONCLUSIONS: Although family ownership and usage of technology
devices are generally high, family ownership was reported less often among
older and Black participants. Lower usage was also reported among those with
lower health literacy. While most do have someone to help with telehealth
technology, this was less common in older patients and those with low health
literacy. Considering the importance of family technology use and assistance in
ensuring healthcare, leveraging family networks to access technology-based
care can help bridge the technology divide for patients.

ASSOCIATION BETWEEN COVID-19 AND DELIRIUM DEVELOP-
MENT IN ACUTE CARE UNITS AT AN ACADEMIC MEDICAL
CENTER
Yilu Dong1; Annie C. Penlesky1; Thomas Heinrich2; Liliana E. Pezzin1
1Collaborative for Healthcare Delivery Science, Medical College of
Wisconsin, Milwaukee, WI
2Psychiatry, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3716024)

BACKGROUND: In studies of COVID-19 patients, delirium is associated
with functional impairments, increased length of stay (LOS), and mortality,
though the condition is often under-detected. To date, no research has exam-
ined the impact of COVID-19 on the likelihood of developing delirium while
hospitalized. Using a validated delirium screening tool, we examined 1) the
association between COVID-19 diagnosis and incidence of delirium among
patients admitted to acute care units at a large, urban academic hospital, and 2)
factors associated with the incidence of delirium among patients admitted with
COVID-19.
METHODS: The study population consists of all adult patients admitted to
acute care units at Froedtert & the Medical College of Wisconsin from
July 2020 to February 2021. Patients were excluded if they had delirium at
admission, were admitted from an ICU, or had history of a psychiatric diag-
nosis. Delirium was assessed using Nursing Delirium Screening Scale
(NuDESC). Screening occurred every 8 hours; patients scoring ≥ 2 were
considered delirious. COVID- positivity was assessed via Polymerase Chain
Reaction (PCR) test prior to admission or after admission but prior to delirium
onset. A multivariate logistic regression was used to estimate the association
between COVID-19 status and odds of developing delirium during the hospital
stay, adjusting for demographics, financial vulnerability (uninsured or Medic-
aid enrollees), comorbidities, and time fixed effects.
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RESULTS: 20,509 patients were included. The mean age was 55.6
(SD=19.7), with 9,768 (47.6%) >60. 11,553 (56.3%) were female. 4,351
(21.2%) were considered financially vulnerable. 374 patients (1.8%) tested
positive for COVID-19. 2,278 patients (11.1%) developed delirium. Of
COVID-positive patients, the incidence rate of developing delirium rose to
18.2%.On average, COVID-positive patients had 62% higher relative risk (OR
1.62, 95%CI 1.24-2.14, p=.001) of developing delirium than COVID-negative
patients. This result persisted in sensitivity analyses where we also controlled
for patients’ LOS. Development of delirium was associated with male sex (OR
1.30, 95%CI 1.18-1.42, p=.000), Black race (OR 1.62, 95%CI 1.18-1.42,
p=.000), Hispanic ethnicity (OR 1.33, 95%CI 1.05-1.69, p=.017), financial
vulnerability (OR 1.63, 95%CI 1.42-1.89, p=.000), and age >40. Among
COVID-positive patients, development of delirium was associated with male
sex (OR 2.39, 95%CI 1.41-4.06, p=.000), and age >60. We found no evidence
that the presence of specific COVID-19 symptom(s) increased the odds of
developing delirium compared to asymptomatic COVID-19-positive patients.
CONCLUSIONS: Patients with COVID-19 were significantly more likely to
develop delirium during their hospital stay than their COVID-19 negative
counterparts, even after controlling for confounding. Among COVID-19 pos-
itive patients, patients >60 are especially vulnerable. Providers should
proactively assess delirium among COVID-19 patients, with a particular focus
on the elderly.

ASSOCIATION OF PERCEPTION OF ORGANIZATIONAL LEAD-
ERSHIP TO PHYSICIAN AND NURSE BURNOUT: A MIXED
METHODS STUDY
Matthew Shneyderman1; Jacqueline O'Toole2; Suzanne Brockman2; Michelle
Eakin3
1Krieger School of Arts and Sciences, Johns Hopkins University, Baltimore,
MD
2Johns Hopkins Medicine, Baltimore, MD
3Medicine, Johns Hopkins University, Baltimore, MD. (Control ID #3713526)

BACKGROUND: Physicians and nurses experience high levels of burnout.
Perception of organizational priorities may be a contributor to burnout when
they differ from priorities of healthcare workers. Future interventions targeting
inclusive priorities focused on employee satisfaction as well as patient satis-
faction maymitigate some drivers of burnout. Our objective was to explore the
perception of organizational leadership and its relation to physician and nurse-
reported burnout at a large academic medical center.
METHODS: A total of 724 physicians and 971 nurses were invited to
complete a survey that included questions on participant characteristics,
MINI-z burnout screener items, questions about personal alignment with
values of leadership, and free text response questions about causes of burnout.
Free-text responses were coded using thematic analysis. A multiple linear
regression model was conducted with the single-item burnout score as the
outcome and the predictor using 5-point Likert scale being: “My professional
values are well aligned with those of my department leaders.” Covariates
included profession (physician/nurse), gender (male/female), and age range.
Quotes associated with clinician and leadership alignment of values were
selected to enhance quantitative survey results.
RESULTS: The prevalence of burnout was 43% in physicians and 43% in
nurses. Overall, 66% of physicians and 63% of nurses agreed that their
professional values are well aligned with those of their department leaders.
Participants who reported a greater degree of burnout had less alignment of
professional values with leaders (b=-0.33, 95%CI=-0.37 to 0.29, p<0.01), after
accounting for covariates. Qualitative analysis elucidated these findings, as a
physician quote reveals that “…the ability to see additional or urgent patients is
very limited and the SOM has acknowledged this but basically said they do not
care. This attitude by the SOM undermines our efforts.” The same was seen
with nurses: “the hospital & administration only care about patient/family
satisfaction. that's all we hear about all day every day. no one cares about us
as individuals b/c everyone knows we're all replaceable...” Other qualitative
analysis uncovered themes such as “Emphasis on productivity and financial,”
“feeling unheard,” and “leadership valuing work.” CONCLUSIONS: Given
that burnout among physicians and nurses may be mediated by improving

cohesion of organizational leadership, future interventions that work to better
align the clinical values of leadership and physicians/nurses, or interventions
that improve employee engagement may be viable.

ASSOCIATION OF SOCIAL RISKS WITH HOSPITAL OUTCOMES
IN HOSPITALIZED PATIENTS WITH DIABETES MELLITUS:
ANALYSIS FROM NATIONWIDE INPATIENT DATABASE
Sanjay Bhandari1; Aprill Z. Dawson1; Rebekah J. Walker2; Joni S. Williams3;
Rabia Amjad2; Leonard E. Egede4
1Internal Medicine, Medical College of Wisconsin, Milwaukee, WI
2Medicine, Medical College of Wisconsin, Milwaukee, WI
3Medicine, Medical College of Wisconsin, Milwaukee, WI
4Medicine, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3716092)

BACKGROUND: Social risks are associated with various adverse outcomes
in patients with diabetes mellitus (DM). We sought to evaluate the association
of social risks captured in administrative data with hospital outcomes among
patients with DM.
METHODS: A retrospective analysis of inpatient hospitalizations among
adults aged ≥ 18 years with DM was performed using 2010-2016 Nationwide
Inpatient Sample (NIS) data. Social risks were identified through ICD-9 and
ICD-10/Z-codes codes. Unadjusted linear regression models were performed
for length of stay (LOS) and total hospital charges. The models were then first
adjusted for individual-level factors (age, sex, gender, insurance, income,
comorbidity), then additionally for, admission type, hospital characteristics
(region and teaching status) and year.
Adjusted means were calculated following regression models to present results
in days and dollars. All analysis were performed using SAS 9.4. P<0.05 was
considered statistically significant.
RESULTS: There were a total of 2.9 million hospitalizations among adult
patients with DM in 2010-2016. Mean LOS (days) was significantly higher in
patients with 1 social risk (4.87, 95% CI 4.46-5.32, p=0.01) and numerically
higher in those with 2+ social risks (4.89, 95% CI 4.46-5.32, p=0.31) com-
pared to patients with 0 social risk (4.66, 95%CI 4.62- 4.70). After adjustment
for individual-level factors, LOS was higher in both patients with 1 social risk
(4.94, 95% 4.80- 5.09, p<0.0001) and 2+ social risks (5.08, 95%CI 4.60-5.55,
p=0.05) compared to patients with 0 social risk (4.60, 95%CI 4.55-4.66). After
full adjustment, LOS was significantly higher in patients with 1 social risk
(5.36, 95% CI 5.15-5.58, p<0.0001) and also higher in patients with 2+ social
risks without reaching statistically significance (5.48, 95% CI 4.98- 5.99,
p=0.07) compared to patients with 0 social risk (5.04, 95% CI 4.88-5.21). In
unadjusted analysis, mean total hospital charges were lower patients with 1
social risk ($31,885, 95% CI 30,706-$33,063, p<0.0001) and 2+ social risks
($28,211, 95% CI 25,247-$31,174, p<0.0001) compared to the patients with 0
social risk ($35,195, 95% CI 34,635- 35,755). In both partial and full adjusted
analysis, patients with 1 and 2+ social risks incurred lesser total hospital
charges compared to patients with 0 social risk.
CONCLUSIONS: While patients with DM with a higher number of social
risks had longer LOS, they had lower total mean hospital charges compared to
those with no social risks. On average, patients with 1 and 2+ social risks
stayed in the hospital 0.21 and 0.22 days longer and incurred $3,310 and
$6,984 lesser in total hospital charges compared to patients with 0 social risk,
respectively. The reporting of social risks through ICD-codes can be helpful in
comparing and assessing the impact of social risks burden of DM on hospital
outcomes.

ASSOCIATIONS BETWEEN STIGMATIZING LANGUAGE, PA-
TIENT DEMOGRAPHICS AND ERRORS IN THE DIAGNOSTIC
PROCESS
Katherine C. Brooks, David Chia, Abhishek Karwa
Hospital Medicine, University of California San Francisco, San Francisco, CA.
(Control ID #3705582)
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BACKGROUND: Clinicians may utilize stigmatizing language in medical
documentation, which subsequently creates potential for negative biases. Stud-
ies show that use of stigmatizing language may detrimentally impact clinical
care and patient outcomes. In this study, we aim to investigate associations
between stigmatizing language and errors in the diagnostic process for hospi-
talized patients.
METHODS: Through a national network of 30 academic medical centers
(UPSIDE), we conducted a retrospective chart review of 2,292 patients who
died or were transferred to the intensive care unit within 48 hours of admission.
Two reviewers used a structured, standardized adjudication tool to assess each
case for the presence of diagnostic errors classified by process errors and
stigmatizing language. Stigmatizing language was defined as containing one
of the following features: questioning of patient credibility, racial or social
class stereotyping, expressions of disapproval towards patients, descriptions of
difficult patients. Associations between stigmatizing language and presence of
diagnostic error, demographic variables, clinical history and process errors in
the diagnostic process were analyzed using logistic regression.
RESULTS: Overall, diagnostic errors were identified in 5.7% of cases and
stigmatizing language was present 4.2% of cases. Prevalence of stigmatizing
language was higher among patients with diagnostic errors (7.8%) than in
those without diagnostic errors (4.7%, p<0.01). Stigmatizing language was
found more commonly among Black (9.4%) and Asian (6.1%) patients than in
white patients (4.1%, p<0.01). Stigmatizing language was also found more
often among patients with housing instability (21.5% vs. 4.9%, p<0.01) and
substance use disorder co-morbidities (11.8% vs. 4.3%, p<0.01). There was no
difference in presence of stigmatizing language for gender, ethnicity or primary
language. We also found a significant associations between the presence of
stigmatizing language and multiple process errors. Stigmatizing language was
more likely to occur in cases with errors in history taking (OR 1.9, CI 1.3-2.8),
physical exam (OR 2.0, CI 1.3-3.1), assessment (OR 1.7, CI 1.1-2.5), com-
munication within healthcare team (OR 5.0, CI 2.3-10), patient monitoring
(OR 2.2, CI 1.5-3.4) and teamwork (OR 2.4, CI 1.3-4.3).
CONCLUSIONS: Our study is the first to our knowledge to examine
associations between presence of stigmatizing language in medical documen-
tation and errors in the diagnostic process. Stigmatizing language was more
common among cases with identified diagnostic errors as well as among Black
patients, patients with housing instability and substance use disorders.
Limitations include the wide variation across clinical sites in the detection of
stigmatizing language.

AUTOMATED METHODS INDICATE DISPARITIES BY SPECIAL-
TY IN TIME TO FOLLOW-UP FOR CANCER SCREENING TESTS
WITHIN ONE HEALTH SYSTEM
John L. Kilgallon1; AdamWright2; Francine Maloney3; Angela Ai4; Stuart R.
Lipsitz1; Gianna Zuccotti5; Lipika Samal6,5
1General Internal Medicine, Brigham and Women's Hospital, Jamaica Plain,
MA
2Department of Biomedical Informatics, Vanderbilt University Medical Cen-
ter, Nashville, TN
3Ariadne Labs, Brigham and Women's Hospital, Boston, MA
4Department of Internal Medicine, UCLA Medical Center Olive View,
Sylmar, CA
5Harvard Medical School, Boston, MA; 6Division of General Internal Medi-
cine, Brigham and Women's Hospital, Boston, MA. (Control ID #3689486)

BACKGROUND: Hospitals and healthcare systems have the opportunity to
improve public health by increasing the speed of evidence-based preventive
cancer screening. Current literature has focused on socioeconomic and demo-
graphic disparities as the cause of delays, but little attention has been paid to
system-level characteristics that may be associated with poor outcomes. This
study seeks to examine our system in order to determine whether follow-up
varies by sociodemographic characteristics and/or clinical specialty.
METHODS:A retrospective, observational study was conducted to assess the
time to follow-up for each abnormal cancer screening test result at Brigham
andWomen’s Hospital, a tertiary academic medical center. Time to follow-up
was evaluated using cumulative distribution function curves formammograms,

Pap smears, and prostate-specific antigen (PSA) tests. We then analyzed
differences in time to follow-up between sociodemographic groups and clinical
specialties using Cox regression analyses.
RESULTS: Over 110,000 total cancer screening tests were identified (41,977
mammograms, 43,680 pap smears, and 15,138 PSA tests), including 4,378
abnormal mammograms, 1,066 abnormal pap smears, and 1,114 abnormal
PSA tests. Mammograms were followed-up at the fastest speed, followed by
PSA tests, then Pap smears. Mammograms ordered by OB/GYNs (HR=1.154,
p<0.001) or Hematology/Oncology (HR=1.400, p<0.001) were followed-up
faster than those ordered by General Internal Medicine. Conversely, Pap
smears ordered by OB/GYN were followed up slower compared to General
Internal Medicine (HR=0.685, p=0.001). PSA test orders by Hematology/
Oncology were followed-up at twice the speed of tests ordered by General
Internal Medicine (HR=2.213, p=0.003); tests ordered by other specialties
were followed-up at half the speed of General Internal Medicine (HR=0.465,
p<0.001).
CONCLUSIONS: This study provides a proof of concept for the implemen-
tation of automated methods to help hospital systems monitor cancer screening
test follow-up. The disparities in time to follow-up for cancer screening tests
within one health system indicate that best practices are not employed uni-
formly. Health IT methods may be a viable option to help bridge this gap.

BUILDING INTERDISCIPLINARY COLLABORATION AMONG
PROVIDERS HELPING SERIOUSLY ILL PATIENTS PREPARE
FOR SURGERY
Karleen Giannitrapani6,1; Matthew McCaa6; Marzena Sasnal2,6; Arden Mor-
ris2; Rebecca Aslakson3; Scott T. Shreve4,5; lorenz Karl6,1
1Division of Primary Care and Population Health, Stanford Medicine,
Stanford, CA
2Surgery, Stanford University School of Medicine, Stanford, CA
3Medicine, Stanford University, Stanford, CA
4Palliative and Hospice Care, US Department of Veterans Affairs,
Washington, DC
5Penn State College of Medicine, Hershey, PA
6Center for Innovation to Implementation (Ci2i), VA Palo Alto Health Care
System, Palo Alto, CA. (Control ID #3710321)

BACKGROUND: Palliative care (PC) interventions improve quality
outcomes for surgical patients, yet they are underutilized in the perioperative
period. We aimed to identify factors that influence developing collaborative
relationships between PC and surgeons that would hold salience across diverse
contexts.
METHODS: TheQuality Improvement Resource Center for Palliative Care in
partnership with the National Surgery Office, purposively sampled 5 Veterans
Health Administration sites with high volume of consults to palliative care
among surgical decedents, and 5 with low volume. We conducted in-depth
semi-structured interviews with Palliative Care teams (Aug 2020) and
Surgeons (October 2021). 20 interdisciplinary PC providers (12 physicians, 4
nurse practitioners, 3 social workers, and 1 psychologist) and 12 surgeons at 10
geographically distributed VHA sites participated. Our analytic approach
relied on thematic analysis with a dual review (inter-rater reliability of 0.85)
and was sequential, PC first followed by surgeon interviews.
RESULTS: Palliative Care team respondents defined successful work
relationships between PC and surgeons as having the following features: (1)
Mutual trust; (2) Mutual respect; (3) Perceived usefulness; (4) Shared clinical
objectives; (5) Effective communication; and (6) Organizational capacity.
These features were stable across respondents from both high and low consult
volume sites. Surgeons additionally raised the need of “reliable” and “time
sensitive” access to PCs providers and their skill set. Trust was threatened in
cases of insufficient communication and untimely access. To develop collab-
orative relationships between PC and surgical teams in the perioperative
period, PCs recommended: (1) Being present, available, and responsive; (2)
Understanding roles; (3) Establishing communication; (4) Recognizing an
intermediary and connecting role of supporting staff; (5) Working as a team;
and (6) Building on previous experiences. Surgeons added the need to change
surgical culture to be open to collaborating with PC; the also raised the
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challenge that sometimes “one positive or negative interaction” or patient
experience could change surgeon willingness to work with PC generally.
CONCLUSIONS: Collaborative interdisciplinary relationships between
surgeons and PC center on mutual trust and respect, inclusive practices,
knowledge about roles and responsibilities, effective communication, and
require organizational support. Our results on features of collaborative
relationships between PC and Surgeons as well as how to develop them, align
with role, team, and organizational theories on how to build highly functioning
healthcare teams. This work on the attributes of collaborative relationships is
preparatory to intervention development to improve care for seriously ill
patients in the peri-operative period.

CHARACTERISTICS AND CLINICAL OUTCOMES OF TYPE 1
VERSUS TYPE 2 MYOCARDIAL INFARCTION IN PATIENTS
WITH HEART FAILURE
Mohannad Al-Khateeb1; Mohammad Aldiabat2; Mubarak H. Yusuf3; Hisham
Laswi6; Ali Horoub4; Yazan Aljabiri5
1Internal medicine, New York City Health and Hospitals Corporation, New
York, NY
2Internal Medicine, Lincoln Medical Center, Bronx, NY
3Internal Medicine, Lincoln Medical Center, Bronx, NY
4Internal Medicine, New York City Health and Hospitals Corporation, New
York, NY
5internal medicine, Lincoln Medical Center, Bronx, NY
6John H. Stroger, Jr. Hospital of Cook County, Chicago, IL

BACKGROUND: There are 5 types of myocardial infarction (MI) based on
underlying cause.Type I MI is primarily due to atherothrombotic event, where-
as Type II MI is due to oxygen demand-supply mismatch, On clinical practice
differentiating between type 1 and type 2 clinically is challenging, and very
important due to the difference in the management and outcomes. In this study
we aim to analyze the difference in patient characteristics and in-hospital
outcomes between the two types of MI in patients with Heart failure (HF)
diagnosis.
METHODS: A retrospective study of 2019 data from the inpatient national
sample (NIH) was performed. We identified all hospitalizations with HF
diagnosis and queried the 2019 National Inpatient Sample for primary or
secondary diagnosis of either Type 1 MI or Type 2 MI. Prevalence and
predictors of mortality were noted in this cohort, using a multivariable-
adjusted model to age, gender, Charlson Comorbidity Index, hospitals region,
socioeconomic status, insurance status and hospital size.
RESULTS:We identified 5,574,794 hospitalizations during 2019 for patients
with HF diagnosis. Among these hospitalizations there were 184,685 patients
with Type II MI, 369,415 patients with type I MI, and 2,455 patients with both
type I and type II (Table 1). Rates of cardiogenic shock (4.8% vs 11.1%; p<
0.001), Intra-aortic balloon pump use (0.33% vs 4.6%; p< 0.001) were lower in
type IIMI compared to type IMI. Patients with type 2MI had lower odds of in-
hospital mortality (adjusted odds ratio: 0.66 [95% confidence interval: 0.63 to
0.69]; p< 0.001) when compared to type 1 MI, 7.9% mortality rate in Type II
MI vs 10.3% in type I MI (p< 0.001). Type 2 MI is associated with increase in
the mean length of stay by 0.15 day (95% Confidence Interval 0.022 to 0.28;
p=0.02), and decrease in the average total hospital charge by $35,882 (95%
Confidence Interval -40,484 to -33,281; p< 0.001).
CONCLUSIONS: The result of this large data analysis is the first to provide
an insight, compare outcomes and patient profiles between type 2 MI and type
1 MI in hospitalized HF patients. Type 2 MI has lower in-hospital mortality
rates; although Type 1 and type 2 MI both have high mortality rates in patients
with HF. Also, our analysis showed that there are distinct characteristics for HF

patients with type 2 MI compared to type 1, which help differentiate between
the two types.

CHARACTERISTICS AND HOSPITAL OUTCOMES OF PATIENTS
WITH TYPE 1 AND TYPE 2 DIABETES HOSPITALIZED WITH
DIABETIC KETOACIDOSIS IN THE UNITED STATES.
Tais Bertasi1; Jose S. Aguilar-Gallardo3; Nadeem Bilani2; Martin E. Garcia2;
Debbie M. Fermin2; Raphael Bertasi1
1Medicine, Icahn School ofMedicine at Mount Sinai Department of Medicine,
New York, NY
2Internal Medicine, Icahn School of Medicine at Mount Sinai Department of
Medicine, New York, NY
3Department ofMedicine, Mount SinaiMorningside Hospital, NewYork, NY.
(Control ID #3715662)

BACKGROUND: Admissions for diabetic ketoacidosis (DKA) in the United
States (U.S.) has increased over the last years. DKA is classically known to
complicate type 1 diabetes mellitus (DM1), however, type 2 diabetes mellitus
(DM2) patients may still be at risk for DKA, especially during acute illness
(trauma, surgery, infection). This cohort also includes a subset of DM2 known
as ketosis-prone DM2, who frequently presents with unprovoked ketosis or
DKA as initial manifestation. In this study, we compared characteristics and
outcomes of two cohorts of patients hospitalized for DKA: those with DM1
and DM2.
METHODS: We explored the data of the 2018 National Inpatient Sample
(NIS). We included patients with the ICD codes E10.10, E10.11 (type 1
diabetes mellitus with ketoacidosis with and without coma) and E11.10,
E11.11, (equivalent for DM2). We excluded admissions that didn’t specify
the subtype of diabetes mellitus. Continuous and categorical variables were
compared using two sample t-test and Pearson’s Chi-square tests, respectively.
Analyses were considered significant at p-value < 0.05. Data is showed as
mean ± standard deviation.
RESULTS:A total of n=170,405 weighted patients with DM1 and n=153,475
with DM2 were identified with a primary diagnosis of DKA. DM1 patients
were predominantly female (51.8%), contrary to the DM2 cohort (47.4%) and
younger than patients with DM2 (mean age 32.58 ± 16.02 vs 54.31 ± 15.88,
p<0.01). Length of stay was significantly longer (5.73 ± 7.38 vs 3.48 ± 4.74
days), and average hospital costs were significantly higher (US$68,927.17 vs
US$37,437.97) for DM2 patients admitted for DKA. A total of 1195 (0.7%)
patients with DM1 died during the admission compared to 6810 (4.4%) for
DM2 (p<0.01). Over 60% of patients from both groups were from lower
household income quartiles (less than US$59,000 annual income). Sixty two
percent of the DM2 group were covered by Medicare/Medicaid, compared to
56.6% of the DM1 cohort, and about 10% of each group were uninsured.
CONCLUSIONS: Greater mortality and length of stay in patients with DM2
suggests more severe comorbidity when compared with DM1, therefore,
internists should be aware of the worst outcomes and be cautious when
managing this population. As expected, most patients with DKA had lower
income, therefore, primary care physicians should make sure patients have
access to insulin and to an adequate diet considering their social determinants
of health.

CHARACTERISTICS AND INSURANCE STATUS OF PATIENTS
DISCHARGED AGAINST MEDICAL ADVICE: A NATIONWIDE
STUDY
Raphael Bertasi1; Nadeem Bilani2; Jose S. Aguilar-Gallardo3; Martin E.
Garcia2; Debbie M. Fermin2; Tais Bertasi1
1Medicine, Icahn School ofMedicine at Mount Sinai Department of Medicine,
New York, NY
2Internal Medicine, Icahn School of Medicine at Mount Sinai Department of
Medicine, New York, NY
3Department of Medicine, Icahn School of Medicine at Mount Sinai, New
York, NY. (Control ID #3715793)

JGIM S177



BACKGROUND: Discharges against medical advice (AMA) represent as
many as 2% of all hospital discharges. Patients who leave AMA are more
likely to be readmitted and have a greater risk of complications including
higher 12- month mortality. Underlying factors surrounding the decision to
leave AMA may include mistrust in the healthcare provider’s clinical judg-
ment, dissatisfaction with hospital services, and lack of finances. The aim of
this study is to identify patient characteristics significantly associated with the
decision to leave AMA.
METHODS: The 2018 National Inpatient Sample (NIS) was used to identify
admissions that resulted in discharges against medical advice. Demographic
characteristics and hospital outcomes variables were compared between
admissions resulting in AMA and non-AMA, using two sample t-test and
Pearson’s Chi-square tests with Bonferroni correction when appropriate. P-
value <0.05 was considered statistically significant.
RESULTS: There was a total of 494,445 weighted admissions that resulted in
discharges AMA, which represent 1.4% of all discharges. Among those who
left AMA there was a larger percentage of males (60.7%), with a mean age of
47.4 years. Most patients (66.6%) who left AMA had lower household income
(less than $59,000 yearly income). There were significantly more admissions
covered byMedicaid in the AMA cohort (40.84%) compared to the non-AMA
(22.72%), while more admissions were covered by private insurance in the
non-AMA group (29.51% vs 14.39%). The average length of stay and hospital
costs for admissions resulting in discharges AMA were of 2.78 days and
$34,203.2, respectively. As expected, both outcomes were greater in non-
AMA group (p<0.05).
CONCLUSIONS: Fear of the financial repercussions of a hospital admission
is a common contributing factor to the decision to leave AMA, particularly in
patients who are uninsured or underinsured. Although these admissions have
lower costs and length of stay, these patients have higher risk of readmission
and further complications. It is unclear whether these patients are also lost to
follow up in the outpatient setting, but it is of extreme importance that primary
care teams follow these high-risk patients in the long-term. Furthermore,
hospital providers should create strategies to effectively address the concerns
of this specific population to prevent worse patient’s outcomes.

CHARACTERISTICS OF MEDICAL MALPRACTICE CLAIMS
FILED BY PATIENTS WHO EXPERIENCED AN INTER-
HOSPITAL TRANSFER IN A LARGE ACADEMIC MEDICAL
CENTER.
Sweta Singh, Amanda Edmondson, Brian Yagi, Jeff Rohde
Internal Medicine, University of Michigan Michigan Medicine, Ann Arbor,
MI. (Control ID #3708164)

BACKGROUND: With consolidation and specialization of hospital systems
and increasing complexity of inpatient care, large academic medical centers
commonly receive inter-hospital transfers (IHT). Studies have shown IHT are
associated with increased length of stay, increased cost, delays in care, lower
odds of discharge home and even increased mortality for some populations.
Evaluating cases of IHT that result in medical malpractice claimswith a payout
will help to uncover opportunities of quality improvement in transfer systems,
the impact on patients and may help to guide hospital systems improve care.
METHODS: We did a retrospective observational cohort study of all 326
closedmedical malpractice claims that resulted in a payout at a large academic-
medical center between January 1st, 2010 – December 31, 2019. Claims based
on outpatient care and inpatient care with any source of admission other than
Emergency Department (ED) or IHT were excluded. This resulted in a total of
78 claims included in the study. Characteristics of the claims such as, payment
amount, severity of injury, and type of error alleged were compared between
cases involving ED admits and cases involving IHT. For statistical analysis, chi
square test was used for the severity of illness and major allegation and
ANOVA test for the settlement amount. Chart review was performed to
confirm data and collect comorbidity and severity of illness (SOI) data.
RESULTS: Overall SOI was higher in patients from the ED with average
Charlson score of 6.5 in ED group, 3.7 in IHT (p=0.1) and average Elixhauser
score of 7.9 in ED group and 6.4 in IHT (p=0.35). Average payout for IHTwas
$1,227,133 and $320,732 for ED cases (p <0.05). Median payments for the

IHT and ED were $440,000 and $100,000 respectively. Severity of injury was
death or “high” in 11 (73% of IHT cases) and 25 (39% of ED cases) compared
to “medium” or “low” in 4 (27% of IHT cases) and 38 (60% of ED cases) (p
<0.05). Major Allegation was medical treatment related in 5 (33%), 19 (30%);
diagnosis related in 5 (30%), 13 (21%); medication related in 3 (20%), 7
(11%); monitoring in 2 (13%), 18(29%) and surgical related in 0, 6 (9%) of
IHT and ED cases respectively (p=0.48).
CONCLUSIONS: We found that, despite having lower indicators of SOI,
malpractice claims involving IHT have higher severity of injury with a higher
rate of death than claims involving ED admissions. Diagnosis related
allegations are higher in IHT while monitoring related allegations are higher
in ED cases. These IHT claims resulted in much higher payments, with mean
and median settlements being almost four times the claims from patients
admitted through the ED. Our study evaluated all the malpractice claims with
payout at a single medical center, therefore generalizability to other systems
needs to be confirmed; however, such data is sensitive and not readily avail-
able. Based on these results, improving care following IHT should be a high
priority for hospitals, with a particular focus on diagnostic issues.

CHARACTERISTICS OF PATIENTS EXPERIENCING HOMELESS-
NESS AT AN URBAN ACADEMIC HOSPITAL
Hanna Haile1; Matthew Tovar1; Mario A. Pita1; Nathan Errampalli1; Aditya
Maddali1; Catherine McDowell1; Kartik Patel2; Megan Phan1; Richard L.
Amdur3; Jillian Catalanotti1
1Medicine, The George Washington University School of Medicine and
Health Sciences, Arlington, VA
2GWU Hospital, The George Washington University School of Medicine and
Health Sciences, Washington, DC
3Surgery, George Washington University School of Medicine, Washington,
DC. (Control ID #3701920)

BACKGROUND: Each night, ~553,000 people experience homelessness in
the US. Many use hospitals for healthcare, food and shelter. Lack of patient-
centered discharge plans and follow-up care contribute to high rates of early
readmission and ED visits. Because homeless is frequently missed by
healthcare providers, it is difficult to assess overall patient demographics and
readmission rates. We used Homeless Management Information System
(HMIS), a database of people who use shelters or transitional housing in
Washington, DC to identify patients experiencing homelessness at an urban
academic hospital.
METHODS:Names and birthdates from adults in HMIS were searched in the
EMR to locate patient matches. Inclusion criteria were having at least 1 ED
visit (without admission) or hospital admission from 9/1/2019-2/29/2020.
Descriptive statistics were performed for demographics (gender, race, age,
family status) and encounter information. We used Fischer’s exact test or
unpaired t-test to compare demographics of patients to those of non-patients
in HMIS.
RESULTS: Of 5,025 HMIS entries searched, 2,523 (50.2%) had hospital
records; 702 patients (14%) had at least 1 ED visit or admission in our 6-month
timeframe. From 702 patients, we reviewed 586 ED visits and 188 admissions
(1 per patient). 2507 unmatched persons in HMIS were non-patient
comparisons. Most patients were single adults without families (93.5%). Most
patients had Medicaid (39.59% of ED visits, 54.26% of admissions) or
municipally-funded insurance for low-income residents (29.18% of ED visits,
30.85% of admissions). 23.04% of patients who visited the ED without
admission and 7.54% of admitted patients had no insurance. The most com-
mon primary diagnosis was acute ingestion or drug abuse/overdose (15.8%) in
ED visits, and psychiatric disease (19.5%) in admissions. Primary teams caring
for admitted patients were IM (37.0%), Psych (20.0%), OB/GYN (15.4%),
Cardiology (14.5%), Surgery (11.8%), and Intensive Care (3.18%). 30-day ED
revisit rate (ED visits without admission) was 27.99%; 10.11% of admitted
patients were readmitted within 30 days. Patients were, on average, older
[45.23 years old (SD=14.7) vs 43.26 (SD=15.92);p=0.0034], more commonly
African American (87.32% vs 77.22%; p<0.0001) and less commonly His-
panic (4.42% vs 9.45%; p<0.0001) compared to non-patients. Fewer homeless
patients than non-patients were male (59.26% vs 71.44%; p<0001).
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CONCLUSIONS:Homeless patients at our hospital weremostlymiddle-aged
African American men. Compared to non-patients, there was a higher percent-
age of women and African Americans among patients, a lower percent of
Hispanics. More admitted patients had Medicaid and more ED visits were
among the uninsured. More than half of admitted patients were cared for by
Internal Medicine or Psychiatry. Readmission rates were low, however nearly
one- third of ED visits had a subsequent ED visit within 30 days. This
information can help guide distribution of resources for interventions within
the hospital.

COMPARING OUTCOMES IN COVID-19 PATIENTS WHO RE-
CEIVED STANDARD, INTERMEDIATE, OR TREATMENT DOSE
ENOXAPARIN AND UNDERWENT INTENSIVE CARE: A LEARN-
ING HEALTH SYSTEM SCIENCE INITIATIVE
Richard Walo, Stephanie N. Williams
Internal Medicine Residency, Florida State University, Tallahassee, FL.

BACKGROUND: Effectiveness of anticoagulation dosing strategies on
outcomes in hospitalized COVID-19 patients was examined by REMAP-
CAP (standard vs. treatment-dosing and the Inspiration trial (standard vs.
“Intermediate” dosing). Intermediate dosing was defined as < 1mg/kg daily
but > 30-40mg QD). To our knowledge there has not been a study which
compared the three regimens in COVID-19 patients who underwent intensive
care.
METHODS: Data were abstracted under IRB exemption from electronic
medical records of consecutively discharged or expired patients who received
at least one dose of enoxaparin and underwent intensive care. Patients were
stratified by primary anticoagulation regimen received during their hospitali-
zation defined as regimen received for 24h consecutively and 51% of their
anticoagulation course. Patients receiving oral anticoagulation for other
reasons were excluded. Continuous data were summarized with median
[IQR] compared using Kruskal-Wallis Test. Discrete data were summarized
as proportions compared with chi-squared test. Mortality confounders statisti-
cally balanced included age, sex, race, comorbidities, and local 4-surges of
pandemic with multiple contrast. p <0.017 was significant.
RESULTS:Descriptive statistics for patient characteristics, clinical course and
outcomes are presented in attached table. Significantly different age strata were
18-39 and 70-79 years. There were no significant differences in comorbidities,
time to anticoagulation, acute physiology score, ventilator days, or ICU and
hospital LOS. CONCLUSIONS: No significant difference was observed
between standard and intermediate groups with respect to VTE, ventilator
days, vasopressor use, ICU or hospital LOS, death, or DC. Mortality and DC
to hospice were significantly higher in the treatment dose group vs. the
standard and intermediate groups.

COMPARING PATIENT CHARACTERISTICS AND CLINICAL
MANAGEMENT OF OLDER ADULTS WITH AND WITHOUT DE-
MENTIA ADMITTED TO THE HOSPITAL FOR COMMUNITY AC-
QUIRED PNEUMONIA
Alexander O'Connell

Hospital Medicine, Northwell Health, New Hyde Park, NY. (Control ID
#3716100)

BACKGROUND: Community acquired pneumonia (CAP) is a common
diagnosis among older adults and is associated with significant morbidity
and mortality. Patients with dementia represent a unique subgroup among
the geriatric population. They often have additional risk factors for pneumonia
such as dysphagia, frequent health care contacts, and chronic health conditions
when compared to patients without dementia. These differences may have
clinical implications for the management of CAP among this group. Our goal is
to better identify differences in patient characteristics between the dementia
and non-dementia populations admitted for CAP as well as identify any
differences in clinical management of CAP between the two groups that
currently exist.
METHODS: This study was structured as an in depth, retrospective chart
review. A preexisting data set including all patients over age 65 admitted to
hospitals in the Northwell Health System in 2017 with a diagnosis of dementia
alongwith an equal number of randomly selected admitted patients over age 65
without a diagnosis of dementia was further refined to include only those
patients with either a primary or secondary diagnosis of pneumonia. From this
data set, twenty-five dementia charts and twenty-five non-dementia charts
were randomly selected for in depth review of patient characteristics,
medications, clinical management, and outcomes.
RESULTS: On average, dementia patients were older (average age 84 vs 78),
were more likely to have presented from a skilled nursing facility rather than
home (20% vs 4%), and more likely to have a prior or new diagnosis of
dysphagia (56% vs 8%). Patients without dementia were more likely to have a
chronic lung disease (64% vs 24%), in particular COPD (42% vs 20%).
Patients with dementia were more likely to meet ATS/IDSA CAP definitions
of severe pneumonia on admission (28% vs 8%). Risk factors for MRSA or
pseudomonas were prevalent among both groups (24% dementia vs 30% non-
dementia) and driven largely by a history of recent hospitalization. Overall,
during their hospital stay patients with dementia received a similar number of
antibiotics (average 2.96 vs 2.88 antibiotics) but were much more likely to
receive broad spectrum coverage at some point during their stay (76% vs 52%).
CONCLUSIONS: This study revealed important differences in antimicrobial
prescribing patterns for the treatment of CAP among older adults, with broad
spectrum agents being more commonly utilized among the dementia popula-
tion. The reason for this difference in management is unclear, but may be
related to other differences in underlying patient characteristics or disease
presentation revealed in this chart review. Further study is needed to identify
those factors which may be most predictive of a need for broad spectrum
antibiotics and allow for improved antimicrobial stewardship in CAP manage-
ment in the future.

DID TARGETING 30 -DAY READMISSIONS IMPACT
HOSPITALIZATIONS WITHIN 180 DAYS?
Jennifer Meddings1,2; Jessica Ameling1; Laurence F. McMahon3
1Internal Medicine, University of Michigan Medical School, Ann Arbor, MI
2Center for Clinical Management Research, Veterans Affairs (VA) Ann Arbor
Healthcare System, Ann Arbor, MI
3Laurence McMahon, University of Michigan, Ann Arbor, MI. (Control ID
#3715888)

BACKGROUND: The Hospital Readmissions Reduction Program (HRRP)
penalizes hospitals based on readmissions within 30 days after index
admissions for specific conditions such as heart failure (HF), pneumonia
(PNA), acute myocardial infarction (AMI), and chronic obstructive pulmonary
disease (COPD).While prior work has associatedHRRPwith reductions in 30-
day readmissions for some conditions, little work has examined whether this
policy has resulted in improvement of care that could reduce admissions
beyond this short-term window. Our objective was to assess if this policy,
focused on 30-day readmissions, was associated with reductions in
hospitalizations within 180 days (e.g., 6 months) of an index admission.
METHODS: In a retrospective cohort study using 2008-2014Healthcare Cost
and Utilization Project discharge administrative data from two states with large
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Medicare beneficiary populations (New York, Florida), we compared total
hospitalizationswithin 180 days after discharge in time periods before (January
2008-September 2012) and after HRRP implementation (October 2012-
June 2014). Piecewise Poisson regression models adjusted for quarter of year
(i.e., season) with robust standard errors to account for repeated observations at
the patient level were used to assess changes in hospital admission rates. We
then predicted the post-implementation number of hospitalizations that would
have occurred if HRRP had no effect, based on the pre-implementation
observed hospitalization rates.
RESULTS: HRRP resulted in median reduction of between 1 and 7
hospitalizations per hospital (or 3.5% of predicted hospitalizations) over 180
days for patients with an HRRP-qualifying admission. Reductions varied by
state and index admission condition but did not exceed 1.3% reduction per
quarter.
CONCLUSIONS: In two states with large Medicare populations, HRRP only
resulted in median reduction of 1 to 7 hospitalizations per hospital over a 6-
month period for patients with an HRRP-qualifying index admission, a small
percentage of total hospitalizations over the same period. HRRP was designed
to reduce readmissions and Medicare cost ostensibly by improving quality of
care. True improvements in quality and associated cost should extend beyond
the 30- day policy period. Our results show that the median hospital saw
minimal reductions in 6-month re-hospitalizations for patients with HRRP
index admissions. Further, for many hospitals, cost savings from “saved”
hospitalizations are likely more than offset by costs related to HRRP
implementation.

DIFFERENCES IN THE HIP AND KNEE ARTHROPLASTY CASES
TARGETED BY THE HOSPITAL READMISSIONS REDUCTION
PROGRAM AND THE COMPREHENSIVE CARE FOR JOINT RE-
PLACEMENT MODEL
Jennifer Meddings1,2; David Ratz2; Jessica Ameling1; Laurence F.
McMahon1,3; Shawna N. Smith3
1Internal Medicine, University of Michigan Medical School, Ann Arbor, MI
2Center for Clinical Management Research, Veterans Affairs (VA) Ann Arbor
Healthcare System, Ann Arbor, MI
3Health Management and Policy, University of Michigan, Ann Arbor, MI.
(Control ID #3715900)

BACKGROUND: The Hospital Readmissions Reduction Program (HRRP)
and the Comprehensive Joint Replacement (CJR) Model are value-based
purchasing programs that both aim to improve the quality of care and reduce
Medicare costs associated with hip and knee arthroplasty, yet differ by qual-
ification criteria. Our objective was to compare and contrast the patient cohorts
targeted by HRRP and CJR.
METHODS: In a retrospective cohort study using 2013 Florida, Washington,
and New York Healthcare Cost and Utilization Program’s State Inpatient
Datasets, we compared Medicare patients age 65 or older targeted by HRRP
or CJR, using each program’s criteria as detailed by International Classification
of Diseases, Ninth Revision, Clinical Modification (ICD9CM) codes, and
Medicare Severity Diagnosis Related Groups.
RESULTS: 84,163 hospitalizations met criteria for either HRRP or CJR.
68,356 (81.2%) hospitalizations met criteria targeted by both HRRP and CJR
programs; 13,948 cases met only CJR criteria with the majority of these cases
including procedures described as being partial hip arthroplasty (10,706,
76.8%) and/or involving fractures (12,626, 90.5%); 1,859 cases met only
HRRP criteria. Patients admitted for hospitalizations targeted by the CJR
program compared to the HRRP programwere slightly older on average (mean
age in years ± standard deviation: CJR 75.03 ± 7.28; HRRP 73.55 ± 6.15), with
similar lengths-of-stay (CJR 3.67 days ± 2.29; HRRP 3.24 days ± 1.59), and
more frequent discharges to facility-based rehabilitation (skilled nursing or
inpatient rehabilitation: CJR 54%; HRRP 48%), and higher readmissions
within 30 days (CJR 5.6%, HRRP 4.2%).
CONCLUSIONS: The majority of patients identified by either HRRP or CJR
met criteria for both value-based purchasing programs. However, the HRRP
program applies a lot of exclusion criteria to remove patients who may be
frailer, by excluding revision and partial arthroplasties, fractures, and those
with malignancy. Not unexpectedly, the CJR program target population,

including those with fractures, is somewhat older with more frequent discharge
to facility- based rehabilitation. Although HRRP and CJR programs are
generally described as targeting the same hip and knee arthroplasty procedures,
they actually target overlapping patient populations with somewhat different
needs and risks.
Thus, interventions to target improving performance in one of these value-
based programs targeting joint replacement may not directly translate into
similar improvements in the other program.

DISCHARGES AGAINST MEDICAL ADVICE- TRENDS AND
IMPLICATIONS
FNU JAYDEV1; Areeba Kara2; Joshua Sadowski3
1Internal Medicine, Indiana University School of Medicine, Indianapolis, IN
2Department of Medicine, Indiana University School of Medicine,
Indianapolis, IN
3Indiana University School of Medicine, Indianapolis, IN. (Control ID
#3709436)

BACKGROUND: Discharge against medical advice (AMA) increases the
risk of 30-day readmission and 90-day mortality. The percentage of patients
leaving AMA ranges between 1-2% and varies by hospital location with rural
and community-based hospitals reporting lower rates (0.6%) than urban
centers (13%). Factors associated with leaving AMA include substance use
disorders, mental health illness, male sex, younger age, low socioeconomic
status, mental illnesses, and having Medicaid or no health insurance. Fewer
studies report on the association between hospital characteristics such as
nurse:patient staffing ratios and communication practices of healthcare
providers that may also impact AMA discharges. To investigate hospital level
variables that may relate to AMA discharges, we first sought to describe AMA
discharges over time at a large health care system and over the course of the
COVID-19 pandemic.
METHODS: This is a retrospective description of all patients who left AMA
from seventeen hospitals belonging to a single Midwestern healthcare organi-
zation between January 2016 and November 2021. Rates of AMA discharges
are described as the number of discharges that were AMA divided by all
discharges. The protocol was reviewed and approved by the local IRB.
RESULTS: All seventeen hospitals showed an increase in the proportion of
AMA discharges over the study period. Overall, the percentage of AMA
discharges increased from 0.81% in 2016 reaching a peak of 1.9 % in April
2020 . Urban, academic sites showed larger increases than community sites.
Among females, we noted a bimodal age distribution in those who left AMA
with a first peak in patients between 25 and 30 years and a second peak from 65
to 70 years. In males, the percentage of AMA discharges peaked at age 60-65
years.
The percentage of AMA discharges was highest among Black patients.
CONCLUSIONS: This preliminary analysis shows that rates of AMA
discharges have progressively increased in the last five years with different
patterns between urban and rural sites, age distribution between sexes and with
higher rates among Black patients. The current analysis does not allow us to
explain these findings, but we hypothesize that increased inpatient census,
decreased RN to patient ratios and additionally increased work stress especially
since the onset of COVID-19 pandemic may have played a role. We plan
further detailed review to understand these trends and find solutions.

EFFECTIVENESS OF CHEMOPROPHYLAXIS FOR PREVENTING
UPPER EXTREMITY DEEP VEIN THROMBOSIS
Caroline Olt1; Bo Hu2; Michael B. Rothberg1
1Internal Medicine, Cleveland Clinic, Cleveland, OH
2Quantitative Health Sciences, Cleveland Clinic, Cleveland, OH. (Control ID
#3710941)

BACKGROUND: Upper extremity deep vein thrombosis (UEDVT) is asso-
ciated pulmonary embolism, post- thrombotic syndrome, and other
complications, but there are no recommendations for UEDVT prophylaxis.
Risk factors include central venous catheters (CVC) and peripherally-inserted
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central catheters (PICC) and active malignancy. Our study aimed to establish
incidence and risk factors for UEDVT and to determine the efficacy of
pharmacologic prophylaxis for UEDVT prevention in a retrospective cohort
of hospitalized medical patients.
METHODS: We identified medical patients aged ≥18 years admitted to 10
hospitals within the Cleveland Clinic Health System (CCHS) from January 1,
2011 - December 31, 2018. We excluded patients with VTE diagnosed on
admission, those receiving therapeutic anticoagulation, and those with length
of stay <1 day. Potential risk factors for UEDVT included demographics,
comorbidities, and medical procedures. Comorbidities were identified via
ICD codes, procedures from flow sheets, and prophylaxis from medications
administered in the electronic medical record. DVT events were identified by
ICD codes and confirmed by chart review. We performed multivariable
logistic regression using the AIC criteria to identify independent risk factors
and the association between prophylaxis and UEDVT at 14 days. The c-
statistic for model validation was obtained using 1000 bootstrap runs.
RESULTS: Our cohort contained 194,809 patients. Of these, 496 (0.25%)
developed UEDVT by 14 days, representing 43.9% of all DVTs. In the logistic
regression model (bias corrected C-statistic 0.87), 11 risk factors predicted
UEDVT (Table). The strongest were PICC (OR 4.74, 95% CI 3.89-5.78) and
CVC (3.52, 2.86-4.34). Predicted risk among individuals ranged from 0.02%
to 23.4%. Prophylaxis was associated with decreased development of UEDVT
(0.72, 0.59-0.88).
CONCLUSIONS: Upper extremity DVT is uncommon, but is strongly asso-
ciated with PICC and CVC, as well as active infection and malignancy.
Chemoprophylaxis appears to reduce the risk of developing UEDVT. Patients
at high risk for UEDVT should receive chemoprophylaxis.

ELIMINATE THE STIGMA: AN ANALYSIS OF HOSPITAL AND
PROVIDER RELATED FACTORS OF DISCHARGES AGAINST
MEDICAL ADVICE
Kushinga Bvute1; Gregory Demirjian2; Stu Newman2; Michael DeDonno3
1Internal Medicine, Florida Atlantic University, Boca Raton, FL
2Charles E. Schmidt College of Medicine, Florida Atlantic University, Boca
Raton, FL
3Educational Leadership & Research Methodology, Integrated Medical Sci-
ence, Florida Atlantic University, Boca Raton, FL. (Control ID #3714213)

BACKGROUND: Patients have the autonomy to decline recommended care
and leave the hospital against medical advice (AMA). However, discharges
that are AMA remain a national concern, as up to half of these patients are re-
hospitalized with worse mortality and more extended hospital stays for any
readmission (median 5 vs. 0 days).
Literature focuses on the patient-related factors for AMA leading to stigma, yet
the healthcare system is also responsible for some of the AMAdischarges. This
Quality Improvement and Patient Safety (QIPS) project aimed to analyze pre-
existing data to obtain statistics for provider-related factors for AMA
discharges.
METHODS: We performed a retrospective analysis of 354,767 patients
discharged at a community teaching hospital from January 2020 to January
2021. Codes identified 548 patients that were discharged AMA. Data included
demographics, admission and discharge date, the total number of hospital days,
and the reason for leaving AMA. Pre- existing categories for why patients left
AMA were: refused treatment, addiction-related, provider wait time, general
wait time, financial reasons, environment, and dependent care.We added three
additional categories: the need for a private room, duplicate entries, and feeling
better. We performed a descriptive analysis that included the number of AMA
discharges based on sex and reason. Of note, our study had limitations in its
generalizability to non-community and non-teaching hospitals.
RESULTS: Patients discharged AMAwere more often male than female, 323
vs. 225 (58.9% vs. 41.1% respectively), with a mean age of 56 years (SD
19.13). The average hospital stay was 1.64 days. One hundred and seventy-
three patients (31.6%) had no documented reason to leave AMA. Provider and
hospital-related factors accounted for 19.3% of the AMA discharges; 19

(3.5%) left due to general wait times, 14 (2.6%) left due to provider wait times,
while 16 (2.9%) left due to provider care. Fifteen (2.7%) left due to environ-
mental factors, and 11 (2%) left due to an isolation request for a private room.
Thirty-four (6.2%) sought medical care elsewhere.
Analysis of patient-related factors revealed that 148 (27%) left because they
refused treatment, 19 (3.5%) left because they felt better, and 23 (4.2%) had
other reasons for leaving AMA. Sixteen (2.9%) had addiction-related reasons,
16 (2.9%) left due to financial reasons, and 13 (2.4%) left due to dependent
care. Ten patients (1.8%) eloped, and 6 (1.1%) were non-AMA discharges.
CONCLUSIONS: There is a need to improve documentation as 173 patients
(31.6%) had no recorded reasons for leavingAMA. Provider-related factors are
significant predictors for AMAdischarges, so healthcare systems need to focus
on factors they influence, such as high-quality patient care, the hospital
environment, and provider-patient relationships.

ENGAGING INPATIENT PROVIDERS IN A DEPRESCRIBING IN-
TERVENTION DURING HOSPITALIZATION FOR OLDER
VETERANS
Thomas E. Strayer, EmilyHollingsworth, Sandra Simmons, Amanda S.Mixon
Center for Quality Aging, Vanderbilt University Medical Center, Nashville,
TN. (Control ID #3708821)

BACKGROUND: Polypharmacy in older adults has had increased attention
in recent years and has led to the development and implementation of
deprescribing interventions. To date, there have been few studies to examine
how inpatient providers respond to deprescribing recommendations initiated in
the hospital setting. The VA Drug Reduction in Older Patients (VA DROP)
trial is a hybrid type 1 patient-centered deprescribing intervention with hospi-
talized older Veterans. The aim of this clinical trial is to test the efficacy of the
deprescribing intervention while also elucidating factors that will impact its
wider implementation. To this end, we assessed inpatient providers’ willing-
ness to deprescribe recommended medications and the associated barriers and
enablers defined by a published framework.
METHODS:VADROP enrolled hospitalized older Veterans at one Veteran’s
Affairs hospital, who were referred to post-acute care and took 5 or more
outpatient medications. A study team clinician completed a comprehensive
review of the Veteran’s medication history, then reviewed all medications for
potential deprescribing and presented deprescribing recommendations to the
Veteran. If the Veteran agreed to deprescribe one or more medications, the
study clinician attempted to contact their inpatient provider(s), typically a
resident on the inpatient care team, to assess agreement or disagreement to
deprescribing recommendations. Study clinicians also categorized providers’
comments into one of five pre-defined barriers and enablers: awareness, inertia,
self-efficacy, feasibility or tacit. Each of these categories could be a barrier or
enabler based upon the agreement or disagreement of the provider to the
deprescribing recommendation.
RESULTS: A total of 78 Veterans were enrolled and randomized to the
intervention arm. The study team was able to complete inpatient provider
conversations for 67 (91%) participants with medications recommended for
deprescribing. Of 418 total medications that were discussed, inpatient
providers agreed to deprescribe 336 (80%) medications, disagreed with 70
(17%)medications, and did not provide a clear indication of (dis)agreement for
12 (3%) medications. The most common enablers to deprescribing were self-
efficacy (63%) and feasibility (31%). The most common barriers were inertia
(89%) and self-efficacy (27%).
CONCLUSIONS: The majority of inpatient providers were willing to engage
in conversations about deprescribing and agreed with the deprescribing
recommendations made by study clinicians. Disagreement or uncertainty for
approximately 20% of recommended medications suggests some resistance
towards deprescribing in practice. Inertia was the most common barrier to
deprescribing, which indicates a devolving of responsibility to the original
outpatient prescriber. Therefore, there is likely a need to continue the interven-
tion after hospital discharge by discussing deprescribing recommendations
with outpatient providers and/or specialists.
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EXAMINING SEVEN DAY HOSPITAL READMISSIONS -
DIFFERENCES BETWEEN A MULTI- DISCIPLINARY COMMIT-
TEE REVIEW VERSUS SELF-AUDIT BY PROVIDERS
Heather Balch
General Internal Medicine, University of Utah Health, Salt Lake City, UT.
(Control ID #3715892)

BACKGROUND: Readmissions after hospital discharge are known to in-
crease cost to the healthcare system and increase patient days in the hospital.
Readmissions are often caused by adverse events; studies have found that of
those who experience an adverse event after discharge 20-25% of them are
readmitted to the hospital. A previous study found that 7 day readmissions
were more likely to be preventable than 30 day readmissions. At least 25% of
readmissions are considered avoidable, and many could have been prevented
during the index admission.
METHODS: Randomly selected patients who were readmitted within 7 days
of discharge from our academic medical center between January 2019 to
July 2021 were reviewed by a multidisciplinary committee of nursing, inpa-
tient and outpatient providers, physical therapy, respiratory therapy, pharmacy,
and case management. The cases were examined for opportunities for im-
provement (OFI) in the patients’ care. These OFIs were entered into the Safety
Learning System Software under pre-specified categories. For this comparison
the cases were restricted to the cases cared for by the hospitalist division.
During a similar time (May 2019 -Aug 2021) hospitalists were emailed if a
patient they had discharged was readmitted within 7 days. Hospitalists were
asked if they thought the readmission was preventable, and if there were
system issues related to the readmission.
RESULTS: During this time, the committee reviewed 23 cases. The commit-
tee found 210 OFIs in the care provided to the patients reviewed. The top OFI
categories are as follows with the number of patients experiencing that OFI:
communication OFI -15; transitions of care OFI -14; Documentation OFI -13;
medication OFI -13; treatment OFI -12; diagnostic OFI -9. There were 250
seven day readmission case emails sent to the hospitalists, with 115 being
completed. When asked if the readmission was preventable the responses
were: 40 left blank, 28 yes or probably, 33 maybe or possibly, 14 no’s. Most
yes responses were related to patient determinants of health or patient adher-
ence, or subspecialty decisions. Six identified medical decision making as the
etiology for readmission. The majority of maybe responses had speculation as
to how the readmission could have been prevented, but no consistent pattern
was identified.
CONCLUSIONS: The comparison above shows the benefit of having an
objective multi-disciplinary committee review readmissions. The committee
found a substantial number of similar opportunities for improvement in the
care provided to the patients whowere readmittedwithin 7 days following their
discharge. While not a direct comparison, the self- audit questions did not
identify many common or actionable opportunities for improvement, and the
responses were likely affected by unconscious bias in reviewing the care
provided by oneself. Readmissions have significant effects on cost to the
healthcare system and to the patient, and quality improvement at our institution
will be driven by the committee's findings.

EXAMINING THE RELATIONSHIP BETWEEN HEALTH LITERA-
CY AND TECHNOLOGY ACCESS AND USAGE IN ADULT
INPATIENTS DIAGNOSED WITH TYPE 2 DIABETES MELLITUS
Juhi C. Gupta1; Vineet M. Arora2; Hanna Vollbrecht3; Nicole Kappel2; Kyle
Carey2; David O. Meltzer2; Valerie G. Press2
1General Medicine, University of Chicago Pritzker School of Medicine,
Chicago, IL
2Medicine, University of Chicago, Chicago, IL
3Medicine, Brigham and Women's Hospital, Boston, MA. (Control ID
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BACKGROUND: Considering the increased reliance on health technology
during the COVID-19 Pandemic, Electronic Health (eHealth) interventions
have become important for DM self-management (e.g., glucose monitoring).
We have previously shown low HL to be a barrier to technology usage in the

general inpatient adult population. However, the role of lowHL specifically for
DM self-management requires further evaluation.
METHODS: This is a sub-analysis of the Hospitalist Study, an observational,
ongoing, quality improvement study of adults (age ≥18 years) enrolled from
June 2019-March 2021. Patients were eligible for our sub-study if they were
English speaking, had a DM diagnosis, and completed the brief health literacy
screen. Participants completed questionnaires assessing technology access/use
and online capabilities. Descriptive statistics, bivariate chi-squared, and multi-
variate logistic regression analyses (adjusted for age, race, education, and
gender) were performed using STATA version 15.1 (StataCorp).
RESULTS: Among 110 participants, the mean age was 61±15 years, most
identified as Black (76%) and/or female (51%) and had at least some college
education (58%). There were no significant differences in device ownership
between low (n=15) and adequate (n=95) HL groups (93% vs. 94%, p=0.96).
Those with low vs. adequate HL were less-likely to have previously used the
internet (47% vs. 83%, p=0.006) and less-likely to independently use several
internet features: use search engine (33% vs. 76% p<0.001), open online
attachment (33% vs. 68%, p =0.005), upload images/files to a website (20%
vs 54%, p=0.005), print webpages/online information (27% vs. 49%, p=0.04),
use a video (47% vs. 72%, p=0.02), and/or use an interactive video (27% vs.
52%, p=0.01). In the multivariate analysis, participants with low HL remained
significantly associated with decreased ability to independently perform online
tasks (all measures p<0.05).
CONCLUSIONS: Our data suggest that low HL may be a barrier to internet
access and usage among patients with DM, but not for technology ownership.
Future studies are necessary to ensure that at-risk populations can effectively
utilize novel eHealth technologies particularly in the rapidly changing land-
scape of technology use in the clinical setting.

HIGH RELIABILITY ORGANIZATION PRINCIPLES AND THE IN-
PATIENT COVID-19 RESPONSE: MANAGING THE UNEXPECTED
Nila Radhakrishnan, Kiran Lukose, Juan N. Kattan, Raed Al Yacoub,
Frederick S. Southwick
University of Florida College of Medicine, Gainesville, FL. (Control ID
#3715311)

BACKGROUND: Highly reliable organizations (HROs) are exemplified by
forest fire-fighting crews, aircraft carrier flight deck personnel, and operators of
nuclear reactors. More recently health care organizations have started to
implement principles of HRO acknowledging that we need to create a system
for managing the unexpected. Those working in highly reliable organizations
apply 5 principles.1 (see Table 1)
Hospital Medicine Divisions require these skills in order to anticipate and
manage unexpected surges in patient volume and the challenges we are facing
managing highly infectious COVID-19 patients.
METHODS: We created a voluntary questionnaire to explore these 5
components of HROs to determine what training our faculty require to better
manage the unexpected. We applied standard qualitative analysis identifying
recurrent themes using N-Vivo software, and accumulating representative
quotes related to the 5 elements of HROs. Narrative
transcripts have been analyzed using a “memoing” techniques to create an
ongoing audit trail to document study findings and to trackmethodological and
substantive decisions made during the analysis.2 As more narratives were
analyzed, codes were grouped into new and refined thematic categories by
applying constant comparative analysis.3 This process was continued until
saturation was reached.2,3

RESULTS: We have summarized the themes in Table 1.
1) Faculty are preoccupied with what could go wrong and they identified
impediments to care.
2) While our faculty did not ignore these impediments the majority did not use
a “root-cause analysis” approach.
3) Faculty were continually looking into standardized protocols to address the
challenges.
4) High reliability organizations maintain a positive attitude and our
hospitalists found that social connectedness, exercise and teamwork were
sources of stability.
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5) Our hospital has established an excellent collaborative relationship with our
consultants. There was initial hesitancy to see COVID-19 patients which later
improved.
CONCLUSIONS: Our study shows that there are elements of high reliability
that our Hospital Medicine Division displays, particularly around identification
of impediments to care. The main area of opportunity for training was around
the use of root-cause analysis. The comments about the Division’s response to
the COVID-19 surges were positive and focused on leadership support. Our
results give us guidance on next steps to prepare and improve our organization
to achieve the principles of HROs. Hospital Medicine faculty are always
tackling challenges in the inpatient setting.
Additional training and application of principles of HROs can help in the
response to the unexpected.

HOSPITALIST PHYSICIANANDADVANCED PRACTICE PROVID-
ER PERSPECTIVES ON INTERHOSPITAL TRANSFERS
Amy Yu1; Lauren McBeth1; Claire Westcott1; Jacinda M. Nicklas1; Brooke
Dorsey Holliman2; Stephanie Mueller3; Christine D. Jones1
1Medicine, University of Colorado Denver School of Medicine, Aurora, CO
2Family Medicine, University of Colorado Denver School of Medicine, Au-
rora, CO
3Medicine, Brigham and Women, Boston, MA. (Control ID #3715903)

BACKGROUND: The transfer of patients between hospitals, known as
interhospital transfer (IHT), is associated with higher rates of mortality, longer
lengths of stay, and higher hospitalization costs compared to admissions from
the emergency department. Despite these poor patient outcomes, best practices
to guide IHTs are lacking. To characterize the IHT process and identify key
challenges and solutions to IHT, we examined the experiences of physician
and advanced practice provider (APP) hospitalists who care for IHT patients.
METHODS: Qualitative descriptive study using semi-structured interviews
from 09/2021-12/2021 with adult medicine hospitalists from an academic
acute care hospital that accepts 5,000 IHT patients annually. A combined
inductive and deductive coding approach guided by thematic analysis was
used until thematic saturation was achieved.
RESULTS: We interviewed 30 hospitalists with 1-18 years of experience
(mean 5.7 years). Two-thirds of interviewees were physicians and one-third
were APPs, which is representative of the hospitalist group studied.
Participants reported a wide variety of practices for IHT care. They described
IHTs as challenging when 1) provider handoff report and documentation was
incomplete, inaccurate, and untimely, 2) education and guidance about systems
processes were lacking, and 3) healthcare team members had differing care
expectations.
Due to the lack of standardized information transfer and fragmented commu-
nication structures, some hospitalists described patient safety issues such as
delays in care and inappropriate triage of patients to the floor after clinical
status changes.
“Even when [IHT’s are] not haphazard, even when it happens exactly the way
it's supposed to, there are a lot of transfers of… information. Each one of those
creates the opportunity for information attrition or error… and, even if all the
communication has been perfect, sometimes patient status changes, and it
really creates a lot of risk to patients when they are transferred to floor status,
and then immediately require escalation of care."
Recommended solutions include: 1) standardization of the content of handoff
reports and clinical documentation as well as the timing of clinical status
updates to help hospitalists prepare for an IHT patient’s arrival, 2) system-
wide guidelines and education about IHT processes, and 3) clear communica-
tion between healthcare team members involved in IHT care.
CONCLUSIONS: We found wide variability in how hospitalist physicians
and APPs care for IHT patients. This variability stemmed from issues with
information transfer, poor systems-level knowledge, and fragmented commu-
nication structures. In turn, hospitalists perceived a negative impact on IHT
patient care and safety. To streamline care for IHT patients, IHT best practices
should include highly reliable and timely information transfer, system-wide
IHT guidelines, and clear interdisciplinary communication about IHT cases.

IDENTIFYING POTENTIALLY AVOIDABLE EMERGENCY DE-
PARTMENT (ED) VISITS FROM SKILLED NURSING FACILITY
(SNF) AT A LARGE ACADEMIC MEDICAL CENTER: DEFINING
THE PROBLEM
Ye Tian1; Keith Hemmert3; Jennifer S. Myers2; Kira Ryskina2
1Internal Medicine, Penn Medicine, Philadelphia, PA
2Medicine, University of Pennsylvania, Philadelphia, PA
3Emergency Department, Penn Medicine, Philadelphia, PA

BACKGROUND: ED visits by SNF residents are common and costly. A
2010 CDC study found that 8% of nursing home residents had an ED visit in
the past 90 days, and 40% of those visits were potentially preventable.
Although SNFs admit more patients for short-term care than long-term care,
few studies have explored root causes of ED visits after hospital discharge to
SNF for short-term care. This study assessed common reasons for ED visits
from SNFs that did not result in a hospital admission, which are likely a better
measure of avoidable ED encounters and thus a better target for intervention.
METHODS:We conducted a retrospective chart review of 1010 patients who
had ED visit within 14 days of discharge to SNF in the Penn Medicine Health
System between 09/2020 to 09/2021. Out of the 1010 patients who had ED
visits, 522 patients (51.7%) were admitted to inpatient services, 246 patients
(24.3%) needed an observation stay, 242 patients (24.0%) were directly
discharged from the ED to their previous SNF. Of the 242 patients, 40 were
excluded because they were not sent directly from SNF, but rather from a
dialysis center, outpatient clinic, or after having been discharged home from
SNF. The remaining 202 charts were reviewed to abstract the following
information: diagnosis; SNF site; reason for ED visit; and communication with
patient’s outpatient doctors prior to ED transfer from SNF.
RESULTS: Of the 202 patients, 43.6% were on a surgical service and 56.4%
were on a medical service in the hospital prior to the SNF stay. Only 6.4% of
patients were sent to the EDdirectly from the SNF at the recommendation of an
outpatient provider. Over a quarter of ED visits (28.7%) occurred on weekends
or holidays. The most common reasons for return to the ED visits from a SNF
were listed in Figure 1 below.
CONCLUSIONS: Understanding the common reasons why SNF patients
return to the ED could help guide interventions to minimize avoidable ED
use. These data demonstrate that there is opportunity for improved direct
communication between SNFs and patient's PCP/specialty clinic, and between
the inpatient team and SNFs regarding patient’s baseline mental status and
discharge lab values. Collaborating with SNFs with the highest rate of return
ED visits to explore alternate ways to access medical care may be a target for
individual hospitals seeking quality improvement opportunities.

IMPACT OF “JULY EFFECT” ON OUTCOMES OF PATIENTS UN-
DERGOING PARACENTESIS: A 3- YEARS NATIONWIDE ANALY-
SIS OF 16,734 PATIENTS
Mohammad Aldiabat1; Mubarak H. Yusuf1; Mohannad Al-Khateeb1; Ali
Horoub1; Yazan Aljabiri1; Maram Akhdour2
1Internal Medicine, Lincoln Medical Center, Bronx, NY
2Pediatrics, Lincoln Medical Center, Bronx, NY. (Control ID #3706307)

BACKGROUND: The "July effect", is the phenomenon of perceived in-
creased rates of mortality, complication, and health care resource use in
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patients who are admitted throughout the month of July, during which teaching
hospitals of the United States experience an influx of new resident and fellow
physicians. In the first study to date, we examined the impact and outcomes of
this time of the year on patients with ascites undergoing paracentesis, a bedside
procedure that is commonly performed by residents and fellows.
METHODS: This is a retrospective cohort study examining data from the
National Inpatient Sample Database of the years 2016, 2017 and 2018. Using
ICD-10 codes, authors identified total number of hospilizations who under-
went paracentesis, among which those that were done during July and June,
first and last months of the training programs academic year, respectively.
Primary outcomes were inpatient mortality and procedural complications
(including hemoperitoneum, abdominal organ perforation and vessel damage).
Secondary outcomes included hospital length of stay (LOS) and total hospital
charges. Multivariate logistic analysis was performed, after adjusting for age,
gender, race, charlson comorbidity index, primary insurance payer status,
median household income, hospital type and size, hospital region and hospital
teaching status. Data was considered statistically significant if p-value was
<0.05.
RESULTS: From a total number of 63,000,000 hospitalizations in the United
States from years of 2016 to 2018, 98,529 underwent paracentesis, amonge
which 16,734 were done in July (51%) and June (49%) and therfore included
in the analysis. Study group were of similar age (57 vs 58 years) and had more
males (52% vs 47%). After running multivariate logistic analysis for inpatient
mortality, patients with ascites who underwent paracentesis during the month
of July had no increase in risk of mortality (Odds Ratio (OR) 0.78, 95%
Confidence Intervals (CI) 0.55 - 1.11, P=0.173) nor in risk of developing
procedural complications (Odds Ratio (OR) 1.24, 95% Confidence Intervals
(CI) 0.74 - 2.08, P=0.412) compared to those who had the procedure done
during June. In term of secondary outcomes, no increase in length of stay (%97
average decrease, 95% Confidence Intervals (CI) -1.94 - 0.0009, P=0.050) nor
in total cost of care (14173$ average decrease, 95% Confidence Intervals (CI)
-28554 - 207, P=0.053) were observed in the study group.
CONCLUSIONS: In the first study to date, there was no evidence supporting
the “July effect” on outcomes of ascites patients undergoing paracentesis.
These reassuring findings are attributed to the well-defined protocols and
safeguards that ensure patients safety during the physicians training period.
Therefore, patients should be reassured that undergoing paracentesis is not
associated with increased risk of adverse outcomes in the first months of
residents/fellows training.

IMPROVING UTILIZATIONOF RESOURCES AND REDUCING IN-
APPROPRIATE ANTIBIOTIC ADMINISTRATION IN PATIENTS
PRESENTING WITH ACUTE DIARRHEA
Megan C. Buckley, Alisha Menon, Priyanka Sharma, Peter Bhandari
Internal Medicine, Lenox Hill Hospital, New York, NY. (Control ID
#3716188)

BACKGROUND: Based on guidelines from both the American College of
Gastroenterology (ACG) and Infectious Disease Society of America (IDSA),
supportive care, often in the form of intravenous fluids, is the most important
intervention for patients presenting with acute diarrhea. Antibiotics are only
indicated for the treatment of acute diarrhea in highly specific circumstances,
some of which include: a positive stool culture or GI PCR, recent travel history
outside of the United States, or diagnosis of an immunocompromising condi-
tion. Despite this fact, it has been observed in our academic community
hospital that patients with acute diarrhea often undergo CT imaging and
antibiotic treatment when it is not warranted.
METHODS: We performed a preliminary retrospective chart review of 44
adult patients admitted to the internal medicine service at our academic
community hospital, who first presented to the Emergency Department (ED)
with acute diarrhea. Immunocompromised patients were excluded from this
study as were patients who were being treated for concurrent bacterial
infections. Variables such as: patient demographics, travel history, vital signs,
white blood cell (WBC) count, stool culture or GI PCR results, CT imaging
results, if antibiotics were given in the ED or on inpatient floors, and if patients
were discharged on an antibiotic regimen were all collected.

RESULTS: Even though travel history is one of the most important
determinants of when to start antibiotic therapy in patients with acute diarrhea,
it was documented for only 15 (34.0%) patients. 32 (72.7%) of patients had a
CT abdomen and pelvis performed; and yet, only 5 (11.4%) patients had a GI
PCR collected. Additionally, only 27 (61.4%) patients had C diff testing
obtained and 11 (25.0%) had ova and parasites checked. If antibiotics were
given in the ED, they were continued on floors the vast majority of the time
(64.7%). Overall, the most popular antibiotic regimens selected were: cipro,
ceftriaxone, and flagyl.
CONCLUSIONS:This study illustrates that acute diarrhea is often worked up
both insufficiently as well as in manner that poorly utilizes resources and is not
cost effective. Providers from both the ED and inpatient medicine floors must
make greater efforts to obtain travel history and stool studies. Additionally, we
must curtail the reliance on CT imaging and tendency to inappropriately treat
patients with acute diarrhea by administering antibiotic therapy. Doing so is
problematic because it not only disrupts the gut microbiome but also
contributes to the growing issues of antibiotic resistance, pill burden, and
increased health care costs.

INCREASING RESIDENT ENGAGEMENT IN PATIENT SAFETY
REPORTING THROUGH A HOSPITAL- BASED INCENTIVE
PROGRAM
Codey Pham1; Zachary M. Thompson1; Alyssa Kahl1; Scott N. Berger1; Kim
Du1; AndrewKuang1; Claire Scott1; Nitin Agrawal1; Jose Venegas1; Frederick
B. Peng1; Neeraj Agrawal2
1Internal Medicine, Baylor College of Medicine, Houston, TX
2Baylor College of Medicine, Houston, TX. (Control ID #3715195)

BACKGROUND: Event reports are integral to a hospital’s quality and patient
safety initiative in identifying near misses, adverse events, and medical errors.
They are often used as a surrogate marker for signs of a culture of safety, but
physicians account for a small percentage of submitted incident reports com-
pared to other hospital staff members.
Barriers to event reporting include time constraints, lack of procedural knowl-
edge in how to file an event report, lack of clarity on what constitutes a
reportable event, and perception that event reporting is punitive. The goal of
our project was to increase the percentage of event reports submitted by
resident physicians by 80% over a 12-week period.
METHODS: The interventions will be conducted at a single-center academic
hospital over three 4-week periods (corresponding to the rotation schedule of
the residents). Interventions are targeted at rotating internal medicine residents.
Interventions include an educational component and an outcomes-based in-
centive. The educational component encompasses a brief weekly presentation
to residents outlining the process of filing an event report, discussion on the
importance of event reporting, and an opportunity to answer questions about
event reporting during morning report didactics. If resident event reporting
increases by 100% compared to that of the prior months, a small food-based
award is available at the end of each 4-week period as an incentive. The
primary outcome measured is the total number of event reports submitted by
residents divided by the total number of event reports submitted by all hospital
staff per 4-week period.
RESULTS: During the 6 months preceding the intervention, the average
number of event reports submitted by residents was 5.2 reports per month,
which comprises 0.95% of the total events reported at the hospital. Data
collection is ongoing to evaluate the impact of the above-mentioned
interventions.
CONCLUSIONS: Event reporting is a critical component of patient safety
and has direct implications on healthcare delivery and continuous process
improvement in healthcare. Despite this, physician filed incident reports rep-
resent a small percentage of all incident reports at our institution. Recognition
of patient safety events is exceedingly important in healthcare systems and an
intervention targeting frontline healthcare workers, especially physicians, has
the potential to promote a culture of safety and provide healthcare leaders the
requisite information necessary to adapt existing systems to optimize high
quality patient care.

JGIMS184



INVITING PATIENT REPRESENTATIVES TO ENGAGE REMOTE-
LY DURING INPATIENT CLINICAL ROUNDS USING MOBILE
PHONE TEXT MESSAGE REMINDERS.
Praveen N. Meka1,2
1Medical Oncology, Dana-Farber Cancer Institute, Boston, MA
2Medical Oncology, Brigham and Women's Hospital, Boston, MA. (Control
ID #3708623)

BACKGROUND:COVID 19 has adversely impacted family support systems
for Inpatient oncology Solid tumor Oncology patients due to time restricted
visitor policy. This has created a communication delay between treating teams
who round in the morning and patient representatives (PR) who are allowed to
only visit in the afternoon.We hypothesized that Text messaging reminders via
Short Message service (SMS) will improve remote PR engagement during
morning rounds and allow them to participate in the patient centered treatment
plan.
METHODS:We designed a monocentric trial for patients admitted to BWH/
DFCI adult solid tumor oncology service during August - October 2021. The
target sample size was calculated to be 50 encounters to achieve a statistical
power of 80%. We verbally consented patients and their representatives to
volunteer in the automated texting protocol which invited the patient-
identified- representative (PR) remotely (via phone) to join the morning rounds
during a predetermined time slot.
RESULTS: After an IRB approval, we recruited 17 patients and were able to
use the automated texting protocol (using Twilio based script) in a total of 61
encounters. A SMS was sent to PR the evening before with a predetermined
time of rounds (a time slot similar to outpatient appointment time), which
would then be confirmed by PR via replying to the SMS. Sixty six percent (40)
PR confirmed the appointment time; Ninety three percent (37) of confirmed
were able to be conferenced during the patient encounter and provided their
patient centered valuable input. We found the average call time was 7.7
minutes. At the end of study, the PR were surveyed via SMS (to rate 1-5 with
5 being highly desirable service). Fifty two percent (9) of surveyed PR replied
giving superior rating (5) for their experience.
CONCLUSIONS: Short message service (SMS) is widely used in healthcare
settings especially in outpatient settings and public health practice and has
shown promising results. SMS interventions is low cost, easily disseminated.
We found using automated texting protocol during inpatient rounds increased
participation by family representatives by providing a more informed patient-
centered care. However, further research is required to quantify the benefits of
text- messaging on patient/ family experience and satisfaction.

MDW IN COVID-19
Johnson Ong1; Amanda Frugoli1; Brittany Meyer2; Graal V. Diaz1; Anthony
Hernandez3
1Internal Medicine, Community Memorial Health System, Ventura, CA
2Western University of Health Sciences, Pomona, CA
3Emergency Department, Community Memorial Health System, Ventura, CA

BACKGROUND: Sepsis is a major cause of mortality in hospitalization, and
better recognition could lead to improved prognosis in critically-ill patients.
This study evaluated the use of monocyte distribution width (MDW) to
diagnose and predict the prognosis of patients with sepsis in the setting of
Covid-19 infections.
METHODS: This is a retrospective, observational, single-center cohort study
of adult patients with confirmed COVID- 19 requiring hospital admission over
a 14 month period. MDW was evaluated as a biomarker to predict disease
severity, determination of sepsis, and prediction of inpatient mortality. Addi-
tionally, it was compared to existing inflammatory markers including ferritin,
d-dimer, and procalcitonin.
RESULTS: Average MDW was found to be significantly higher in the
detection of sepsis (25.50 ± 5.93) vs. patients without (23.13 ± 4.46). An
MDWvalue of 24.9 was shown to be the best cut-off value in determining fatal
outcomes; ROC curve analysis revealed an AUC value of 0.69 (95% CI: 0.55–
0.71) with a sensitivity of 83% and specificity of 71%. A Chi-square test was
performed, which detected a significant association betweenMDW values and
clinical outcome of Covid-19 (OR =3.52, 95% CL 1.78-7.11, p <0.001).
MDW did not correlate with any of the existing inflammatory markers.
CONCLUSIONS: MDW is a novel and reliable biomarker in identifying
sepsis in patients with Covid-19 infection. High MDW values are associated
with a mortality rate or absolute risk of about 25%. MDW is easily obtained
from routine laboratory evaluation in the emergency room and maybe a benefit
to clinical practice.
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MISSED IDENTIFICATIONOFHOMELESSNESS IN SUBSEQUENT
ENCOUNTERS DESPITE PRIOR DOCUMENTATION IN THE
ELECTRONIC MEDICAL RECORD
Mario A. Pita1; Matthew Tovar1; Nathan Errampalli1; Hanna Haile1; Aditya
Maddali1; Catherine McDowell1; Kartik Patel2; Megan Phan1; Richard L.
Amdur3; Jillian Catalanotti1
1Medicine, The George Washington University School of Medicine and
Health Sciences, Arlington, VA
2GWU Hospital, The George Washington University School of Medicine and
Health Sciences, Washington, DC
3Surgery, George Washington University School of Medicine, Washington,
DC. (Control ID #3701919)

BACKGROUND: Homelessness is underrecognized, preventing quality dis-
charge planning and connection to resources. Once found, effective documen-
tation of homelessness can inform future providers. We investigated how prior
homeless documentation in the EMR influenced identification of homelessness
in subsequent encounters.
METHODS: Homeless Management Information System (HMIS) is a data-
base of individuals that have used shelters or transitional housing in
Washington, DC. Names and dates of birth for adults in HMIS from 9/1/
2019-2/29/2020 were searched in our EMR for matching patient records.
Inclusion criteria were having at least 1 ED visit or admission during the same
timeframe. Charts were reviewed for documentation of homelessness for up to
2 ED visits and 2 inpatient admissions per patient in the timeframe. We
examined persistence of correct homeless identification in consecutive
encounters: ED to ED visit, ED visit to admission, admission to admission,
or admission to ED visit. Univariable logistic regression was used to analyze
association between documentation of homelessness at the first encounter with
documentation at the 2nd. For 2nd encounters, we examined the difference in
identification rate between ED visits and admissions using Fischer’s exact test.
RESULTS: Using HMIS, we identified 702 patients experiencing homeless-
ness; we reviewed 813 ED visits and 220 admissions. Among patients with
homelessness correctly identified during sentinel ED visit, it was identified in
63.86% of 83 ED 2nd encounters compared to 90.91% of 22 admission 2nd
encounters (p=0.0177). There was a significant association between correct
identification of homelessness in the sentinel ED visit and the ED visit 2nd
encounter (β=9.717, p<0.0001) and admission 2nd encounter (β=7.778,
p=0.0208). Among patients for whom homelessness was correctly identified
during a sentinel admission, it was again identified in 81.25% of 16 admission
2nd encounters compared to 54.05% of 37 ED 2nd encounters (p=0.0728).
There was a significant association between the identification of homelessness
in the sentinel admission and the admission 2nd encounter (β=13, p=0.0318)
or ED 2nd encounter (β=12.94, p=0.0403).
CONCLUSIONS: Homelessness is more often documented during
admissions than ED visits. Correct identification in the EMR during sentinel
ED visit or admission was associated with correct identification during a
subsequent encounter; this was less often true when subsequent encounter
was in the ED. Whether documented during sentinel admission or sentinel ED
visit, there was successful identification in about 60% of 2nd ED visits,
suggesting ED providers are less likely to locate homeless status already in
the EMR. This may reflect that our health system’s EMR has separate
applications for ED and admission notes; inpatient providers more commonly
access both applications.
These findings highlight the need for effective screening and documentation of
housing status in an EMR location easily accessed by all providers.

MOBILIZATION FOLLOWING THEDIAGNOSISOFACUTEDEEP
VENOUS THROMBOSIS IN HOSPITALIZED PATIENTS.
Natasha Singh, Rebecca P. Johnson, Aubrey Little, Archana Kanetkar,
Danielle E. Rice, Areeba Kara
Indiana University Health Methodist Hospital, Indianapolis, IN. (Control ID
#3715459)

BACKGROUND: The development of a lower extremity deep venous throm-
bus (DVT) is common in hospitalized patients with up to 20% medical

inpatients at risk of developing DVTs. There is a paucity of research and
consensus regarding the safety and timing of ambulation following the diag-
nosis of DVT in inpatients with concerns including the possibility of provoking
the propagation or embolization of clots by mobilization. Physical therapists
(PT) are often involved in mobilizing hospitalized patients. In 2016, we
developed guidance based on the best available evidence on the mobilization
of patients diagnosed with an acute DVT. Since the adoption of these
guidelines, no adverse outcomes have been reported by our PTs. To system-
atically assess the safety of our algorithm, we undertook a retrospective
evaluation of patients with DVTs in which PTswere involved for mobilization.
Here we report our preliminary findings. METHODS: This retrospective
study was undertaken at a large, urban, tertiary care academic site in the
Midwestern US. The protocol was reviewed and approved by the local IRB.
We obtained a list of all patients who were diagnosed with a lower extremity
DVT between 2017-2019. A data collection form was created in Redcap to
extract demographics, details of DVT (location), anticoagulation therapy and
the occurrence of any complications following mobilization by PT.
Complications included the development of hemodynamic instability, wors-
ening oxygenation, syncope and arrythmias. Charts were reviewed by the
study team and questions answered by consensus.
RESULTS:Over the study period, 3298 patients were diagnosed with a lower
extremity DVT. We present data gleaned from our in-depth review of 44 of
these patients.
Of the 44 cases reviewed, 32 (72.7%) were male. Clots were above the knee in
6 (13.6%) and at or below the knee in the rest. Following the first PT session
for mobilization after the diagnosis of DVT, no patient experienced syncope,
falls or arrythmias. Nine (20%) patients hadminor adverse events noted. These
included two patients who developed presyncope with tachycardia ≥ 120 beats
per minutes or with hypotension with systolic BP falling to ≤ 90mm Hg. The
remaining 7 had changes including fall or rise in BP, rise in heart rate or
decrease in saturations without presyncope. CONCLUSIONS: DVTs are
common in the inpatient setting and there is considerable uncertainty around
best practices for mobilization of patients following this diagnosis. With
careful development of algorithms, acute DVT patients can be safely mobilized
without evidence of adverse events. Monitoring outcomes will help us create
evidence- based strategies for mobilization.

MULTI-STAKEHOLDER PERSPECTIVES ON COLLABORATIVE
PALLIATIVE CARE DELIVERY INCLUDING PRIMARY CARE
AND HOME HEALTH CLINICIANS
Sarah R. Jordan2; Ashley Dafoe2; Caroline Tietbohl2; Hillary Lum2; Amy G.
Huebschmann3; Christine D. Jones1
1Medicine, University of Colorado Denver School of Medicine, Aurora, CO
2University of Colorado Denver School of Medicine, Aurora, CO
3Medicine, University of Colorado School of Medicine, Aurora, CO. (Control
ID #3711336)

BACKGROUND: Medically complex patients receiving home health care
(HHC) services including nursing and therapies may benefit from palliative
care supports. Yet, it is challenging to identify appropriate patients and to
coordinate with healthcare teams to provide additional supports. We highlight
perspectives from key stakeholders on how HHC clinicians can assess and
address unmet palliative needs.
METHODS: We conducted semi-structured interviews with primary care
providers (PCPs), HHC clinicians, hospitalists, patients receiving HHC, and
their caregivers. Interview guide topics included experiences with care coor-
dination and implementing palliative supports in HHC (e.g., symptom man-
agement, advance care planning (ACP), caregiver support). Our multidisci-
plinary team used thematic analysis to analyze interview data using an iterative,
team- based approach to coding.
RESULTS: We conducted 48 interviews with PCPs (n=17), hospitalists
(n=10), HHC clinicians (n=11), patients (n=3), and caregivers (n=7). Overall,
each group affirmed the potential for HHC clinicians to serve amore prominent
role in identifying unmet palliative needs such as symptom management and
supporting delivery of palliative supports.
Key themes emerged from each group that highlight their contrasting
perspectives: while PCPs were less confident in whether HHC clinicians are
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ideally positioned to have ACP and goals of care (GOC) discussions, HHC
staff expressed a need for and interest in receiving additional training to have
conversations with patients and families about their values and GOC. PCPs
frequently indicated that they would want to be involved in discussions about
prognosis and disease trajectory with patients and caregivers, and felt HHC
may not be well-situated to lead these discussions.
While patients and caregivers often deferred to their PCP for conversations
about initiating palliative supports, HHC clinicians and PCPs both pointed to
the time and setting-specific opportunity for HHC clinicians to identify a new
need for palliative support either: 1) after hospitalizations or 2) when HHC
clinicians identify concerning changes in patient health over time indicating a
need to revisit ACP and/or GOC with the PCP.
CONCLUSIONS: Participants expressed that with training, HHC clinicians
could have an important role in recognizing and addressing unmet palliative
care needs for HHC patients and their caregivers. However, many expressed a
preference for PCPs to lead new discussions about prognosis and specialty
palliative care referrals, and for HHC to collaborate closely with PCPs to
deliver palliative supports.

OPTIMIZATION OF THE MY LIFE, MY STORY NARRATIVE
MEDICINE PROGRAM FOR PATIENTS WITH LIMITED-
ENGLISH PROFICIENCY
Jhoely Duque-Jimenez3; Amalia Pena Perez3; Elena Garcia Fariña4; Alondra
Concepción Gonzalez5; Lianet Vazquez2; Carolina Jaramillo2; Michelle S.
Lee2; Daniel Loriaux6; Mara Feingold-Link7; Sunny Kung8; Tahir Haque3;
Marina Kishylansky3; Anna Revette4; Shawn Johnson1
1Department of Medicine, Harvard Medical School, Boston, MA
2N/A, Harvard Medical School, Boston, MA
3Department of Medicine, Brigham and Women's Hospital, Boston, MA
4Dana-Farber Cancer Institute, Boston, MA
5The GeorgeWashington University School of Medicine and Health Sciences,
Washington, DC
6Duke University School of Medicine, Durham, NC
7Brown University Warren Alpert Medical School, Providence, RI
8Mass General Brigham Inc, Boston, MA. (Control ID #3715863)

BACKGROUND: My Life, My Story (MLMS) is a narrative medicine
program developed in the Veterans Administration (VA) that involves
volunteers conducting semi-structured interviews of hospitalized patients to
create first-person, autobiographical narratives that highlight the patient’s most
meaningful life experiences. The narrative is then uploaded to the electronic
medical record (EMR) to provide a more holistic view of the patient. Previous
studies have reported MLMS is highly valued by patients and healthcare
providers, and the program has spread beyond the VA to academic medical
centers and community hospitals. Implementation of MLMS for patients with
limited-English proficiency (LEP) has not previously been explored. Patients
with LEP receive decreased patient-centered care and may uniquely benefit
from humanistic interventions. As the original MLMS interview guide was
developed in the VA, we hypothesized certain themes important to patients
with LEP may not be addressed in the standard MLMS interview guide. To
explore this question, we conducted MLMS with Spanish-speaking patients
(SSP) and performed a qualitative analysis of resulting narratives to identify
content themes.
METHODS: Pre-medical and medical student interviewers with native Span-
ish proficiency conducted MLMS interviews with SSP receiving care in the
Mass General Brigham system. Narratives were produced in Spanish to allow
SSP to provide edits and final approval. English translations were uploaded to
the EMR. Qualitative analysis of Spanish text was performed via NVivo
software and a mixed phenomenological and grounded theory approach.
RESULTS: MLMS narratives were completed for 53 SSP. Qualitative anal-
ysis was performed and meaning and code saturation were reached upon
coding the 24th narrative. Analysis was continued beyond saturation for
robustness - 43 narratives have been coded as of 1/9/2022. Major themes not
present in the standardMLMS interview guide were identified. These included
immigration experiences, which consisted of multiple sub-themes regarding
positive recollections of one’s home country and cultural traditions, complex

difficulties of family separation, and the challenge of navigating the US and
healthcare systems with LEP. An additional unique major theme identified was
labeled “the gratitude paradox”, which refers to complex sentiments patients
described regarding an immense sense of gratitude towards their healthcare
providers while simultaneously acknowledging sub-standard care they had
experienced due to language barriers, and their immigration and socioeconom-
ic status. Patients additionally expressed enthusiasm for the humanistic focus
of the MLMS program and a belief in its ability to improve the quality of their
care.
CONCLUSIONS: Patients with LEP may share common life experiences not
fully captured by the current MLMS interview guide. Based on these results,
we are developing an adapted MLMS interview guide with additional sections
related to emerging themes from our qualitative analysis.

ORAL ANTICOAGULANT PRESCRIBING IN OLDER ADULTS
NEWLY DIAGNOSED WITH ATRIAL FIBRILLATION DURING
HOSPITALIZATION
Aaron Troy1,2; Shoshana J. Herzig3,2; Timothy Anderson3,2
1Medicine, Beth Israel Deaconess Medical Center, Boston, MA
2Harvard Medical School, Boston, MA
3General Internal Medicine, Beth Israel Deaconess Medical Center, Boston,
MA. (Control ID #3707305)

BACKGROUND: Oral anticoagulants are indicated in patients with atrial
fibrillation (AF) at elevated thromboembolic risk and are underused. Little is
known about real-world rates of anticoagulant initiation among hospitalized
older adults, or how thromboembolic risk and geriatric syndromes impact
anticoagulation decisions.
METHODS: We examined a 20% national sample of Medicare fee-for-
service beneficiaries aged > 65 years who were hospitalized in 2016 and
received a new diagnosis of AF. The primary outcome was anticoagulant
claims within 7 days of discharge home. We used multivariable logistic
regression to identify predictors of discharge with an anticoagulant, including
demographics, CHA2DS2-VASc score, frailty, comorbidities, and reason for
hospitalization.
RESULTS: Among 31,889 patients (mean age, 78 years; 52% female; 84%
white; 95% CHA2DS2-VASc ≥ 2; 37% frail), one-quarter filled an anticoag-
ulant prescription following discharge. In multivariable models, rates of anti-
coagulant initiation varied by primary reason for hospitalization, with the
predicted probability of anticoagulant initiation highest among those with a
primary diagnosis of AF (46.3%; 95% CI 45.1%-47.5%), followed by cardiac
surgery (42.3%; 39.2%-45.5%), other cardiovascular conditions (25.3%;
24.4%-26.2%), and non-cardiac diagnoses (13.5%; 12.9%-14.0%). Higher
CHA2DS2-VASc score was associated with a small increase in anticoagulant
initiation (predicted probability of initiation 20.9% [16.3%-25.4%] for patients
with scores < 2 and 25.0% [24.5%-25.5%] for scores ≥ 4). This difference was
greater among patients with a primary diagnosis of AF, (predicted probability
31.7% [21.5%-42.0%] for patients with scores < 2 and 49.7% [48.3%-51.1%]
for scores ≥ 4). Increasing levels of frailty were associated with decreasing
likelihood of anticoagulant initiation, with robust, mildly frail, and moderately-
severely frail patients having predicted probabilities of 25.4% (23.7-27.0%),
22.8% (21.8-23.7%), and 17.0% (15.3-18.6%) respectively. Patients with
dementia were also less likely to be prescribed anticoagulants (aOR 0.63
[0.55-0.72]).
CONCLUSIONS: Anticoagulant initiation is uncommon among older adults
newly diagnosed with AF during hospitalization, even among those hospital-
ized primarily for AF and those with high thromboembolic risk.
Anticoagulation is especially uncommon for those with frailty or dementia.
Providers should carefully weigh the risks and benefits of anticoagulants with
all inpatients found to have AF, regardless of their reason for admission or
geriatric conditions.

PATIENT CHARACTERISTICS ASSOCIATED WITH MISSED
IDENTIFICATION OF HOMELESSNESS AT AN URBAN ACADEM-
IC HOSPITAL
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Kartik Patel3; Mario A. Pita1; Matthew Tovar1; Nathan Errampalli1; Hanna
Haile1; Aditya Maddali1; Catherine McDowell1; Megan Phan1; Richard L.
Amdur2; Jillian Catalanotti1
1Medicine, The George Washington University School of Medicine and
Health Sciences, Arlington, VA
2Surgery, George Washington University School of Medicine, Washington,
DC
3GWU Hospital, The George Washington University School of Medicine and
Health Sciences, Washington, DC. (Control ID #3701917)

BACKGROUND: Identifying homelessness may inform care decisions and
direct patients to resources to improve outcomes. Research shows poor docu-
mentation of housing status among patients experiencing homelessness.
Screening tools for homelessness exist but are rarely used. We investigated
patient characteristics associated with missed identification of homelessness.
METHODS: We used the Homeless Management Information System
(HMIS), a database of individuals who used shelters or transitional housing
inWashington, D.C. to identify homeless individuals. Names and dates of birth
from adults in HMIS between 9/1/2019-2/29/2020 were searched in our EMR
for matches. Inclusion criteria were having at least 1 ED visit or admission
during the timeframe. Charts were reviewed for documentation of homeless-
ness for up to 2 ED visits and 2 admissions within the 6-month period.
Instances of missed identification of homelessness were recorded. We used
multivariable logistic regression to identify patient characteristics independent-
ly correlated with missed identification of homelessness, including age, gen-
der, race, primary diagnosis, type of insurance, and prior or current use of
shelters or transitional housing. We report adjusted Odds Ratios (aOR). This
study was approved by the George Washington University IRB.
RESULTS: Of 5,025 adults in HMIS, 2,523 (50.2%) had hospital records;
14% (702 patients) met inclusion criteria. Housing insecurity was correctly
identified in 37% of ED visits (303/813) and 64% of admissions (140/220). In
the final multivariable model with visits nested within patients, significant
independent predictors of missed homelessness during ED visits were use of
transitional housing (aOR 1.92 [95% CI 1.07-3.44], p=.03), Black or African
American race (aOR 2.13 [1.33-3.40] p=.0016) and having DC Alliance
insurance (aOR 1.65 [1.14-2.40], p=.009). Homeless patients aged 60 or older
were more likely to be correctly identified (aOR 0.40 [0.26-0.61], p<.0001), as
were those with primary psychiatric diagnoses (aOR 0.24 [0.13-0.42],
p<.0001). During hospital admissions, missed homelessness was significantly
associated with having DC Alliance insurance (aOR 2.76 [1.29 – 5.93],
p=.009); correct identification was associated with a primary psychiatric diag-
nosis (aOR 0.14 [0.04-0.49], p=.002).
CONCLUSIONS: Characteristics associated with missed documentation of
homelessness were different for ED visits and admissions; it is unclear why
having DC Alliance was associated with this for both. DC Alliance covers
District residents <200%FPLwho are ineligible forMedicaid orMedicare. Use
of transitional housing was associated with missed identification in the ED,
which may reflect that housing insecurity is more easily recognized when
present in its most severe forms, highlighting the need for standardized
screening tools. Having a primary psychiatric diagnosis was associated with
correct identification, which may indicate components of the psychiatric
interview include housing screening questions.

PERCEPTIONOFASSISTANTPROFESSORS INGENERAL INTER-
NAL MEDICINE REGARDING EFFECTIVENESS OF PEER
MENTORING AFFINITY GROUPS
Trisha E. jethwa1; Sanjay Bhandari2; Pinky Jha3
1Internal Medicine, Medical College of Wisconsin, Milwaukee, WI
2Internal Medicine, Medical College of Wisconsin, Milwaukee, WI
3Department of medicine, medical college of wisconsin, Milwaukee, WI.
(Control ID #3715508)

BACKGROUND: Scholarship and mentorship are crucial in academic med-
icine for faculty development and career advancement. However, most early
career clinicians feel less prepared when asked to get involved in scholarly
activity and mentorship. Affinity Group is a peer mentoring platform in the

Division of GIM at Medical College of Wisconsin (MCW), designed to
organize collaborative networks, promote mentorship and interactions among
faculty with common research interests. The purpose of the study is to survey
junior faculty in the Division of General Internal Medicine (GIM) at MCW to
explore perceptions regarding effectiveness of peer mentoring affinity groups.
METHODS: Scholarship andmentorship are crucial in academicmedicine for
faculty development and career advancement. However, most early career
clinicians feel less prepared when asked to get involved in scholarly activity
and mentorship. Affinity Group is a peer mentoring platform in the Division of
GIM at Medical College of Wisconsin (MCW), designed to organize collab-
orative networks, promote mentorship and interactions among faculty with
common research interests. The purpose of the study is to survey junior faculty
in the Division of General Internal Medicine (GIM) at MCW to explore
perceptions regarding effectiveness of peer mentoring affinity groups.
RESULTS:Out of total 85 total Assistant Professors in GIM, 36 responded to
the survey, with the response rate of 42%. Of those who responded, 26 were
hospitalists and 10 were primary care physicians. Plurality of the respondents
(39%) had been at MCW for >5 years. 56% said they had previously attended
peer mentoring affinity groups, whereas 17% planned to attend/join. 28% said
they attended affinity groups on case-report writing, followed by research
(20%), quality improvement (20%), medical education (20%) and others
(12%).
Majority of the faculty (15 out of 20 or 75%) who have attended peer
mentoring affinity groups reported they personally benefitted from the affinity
group. Similarly, 17 out of 20 faculty (85%)who have attended peer mentoring
affinity groups felt affinity groups are important in promoting scholarship
activity and faculty development. Further, the faculty who have previously
attended affinity groups were more likely to mentor students/residents in
scholarly writing compared to those who have not attended any affinity group,
although not statistically significant (90% versus 56%, p=0.056).
CONCLUSIONS: Our findings highlight that junior faculty in GIM perceive
benefits of attending peer mentoring affinity groups and its role in promoting
scholarly productivity and faculty development. Additionally, more clinicians
who have attended groups havementored students and/or residents in scholarly
activity than those who have not attended. Our survey results suggest there can
be a benefit for similar peer mentoring affinity groups in other institutions as
well.

PLANOFCAREVISITS: AN INNOVATIVE STANDARDIZEDCOM-
MUNICATION PROCESS FOR BEDSIDE ENGAGEMENT
Susannah L. Rose1,2; Sabahat Hizlan1; Mary Beth Mercer1; Pei-Chun Yu3;
Kathleen Robbins1; Judith Welsh1,6; Nancy M. Albert5; Michael B. Rothberg4
1Office of Patient Experience, Clinical Transformation, Cleveland Clinic,
Cleveland, OH
2Department of Bioethics, Cleveland Clinic, Cleveland, OH
3Quantitative Health Science, Cleveland clinic, University Heights, OH
4Internal Medicine, Cleveland Clinic, Cleveland, OH
5Cardiovascular Medicine, Cleveland Clinic, Cleveland, OH
6Emergency Medicine, Cleveland Clinic, Cleveland, OH. (Control ID
#3706444)

BACKGROUND: Plan of Care Visits (POCV) is a standardized bedside
rounding process in which the daily plan of care is discussed with patients,
nurses, and clinicians as equal partners. We examined the associations of
POCV occurrence documented in the EMR and patient perceptions of POCV
with patient experience, measured by the Hospital Consumer Assessment of
Healthcare Providers and Systems (HCAHPS) survey, and readmissions.
METHODS: We used summary statistics to compare patient characteristics
and survey items (HCAHPS-would recommend hospital, teamwork, nurse and
doctor communication, and POCV frequency and helpfulness) among three
groups of hospitalized patients: no POCVdocumented, POCVdocumented for
<50% hospital days, and POCV documented >50% hospital days. We used
logistic regression to model 30 day readmission and HCAHPS items. To
examine the relationship between outcomes and patients’ perceptions of
POCV, top-box scores of patient self-reported POCV frequency during admis-
sion and POCV helpfulness were main predictors. All models were adjusted

JGIMS188



for age, gender, race, insurance, medical/surgical unit, and diagnosis severity
score and included random effect to account for patients clustering within
hospitals.
RESULTS: Overall, 37,009/174,079 patients (21%) completed post-
discharge surveys from May 1, 2019-December 31, 2020. Compared to those
with no POCV documented, patients with >50% POCV days and those with
<50% POCV days were more likely to be readmitted (OR 1.19 95%CI 1.06-
1.34) and (OR 1.15, 95%CI 1.02-1.3) respectively.
Patients with >50% POCV days were less likely to give the top-box score for
nurse communication (OR 0.94, 95%CI 0.89-0.99) and those with <50%
POCV days were less likely to give the top-box score for doctor communica-
tion (OR 0.94, 95%CI 0.89-0.99). However, patient self-report of POCV
frequency as “always” predicted top-box scores for nurse communication
(OR 4.11, 95%CI 3.87-4.37) and doctor communication (4.65, 95%CI 4.36-
4.96), increased the odds of the top-box score for teamwork (OR 5.30, 95%CI
4.94-5.68) and for “would recommend hospital” (OR 4.56 95%CI 4.23-4.93),
and decreased the odds for 30 day readmission (OR 0.83, 95%CI 0.74-0.93).
Patient self-report of POCV as “helpful” also predicted top-box score for nurse
communication (OR 6.90, 95%CI, 6.49-7.34) and doctor communication (OR
8.56, 95%CI, 8.03- 9.12), increased the odds for “would recommend hospital”
(OR 9.13, 95%CI 8.45-9.88) and teamwork (OR 16.38, 95%CI 15.14-17.71),
and decreased the odds for readmission (OR 0.79, 95%CI 0.71-0.88).
CONCLUSIONS:While documenting POCV in the EMRwas not associated
with patient experience or reduced readmissions, when patients found them
frequent and helpful, POCV were strongly associated with better patient
experience and reduced readmissions.

PREDICTORS OF ADVERSE EFFECTS IN PATIENTS WITH AN
LVAD HOSPITALIZED FOR SEPSIS AND SEPTIC SHOCK
Abhiram Challa1; Rhythm Vasudeva1; Tejasri Polana2; Mohinder Reddy
Vindhyal3
1Internal Medicine, University of Kansas School of Medicine Wichita,
Wichita, KS
2Jawaharlal Nehru Medical College, Belgaum, Karnataka, India
3Internal Medicine/Pediatrics, University of Kansas School of Medicine
Wichita, Wichita, KS. (Control ID #3715853)

BACKGROUND: Patients with left ventricular assist devices (LVAD) in
patients hospitalized with sepsis and septic shock are predisposed to adverse
outcomes in sepsis. Predictors for such outcomes are not known.
METHODS: Patients ≥ 18 years hospitalized with a diagnosis of sepsis or
septic shock were identified in the National Readmissions Database (NRD)
between 2016 and 2017. Patients with an LVAD in this population were then
identified. A logistic regressionmodel was conducted to estimate the odds ratio
(OR) for demographic and clinical predictors of mortality, acute kidney injury
(AKI), and paroxysmal atrial fibrillation. Patients with cardiogenic shock were
excluded. Relevant ICD-10 codes were used, and statistical significance was
set to 0.05
RESULTS: A total of 851 patients with sepsis or septic shock were identified
to have an LVAD,with amean age of 59 years and 22% identifying as females.
Significant predictors of mortality include age (OR 1.03, 95% CI 1.01 – 1.04)
and fluid electrolyte imbalances (OR 2.05, 95% CI 1.31 – 3.28), whereas
chronic anticoagulation (OR 0.45, 95% 0.28 - 0.71) and coronary artery
disease (OR 0.39 95% CI 0.24 – 0.62) were found to be protective. Worse
AKI outcomeswere associatedwith a history of chronic renal failure (OR 1.90,
95% CI 1.41-2.56), coagulation disorders (OR 1.84, 95% CI 1.29-2.64), and
fluid-electrolyte imbalances (OR 2.25, 95% CI 1.68-3.03). However,
anticoagulation use (OR 0.68, 95% CI 0.51-0.91) reduced the occurrence of
AKI. Increase in age by one year (OR 1.02 95% CI 1.01 – 1.04) and chronic
anticoagulation (OR 1.59, 95%CI 1.18-2.16) were associatedwith higher odds
of paroxysmal atrial fibrillation, while females had lower odds of its occurrence
(OR 0.61 95% CI 0.41 – 0.89).
CONCLUSIONS: Patients with LVAD hospitalized for sepsis and septic
shock were found to have important predictors of adverse outcomes, including
mortality, AKI, and paroxysmal atrial fibrillation. Some significant predictors
include age, gender, chronic anticoagulation, coagulation disorder, and fluid-

electrolyte disturbance. Limitations include the administrative nature of the
database and the inclusion of patients with re-admissions.

PROVIDER PERSPECTIVES ON ADDRESSING SOCIAL NEEDS IN
CLINICAL SETTINGS
Sreekala Raghavan2; Vidhi Patel1; Eun Ji Kim1

1Medicine, Donald and Barbara Zucker School of Medicine at Hofstra/
Northwell, Manhasset, NY
2Medicine, Mount Sinai Beth Israel Hospital, New York, NY. (Control ID
#3716049)

BACKGROUND: Social risk factors, such as housing or food insecurity, lack
of personal safety, transportation, utilities, and job insecurity, are associated
with poorer health outcomes. The Institutes of Medicine has recommended
instituting routine social risk screening tools at the point of care to deliver more
effective health care. Consequently, social determinants of health (SDH)
screening tool screening programs are being implemented and administered
to capture patient needs and attitudes towards social services. Provider
perspectives on which social needs are most impactful in their patients’ lives
may differ from actual patient-identified needs. Providers’ expectations of
addressing certain domains may cause them to focus on those aspects while
allocating fewer resources for others that may have less bearing on patient
health. This study sought to assess provider perception of the social needs
patients face and their beliefs on the ability to impact these factors during
routine medical care.
METHODS: From April 2020 to July 2021, we invited providers at an
academic institution to complete an online survey regarding the prevalence
of and ability to impact social risk factors. We asked providers to identify the
top three SDHs that impact health outcomes and then provided institutional
data on the most prevalent social needs. We also obtained feedback on how
providers and institutions can address social needs in clinical settings.
RESULTS:Of the 107 responses (2.8%) received, themajority of respondents
were ambulatory clinical providers (65%) within medicine and medical
subspecialties (72%). 91% of providers identified as physicians, with 28%
self- identifying as coming from a disadvantaged background. Respondents
varied in percentage of patients on Medicaid, ranging from <5% to >50%.
Providers felt it was very important (76%) or important (20%) to ask patients
about social needs. The social needs considered most prevalent by providers in
this survey were financial strain (49%), healthcare access (45%), and transpor-
tation need (41%). Providers felt their greatest impact on health literacy (70%)
and healthcare access (64%). After presenting institutional data on social
needs, providers identified healthcare access (42%) to be the most important.
Providers felt time constraints and limited knowledge on community resources
as barriers to addressing social needs. Although addressing social needs in the
clinical setting was important, some providers also found that this was out of
the scope of their practice.
CONCLUSIONS: Differences between patient needs and physician
perspectives on relative social risk factor importance and prevalence exist.
Changes to faculty development programs to highlight actual patient needs can
improve therapeutic alliance and provision of medical care based on feasibility
for patients. Resource allocation within care settings can be funneled more
effectively towards impacting areas of higher patient concern.

RACE AND THE UTILIZATION OF SECURITY RESPONSES IN A
HOSPITAL SETTING
Yannis K. Valtis1; Kristen Stevenson2; Emily Murphy3; Jennifer Hong4;
Mohsin Ali5; Sejal Shah1; Adrienne D. Taylor1; Karthik Sivashanker1; Evan
Shannon6
1Medicine, Brigham and Women's Hospital, Boston, MA
2Dana- Farber Cancer Institute, Boston, MA
3Johns Hopkins University, Baltimore, MD
4Massachusetts General Hospital, Boston, MA
5The Hospital for Sick Children, Toronto, ON, Canada
6University of California Los Angeles, Los Angeles, CA
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BACKGROUND: Security emergency responses (SERs) are meant to ensure
the safety of patients and staff but can cause unintended morbidity. The
presence of racial inequities in SER utilization in the inpatient setting has not
been clearly elucidated.
METHODS: We sought to determine whether Black and Latinx patients
experience higher rates of SER and physical restraints than white patients in
a non-psychiatric inpatient setting. We included all patients discharged from
September 2018 through December 2019 from the main building of Brigham
and Women's Hospital, a tertiary hospital in Boston, MA. The primary out-
come was whether an SER was called on a patient during their first admission
in the study period. We conducted univariate and multivariable Firth Logit
analyses for the primary outcome and included age, sex, mental health and
substance use diagnoses, and lenght of stay as covariates. The secondary
outcome was the incidence of physical restraints among patients who experi-
enced an SER. We conducted a Poisson regression of the number of times a
patient was restrained during their first admission.
RESULTS: Among 24,212 patients, 18,394 (76.0%) patients identified as
white, 2,346 (9.3%) Black, and 1,703 (7.5%) Latinx. 66 (2.8%) Black patients
had an SER activated during their first admission, compared to 37 (2.2%)
Latinx patients and 288 (1.6%) white patients. In a Firth logit multivariable
model, Black race was associated with higher adjusted odds of an SER than
white race (adjusted odds ratio (aOR) 1.38 [95% Confidence Interval:
1.03,1.84], p = 0.028), and Latinx ethnicity was not (aOR 1.11 [0.78, 1.60],
p = 0.56). In a Poisson multivariable model among patients who had an SER
called, Black race was associated with lower physical restraint incidence than
white race (adjusted incidence rate ratio 0.49 [0.30, 0.79], p = 0.004).
CONCLUSIONS:Black race was associated with higher odds of an SER and
lower incidence of physical restraints compared to white race. Staff racial bias
may impact the decision to call security.

RACIAL AND ETHNIC DISPARITIES IN OPIOID PRESCRIBING
ON HOSPITAL DISCHARGE AMONG OLDER ADULTS
Koushik Kasanagottu1,2; Timothy Anderson1,2; Shrunjal Trivedi1; Ellen P.
McCarthy1,2; Shoshana J. Herzig1,2
1General Internal Medicine, Beth Israel Deaconess Medical Center, Boston,
MA
2Harvard Medical School, Boston, MA. (Control ID #3715665)

BACKGROUND: Prior studies have shown disparities in opioid prescribing
among racial and ethnic minority groups in outpatient and emergency depart-
ment settings, despite research suggesting no difference in prevalence or
severity of pain when compared to white patients . No studies to date have
evaluated if there are differences in opioid prescribing by race/ethnicity on
hospital discharge in a large national sample.

METHODS: We performed a retrospective cohort study of Medicare benefi-
ciaries older than 65 years who were hospitalized in 2016. We excluded
beneficiaries with hospice claims, and those admitted from or discharged to a
Skilled Nursing Facility (SNF), owing to inability to capture medication claims
in these patients. Our primary outcome was presence of an opioid claim within
2 days of hospital discharge. To determine the adjusted relative risk of our
primary outcome by race/ethnicity, grouped as black, white, Asian, Hispanic,
and other (native Hawaiian/American Indian/other), we fitted a multivariable
generalized estimating equation model accounting for age, gender, disability
status, presence of an opioid claim in the 90 days prior to hospitalization,
Elixhauser’s Comorbidity score, hospital length of stay, intensive care unit
utilization, medical/surgical diagnosis-related group, primary diagnosis/
procedure codes, and hospital teaching status. Among the patients with an
opioid claim within 2 days of discharge, we performed a Poisson linear
regression model, controlling for the same covariates, to evaluate differences
in our secondary outcome of total morphine milligram equivalents (MME)
prescribed by race/ethnicity.
RESULTS: We analyzed 477,146 hospitalizations. Among these encounters,
83.7% were white, 10.0%were Black, 2.7% were Hispanic, 1.7% were Asian,
and 2.1%were Other. Overall, 94,746 (19.9%) had a claim for an opioid within
2 days of hospital discharge; 20.7% of white, 15.0% of black, 13.1% of Asian,
12.5% of Hispanic, and 20.9% of other beneficiaries (p=<0.0001). After
adjustment, black beneficiaries were 5% less likely (95% CI RR 0.93-0.97),
hispanic beneficiaries were 10% less likely (95% CI RR 0.86-0.94), and Asian
beneficiaries were 7% less likely (95% CI RR 0.87-0.99) to receive opioids on
discharge when compared to white beneficiaries. Among the 94,746
encounters with an opioid claim within 2 days of hospital discharge, total
MME filled for black beneficiaries was 7% less (95% CI RD-9%,-5%),
Hispanic beneficiaries was 17% less (95% CI RD -20%,-13%), and Asian
beneficiaries was 18% less (95% CI RD -21%,-14%) than white beneficiaries.
CONCLUSIONS: Black, Hispanic, and Asian older adults were less likely to
receive opioids on hospital discharge when compared to white patients, even
after adjusting for patient, hospitalization, and hospital characteristics. When
prescribed opioids, they received lower amounts of total MME than white
patients. The factors contributing to these differential prescribing patterns
should be further investigated.

READMISSION RATES AMONG PATIENTS AMONG PATIENTS
EXPERIENCING HOMELESSNESS IN AN INTEGRATED
HEALTHCARE SYSTEM
Chelsea Yin1; Somalee Banerjee1; Wendy T. Dyer2; Julie Schmittdiel2
1Graduate Medical Education, Kaiser Permanente Northern California,
Oakland, CA
2Division of Research, Kaiser Permanente, Oakland, CA. (Control ID
#3706306)

BACKGROUND: Homelessness is a significant public health concern in the
United States and is an important risk factor for poor health outcomes. There is
limited data regarding the hospital utilization by this vulnerable population,
especially in managed care settings. Historically, it has been difficult to identify
patients experiencing homelessness at the population health level. In 2019, due
to the passage of state law SB1152, hospitals across California now need
standardized documentation policies for patients experiencing homelessness.
This study assessed hospital readmission rates among hospitalized patients
experiencing homelessness as identified through documentation in the elec-
tronic health record (EHR) as compared to the general hospitalized population
within a large integrated health system.
METHODS: This was a retrospective cohort study following adult patients
(age≥18 years) hospitalized in Kaiser Permanente Northern California (KPNC)
Medical Centers between 1/1/2019 through 12/1/2020. Patients were identified
as homeless or housing insecure if they had SB1152 documentation, a home-
less diagnosis code, or address history indicating homelessness within the
extensive integrated KPNC EHR. A control group was created using 1:2
propensity score matching using Elixhauser comorbidities and demographics.
Sensitivity analyses were performed to compare patients with an index hospi-
talization occurring during the COVID-19 shelter-in-place period between
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March 2020 and December 2020 with those whose index hospitalization
occurred before this period. The primary outcome was 30-day readmission
rate to the hospital or ED, and secondary outcomes included length of index
hospitalization, and time to inpatient (IP) readmission.
RESULTS:A total of 12,909 patients were included with 4,303 patients in the
homeless group. Patients experiencing homelessness had increased odds for
any 30-day readmission (OR 1.59; 95% CI: 1.44-1.76), for inpatient readmis-
sion (OR 1.36; 95% CI: 1.17-1.57), for ED readmission (OR 1.63; 95% CI:
1.47-1.80), and had longer stays during their index hospitalization (IRR 1.12;
95%CI: 1.04-1.21). The COVID-19 shelter-in-place period was not associated
with any changes in the primary or secondary outcomes studied.
CONCLUSIONS: Patients experiencing homelessness are at an increased risk
for readmissions and longer hospitalizations compared to the general hospital-
ized population. Documentation of housing status following SB1152 has
improved the ability to study hospital utilization among patients experiencing
homelessness. Understanding patterns of hospital utilization in this vulnerable
group will help providers to identify timely points of intervention for further
social and healthcare support.

REPRESENTATION OF WOMEN IN INTERNAL MEDICINE
PHYSICIANS: ANALYSIS AND FUTURE DIRECTIONS
Rachel Mann
College ofMedicine, University of Illinois at Urbana-Champaign Carle Illinois
College of Medicine, Champaign, IL. (Control ID #3715877)

BACKGROUND: There have been great efforts made to achieve a population
of physicians that is more representative of the demographics they serve.
Toward this goal, many have focused on increasing female physician repre-
sentation, which has grown from 28% in 2007 to 36% in 2020. As of 2019,
38.7% of internal medicine (IM) physicians were women. This study
hypothesizes that the number and location of female IM physicians in the
United States is geospatially random.
METHODS: This study utilizes Medicare billing data to assess the number
and location of female IM physicians that billed to Medicare. Data was
retrieved, cleaned, and analyzed in a Python database and was subsequently
exported to GeoDa for geospatial analysis. The Moran’s I statistic was calcu-
lated for each county to assess the statistically significant (p <0.05) relationship
of that county with its neighboring counties and separated into 4 hotspot and
coldspot clusters based on the percentage of women IM physicians: High-
High, High-Low, Low-High, and Low-Low. A factorial ANOVA was then
performed across 45 county-level socioeconomic variables to identify possible
explanatory factors for differences in these clusters.
RESULTS:While the highest concentration of IMphysicians occurs along the
East and West Coasts and the Midwest, there was a lower percentage of
women IM physicians in these locations. Coldspot areas are found in the
Mississippi Delta Region along the Arkansas and Ohio River tributaries.
Though there are fewer IM physicians in these coldspot regions, the reduction
is greatest amongst women. Hotspot areas were found to be mostly metropol-
itan, while coldspot areas were found to be rural, with lower household
incomes and greater poverty. Though women are generally underrepresented
in rural communities, the data shows progress, with an increase in female IM
physicians both overall and in these communities. The percentage of women
physicians is decreasing in hotspot areas, from 46.5% in 2014 to 43.7% in
2019, and increasing in coldspot areas from 3.5% to 13.2%. As geospatial
clustering was identified, the null hypothesis is rejected.
CONCLUSIONS: Even with the recent expansion of female representation,
there still exist substantial disparities. To address this, a literature review was
conducted to determine the cultural, economic, and institutional characteristics
of the aforementioned clusters. In the context of these results, the authors
arrived at several proposals for advocacy efforts:
(1) introduction of female mentoring programs for youth in targeted regions;
(2) additional funding to support women’s health institutions and education;
(3) additional investment in Mississippi Delta region’s school system; (4)
investment in regional IM residency programs and increasing the number of
IM residency programs in targeted areas. These initiatives aim to reduce the
paucity of female IM physicians and build a physician team more representa-
tive of the communities they serve.

RETROSPECTIVE ANALYSIS OF THE EFFICACY OF CHLORDI-
AZEPOXIDE IN ACUTE ALCOHOL WITHDRAWAL AT A COM-
MUNITY HOSPITAL.
Abhinav Singla1; David Pash3; Ravindra Ganesh1; Kaitlin Mcdade2
1General Internal Medicine, Mayo Clinic Minnesota, Rochester, MN
2Internal Medicine, Skagit Valley College, Mount Vernon, WA
3Medicine, Pacific Northwest University of Health Sciences, Yakima, WA.
(Control ID #3690636)

BACKGROUND: This study was performed to assess the potential benefits
of using chlordiazepoxide (CDE) in combination with short-acting
benzodiazepines (SBZD) to treat patients with acute alcohol withdrawal in
an inpatient setting. Our goal was to determine if CDE could help decrease
length of stay, provide better patient outcomes, and reduce the overall phar-
maceutical costs associated with such admissions without jeopardizing patient
care.
METHODS: We performed a retrospective review and analysis of patients
admitted for alcohol withdrawal syndrome during a 9-month period at Skagit
Valley Hospital, a 137-bed community hospital located in Mount Vernon,
Washington. The primary endpoints of the study were total length of stay and
trend in Clinical Institute Withdrawal Assessment for Alcohol Scale, Revised
(CIWA-Ar) scores. We assessed all patients for the primary outcomes and
reported them as a mean with standard deviations. We used a median-based
test to compare the amount of daily SBZD use in two groups: SBZD vs
SBZD+CDE.
RESULTS: A total of 50 patients met the inclusion criteria and diagnostic
criteria of alcohol withdrawal syndrome and were included in the study. The
mean age was 49.9 years (range, 26-72). Thirty-eight patients were male, and
12 were female. The average decrease in CIWA-Ar score for the SBZD-only
group was 2.37 (SD = 2.91), while the average decrease in CIWA-Ar in the
combination (CDE + SBZD) group was also 2.37 (SD = 3.65). The mean
length of stay for the SBZD group was 4.68 days (SD = 2.58), and 4.40 days
(SD = 1.73) for the CDE +BZD group.When comparing the mean daily use of
SBZD per patient (median-based test), we observed a marginally significant
reduction (p=0.088) in the daily average BZD dose when CDE was used in
conjunction with SBZD.
CONCLUSIONS: This retrospective study suggests that the use of chlordi-
azepoxide in conjunction with other benzodiazepines for treatment of acute
alcohol withdrawal syndrome under a standardized protocol such as CIWA-Ar
had some benefits when compared to benzodiazepine regimens that excluded
chlordiazepoxide. The primary treatment goal of symptom reduction in alcohol
withdrawal syndrome was accomplished with less total short-term benzodiaz-
epine use in the chlordiazepoxide groups. Though limited by study size, this
analysis suggests that incorporating chlordiazepoxide into an inpatient alcohol
withdrawal syndrome treatment protocol could reduce total bendzodiazepine
use and may shorten inpatient stay.

SERIOUS ILLNESS COMMUNICATION EDUCATION IS ASSOCI-
ATEDWITHLOWERRATESOFSELF-REPORTEDBARRIERSTO
CONDUCTING HIGH-QUALITY PROGNOSIS AND GOALS-OF-
CARE DISCUSSIONS
Matthew Modes2; Azadeh Dashti2; Stuart Finder1; Zab Mosenifar2; Joshua
Pevnick2; Margaret Reed2; Edward Seferian2; AnneWalling3; Bradley Rosen2
1Center for Healthcare Ethics, Cedars-Sinai Medical Center, Los Angeles, CA
2Cedars-Sinai Medical Center, Los Angeles, CA
3University of California Los Angeles, Los Angeles, CA. (Control ID
#3716025)

BACKGROUND: As part of a hospital wide effort to improve serious illness
communication (SIC), we surveyed clinicians to understand barriers to
conducting prognosis and goals-of-care discussions (GOCD) with seriously
ill patients.
METHODS: We surveyed 1779 clinicians at one hospital who care for
seriously ill patients, as identified by department chairs and clinical champions.
Clinicians were asked to complete a previously published survey of 11 poten-
tial barriers to conducting "high-quality discussions about prognosis and goals
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of care with seriously ill patients", rating each potential barrier on a 4-item
Likert scale from "not a barrier" to "extreme barrier". Clinicians were also
asked if they had any prior "formal education in SIC". We examined
associations between prior SIC education (exposure variable) and rating a
barrier as moderate or extreme (outcome variable). We used multivariate
logistic regression (a model for each barrier), adjusting for clinical practice
area (medicine vs other), years in practice, and trainee status. We limited this
analysis to clinicians with complete data for all items in the models.
RESULTS: We received 420 surveys (24% response rate), and 385 had
complete data and were used for this analysis. Respondents reported a median
of 12 years in practice (IQR 19) with 21% identifying as residents or fellows.
The most common practice areas were medicine (47%), surgery (15%), and
pediatrics (11%). Overall, 32% reported receiving prior SIC education. The
proportion of clinicians who rated the following barriers as moderate or
extreme were: unrealistic expectations about prognosis from other clinical care
providers (60%), lack of time (57%), frequent handoffs between clinical care
providers (54%), lack of a long-term relationship with patients (53%), lack of
prior prognosis and GOCD (51%), difficulty finding prior GOCD details in the
medical record (43%), inadequate training (35%), negative reactions from
patients and families (30%), lack of clarity about role in these discussions
(30%), emotional toll of GOCD (29%), and lack of appropriate compensation
for these discussions (21%). Compared to clinicians who did not report prior
SIC education, clinicians who reported prior SIC education were less likely to
rate the following barriers as moderate or extreme: inadequate training (19% vs
42%; OR 0.27, 95%CI 0.15-0.46; p-value <0.001), lack of clarity about role in
these discussions (15% vs 37%; OR 0.30, 95% CI 0.17-0.54; p-value <0.001),
difficulty finding prior GOCD details in the medical record (30% vs 49%; OR
0.46, 95%CI 0.29-0.74; p-value 0.001),and lack of prior prognosis and GOCD
(45% vs 53%; OR 0.63, 95% CI 0.40-0.99; p-value 0.046).
CONCLUSIONS: SIC education is associated with lower rates of self-
perceived barriers to conducting high-quality prognosis and GOCD with
seriously ill patients. Education is a key component of implementing
interventions to improve SIC.

STATE OF EVIDENCE ON EFFECTIVE INTERVENTIONS TO RE-
DUCE COPD READMISSIONS: A SYSTEMATIC REVIEW
Jason T. Alexander1; Swati Goyal1; Mary J. Akel1; Michael Hermsen1; Juhi C.
Gupta1; Nicole Kappel1; Sara Salomon2; Nicole Kasal3; Nancy Stewart4;
Alicia Dawdani1; Jesse Drapekin1; Kaitlyn Van Kampen5; Debra A. Werner5;
Valerie G. Press1
1Medicine, University of Chicago Pritzker School of Medicine, Chicago, IL
2Pediatrics and Neurobiology, University of Chicago Pritzker School of Med-
icine, Chicago, IL
3ED Clinical Public Health, Eskenazi Health, Indianapolis, IN
4Medicine, University of Kansas Medical Center Department of Internal
Medicine, Kansas City, KS
5University of Chicago Library, Chicago, IL. (Control ID #3712809)

BACKGROUND: Chronic Obstructive Pulmonary Disease (COPD) affects
24 million people in the United States with approximately 700,000 requiring
hospitalization for an exacerbation of COPD each year. Of patients that require
hospitalization, 20% are readmitted to the hospital within 30 days of discharge.
To inform the future direction of research aimed at reducing the morbidity and
costs of caring for patients with COPD, we performed a systematic review of
all randomized and non-randomized studies evaluating interventions designed
to reduce COPD readmissions.
METHODS:We searched PubMed, Scopus, CINAHL, and Cochrane Central
Register of Controlled Trials databases from inception to April 2020 for
randomized and non-randomized trials which enrolled adults with COPD that
evaluated any intervention to reduce COPD readmissions. We additionally
reviewed conference proceedings from the American Thoracic Society, Euro-
pean Respiratory Society, and Society of Hospital Medicine from 2018 and
2019 to ensure a robust gray literature search. Articles were excluded if
analyses included patients with asthma or were not written in English. After
title review, an abstract and full text review was performed to assess for
inclusion. All reviews were done in duplicate by two independent reviewers,

and any discrepancies were resolved by a third reviewer and discussion if
necessary.
RESULTS:A total of 12,269 articles met our inclusion criteria. After removal
of duplicates, 4,976 articles underwent title and abstract review, with 3,626
articles identified for full-text review. Of these 3,626 articles, we have currently
completed review of 707 (19%) articles, of which 107 met our inclusion
criteria. Types of interventions described by these articles include in-person
based (N=46), remote monitoring (N=16), and multi-modal interventions
(N=15).
Among in-person interventions, the majority (N=25, 54%) were done exclu-
sively in the emergency department or inpatient setting. Of the 107 articles
included in our review, 52 (49%) were randomized controlled trials. Among
the randomized controlled trials, only five (10%) described interventions that
reduced COPD readmissions. These interventions included pulmonary reha-
bilitation, in-person education and tele-monitoring follow up, geriatric home
hospitalization, and medication following a COPD exacerbation. The
remaining randomized controlled trials showed either no benefit or worsened
outcomes compared with the control group.
CONCLUSIONS:Our systematic review of interventions designed to reduce
COPD readmissions highlights the challenges associated with improving the
care of patients with COPD. While a variety of different programs have been
created to address hospital readmissions for patients with COPD, few random-
ized trials have demonstrated benefit.
Available evidence suggests that a combination of in-person and remote
patient education is an important element for reducing COPD readmissions.

TARGETED MULTIDISCIPLINARY QUALITY IMPROVEMENT
INTERVENTION TO IMPROVE OUTCOMES FOLLOWING DEN-
TAL FOREIGN BODY INGESTION
Mohammad El-Saied1; Lucía Rivera Matos2; Jennifer Bereckis3; Georgia
Lymberopoulos3; Susan Rowan3; Anna Lipowska4
1Medicine, University of Illinois at Chicago, Chicago, IL
2Medicine, University of Illinois at Chicago, Chicago, IL
3College of Dentistry, University of Illinois at Chicago, Chicago, IL
4Gastroenterology and Hepatology, University of Illinois at Chicago, Chicago,
IL. (Control ID #3706898)

BACKGROUND: Foreign body ingestion during dental procedures is a rare
but recognized complication that often requires medical evaluation and spe-
cialist consultation. There is little existing literature on management of dental
foreign body ingestion (DFBI) in the hospital setting. Appropriate care for this
patient population requires collaboration between the Dental, Emergency,
Internal medicine, and Gastroenterology (GI) teams. Our aim is to develop a
multidisciplinary protocol to help both minimize the occurrence of DFBI and
optimize its management.
METHODS: A retrospective review of DFBI cases at a tertiary care center
was conducted between 1/2015 and 8/2021. Data was collected through
electronic medical record review. On 6/2019 a quality improvement interven-
tion was effected involving a unique collaboration and simultaneous imple-
mentation of two separate protocols by the College of Dentistry (CoD) and GI
teams. The CoD protocol was multifaceted including determining indications
for emergency department (ED) referral after DFBI, maintaining patients NPO
and in an upright position, and comprehensive education of practitioners.
Patients were accompanied by a dental provider who provided descriptions/
samples of the swallowed item. The GI protocol defined the response to a
DFBI consultation, parameters for endoscopy, and how to conservatively
monitor stable patients without indication for endoscopy. These protocols were
disseminated among both teams with the goal of improving communication,
maximizing safety, and providing education on clinical management of DFBI.
RESULTS:A total of 25 patients were included, with 20 cases identified prior
to the intervention (over a span of 53 months) and only 5 occurring after the
intervention (spanning 26 months). Table 1 summarizes the clinical course
before and after the intervention. 7 patients (35%)were admitted to the hospital
pre-intervention and just 1 (20%) was admitted after. Specialists were
consulted on 9 cases prior (45%) and 1 case post (20%). Endoscopies were
performed in 4 patients, 3 pre (15%) and 1 post (20%). The complication rate
was 0% before and after the intervention.
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CONCLUSIONS:A targeted intervention implemented to improve outcomes
following DFBI led to a 50% decrease in the incidence of overall cases
adjusted over time, developed a clear path of action, and streamlined the
process for improved patient safety. Further studies with larger cohorts would
be beneficial to further assess the impact of the intervention. Our study
provides preliminary guidance on the management of DFBI.

TELEHEALTH AND THE DIGITAL DIVIDE: THE ROLE OF
EHEALTH LITERACY IN PATIENT TELEHEALTH
PREFERENCES AND UTILIZATION
Jessica Cheng1; Vineet M. Arora2; Nicole Kappel2; Hanna Vollbrecht3; David
O. Meltzer2; Valerie G. Press2
1General Medicine, University of Chicago Pritzker School of Medicine,
Chicago, IL
2Medicine, University of Chicago, Chicago, IL
3Medicine, Brigham and Women's Hospital, Boston, MA. (Control ID
#3708743)

BACKGROUND: Telehealth adoption has varied widely across populations,
highlighting ongoing equity challenges with rapid technology adoption. As
digital health services expand, it is important to consider what factors mediates
access and capability. eHealth literacy (eHL) describes the ability to obtain and
use electronic sources of health information. In this study, we aim to evaluate
the association of eHL with telehealth adoption rates, technology access, and
patient preferences.
METHODS: The study design is a cross-sectional observational study of adult
inpatients at the University of ChicagoMedicine. To determine the differences
in telehealth utilization between sub-populations, we analyzed binary variables
using chi-squared tests. To estimate the impact of eHL on patient willingness to
use video technology, we used a multivariate logistic regression model,
adjusting for age, gender, race, education, and internet and computer access.
RESULTS: Of 266 participants, the median age was 57 years, 61% were
African American, half were female, 34%were college graduates, 20% did not
have home internet access, and 27% had inadequate eHL, as defined by the
eHEALS Literacy Scale.
We observed over a seven-fold increase in reported telehealth use during the
pandemic. The percentage of participants who reported having a health ap-
pointment over video increased from 7% to 53% after March 2020. Inadequate
eHL was associated with lower rates of video telehealth usage (P < 0.01). In
contrast, phone telehealth usage during the pandemic did not differ significant-
ly between sub-populations (P = NS).
Participants with inadequate eHL were less likely to report being willing to use
video telehealth compared to those with adequate eHL (37% versus 75%, P <
0.001). In contrast, there were no significant difference in willingness to use
phone telehealth (68% versus 79%, P = 0.09). Participants cited lack of
knowledge/confidence (30%), access to technology (22%) and access to Wi-
Fi (21%) as barriers to using video for healthcare visits.
Adequate eHealth literacy significantly increased participants’ interest in future
telehealth use. Patients with adequate eHL had a 2.41 increase in the odds of
being interested in video telehealth appointments compared to patients with
inadequate eHL (P < 0.05).
CONCLUSIONS: Inadequate eHL is associated with lower rates of video
telehealth usage during the pandemic and lower willingness to use video
technology for telehealth. Furthermore, patients with inadequate eHL reported
significant preferences for phone over video technology, the latter of which is
needed to perform visual assessment through telehealth. Results of this study
indicate that evaluating and understanding patients’ eHealth literacy can offer
opportunities for health teams to enhance and expand digital patient
management.

THEASSOCIATIONBETWEENOPIOID PRESCRIBING FORMED-
ICAL INPATIENTS AND SUBSEQUENT HCAHPS SCORES
Ardeshir Z. Hashmi1,2; Michael B. Rothberg3; Pei-Chun Yu4; Kathryn A.
Martinez5
1Cleveland Clinic, Cleveland, OH

2Center for Geriatric Medicine, Cleveland Clinic, Cleveland, OH
3Internal Medicine, Cleveland Clinic, Cleveland, OH
4Quantitative Health Science, Cleveland clinic, University Heights, OH
5Center for Value-Based Care Research, Cleveland Clinic, Cleveland, OH.
(Control ID #3710814)

BACKGROUND: Judicious opioids prescribing is important for mitigating
the opioid epidemic. Yet physicians may worry that not prescribing opioids
could negatively impact their satisfaction scores. No study has assessed this in
the medical inpatient setting. Our objective was to assess the association
between inpatient opioid receipt and subsequent HCAHPS scores among
medical inpatients.
METHODS: We conducted a longitudinal cohort study in a large academic
health system of medical inpatients in 2016, aged ≥18 years, with a hospital-
ization of 2-31 days, who reported pain during their stay. We defined opioid
exposure as morphine milligram equivalents (MME)/d > 0 at any point during
the hospitalization. We assessed patient satisfaction via the HCAHPS survey:
“Doctor/Nurse treated me with courtesy and respect,” “Doctor/Nurse listened
carefully to me,” “Doctor/Nurse explained things in a way I could understand,”
their overall rating of their hospitalization, and whether they would recom-
mend the health system. We assessed patient ratings for doctors and nurses
separately, dichotomizing each outcome as “top box’ versus not. We generated
propensity weights accounting for gender, race, smoking status, length of stay,
chronic pain history, psychiatric history, whether they hadmultiple admissions
in 2016, maximum pain score during the hospitalization, and whether they
were opioid-naïve at admission. We used propensity weighted logistic regres-
sion to assess differences in the odds of a patient rating care as “top box” in
each of the aforementioned domains by whether or not they received opioids.
RESULTS: Our sample included 402 patients. Mean age was 70 years, mean
maximum pain score was 7.2/10, 27% were opioid-naïve, and 65% received
opioids during their stay. Fifty-eight percent gave a “top-box” overall hospi-
talization rating, and 81%would recommend the health system. In the adjusted
models, patients who received opioids had lower odds of giving a top box
rating for the hospitalization overall (aOR: 0.46; 95%CI: 0.32-0.66) and lower
odds of giving a top box score in the domain of “Nurses treated me with
courtesy and respect” (aOR: 0.38; 95%CI: 0.21-0.68) compared to patients
who did not. There were no other significant associations between opioid
receipt during the hospitalization and patient satisfaction in the other HCAHPS
domains.
CONCLUSIONS: Patients who received opioids were not more likely to
report top box satisfaction scores than those who did not, and in two domains
they reported lower satisfaction. Physicians can feel reassured that judicious
opioid prescribing to medical inpatients will not detrimentally affect their
satisfaction ratings.

THE EFFECTS OF VITAMIN D THERAPY ON OUTCOMES FOR
HISPANIC PATIENTS HOSPITALIZED FOR COVID-19
Saqib Shahid1; Fatma Dihowm2

1Department of Internal Medicine, Texas Tech University Health Sciences
Center El Paso, El Paso, TX
2Internal Medicine, Texas Tech University Health Science Center, El paso,
TX. (Control ID #3709726)

BACKGROUND: The SARS-CoV-2 novel coronavirus that causes COVID-
19 has been shown to more severely affect individuals with underlying
conditions, such as metabolic syndrome or diabetes. This is a reason why
SARS-CoV-2 more severely affects populations at risk for these conditions,
notably the Hispanic population. Vitamin D has been shown to be a positive
immunomodulatory actor, shown to upregulate production of CAMP
(cathelicidin antimicrobial peptide) and its effect on mitigating the severity of
respiratory illnesses has been widely studied. Additionally, given vitamin D’s
role in the functional regulation of pancreatic beta cells, this study aims to
determine whether vitamin D plays a significant role in providing better
outcomes for Hispanic patients with diabetes. Data will be gathered for patients
treated at University Medical Center in El Paso, where the majority of the
population treated is Hispanic, allowing us the opportunity to observe phe-
nomena unique to this population.
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METHODS: We collected data from the charts of 1,478 Hispanic patients
who were hospitalized for COVID-19 at University Medical Center El Paso.
Comparisons were made between patients who received VItamin D therapy
(705) and those who did not (773). The main outcome that was assessed was
mortality, as well as secondary outcomes such as length of hospital stay, need
for supplemental oxygen upon discharge, and ICU admission. Further
comparisons were made between patients who suffer from diabetes and those
who do not.
RESULTS: Our preliminary results by way of a univariate analysis show that
patients who were given Vitamin D therapy during their hospitalization had
significantly lower rates of mortality (p<0.001). Patients in the group that
received Vitamin D therapy were 38% less likely to die during their hospital
stay (p<0.001). We also discovered that patients admitted to UMC El Paso
were significantly more likely to be given Vitamin D therapy if they presented
with respiratory and GI symptoms (p<0.001). A multivariate analysis on the
relationship between previous history of diabetes and the efficacy of Vitamin D
therapy is pending.
CONCLUSIONS: Our results show that Vitamin D therapy as a part of the
treatment protocol for COVID-19 can significantly reduce mortality during
hospitalization. As a result of the unique composition of our patient population,
these findings can help build standards of practice that are applicable to the
specific needs of Hispanic patients throughout the course of the pandemic.
Because patients in the Hispanic population are more susceptible to severe
symptoms due to their predisposition to comorbid conditions like diabetes,
using protocols informed by evidence has the potential to prevent mortality on
a large scale.

THE IMPACT OF HOSPITAL READMISSION REDUCTION PRO-
GRAM (HRRP) ON 30-DAY READMISSION RATES AMONG HOS-
PITALIZED ADULT PATIENTSWITH DIABETES MELLITUS
Sanjay Bhandari1; Aprill Z. Dawson2; Rebekah J. Walker3; Joni S. Williams2;
Rabia Amjad1; Leonard E. Egede4
1Internal Medicine, Medical College of Wisconsin, Milwaukee, WI
2Medicine, Medical College of Wisconsin, Milwaukee, WI
3Medicine, Medical College of Wisconsin, Milwaukee, WI
4Medicine, Medical College of Wisconsin, Milwaukee, WI

BACKGROUND: Patients with diabetes mellitus (DM) are at a higher risk of
30-day readmission than those without DM. We sought to evaluate the impact
of the Hospital Readmission Reduction Program (HRRP), a federal value-
based purchasing program focused on reducing hospital readmissions, on 30-
day readmission rates in patients with DM.METHODS:Our study included a
retrospective analysis of hospitalized adult patients aged ≥ 18 years with DM
using the National Readmission Database (NRD). Years of data were catego-
rized under pre-HRRP (2010-2012) and post- HRRP (2013-2014). Unadjusted
and adjusted logistic regression models was performed for 30-day readmission
with pre- or post-HRRP serving as the primary independent variable.
RESULTS: There were a total 1,290,034 and 862,757 hospitalizations among
patients with DM in the pre-HRP and post-HRP periods, respectively. There
was a numerical difference in 30-day readmission rates between pre-HRRP
and post-HRRP periods (29.2% vs. 20.5%) with marginal significance in
unadjusted models (OR 1.02, 95% CI 1.0-1.04, p=0.06). After adjustment,
there was no difference in 30-day readmission rates between pre-HRRP and
post-HRRP periods (OR 1.00, 95% CI 0.98-1.02, p=0.99). Factors associated

with increased odds of 30-day readmissions included female sex, Medicaid/
Medicare insurance status, Elixhauser comorbidity index, longer length of stay
and hospital location (metropolitan). Patients with DM accounted for over 25%
of all 30-day readmissions.
CONCLUSIONS: HRRP was not associated with reduction of 30-day read-
mission among patients with DM. Since patients with DM accounted for more
than quarter of total 30-day readmissions, there is a potential need to strategize
HRRP policies to specifically address needs of patients with DM to make a
significant reduction in total 30-day readmission rates.

THE IMPACT OF SOCIAL DETERMINANTS OF HEALTH AND
PHYSICAL DISABILITY ON POST- ACUTE CARE USE WITHIN
90 DAYS OF ELECTIVE HIP AND KNEE ARTHROPLASTY
Jennifer Meddings2,1; David Ratz1; Jessica Ameling2; Laurence F.
McMahon2,3; Shawna N. Smith3. 1Center for Clinical Management Research,
Veterans Affairs (VA) Ann Arbor Healthcare System, Ann Arbor, MI; 2Inter-
nal Medicine, University of Michigan Medical School, Ann Arbor, MI;
3Health Management and Policy, University of Michigan Medical School,
Ann Arbor, MI. (Control ID #3715870)

BACKGROUND: Age, comorbidities, and Medicaid status were
implemented in 2021 as the first risk-adjustment variables in the Comprehen-
sive Care for Joint Replacement (CJR) Model for bundled hospital payment
involving both the hospital and post-acute care provided after hip or knee
replacement. It is unclear how these variables, compared to other social
determinants of health (SDH) and physical disability measures, influence the
post-acute care (PAC) type provided after elective hip or knee arthroplasty.
METHODS: Using a retrospective observational cohort study of Medicare
beneficiaries age ≥65 years with fee-for- service claims linked to survey data
from the Health and Retirement Study (HRS, years 2002-2015) or the National
Health and Aging Trends Study (NHATS, years 2011-2015), we employed a
multinomial logistic regression model to assess the average marginal effect of
baseline patient characteristics (clinical, SDH, physical disability) upon the
first type of PAC (facility-based as inpatient rehabilitation or skilled nursing
facility, home-health services, or outpatient as reference) provided first within
90 days of hip or knee arthroplasty. Clinical characteristics included age in 5-
year intervals, comorbidity count, and if hip or knee arthroplasty. SDH
characteristics included Medicaid coverage, female sex, race, being coupled,
and education level. Physical disability measures included having limitations
in activities of daily living involving lower extremities, having mobility
limitations, or being bothered by pain.
RESULTS: In the full multinomial logit model (1359 hospitalizations, 960
knee/399 hip arthroplasties, 1102 individuals), patient characteristics associat-
ed with significantly higher probability (p<0.01) of being provided facility-
based PAC included: female sex (7.8%), hip arthroplasty (5.3%), more
comorbidities (2.8%), and higher age (1.5%). Facility-based PAC was used
less if coupled (-17.1%, p<0.001). Medicaid coverage, race, education level,
and physical disability were not significantly associated with higher facility-
based PAC.
CONCLUSIONS: In addition to older adults and those with more
comorbidities or receiving hip arthroplasty, all else equal, women and
uncoupled patients had significantly higher probabilities of discharge to
facility-based rehabilitation after elective hip/knee arthroplasty. Not account-
ing for female sex and uncoupled status in risk-adjustment for the CJR model
may reduce the likelihood these patients are offered facility-based PAC given
it’s expensive. Having Medicaid and baseline physical disability were not
significant; yet, it is unclear how having Medicaid or increased physical
disabilities may influence these elective procedures being offered.

THE IMPACT OF SOCIAL DETERMINANTS OF HEALTH AND
TYPE OF POST-ACUTE CARE RECEIVED UPON POST-
OPERATIVE CHANGES IN PAIN AND FUNCTION AFTER ELEC-
TIVE HIP ARTHROPLASTY
Jennifer Meddings1,2; David Ratz2; Jessica Ameling1; Laurence F.
McMahon1,3; Shawna N. Smith3
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1Internal Medicine, University of Michigan Medical School, Ann Arbor, MI
2Center for Clinical Management Research, Veterans Affairs (VA) Ann Arbor
Healthcare System, Ann Arbor, MI
3Health Management and Policy, University of Michigan Medical School,
Ann Arbor, MI. (Control ID #3715880)

BACKGROUND: Age, comorbidities, and Medicaid status are currently the
only patient-level risk-adjustment variables in the Comprehensive Care for
Joint Replacement (CJR) Model for bundled payment involving hospital and
post-acute care. It is unclear how these variables and other social determinants
of health (SDH) and type of post-acute care (PAC) received impact
improvements in pain and function after elective hip arthroplasty.
METHODS:Using a retrospective cohort study of Medicare beneficiaries age
≥65 years receiving elective hip arthroplasty with fee-for-service claims linked
to survey data from the biennial Health and Retirement Study (years 2002-
2015) or the annual National Health and Aging Trends Study (years 2011-
2015), we applied linear probability or Poisson models to assess the average
marginal effect (significant if p<0.01) of baseline clinical (age, comorbidities)
and SDH patient characteristics (Medicaid, sex, race, if coupled, if have
children, education) upon pre-surgical baselines and post-operative changes
in 3 measures: if bothered by pain, number of activities of daily living (ADL)
limitations, number of mobility limitations. Models also explored how
outcomes varied by 3 types of PAC provided: outpatient, home health, or
facility-based.
RESULTS: Full linear regression models were derived from all eligible
hospitalizations for Medicare beneficiaries (383 elective hip arthroplasty
hospitalizations) with available baseline and post-surgical survey measures.
Net other characteristics, the probability of reporting pre-surgical baseline pain
was significantly higher by women (14.7%) but significantly less by African-
Americans (27.9%). Post-surgery, the probability of reporting pain decreased
by 13.9 percentage points, on average. This improvement did not vary signif-
icantly by either patient characteristics or type of PAC. Net other
characteristics, the number of ADLs (IRR=1.14) and mobility limitations
(IRR=1.08) at baseline was significantly higher for patients with more
comorbidities. Yet, on average, ADL and mobility limitations did not show
significant change pre- to post-surgery, and did not vary significantly by
patient characteristics or type of PAC. CONCLUSIONS: Improvements in
pain, mobility, andADLs are the motivation to pursue elective hip arthroplasty.
Although baseline measures of pain varied by gender and race, similar
improvements in pain were noted without any effect from patient
characteristics or PAC. However, the impact of SDH and PAC on outcomes
may have been obscured by physician selection of patients for these elective
procedures and PAC prescribed, which warrants further investigation.

THE IMPACT OF SOCIAL DETERMINANTS OF HEALTH AND
TYPE OF POST-ACUTE CARE RECEIVED UPON POST-
OPERATIVE CHANGES IN PAIN AND FUNCTION AFTER ELEC-
TIVE KNEE ARTHROPLASTY
JenniferMeddings1; David Ratz2; JessicaAmeling1; Laurence F.McMahon1,3;
Shawna N. Smith3
1Internal Medicine, University of Michigan Medical School, Ann Arbor, MI
2Center for Clinical Management Research, Veterans Affairs (VA) Ann Arbor
Healthcare System, Ann Arbor, MI
3Health Management and Policy, University of Michigan Medical School,
Ann Arbor, MI. (Control ID #3715881)

BACKGROUND: Age, comorbidities, and Medicaid status are currently the
only patient-level risk-adjustment variables for bundled payment involving
hospital and post-acute care after elective knee arthroplasty. It is unclear how
these variables and other social determinants of health (SDH) or type of post-
acute care (PAC) received impact improvements in pain and function.
METHODS:Using a retrospective cohort study of Medicare beneficiaries age
≥65 years receiving elective knee arthroplasty with fee-for-service claims
linked to survey data from the biennial Health and Retirement Study (years
2002-2015) or the annual National Health and Aging Trends Study (years
2011-2015), we applied linear probability or Poisson models to assess the

average marginal effect (significant if p<0.01) of baseline clinical (age,
comorbidities) and SDH (Medicaid, sex, race, if coupled, if have children,
education) upon pre-surgical baselines and post-operative changes in 3
measures: if bothered by pain, number of activities of daily living (ADL)
limitations, number of mobility limitations. Models also explored how
outcomes varied by 3 PAC types: outpatient, home health, or facility-based.
RESULTS: Full linear regression models were derived from all eligible
hospitalizations for Medicare beneficiaries (914 elective knee arthroplasty
hospitalizations) with available baseline and post-surgical survey measures.
Net other characteristics, the probability of reporting pre-surgical baseline pain
was significantly higher by women (10.7%) or if more comorbidities (2.2%),
but significantly less if older (4.1%). Post-surgery, the probability of reporting
pain decreased by 11.3%, on average. This improvement did not vary signif-
icantly by patient characteristics or type of PAC. Net other characteristics, the
rate of reporting more ADL limitations at baseline was significantly higher if
more comorbidities (IRR=1.23), Medicaid (IRR=2.13), or African-American
(IRR=2.25), but significantly less if coupled (IRR=0.54); on average, ADL
limitations did not improve post-surgery, with no difference by patient
characteristics or PAC. Net other characteristics, the rate of reporting more
baseline mobility limitations was significantly worse if more comorbidities
(IRR=1.05) or female (IRR=1.27); on average, mobility significantly im-
proved (IRR=0.92) post-surgery, with no difference by patient characteristics
or type of PAC.
CONCLUSIONS: Although baseline measures of pain, ADLs, and mobility
varied by SDH and comorbidities, similar improvements in pain and mobility
were noted after elective knee arthroplasty without effect by patient
characteristics or PAC. Yet, the impact of SDH and PAC on outcomes may
have been obscured by physician selection of patients for these elective
procedures and PAC prescribed, which warrants further investigation.

THEMISSINGPIECE: IDENTIFYINGLOSTOPPORTUNITIESFOR
WEEKEND DISCHARGE IN ADULT PATIENTS ADMITTED TO
THE GENERAL MEDICINE SERVICE
Sophia Golec, Justine Anderson, Margaret Shyu, Beth G. Raucher, Anne
Linker, Vinh-Tung Nguyen, Andrew Dunn. Internal Medicine, Icahn School
of Medicine at Mount Sinai, New York, NY. (Control ID #3707250)

BACKGROUND: Fewer hospitalized patients are discharged per day on
weekends as compared to weekdays. Hospital medicine groups have
implemented quality improvement (QI) initiatives to increase weekend
discharges, however, the factors contributing to lower rates of weekend
discharges are not well-described in the literature. A review of patients was
performed to identify and categorize common reasons for delayed discharge.
METHODS: A retrospective chart review was performed of adult patients
discharged on a Monday between February 1 2021 and April 30 2021 from a
general medicine service at a 1100 bed urban, academic, tertiary care hospital.
Each chart was independently assessed by two reviewers. Criteria to determine
the cause of delay included EMR documentation that patient was medically
stable for discharge and that the patient was pending a procedure, evaluation, or
placement. One primary cause of delay was assigned to each patient.
Discrepancies among reviewers were resolved with further chart review and
discussion with the QI team.
RESULTS: 246 patients on the Medicine service were discharged on a
Monday during the study period; 44 were removed from further review due
to leaving against medical advice, admission within 24 hours of discharge, or
death. Of the remaining 202 patients, 81 (40%) had documentation indicating
medical stability for earlier discharge. Among patients who were medically
stable for discharge, 40 (49%) were discharged home as compared to a facility.
Reasons for discharge delay included awaiting facility placement (33%),
provision of home services and equipment (25%), patient or caregiver dis-
agreement about medical readiness (15%), consultation (6%), and imaging or
procedures (6%). There was a statistically significant difference in percentage
of delayed discharges among patients cared for by a different weekend attend-
ing compared to continuity with the preceding weekday attending (48% vs
27%, p=0.01). There was no difference in likelihood of patients with delayed
discharge being on a resident teaching team versus hospitalist non-teaching
team (41% vs 40%, p=0.92).
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CONCLUSIONS: Over a third of patients discharged on Monday from the
hospital medicine service were medically ready for discharge over the prior
weekend. The most frequent causes for delay included awaiting facility place-
ment, establishing home care services, and patient or family disagreement with
discharge. Lack of continuity in attending care between weekend and weekday
increased likelihood of delay. Elucidating discharge barriers can focus QI
efforts to improve length of stay and hospital throughput. Areas for innovation
include partnership with social work for earlier referrals, improving commu-
nication with patients and family members, and changing attending staffing
models.

THE PARADOX OF NONALCOHOL SUBSTANCE USE IN
PATIENTSWITHUPPERGASTROINTESTINALBLEEDING:ARE-
AL WORLD ANALYSIS OF 800,000 ADMISSIONS
Mohammad Aldiabat2; Mohannad Al-Khateeb2; Mubarak H. Yusuf2,1; Ali
Horoub2; Yazan Aljabiri2; Maram Akhdour1
1Pediatrics, Lincoln Medical Center, Bronx, NY
2Internal Medicine, Lincoln Medical Center, Bronx, NY. (Control ID
#3706564)

BACKGROUND: Alcohol consumption is a known risk factor for mortality
in patients with Upper Gastrointestinal Bleeding (UGIB), however no current
data are available regarding the impact of non-alcohol substance use on those
patients. In the first analysis to date, we examined the impact of non-alcohol
substance use on outcomes of patients with UGIB.
METHODS: This is a retrospective cohort study examining data from the
National Inpatient Sample Database of the years 2016, 2017 and 2018. Using
appropriate ICD-10 codes, authors identified total number patients who were
admitted for UGIB with and without non-alcohol substance use (including
opioid, cocaine, anxiolytic, stimulants, hallucinogens, nicotine, inhalants, and
psychoactive agents). Primary outcomes were inpatient mortality. Secondary
outcomes included hospital length of stay (LOS), total hospital charges and
incidence of leaving the hospital against medical advice. Multivariate logistic
analysis was performed, after adjusting for age, gender, race, charlson
comorbidity index, primary insurance payer status, median household income,
hospital type and size, hospital region, hospital teaching status. Data was
considered statistically significant if p-value was <0.05.
RESULTS: Out of the study group of 800844 patients who had UGIB from
the years of 2016 to 2018, 19% had a history on non-alcohol substance use.
Study group had a mean age of 67 years, higher males' proportion (53%), with
averagemortality rate of 2.3%,mean LOS of 4.2 days and mean total charge of
care of 44405$. After running multivariate logisitic analysis for inpatient
mortality, non-alcohol substance use was not associated with increased risk
of mortality in patients with UGIB (Odds Ratio (OR) 0.98, 95% Confidence
Intervals (CI) 0.65 - 1.46, P=0.929). In term of secondary outcomes, study
group had a mean decrease in LOS by 6% days (95% CI -0.13 - -0.006,
P=0.032), a 1161$ mean decrease in total cost of care (95% CI -28554 - 207,
P=0.053) and a 2.7% increase in incidence of leaving the hospital against
medical advice.
CONCLUSIONS: Our study is a first to demonstrate that nonalcohol sub-
stance use have no impact on mortality in patients with UGIB. However, and
more interestingly, those patients are found to have a decrease in total length of
stay and cost of care likely secondary to the observed increased risk of leaving
the hospital against medical advice.
Substance use is a significant predictor of leaving the hospital against medical
advice and novel methods and interventions are needed for prevention to
decrease the risk of worsened health outcome in this vulnerable patient
population.

TIME, HASSLE, AND ENCOUNTER TYPE AS PERCEIVED
BARRIERS TO USE OF INTERPRETATION SERVICES FOR
PATIENTS WITH LIMITED ENGLISH PROFICIENCY DURING
THE COVID-19 PANDEMIC
Daniel R. Bamrick-Fernandez, Scott Spivey Provencio, Maria Leon
Camarena, Veronica G. Chavez, Edgar D. Torres Fernandez, Snehal Patel
Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX. (Control ID #3715372)

BACKGROUND: Underuse of interpretation services for Limited English
Proficiency (LEP) patients has been both widely reported in popular media and
is increasingly documented in the literature. The COVID-19 pandemic has
affected every aspect of healthcare and has directly impacted the use of
interpreters with barriers such as strict visitation policies, limited patient
interactions with healthcare workers, and withdrawal of in- person interpreters
from the hospital setting. In this study we assess the use of interpreter services
by healthcare professionals (HCPs) for LEP patients at an academic teaching
hospital during the pandemic.
METHODS:A combination of quantitative and qualitative data was obtained,
and a total of 107 HCPs responded to the survey between August and October
2021. The majority of respondents were physicians (50.4%) and the largest
specialties represented were Internal Medicine, Hospital Medicine, and med-
ical subspecialties (36.4%).
RESULTS: Study participants reported a preference for digital interpreters.
Despite affirming the importance of interpretation services for LEP patients
and endorsing the use of telephone and tablet digital methods, many HCPs cite
hassle and time constraints as limiting factors for the use of interpreter services.
HCPs reported wide variation in use of interpretation services based on type of
encounter. Of HCPs who assessed themselves as non- fluent in Spanish, 71%
reported patient encounters without interpretation services, with some
reporting they “know enough Spanish to get through”. When asked to rank
their likely use of interpretation services in different clinical settings, 88%
stated they use interpretation in “Goals of CareMeetings”, 87% use themwhen
“Consenting Patients”, and 80% use them for the initial encounters. However,
only 47% and 51% stated that they used interpreters for follow-up encounters
and consult visits, respectively. Only 25% reported using interpreters for other
visits.
CONCLUSIONS: The COVID-19 Pandemic has hastened a shift to digital
platforms in many arenas, and healthcare interpretation services have been
equally affected. However, despite hopes that digital or telephonic means of
interpretation would improve interpretation use by HCPs, our study shows that
HCPs continue to use these services at inadequate rates. Time constraints,
hassle, and encounter type were common explanations for underuse before the
pandemic and continue to be widely cited during COVID-19. The legal
imperative to use adequate interpretation services at every encounter should
be better communicated to HCPs, and health systems should work to decrease
barriers to interpreter services use. If third party interpretation presents the
same barriers to use, healthcare systems should consider a strategic change to
increase the bilingual work force and certify language skills so that patients can
receive language-concordant care more consistently.

TYPE OF INSURANCE IS ASSOCIATEDWITH INCREASED RATE
OF DEPARTURE AGAINST MEDICAL ADVICE IN PATIENTS
HOSPITALIZED FOR HEART FAILURE
Jose S. Aguilar-Gallardo1; Raphael Bertasi2; Tais Bertasi2; Nadeem Bilani3;
Debbie M. Fermin3; Martin E. Garcia3
1Icahn School of Medicine at Mount Sinai Department of Medicine, New
York, NY
2Medicine, Icahn School of Medicine at Mount Sinai Department of Medicine,
New York, NY
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3Internal Medicine, Icahn School of Medicine at Mount Sinai Department of
Medicine, New York, NY

BACKGROUND: Patient’s insurance status is a reflection of socioeconomic
factors and has multiple implications in access as well as patient’s perception
and satisfactionwith healthcare. In this study, we analyze if type of insurance is
independently associated with departure against medical advice (AMA) in
patients hospitalized for heart failure (HF).
METHODS: This is a retrospective cohort study using the 2018 National
Inpatient Sample that included adult patients with a primary diagnosis of HF.
Patients were separated in four groups based private insurance, Medicare,
Medicaid, and self-pay. Groups were compared for incidence of departure
AMA. Multivariate regression was used to adjust for age, sex, race, income
quartile for zip code, Charlson comorbidity index, and other relevant
comorbidities.
RESULTS: There was a total of 1,024,340 (weighted) hospitalizations for HF,
of which 17,780 were discharged AMA. When compared to patients with
private insurance, multivariate regression revealed a greater incidence of
departure AMA in those with Medicare with odds ratio (OR) 1.78 (95%
Confidence Interval (CI) 1.55 to 2.04, p=0.000), those with Medicaid with
OR 3.78 (95% CI 3.36 to 4.23, p=0.000), and those who self-paid with OR
4.37 (95% CI 3.79 to 5.03, p=0.000).
CONCLUSIONS: Departure AMA was greater in self-paid when compared
to Medicaid, where it was in turn greater when compared to Medicare, with
private insurance having the lowest rate of departure AMA. The difference was
present despite adjusting for income and other demographic and baseline
patient characteristics. Therefore, rates of departure AMA could reflect
differences in type and quality of care received for each type of insurance
and might highlight areas of improvement in patient care.

USE OF A SHELTER DATABASE TO DETERMINE MISSED IDEN-
TIFICATION OF HOMELESSNESS AT AN URBAN ACADEMIC
HOSPITAL
Catherine McDowell1; Mario A. Pita1; Matthew Tovar1; Nathan Errampalli1;
Hanna Haile1; Aditya Maddali1; Kartik Patel1; Megan Phan1; Richard L.
Amdur2; Jillian Catalanotti1
1Medicine, The George Washington University School of Medicine and
Health Sciences, Arlington, VA
2Surgery, George Washington University School of Medicine, Washington,
DC. (Control ID #3697944)

BACKGROUND: 40% of first-time adult shelter users have an ED visit or
hospitalization within 1 year of shelter entry. Physicians must know patients’
housing statuses to develop care plans after discharge. The rate of correct
identification of homelessness appears to be low and is not widely studied. One
barrier to study is the lack of “true” comparison information without surveying
patients in real-time.

We investigated the rate of correctly identified homelessness documented
during ED visits and admissions. We used the Homeless Management Infor-
mation System (HMIS) to identify individuals who stayed at shelters or
transitional housing in Washington, DC during a 6-month period and com-
pared this to EMRs during the same period.
METHODS:HMIS data on adults using homeless services between 9/1/2019-
2/29/2020 was shared with researchers. Using name and date of birth, 5,025
individuals from the HMIS were searched in the EMR. Inclusion criteria were
age >17 and having at least 1 EDvisit or inpatient admissionwithin the same 6-
month period. Charts were reviewed for documentation of housing status for
up to 2 ED visits and 2 inpatient admissions per patient, including where it was
documented. Simple percentages were calculated and Fischer’s exact test was
used to compare rates in the ED versus admissions. This study was approved
by the George Washington University IRB.
RESULTS: Out of 5,025 HMIS entries, 2,523 (50.2%) had EMR charts, with
702 patients (14%) having had at least 1 ED visit or admission in the 6-month
study period. Out of 813 ED visits without admission (586 patients; 227 with
2nd visits), housing insecurity was identified in 37% (303/813). Out of 220
admissions (188 patients; 32 2nd admissions), housing insecurity was identi-
fied in 64% (140/220). The difference in identification of housing insecurity
during ED visits versus admissions was significant (p<.0001). Among ED
patients whose housing insecurity was correctly documented, documentation
was in the physician note (89%), social work note (22%) or nursing note
(15%). Among admitted patients whose housing insecurity was correctly
documented, documentation was in physician note (72%), social work note
(56%), discharge summary (54%), discharge note (46%), initial ED physician
note (37%) or ICD-10 code (19%).
CONCLUSIONS: Homelessness was not documented in at least 1/3 of
hospital admissions and 2/3 of ED visits for patients who used shelters or
transitional housing. More may have been missed, as other patients may have
had housing insecurity without utilizing shelters or transitional housing. Home-
lessness may be more often correctly documented during admissions due to the
more thorough nature of the encounter, additional time available, better doc-
umentation, or need to create more detailed discharge plans. Some EMRs
incorporate screening alerts to improve identification of housing insecurity,
however our EMR lacks these. Further study should include impact of using
these tools on correctly identifying housing insecurity.

USING FAMILY NARRATIVE REPORTS FROM THE BEREAVED
FAMILY SURVEY TO IDENTIFY PRACTICES FOR IMPROVING
END-OF-LIFE CARE QUALITY
Karleen Giannitrapani1,2; Maria Yefimova1,3; Matthew McCaa1; Joy R.
Goebel1,4; Ann Kutney-Lee5,6; Caroline Gray1; Scott T. Shreve7,8; lorenz Karl1,2
1Center for Innovation to Implementation (Ci2i), VA Palo Alto Health Care
System, Palo Alto, CA
2Division of Primary Care and Population Health, Stanford University School
of Medicine, Stanford, CA
3Office of Research, Patient Care Services, StanfordHealth Care, Stanford, CA
4School of Nursing, California State University Long Beach, Long Beach, CA
5Veteran ExperienceCenter, VAMedical Center CorporalMichael J Crescenz,
Philadelphia, PA
6School of Nursing, University of Pennsylvania, Philadelphia, PA
7Palliative and Hospice Care, US Department of Veterans Affairs,
Washington, DC
8Hospice and Palliative Care Unit, VAMedical Center Lebanon, Lebanon, PA.
(Control ID #3711632)

BACKGROUND:Many adults die in institutional settings and understanding
how to improve the patient and family- centeredness of those settings is
important. Families and caregivers of recent in-patient decedents may be best
positioned to recommend practices for quality improvement. The Veterans
Health Administration is one of the few systems that use routine feedback to
assess the quality of palliative and end-of-life care. The 17 item Bereaved
Family Survey (BFS) has been used nationally by the VA to gather routine
feedback from inpatient decedents since 2010. The BFS also includes two open
ended questions that allow families to offer suggestions for improving care.
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METHODS: To identify actionable practices that bereaved families highlight
as contributing to high quality end-of-life care, we conducted qualitative
content analysis of narrative responses to the Bereaved Family Survey for
inpatient decedents (n=1800) in the Veterans Affairs healthcare system in
2017. We clustered practices by the level of the organizational involvement
needed for implementation: larger system (Department of Veterans Affairs),
Organization (VA medical Center), Group (Interdisciplinary team), and Indi-
vidual (e.g. a bedside nurse).
RESULTS: Twenty percent of the narrative responses contained actionable
practices. By synthesizing narrative responses to the BFS in a national
healthcare system, our multidisciplinary team identified 98 actionable practices
reported by the bereaved families that have potential for implementation in QI
efforts. Specifically, we identified 67 end-of-life practices and 31 practices in
patient-centered care domains of physical environment, food, staffing, coordi-
nation, technology and transportation. The 67 cluster into domains including
respectful care and communication (e.g. Offer the least restrictive visiting
hours so that family can visit at any time), emotional and spiritual support
(e.g. Offer music per patients’ preferences, either digitally recorded or live),
death benefits (e.g. Assess how patient’s death affects the surviving spouse
financially), symptom management (e.g. Ensure that adequate pain relief is
provided during the transition between providers). Sorting these practices by
target levels for organizational change illuminated opportunities for
implementation.
CONCLUSIONS: Patient experiences should be considered by healthcare
systems when implementing care practices to improve quality of end-of-life
care. Narrative responses from bereaved family members can yield approaches
for systematic quality improvement. These approaches can serve as a menu in
diverse contexts looking for approaches to improve patient quality of death in
in-patient settings.

USING SECURE CHAT OF HIT3S2 CRITERIA TO REDUCE INPA-
TIENT INCIDENCE OF HYPOGLYCEMIA
Thao A. Nguyen1; Fatima Chagani1; Taylor Kellee1; Kimberly Algarra1;
Sherry J. Augustine3; Asha Bansari1; Jaymin Patel1; Mohammad
AsSayaideh1; Kanika Rathi1; Neha D. Solanky1; Stephen Lemon2; Nicolas
Vernace1; William T. Donahoo1; Nila Radhakrishnan1; Bhagwan Dass1. 1De-
partment of Medicine, University of Florida, Gainesville, FL; 2College of
Pharmacy, University of Florida, Gainesville, FL; 3Department of Nursing,
University of Florida, Gainesville, FL. (Control ID #3706045)

BACKGROUND: Hypoglycemia is dangerous and can cause neurologic
deficits, encephalopathy, and ultimately death1. According to data collected
by Vizient, a healthcare performance improvement company, the incidence of
hypoglycemia at our academic medical center was rising; it was 3.23% in the
second half of 2020, which was an increase from previous years. Our multi-
disciplinary team’s quality improvement (QI) project aim is to address this
increased incidence of hypoglycemia with the goal of 20% reduction in
hypoglycemic events on four pilot adult medicine floor units, from May to
December 2021. Through this intervention, we also aim to reduce patients’
length of stay, hospital costs, and adverse events.
METHODS: Our project was registered through our institutional QI project
registry (#1591). We defined a hypoglycemic event as blood glucose (BG)
readings of ≤50 mg/dL after the same- or the prior-day dose of insulin. A prior
published algorithm from our institution was used to generate a daily list of
patients at high risk of hypoglycemia2. For patients on the pilot units who are at
the top 10% of the hypoglycemia risk list, physicians from the project team
message the physician team and bedside nurse caring for the patients via
HIPAA secure messaging called “Epic Secure Chat” and call the unit’s charge
nurse, using standardizedmessages to alert them to the patient’s risk status.We
piloted the use of the “HIT3S2” checklist of crucial contributors to hypogly-
cemia, created and included in these standardized messages, which includes
recent hypoglycemic events (H); insulin adjustment for renal failure, BMI, or
oral intake status (I); timing of insulin and meals, tube feeds, and trends of
blood glucose (T3); steroid use, and planned surgeries or procedures (S2). The
physician teamwas advised to monitor patients and address patient care factors
pertaining to this checklist.

RESULTS:On the pilot units, 43 total hypoglycemic events occurred from June
to December, and 81% were detected by the algorithm, for which care provider
teams were contacted as detailed. On all the floors of the hospital, Q4 (Oct- Dec)
had 34.8% fewer cases than Q3 (July-Sept). However, December had 25.9%
more cases than November (a similar event rate as September). There was also a
consistent decrease in hypoglycemic events in the pilot units compared to that of
the rest of the hospital units from June to Oct, except Nov and Dec.
CONCLUSIONS: Using Secure Chat of HIT3S2 shows some promising
reduction in inpatient hypoglycemic events. As this QI innovation is ongoing,
further analysis is needed to determine factors that contribute to the substantial
jump in December. Therefore, data will be collected on individual patients that
became hypoglycemic on the pilot floors to examine whether the patient was
flagged by the algorithm, whether interventions were made per the HIT3S2
checklist after notification and most likely contributors to the hypoglycemic
event.

VALIDATION OF AUTOMATED WRONG-DOSE AND WRONG-
FREQUENCYMEDICATION ERRORMEASURES: PRELIMINARY
RESULTS
Nicholas Hyman1,2; GillianWright1,2; AnneGrauer2,3; Pooja Reddy4,2; Chanel
Rojas2; Yelstin Fernandez2; Jerard Kneifati-Hayek2,3; Jo Applebaum5; Jason
Adelman2,3
1Vagelos College of Physicians and Surgeons, Columbia University Irving
Medical Center, New York, NY
2Center for Patient Safety Research, Columbia University Irving Medical
Center, New York, NY
3Medicine, Columbia University Irving Medical Center, New York, NY
4Pediatric Gastroenterology, Columbia University IrvingMedical Center, New
York, NY
5Quality and Patient Safety, NewYork- Presbyterian Healthcare System Inc,
New York, NY. (Control ID #3707687)

BACKGROUND: Dose and frequency are two crucial components of a
medication order. These are often ordered with incorrect values and can result
in serious adverse outcomes, but there is a lack of methods to understand how
often and why these errors occur (1,2). The Wrong-Patient Retract-and-
Reorder (RAR) automated measure has been validated and used to quantify
and evaluate near-miss wrong-patient orders (3,4). We validated automated
measures to identify near- miss Wrong-Dose (WD) and Wrong-Frequency
(WF) orders using the RAR approach. These measures can be used to measure
efficacy of interventions aimed at reducing these types of errors.
METHODS:We validated theWD andWFRARmeasures in Epic electronic
health record at a large integrated healthcare system inNewYork. TheWDand
WF RAR measures identify medication orders that are canceled within 30
minutes, then reordered within 10 minutes by the same clinician for the same
patient, with a change in the dose or frequency of the medication, respectively.
Between June and August 2021, a convenience sample of clinicians who
triggered the measures were contacted within 6 hours of the event. Phone
interviews were conducted by medical students with a script and reviewed by
two clinicians independently to classify the events as True Positives (TPs) or
False Positives (FPs). Disagreements were discussed by reviewers to resolu-
tion. Positive predictive value (PPV) was calculated as TP/(TP+FP) with exact
binomial confidence interval (CI). Interviews were qualitatively analyzed
based on a well-established classification of human error (5). Rates of WD
and WF orders were then estimated using the preliminary measures.
RESULTS: A total of 127 WD and 102 WF interviews were conducted and
analyzed. For WD, 97 cases were classified as errors for a PPV of 76.4% (95%
CI, 69.0%-83.8%). For WF, 87 cases were classified as errors for a PPV of
85.3% (95% CI, 78.4%-92.2%). TPs for both WD and WF were most often
planning errors (e.g., knowledge deficit) as opposed to execution errors (e.g.,
data entry errors) (Table 1). Applying the measures to all medication orders
placed from April through October of 2021 (N=9,172,230) revealed 13,700
WD events (149 per 100,000 orders) and 10,018 WF events (109 per 100,000
orders).
CONCLUSIONS: Results suggest the WD and WF measures accurately
estimate WD and WF medication order errors with high PPVs of 76.4% and
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85.3%, respectively. Qualitative analysis demonstrated these errors are most
often planning failures. These measures can be used to evaluate interventions
aimed at decreasing the incidence of these events.

“IT’S BEEN TRAUMATIC”: THE IMPACT OF COVID-19 ON
HOSPITAL-BASED HEALTHCARE WORKERS IN AUSTIN
Snehal Patel1,3; Ana Chatham4; Liana Petruzzi4; Brenda Garza3; Ricardo
Garay3; William M. Brode2,3; Timothy Mercer3; Carmen Valdez3
1Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX
2Internal Medicine, University of Texas System, Austin, TX
3Population Health, The University of Texas at Austin, Austin, TX
4TheUniversity of Texas at Austin Steve Hicks School of SocialWork, Austin,
TX. (Control ID #3715802)

BACKGROUND:COVID-19 has uniquely impacted the United States due to
an under-resourced and over-burdened public health system. As the pandemic
has ebbed and flowed across multiple surges, it has profoundly affected
healthcare infrastructure. Multiple reports have noted a marked increase in
burnout and compassion fatigue among healthcare professionals (HCPs) dur-
ing COVID-19, which can adversely impact clinical care. However, the
majority of studies have focused only on physicians or nurses in international
settings; there is very little research on the experiences of HCPs in the U.S.
This study explores the impact of a two-year pandemic on HCPs in terms of
compassion, burnout and secondary trauma.
METHODS: This is a mixed-method assessment of hospital HCPs (n=26)
during COVID-19 including case managers, hospitalists, residents and pallia-
tive care team members. Quantitative data include HCP demographics (age,
gender, race & education) as well as compassion, burnout and secondary
trauma as measured by the Professional Quality of Life (ProQOL) Scale.
Qualitative data was collected via 60-minute focus groups with HCPs, and
content analysis was used to identify themes.
RESULTS: Mean age was 35.2 years and 73% identified as female. The
majority of HCPs identified as white (n=21) and 20% as Latinx, while one
person identified as Black and four as Asian. About one-third of HCPs spoke
Spanish. The majority were physicians (n=15, 58%), while three were social
workers, three were registered nurses, one was an advanced practice nurse
practitioner and one was a chaplain. HCPs had worked in healthcare for a mean
of 6.8 years (median=3) with a max of 38 years. Compassion, burnout and
secondary trauma survey scores fell within the average range across HCPs.
However, qualitative interviews identified burnout as a major theme amongst
HCPs. Multiple factors associated with burnout were identified, including the
unpredictability of COVID-19, high death rates, understaffing, unfilled
positions, long working hours, social isolation and the politicization of
COVID-19.
CONCLUSIONS: Traditional compassion, fatigue and burnout surveys such
as the ProQOL may not fully capture the complexities of how COVID-19 has
affected healthcare professionals. Our qualitative data provides rich
descriptions of compassion fatigue and burnout that were not captured by the
survey data. Due to the unpredictable nature of the pandemic, as well as the
large swings in hospitalization numbers, it is possible that the survey data did
not reflect the level of burnout or compassion fatigue since data was collected
at the end of the delta surge. It is also possible that HCPs most affected by
secondary trauma or burnout have left the healthcare field, as supported by
current literature.
Larger scale assessments of healthcare professionals in the U.S. are warranted
to further understand the impact of the COVID-19 pandemic on healthcare
professionals, organizational factors leading to compassion fatigue or burnout,
and potential policy solutions.

Scientific Abstract - Medical Education and Education Scholarship

"MY NEIGHBOR SAID PERCOCETMIGHT HELP"- ACUTE PAIN,
COMMUNICATION SKILLS, AND IMPLICIT BIAS. CAN WE UN-
COVER AN ASSOCIATION IN THE SIM LAB?

Tavinder K. Ark2; Marla Fisher3; Adina Kalet2; Felise Milan4; Paul R.
Marantz5; Diana J. Burgess6; Joanna L. Starrels7; Malika Samuel8; Lily Burd8;
Cristina M. Gonzalez1
1Medicine, Albert Einstein College of Medicine/Montefiore Medical Center,
New Rochelle, NY
2Kern Institute, Medical College of Wisconsin, Milwaukee, WI
3Albert Einstein College of Medicine, Bronx, NY
4Office of Medical Education, Yeshiva University Albert Einstein College of
Medicine, Bronx, NY
5epidemiology, Albert Einstein College of Medicine, Bronx, NY
6University of Minnesota and Minneapolis Veterans Affairs Health Care
System, Minneapolis, MN
7Medicine, Albert Einstein College of Medicine, Montefiore Medical Center,
Bronx, NY
8Public Care Strategies, New York, NY

BACKGROUND: Evidence suggests communication is associatedwith racial
implicit bias. No published simulations exist to assess physician implicit bias
recognition and management (IBRM) in patient encounters. To address this
gap, we developed a high-fidelity simulation and adapted existing checklists
and global rating scales to include items associated with racial implicit bias.
We conducted a feasibility study to determine if the simulation can assesses
variability in communication skills and behaviors related to IBRM.
METHODS: This case was conducted over Zoom with N=22 internal/family
medicine physician volunteers; we have complete data for N=15. The case
involved a 48-year-old woman who presented with right sided chest pain after
a fall. We pursued an exploratory approach investigating variability of physi-
cian volunteers’ communication skills as rated by a highly trained standardized
patient (SP) and monitor and exploring associations with the race Implicit
Association Test (IAT). Checklist and global rating scale items were rated on
3- and 4-point scales, respectively. For each communication item, we com-
pared mean scores of physician volunteers caring for Black vs White SPs.
RESULTS:A total of 11Black and 9White SPs provided ratings on physician
volunteers’ communication skills. The case, checklist, and global rating scale
resulted in variability of scores among physician volunteers (Figure 1). Mean
IAT scores for physician volunteers were in the neutral range. A significant
positive relationship was found between the “Allowing the patient to tell their
story” item with race IAT score (r=0.64, p=0.01).
CONCLUSIONS: We developed a high-fidelity simulation, checklist, and
global rating scale that elicit variability in communication scores among
physician volunteers. While some associations reached statistical significance,
several trended toward a positive association, but we are still underpowered to
demonstrate small effect size. This study supports the feasibility of designing
high-fidelity simulations to assess the association of racial implicit bias and
communication skills in practicing physicians. Data analysis will continue as
the number of participants increases with subsequent pilots, and we expect to
conduct psychometric analysis to assess construct validity of our checklist and
global rating scale.

GETTINGTOTHE INFORMATIONCLINICIANSNEEDQUICKLY:
AN EVALUATION OF DYNAMED AND MICROMEDEX WITH
WATSON
Heba Edrees1,2; Diane L. Seger3; MaryG. Amato1; Ania Syrowatka1,4; Pamela
Garabedian3; Sevan Dulgarian5; Gretchen Jackson6,7; David W. Bates1,4
1General Internal Medicine and Primary Care, Brigham and Women's Hospi-
tal, Boston, MA
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2Pharmacy Practice, MCPHS University, Boston, MA
3IS- Clinical and Quality Analysis, Partners Healthcare System, Wellesley, MA
4Harvard Medical School, Boston, MA
5Department of General Internal Medicine, Brigham and Women's Hospital,
Boston, MA
6Watson Health, International Business Machines Corp, Cambridge, MA
7Pediatric Surgery, Vanderbilt University Medical Center, Nashville, TN.
(Control ID #3716133)

BACKGROUND: Digital point-of-care information tools are frequently used
by clinicians to answer clinical questions.1 A database used for evidence-based
disease management (DynaMed) was recently merged with a pharmaceutical
knowledge base (Micromedex), which includes a conversational agent Watson
Assistant (WA). We evaluated the ability of the combined database DynaMed
and Micromedex with Watson, to answer clinical questions with accurate,
evidence-based information.
METHODS: Real-world clinical questions were used for testing and were
categorized by information type (Table 1) and specialty area. Two pharmacists
independently performed 600 searches for 300 questions, using keyword
search (KS) and WA. Search results were evaluated based on whether infor-
mation was found (yes or no), relevance to the question (completely relevant,
somewhat relevant, not relevant), difficulty in finding the answer (easy, medi-
um, hard), and quality of the evidence (good, fair, poor).
RESULTS:An answer was found for 86.8% of questions using KS and 87.1%
using WA. For KS, answers were relevant for 84.3% of the questions, com-
pared to 87.7% in WA. The overall agreement between reviewers in KS was
94.6% for relevant answers found, 100% for non relevant answers found, and
65.8% for answers not found (kappa=0.73). The overall agreement between
reviewers in WAwas 91% for relevant answers found, 71.4% for non relevant
answers found, and 69.8% for answers not found (kappa=0.83). Most answers
were easy to find (78.7% in KS, 87.7% in WA). The quality of evidence for
answers was good, fair, or poor in 62.1%, 36.6%, and 1.3% for KS and 54.2%,
43.3%, and 2.5% for WA. Reasons for disagreement included using different
search terms and sections analyzed. The rate for good quality evidence was
lower since many answers to simple questions were based on smaller studies,
and higher levels of evidence (clinical guidelines or randomized controlled
trials) were not cited.
CONCLUSIONS: Answers to most questions were found easily, included
high quality and evidence-based information, with a high level of agreement
between reviewers. Overall, DynaMed and Micromedex with Watson is a
useful tool that could be further improved by recognizing different, relevant
search terms, standardizing locations of drug and disease answers in the
appropriate sections, and citing more good quality evidence.
This study was funded by the International Business Machines (IBM)
Corporation.

A NATURAL LANGUAGE PROCESSING PROGRAM TO ASSESS
MEDICAL STUDENTS’ NOTES
Harry Burke1; Joseph Lopreiato1; Paul Hemmer2; Heidi King3; Michael
Montgomery1; Albert Hoang1
1Medicine, Uniformed Services University of the Health Sciences, Bethesda,
MD
2EDP, USUHS, Bethesda, MD; 3Patient Safety Program, Department of De-
fense, Falls Church, VA. (Control ID #3709538)

BACKGROUND:An important component of medical students’ education is
learning how to acquire, interpret, and clinically use medical information. As
part of this process students write clinical notes. The notes are graded in terms
of the presence/absence of the relevant clinical information. Currently, human
raters grade the notes but this is time consuming and it can contain grading
errors. An alternative approach is to grade notes using a natural language
processing (NLP) program. The goal of this project is to assess the accuracy
of an NLP program at detecting target meanings in students’ free text case
notes.
METHODS: Standardized patients learned a medical case. Students
interviewed and examined the standardized patients and, based on their

interaction, wrote in free text the case’s chief complaint, history of present
illness, review of systems, physical examination, diagnoses, and follow-up
testing. The NLP program consisted of words/phrases and expert system rules.
The NLP program read the free text and detected the presence or absence of
target meanings in the student’s notes. The three measures of accuracy were:
sensitivity (TP / TP + FN), positive predictive value (TP / TP + FP), and the
Jaccard (TP / TP + FP + FN).
RESULTS: The population consisted of 168 third year medical students.
There were 99 target meanings in this case. Thus, there were 16,632 possible
target meanings in the population. The NLP program made eight correctable
errors. The errors involved relevant words that were separated by irrelevant
words or symbols. Its sensitivity was >99%, its positive predictive value (PPV)
was 100%, and its Jaccard was >99%.
CONCLUSIONS: It is important for students’ notes be graded by a standard-
ized method that has an accuracy close to 100%. The NLP programwas able to
systematically detect meanings in student’s free text notes at close to 100%
accuracy. Furthermore, the NLP’s results are transparent so student errors can
be identified and students can receive specific feedback regarding their perfor-
mance. Finally, the NLP program can read and grade hundreds of notes quickly
and reliably.

A NEAR MISS: A DESCRIPTIVE ANALYSIS OF STUDENT INCI-
DENT REPORTING
Joseph T. Plugge2,1; Sonja Raaum2; Amanda Breviu2
1InternalMedicine, VA Salt Lake City Health Care System, Salt Lake City, UT
2InternalMedicine, University of Utah Health, Salt Lake City, UT. (Control ID
#3707077)

BACKGROUND: Over the last two decades quality improvement initiatives
have been integrated into health care systems. Alongside this, curriculum has
been developed for medical trainees to participate in event reporting systems,
but quality of these interventions is lacking. Specifically, while many
interventions assess knowledge and attitudes surrounding patient safety events,
few have assessed medical student' ability to apply learned knowledge into
practice. Understanding this gap can help guide curriculum development.
METHODS: This retrospective, mixed-methods descriptive study analyzed
4th year medical students' responses to a patient safety assignment as part of a
4-week course on Internal Medicine wards. The assignment queried 4th year
medical students to identify and describe a patient safety incident observed and
then indicate if it warranted an incident report. Complete assignments were
included in analysis. Assignments that were excludedwere those that described
events outside their facility or failed to delineate whether an incident report was
required. Descriptive statistics were generated from students' indication of need
for an incident report and further organized per incident definition (hazardous
condition, close call, no harm event, adverse event). Thematic content analysis
was conducted on the described incidents and incidents were grouped per
associated descriptive event category.
RESULTS: From a total of 505 assignments, 431 were analyzed. Students
predominantly indicated incident reports were unnecessary for their
assignment's event, with only 19% (83/431) indicating an incident report was
required. Based on incident definitions, students indicated that 14% of hazard-
ous conditions (39/278), 8% of close calls (2/21), 28% of no harm events (13/
46), and 38% of adverse events (29/75) would warrant an incident report.
Leading categories of event types included 32% communication, 11% clinical
judgement, and 8% administration. Themes identified on assignment
justifications for not filing an incident report included explanations of how
no harm occurred or no report was necessary because care was well
intentioned.
CONCLUSIONS: Overwhelmingly, students exhibited the ability to recog-
nize patient safety events within hospital care but fell short recognizing which
events would benefit from an incident report. This unfortunately extended to
incidents were patient harm occurred. Quotes from student assignment suggest
near misses do not require incident reports because no harm occurred, and
adverse events do not require reporting because care was well intentioned.
These explanations, in conjunction with the results listed above, indicate a gap
in understanding of the foundations of non- punitive incident reporting systems
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that intend to catch mistakes prior to their occurrence. This study suggests that
students have the potential to contribute to patient safety, but we can better
equip them to become safety advocates through increased education on non-
punitive incident reporting.

A PATIENT FOLLOW-UP INTERVENTION TO IMPROVE CLINI-
CAL DECISION-MAKING
Leela D. Chockalingam1; Marina Mutter2
1Internal Medicine, University of Colorado, Denver, CO
2Medicine, University of Colorado, Denver, CO. (Control ID #3715011)

BACKGROUND: Clinical reasoning and practice-based learning and im-
provement are essential skills for trainees, reflected in the ACGME core
competencies. Prior research has identified both reflection and feedback as
methods to improve clinical reasoning; chart review to follow-up a patient’s
clinical course facilitates both reflection and feedback. However, our institu-
tion has no formal system for residents to systematically review the ongoing
clinical course of prior patients. In this study, we designed and evaluated if a
structured patient follow-up educational intervention for senior internal med-
icine (IM) residents could impact their medical decision-making.
METHODS:We conducted a mixed-methods study to explore the impact of a
follow-up intervention on trainees’ clinical reasoning skills. In the Spring of
2021, senior IM residents were provided electronic health record (EHR) data
for patients they had cared for over the prior 6 months at the University of
Colorado Hospital (UCH). Participants completed structured reflection
worksheets to review patient charts. Reflections included surveys inquiring
about the exercise’s utility, surprises, and potential influence on clinical prac-
tice. Quantitative data was reported in counts and percentages. A codebook
was developed for the qualitative data. Two coders independently coded 10%
of qualitative responses and after discussion and agreement, one coder coded
the remaining qualitative responses. Responses were subsequently analyzed
for themes.
RESULTS: 40 out of 108 (37%) eligible residents participated in the reflection
exercise. While 62.5% of participants had no specific question prior to chart
review, 81.2% of participants found the exercise either moderately, very or
extremely helpful. 48.4% of participants found the review would change their
practice, and 60.9% of participants found the review reinforced their pre-
existing clinical practice. In the qualitative data, participants identified areas
of practice- change in the following areas: 1) improving discharge planning
and in-hospital transitions of care and 2) general clinical skills such as history
taking and differential diagnosis building. Participants also identified multiple
areas in which the chart review was useful: 1) identifying that care plan
changes are a result of the natural evolution of a patient’s clinical course, 2)
identification of diagnostic errors and 3) understanding the intrinsically chal-
lenging nature of some clinical decisions.
CONCLUSIONS: Our results indicate that IM residents found a structured
patient follow-up educational intervention valuable to their learning, even
when they did not have specific patient care questions. Residents felt that this
exercise improved their ability to self-reflect on their own practice and iden-
tified many ways the review helped them. Our results underscore the impor-
tance of structured self-reflection in the ongoing learning process of trainees
and perhaps the need for dedicated educational time during training for this
process.

A QUALITATIVE NEEDS ASSESSMENT OF FACILITATORS AND
BARRIERS TO WRITING HIGH QUALITY END-OF-ROTATION
NARRATIVE EVALUATIONS OF INTERNAL MEDICINE
RESIDENTS
Dheepa R. Sekar, Anjali J. Das, Megan E. Hamm, Thomas Grau, Andrea
Carter
Medicine, University of Pittsburgh, Pittsburgh, PA. (Control ID #3707464)

BACKGROUND: End-of-rotation narrative evaluations by faculty of
residents provide both direct feedback to residents and information to the
program’s clinical competency committee (CCC) to assess the resident’s

competency. However, evaluators often lack understanding of what observa-
tional information of trainees is truly useful to the CCC. Faculty also face many
barriers in completing evaluations and formulating high-quality evaluations.
We sought to qualitatively evaluate the interplay of the needs of the CCC in
using evaluations and barriers faculty face in providing high-quality
evaluations. From the CCC perspective, we sought to understand the content
of evaluations that the CCC finds most useful in assessing residents. From the
faculty evaluators perspective, we sought to understand the barriers in captur-
ing these characteristics and providing effective evaluations.
METHODS:We conducted individual interviews with 6 CCCmembers and 6
faculty that supervise residents and write evaluations at the University of
Pittsburgh Medical Center Internal Medicine Residency Program. Structured
interview guides focused on understanding the needs and perspectives of each
group. Each 30-minute individual interview was transcribed verbatim. For
each subset of interviews, the primary investigator read all transcripts and
developed a primary coding scheme deductively from literature as well as
inductively. For each subset of interviews, two coders then coded all interviews
independently and met to compare and resolve inconsistencies. Coding was
reviewed by the primary investigator to produce a thematic analysis of each
subset of interviews. All co-investigators discussed and finalized themes
through triangulation with exising literature.
RESULTS: Major themes from CCC member interviews are 1) vague
comments are frequent and can be interpreted as ‘red flags;’ 2) comments of
competent residents are more often vague, making it difficult to provide
coaching for improvement; and 3) specific details of behavior and descriptions
of improvement over time are essential in assessing resident competence.
Major themes from faculty interviews are 1) competeing priorities interfere
with evaluation quality and completion; 2) faculty perceive that narrative
comments are useful for struggling learners but not for others; 3) faculty find
it difficult to recall specific behaviors; 4) the interplay of verbal and written
feedback is perceived to be redundant; and 5) concern for resident reception of
feedback or external perception of the resident affects narrative content.
CONCLUSIONS: This study elucidates discrepancies in what the CCC and
faculty members perceive as the purpose of written evaluations as well as
useful content and characteristics needed to assess residents through written
evaluations. Understanding this complex dynamic can help guide future
interventions to improve the quality and use of written evaluations in assessing
residents.

ARE RESIDENTS’ CLINICAL SKILLS ASSESSED IN SIMULATION
SETTING ASSOCIATED WITH THEIR SKILLS IN CLINICAL
PRACTICE? - USING UNANNOUNCED STANDARDIZED PATIENT
VISITS AND OSCES
Mirja van der Meulen1; Sondra Zabar2; Kathleen Hanley1; Lisa Altshuler3;
Andrew Wallach4; Barbara Porter3; Jeffrey A. Wilhite5; Harriet Fisher1; Col-
leen Gillespie6
1Department of Medicine, NYU Langone Health, New York, NY
2Medicine, NYU School of Medicine, New York, NY
3Medicine, NYU Langone Health, New York, NY
4Medicine, NYU/NYC Health + Hospitals, New York City, NY
5Medicine, NewYorkUniversity Grossman School ofMedicine, NewYork, NY
6PrMEIR/IIME, NYU Grossman School of Medicine, New York, NY. (Con-
trol ID #3716223)

BACKGROUND: Objective Structured Clinical Examinations (OSCE) are
widely used controlled, realistic simulations for assessing and teaching resi-
dency competence to determine readiness for independent practice. However,
whether skills demonstrated in an OSCE relate to residents’ actual practice is
unknown.
METHODS:During 2014-2019 seventy-two internal medicine residents were
rated by standardized patients on three domains: communication, patient
activation and patient-centeredness through a validated checklist on simulation
and visit completion. Summary scores (mean % well done) were calculated by
domain and compared using paired sample t- tests. Sequential multiple regres-
sion analyses were performed to explore associations between the two
contexts. USPs comments on residents who did substantially worse than would
be expected from their OSCE score were qualitatively analyzed.
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RESULTS: Residents communicated and activated patients less well in clin-
ical settings compared to simulation settings (mean difference=-0.12, t(71)=-
4.9, p<.001; mean difference=-0.20, t(71)=-6.16, p<.001), but no difference
was found for patient-centeredness (mean difference=0.03, t(71)=0.97,
p=0.34). Residents’ communication during simulation significantly predicted
residents’ communication during the USP (b=0.12, 95%CI[0.12;0.95],
p<0.05), and residents’ professionalism during simulation significantly
predicted residents’ patient-centeredness (b=0.32, 95%CI[0.02;0.62],
p<0.05). Our qualitative analysis of SP comments identified contextual factors,
such as time pressure, preceptor influences, computer usage, that may help
explain why certain residents performed less well in practice than in
simulation.
CONCLUSIONS:Compared to a simulation setting, residents performed less
well in actual clinic considering their communication and patient activation
skills yet showed similar patient-centeredness care. Residents who showed
high signs of professionalism tend to provide better patient-centeredness care
in actual practice. Since the OSCE was not able to predict every resident’s
performance in actual clinic, using both assessments during residency will
provide a more thorough understanding of learner competency. Future research
targeted at exploring possible clinical microsystem influences could disentan-
gle how and when residents struggle with working in actual practice.

A SCOPING REVIEW OF INTERNAL MEDICINE SUB-
INTERNSHIP CURRICULA
Nabeel Akhtar, Nicholas Duca, Ami DeWaters, Jennifer S. McCall-Hosenfeld
Division of General Internal Medicine, Penn State Health Milton S. Hershey
Medical Center, Hershey, PA. (Control ID #3709560)

BACKGROUND: In 2012, the Alliance of Academic Internal Medicine
(AAIM) recommended that Internal Medicine (IM) sub-internships (sub-I)
transition to a competency-based curriculum driven by the Association of
American Medical Colleges’ development of core entrustable professional
activities (EPAs). Although some medical schools restructured their sub-I,
there is still significant variability in curricula for this vital rotation. The aim
of this scoping review is to describe IM sub-I curricula and to identify
curricular models that incorporate EPAs.
METHODS: Original literature published in English-language journals were
obtained from systematic searches on PubMed and MedEdPortal.
MedEdPortal was used because its findings published before 2018 are not
indexed in PubMed. Inclusion criteria included English-language papers
discussing sub-I curricula completed by graduating United States medical
seniors. Two reviewers screened the search results – a primary review exam-
ined title and abstract and a secondary review examined full-text.
Discrepancies were resolved via discussion and arbitration by a third reviewer
as needed. The papers were then examined for data extraction and narrated.
RESULTS: The search strategy yielded 685 studies; 34 met criteria for full-
text review, and 25 were included in the final result. Two publications were
narratives describing goals and objectives for the sub-I. Eight studies were
qualitative, six of which were survey-based assessments, characterizing clini-
cal experience. Two studies were reviews on handbooks developed by the
respective authors including AAIM’s sub-I curricular guide, but no outcome
data was available; none were scoping reviews of the IM sub-I curricula. Six
studies featured simulation-based exercises in the curriculum, objective struc-
tured clinical examination (OSCE), didactics, or asynchronous learning. Two
papers were randomized-controlled trials studying e-modules and a workshop
focusing on contextual learning. There was no one set curriculum used across
multiple studies or institutions. Of the curricula that were described, only one
institution incorporated and measured EPAs.
CONCLUSIONS: This scoping review reveals that there is limited data
regarding outcomes of specific sub-I curricula and that there is no widely-
accepted curriculum amongst medical schools, although a number of
innovations and recommendations have been published. It is imperative that
sub-I directors implement a standardized competency-based curriculum. This
would support the longstanding process to improve the undergraduate medical
education-graduate medical education transition. The IM sub-I is a critical
space for curricular innovation because it is one of the last clinical opportuni-
ties for medical students to develop the core EPAs needed for residency.

A SKILLS-BASED LONGITUDINAL LEADERSHIP CURRICULUM
FOR INTERNAL MEDICINE RESIDENTS: FEEDBACK AND CON-
FLICT RESOLUTION
Rebeca Ortiz Worthington1; Dheepa R. Sekar1; Scott D. Rothenberger2;
Melissa McNeil3; Sarah B. Merriam4

1General Internal Medicine, University of Pittsburgh Medical Center,
Pittsburgh, PA
2Medicine, University of Pittsburgh, Pittsburgh, PA
3Medicine, University of Pittsburgh, Pittsburgh, PA
4Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA.
(Control ID #3693819)

BACKGROUND: Graduate medical education (GME) accrediting bodies
identify leadership training as important, yet published GME curricula are
few and lack high-quality evaluation. A national needs assessment of internal
medicine (IM) residency programs identifies feedback and conflict resolution
(CR) as key leadership skills, and areas in which residents desire training. We
developed, implemented, and evaluated a pilot, skills-based curriculum within
these domains for IM residents.
METHODS: Comprised of 5 interactive lectures delivered February-
May 2021, the curriculum introduced skills-based frameworks for feedback
and CR, and included opportunities for practice using work-based scenarios.
Evaluation was comprised of pre- and post-curricular virtual 4-station objec-
tive structured clinical examinations (OSCEs). Post- curricular OSCEs were
performed at least 1 month after didactics concluded. Two trained faculty and
standardized patients (SPs) assessed residents’ CR and formative feedback
skills using behaviorally-anchored checklists (Likert 1-5) developed and
piloted by study authors. We used a linear mixed model to analyze results,
accounting for matched and unmatched participants. Data was analyzed using
STATA 17.0 (StataCorp, April 2021).
RESULTS: We report SP OSCE data here; faculty data are under analysis.
Overall, 41 total residents participated in OSCEs. Pre-curricular OSCE scores
were higher in feedback domains (range 2.94 – 3.19) compared to CR (range
2.66-3.26). Of those completing post-curricular OSCEs, 12 attended at least
one feedback lecture and 13 attended at least one CR lecture. All skills showed
trends toward improvement. On post-curricular feedback OSCEs, residents
demonstrated significant skill improvement only in the domain of “giving
feedback” (mean pre- 3.11, post- 3.48, p=0.03). On post-curricular CROSCEs,
residents demonstrated significant improvement in an overall aggregate score
(mean pre- 2.80, post- 3.05, p=0.037) and in “establishing a common goal”
(mean pre- 3.17, post- 3.62, p=0.029).
CONCLUSIONS: This pilot curriculum aimed to provide key aspects of
feedback and CR communication skills training to residents. Residents’ base-
line skills were higher for feedback than for CR, which may indicate prior
curricular exposure or increased opportunity for work-based practice.
Residents showed significant improvement in the 2 most emphasized skill
domains within the didactic curriculum: giving feedback and establishing a
common goal whenmanaging conflict. Despite a small sample, short curricular
“dose,” and variable levels of attendance to virtual didactics, our findings
suggest improvement in key skills that persisted. To our knowledge, this pilot
study is the first longitudinal curriculum designed to teach residents targeted
leadership communication skills with post-curriculum skills assessment.
Results can be used to inform future curricular development in these domains.

ASSESSING DISCRIMINATION, BIAS, AND INCLUSION IN US
HEALTH PROFESSION EDUCATION INSTITUTION
INTERVIEWS: A QUALITATIVE STUDY
Tatheer Adnan1; Avik Chatterjee2; Alexander Macintosh6; Robert Witzburg3;
Tiffany L. Gonzalez5; Lori Henault4
1Bioengineering, Harvard College, Cambridge, MA
2Division of Global Health Equity, Harvard Medical School, Cambridge, MA
3Internal Medicine, Boston University School of Medicine, Boston, MA
4General Internal Medicine, Boston Medical Center, Boston, MA
5Harvard University, Cambridge, MA
6Harvard University, Cambridge, MA. (Control ID #3715798)
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BACKGROUND: To care for a diverse patient population, members of health
professions must also be diverse. Unfortunately, persistent biases in the
admissions process to health professions programs may undermine attempts
at creating a diverse workforce.Our study seeks to identify and describe
experiences of bias during the HPI interview process, and to define ways in
which the process could be improved
METHODS: We recruited 34 participants from a sample of applicants to
health professional education programs (MD, MD/PhD, DO, PA) who had
taken a nationally administered situational judgement test as part of their
application. The applicants participated in semi-structured interviews about
their admission interview experiences. Each interview was transcribed and
analyzed through immersion and crystallization, an iterative process in which
the original data was interpreted to articulate patterns and themes, by two
coders.
RESULTS: We identified eight sources of bias applicants experienced or
witnessed, including race, national origin, religion, gender identity, and dis-
ability status. All-white and all-male interviewers left under-represented
applicants conscious of their identity as a minority and questioning their sense
of belonging. Racial minorities feared that their “future in medicine [was] in
the hands of the old white man,” who could not relate or respectfully engage
with their backgrounds. Homogeneous interview panels also made it difficult
for applicants to comfortably share their experiences. Transgender applicants,
for instance, wanted to avoid sounding “too angry” narrating challenges
they’ve faced with the healthcare system, while queer individuals worried their
LGBTQ-related volunteer work was approached in a “dismissive manner.”
Despite the extent of negative experiences, applicants were reluctant to claim
bias and faced barriers to reporting along every stage of the decision making
process. When contemplating reporting, fear of retaliation via admissions
decisions deterred individuals. Logistical difficulties such as poorly
constructed and minimally advertised feedback forms, with only “some
schools, not all of them, offering a survey,” complicated the action of reporting.
Limited knowledge of follow-up avenues led to skepticism of institutional
genuineness and perceived futility of reporting, such that students did not “
have much confidence that [reporting] will actually have an impact.” Evident-
ly, of the few students who reported incidents none received any follow-up.
Most students, therefore, advocated for increased interviewer awareness and
governance changes to the reporting structure.
CONCLUSIONS:Our findings indicate a need to reassess the medical school
interview and develop best practices– such as diverse interview panels, inter-
viewer training, and convenient, anonymous feedback forms–to create an
environment that allows for all participants, particularly those under-
represented in medicine, to share their experiences in a respected and comfort-
able manner.

ASSESSING MEDICAL STUDENTS' KNOWLEDGE OF AND COM-
FORT WITH SUBSTANCE USE DISORDERS THROUGH EDUCA-
TIONAL INTERVENTION
Elizabeth Desmarais, Divya Venkat
Department of Medicine, Allegheny General Hospital - Western Pennsylvania
Hospital Medical Education Consortium, Pittsburgh, PA. (Control ID
#3710505)

BACKGROUND: In 2018, a total of 67,367 drug overdose deaths occurred in
the United States. In 2018, 20.3 million people aged 12 or older had a
substance use disorder in the past year. Although we have learned more about
substance use disorders through the years, medical schools have historically
dedicated less time to these disorders than other illnesses of similar prevalence.
This could lead to clinicians feeling unprepared to treat patients with these
conditions, and could further contribute to the stigma. The primary aim of our
project was to evaluate our educational intervention on substance use disorders
within a specific cohort of medical students participating in the internal
medicine rotation at our quaternary care hospital. We hoped to ultimately
determine the steps to improve medical students' assessment of and comfort
with substance use disorders (SUD).
METHODS: A two-hour presentation about SUD was given to 13 third- and
fourth-year medical students. Before and after, a survey was administered. The

survey was designed to measure students' knowledge of and comfort with
SUD, and was comprised of ten questions: five assessing comfort level via a
Likert scale, and five assessing knowledge base. Participants were given 15
minutes to complete the surveys. Participation was optional. Whether trainees
consented to participate had no effect on their relationship with our hospital
network. We did not collect any identifiable information. We then compared
the surveys to determine if there was a change in comfort or knowledge.
RESULTS: For our intervention, 13 students received education, however
only 12 completed both surveys; the 13th participant was excluded. Pre-
intervention, participants scored 70% on the knowledge assessment. Post-
intervention, this was unchanged; however, comfort levels increased dramat-
ically. The percentage of students who felt at least “comfortable” with topics
overall increased by 35%. Those at least comfortable screening for SUD
increased by 17%, and assessing for alcohol and opioid withdrawal by 33%.
Participants at least comfortable tailoring the physical exam increased by 42%,
and discussing treatment of SUD by 50%.
CONCLUSIONS: Our project revealed students’ baseline lack of comfort
with, and knowledge of, SUD, with gaps especially evident in discussing
medication-assisted treatment (MAT). Medical schools may lag behind in
incorporating education on MAT, despite evidence of its benefits. Through
our intervention, students did become more comfortable with SUD assessment
and diagnosis, demonstrating that even brief interventions could positively
influence trainees. Further education, both didactic and clinical, may further
augment students’ comfort and competence. Our sample size was small, and
our intervention represented only a snapshot of training. Thus, longitudinal
studies with more trainees are required to determine the training necessary to
reach appropriate benchmarks.

ASSESSING MINIMUM STANDARD FOR INFORMED CONSENT
FOR INTERNAL MEDICINE TRANSITION TO RESIDENCY
PROGRAM
Mannat Marwaha1; Shivani Rao1; Catherine Chen2
1Medical Education, Rutgers The State University of New Jersey, New
Brunswick, NJ
2General Internal Medicine, Rutgers Robert Wood Johnson Medical School,
Piscataway, NJ. (Control ID #3715265)

BACKGROUND:Obtaining informed consent (IC) is one of the fundamental
skills in which physicians must be proficient. For graduating medical students,
it is the 11th of AAMC’s 13 core Entrustable Professional Activities (EPAs).
Unfortunately, many students have no opportunities to practice skills such as
IC during their clerkships. The purpose of our study is to evaluate the IC
workshop included in our two-week long Transition to Residency (TTR)
curriculum for efficacy.
METHODS: Students participated in workshops that reviewed and encour-
aged deliberate practice of skills outlined by theAAMC. Submissions included
pre- and post-assignments consisting of written IC and answering related
questions. Students were asked to type verbatim what they may have said
during an IC encounter for Paracentesis and Thoracentesis. During the work-
shop, students reviewed their responses with facilitators in small groups and
practiced additional written and verbal IC scenarios. To evaluate students’
performance, we modified the IC abstraction tool created by Spatz et al (Spatz
2020) which assesses a minimum standard for IC documents. Two graduate
students with no prior experience were trained to rate and independently
review de-identified IC documents.
RESULTS: Seventy fourth-year medical students were enrolled in the Internal
Medicine TTR course during AY2021.Students scored highly on the pre-test
questions about “What,” “Why,” and “How” the procedure was to be
conducted. There was no significant difference on post-test. Significant im-
provement was achieved on post-test questions covering “Benefits” (P 0.039)
and “Alternatives” (P 0.031).Most of these differences were driven by students
who had pre-test scores below the median. The pre-test group scoring above
the median showed statistically significant improvement in discussing “Qual-
itative Risk” (P 0.008) whereas the lower scoring group improved but not
significantly (P 0.146).
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The mean student self-assessment scores on ability to “describe the key
components of informed consent for procedure to be performed” was 4.83
on pre- and 6.16 on post-test (P<0.001) out of a 7-point modified-Chen
entrustment scale. The most cited reasons for low self-assessment were “little
to no opportunity to practice this skill” and “unfamiliarity with the procedures/
specifics”. The IC workshop was well received with 89% of respondents rating
the exercise as very or extremely effective.
CONCLUSIONS: Our students demonstrated a good a priori understanding
of the need to describe to communicate “What,” “Why,” and “How” of the
procedure to patients. After the workshop they were more reliably able to
discuss “Benefits,” “Qualitative Risk,” and “Alternatives.” In our upcoming
TTR program, wewill focus more onQuantitative Risks as our students did not
show improvement here. We hope to expand usage of this IC assessment tool
to evaluate students in closer simulations to the clinical environment.

ASSESSMENT OF MEDICAL EDUCATION ON TRANSGENDER
HEALTH: A SYSTEMATIC SCOPING LITERATURE REVIEW
Sam Dubin1; Eric Kutscher1; Nathan Levitt3; Tiffany E. Cook4; Richard E.
Greene2
1Medicine, NYU Langone Health, New York, NY
2Medicine, NYU Grossman School of Medicine, New York, NY
3Yale School of Medicine, New Haven, CT
4University of Massachusetts Chan Medical School, Worcester, MA. (Control
ID #3707303)

BACKGROUND: Transgender patients’ interaction with discriminatory
health care systems has been shown to cause psychosocial issues and impact
patient access. Learning interventions designed to improve health
professionals' knowledge, skills and attitudes about caring for TGNB patients
allow educationalists to target and understand the impact of their curriculum.
The literature on transgender medical education has yet to clearly define how
educational interventions aimed at addressing knowledge, skills and attitudes
around transgender health can be reliably assessed.
METHODS: A scoping literature review was done. The guiding research
question was “What are the current practices in medical education for assessing
medical education pedagogy around transgender health”.
RESULTS:A total of 134 peer-reviewed published studies were reviewed. 45
studies were included for data extraction. Four studies were surveys of attitudes
and perceptions where learners self-evaluated knowledge and skills without an
educational intervention component. Five studies assessed changes in attitudes,
perceptions, and objective knowledge through pre- and post- educational
intervention surveys. Another 22 studies assessed changes in knowledge using
a pre- and post-intervention objective survey. Nine studies included
assessments with either simulation or direct observation. CONCLUSIONS:
Discrete, one-time interventions that are lecture or workshop-based have yet to
demonstrate or rigorously assess their ability to create lasting impact in creating
medical professionals who are both culturally humble and clinically astute
when it comes to providing care to transgender individuals. The assessment of
the learners’ knowledge, skills and attitudes when caring for members of the
TGNB community must include knowledge testing and observation of clinical
interactions. The inclusion of simulation with TGNB community members
provides assessment at a higher level of Kirkpatrick’s pyramid and is an
effective tool to observe skills of cultural humility.

ASYNCHRONOUS VIDEO MODULES FOR LEARNING INPA-
TIENT MANAGEMENT OF HYPERGLYCEMIA: A JUST-IN-TIME
TRAINING FOR INTERNAL MEDICINE RESIDENTS
Kristen Flint1; Samar Hafida2; Giulio Romeo2
1Medicine, Beth Israel Deaconess Medical Center, Boston, MA
2Joslin Diabetes and Endocrinology Research Center, Boston, MA. (Control
ID #3706032)

BACKGROUND: Previous studies have identified gaps in Internal Medicine
residents' skills and knowledge to adequately manage hyperglycemia in the
inpatient setting. Together, the lack of a formal curriculum for inpatient

diabetes management at our Institution and increasing demand for consultative
services prompted the development of a video-based modular curriculum
focused on inpatient diabetes management for Internal Medicine residents.
This study aims to assess the impact of a video-based educational intervention
on residents’ knowledge related to inpatient diabetes care.
METHODS: Based on trends of inpatient diabetes consults over the past
several years, several themes identifying residents’ knowledge gaps emerged.
Three 10-minute videos (Insulin Basics, Starting Insulin, and Insulin Monitor-
ing and Titration) addressing these educational needs were offered to 164
residents as asynchronous modules hosted on the learning platform used by the
program. Prior to viewing the modules, residents completed a four-question
pre-test to determine baseline knowledge related to the topic. After completing
the pre-test, residents could view each video module at their own pace and at
their discretion. Upon completion of each module, residents were invited to
complete a post-test to evaluate knowledge gained and to solicit feedback.
RESULTS: Forty-eight residents (29%) completed the pre-test with 56%
reporting they had no prior formal education regarding management of inpa-
tient diabetes. The average pre-test score was 60% ± 26%. Of the 48 residents
who viewed the modules, 39% accessed the videos multiple times. Insulin
Basics had 70 views, Starting Insulin had 36 views, and Insulin Monitoring
and Titration had 42 views. Twelve residents responded to the post-test with
average score of 86% ± 16% for average improvement of 23% (p<0.05).
Feedback was uniformly positive regarding the concision of the videos and
the focus on fundamentals. Many residents also requested future video
modules about management of diabetes in patients on tube feeds, and a general
introduction to diabetes technologies, including continuous glucose monitors
and insulin pumps.
CONCLUSIONS: Formal education for inpatient diabetes management is
insufficient at many institutions; preliminary data from our study suggest that
asynchronous curriculum is a viable and effective intervention and support
expansion of these efforts across other residency programs.

BETTER TOGETHER: A NOVEL ONLINE PHYSICIAN GROUP-
COACHING PROGRAM TO REDUCE BURNOUT IN TRAINEES: A
RANDOMIZED CONTROLLED TRIAL
Tyra Fainstad1; Adrienne Mann1; Krithika Suresh1; Pari Shah2; Nathalie
Dieujuste1; Christine D. Jones1
1Internal Medicine, University of Colorado, Denver, CO
2Social Work, University of Denver, Denver, CO. (Control ID #3704266)

BACKGROUND: Female physician trainees are disproportionately affected
by burnout compared to their male counterparts. Growing evidence suggests
that negative perceptions of physician culture contribute to burnout. One
promising early intervention for perception of work culture is professional
coaching (“coaching”). We created a coaching program for residents with an
aim to decrease burnout. Here, we describe results from a pilot of our novel
online, group coaching program: Better Together Physician Coaching (Better
Together).
METHODS: This is a prospective, randomized control trial of a professional
coaching intervention. One hundred and one female-identifying resident
physicians in Graduate Medical Education at a large academic institution
voluntarily enrolled in a 6-month, multi-modal, web-based group coaching
program developed and facilitated by trained life coaches and physicians (TF
and AM). All participants completed a pre-survey using validated indices to
measure burnout (primary outcome) and self-compassion, moral injury and
imposter syndrome (secondary outcomes). They were then randomized into
either the intervention arm (6 months of coaching) or the control group (no
coaching) from January-June of 2021. A post-survey mirroring the pre-survey
was distributed at 6 months, and statistical analysis was performed on an
intent-to-treat basis.
RESULTS: Among the 101 residents, 6 months of professional coaching
decreased emotional exhaustion in the intervention group by a mean of 3.26
points compared to an increase of 1.07 points in the control group by the end of
the study (p=0.03). The intervention group experienced a significant reduction
in imposter syndrome compared to controls (-1.16 vs +0.11; p=0.002). Self-
compassion increased in the intervention group by a mean of 5.55 points
compared to a reduction of 1.32 points in the control group (p<0.001). No
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statistically significant differences in depersonalization, professional accom-
plishment or moral injury were observed.
CONCLUSIONS: Professional coaching may be an effective strategy to
reduce emotional exhaustion and imposter phenomenon, while increasing
self-compassion amongst female physician trainees.

BUILDING FACULTYEDUCATOR SKILLS IN EQUITYANDANTI-
RACISM: A REALIST PROGRAM EVALUATION
Caroline Nguyen, Katherine Lupton
Internal Medicine, University of California San Francisco, San Francisco, CA.
(Control ID #3708583)

BACKGROUND: Academic medical institutions must reduce inequities in
the learning environment and build a culture that centers and supports learners
of all identities. A key step in this process is to increase faculty understanding
of structural inequities in medical education and build faculty capacity in
advancing equity in teaching, curriculum development and assessment. The
UCSF Center for Faculty Educators offers a longitudinal faculty development
certificate in Teaching for Equity and Inclusion (TEI). Based in critical con-
sciousness theory, the certificate consists of one pre-requisite, 7 required and 1
selective workshop. The certificate is open to all UCSF faculty educators
across schools and disciplines and to date 251 faculty have enrolled. Using a
realist evaluation framework, we sought to understand the contexts in which
faculty implement skills gained from the TEI, the outcomes observed from
building equity skills, and the mechanisms by which the certificate impacts
educators and their education work.
METHODS: We conducted one-hour 1:1 interviews with faculty who have
completed at least 5 certificate workshops. Participants answered open-ended
questions about their experience with the workshops, how elements of the
certificate led to changes in their education practices, and how participating
impacted their personal and professional identities. We used a general induc-
tive approach to extract key themes. All interviews were conducted by one
member of the research team (CN), and both members independently coded
interview transcripts and jointly reconciled discrepancies.
RESULTS: To date we have interviewed 8 participating faculty and plan to
interview 4 additional faculty. Based on preliminary analysis, we have identi-
fied 3 key mechanisms by which the certificate has had an impact: creating a
community of practice; providing concrete and practical skills that educators
can easily adapt and implement; and increasing educators’ understanding of
learners and their environments. Other relevant mechanisms include: providing
opportunities for self-reflection; validating existing teaching practices; and
explicitly naming equity as a goal in educational activities.
CONCLUSIONS: Faculty form the cornerstone of learning environments,
and addressing their skills is vital to creating more equitable and inclusive
learning experiences. The UCSF TEI has positively impacted participating
faculty educators, empowering them with tools and approaches to make their
education practices more equitable. The mechanisms by which the TEI has
effected change can be applied to future faculty development efforts to advance
equity in medical education.

CARDI-OH FORMATION AND REACH: A STATEWIDE CARDIO-
VASCULAR HEALTH COLLABORATIVE
Shari Bolen1; Elizabeth A. Beverly2,4; Sarah Koopman Gonzalez3; Randell
Wexler5; Kathleen Dungan6; Glen D. Solomon7; Michael B. Holliday8; Stacey
L. Gardner-Buckshaw9; Kristin R. Baughman9; Lance D. Dworkin10; Michael
Konstan11
1Medicine, MetroHealth/Case Western Reserve University, Cleveland, OH
2FamilyMedicine, OhioUniversity Heritage College of OsteopathicMedicine,
Athens, OH
3Case Western Reserve University, Cleveland, OH
4University Hospitals, Cleveland, OH
5Family Medicine, Ohio State, Columbus, OH
6The Ohio State University College of Medicine, Columbus, OH
7Internal Medicine, Wright State University, Dayton, OH

8Department of Family and Community Medicine, University of Cincinnati,
Milford, OH
9Family & Community Medicine, Northeast Ohio Medical University,
Rootstown, OH
10University of Toledo College of Medicine and Life Sciences, Toledo, OH
11School of Medicine, Case Western Reserve University, Cleveland, OH.
(Control ID #3706811)

BACKGROUND: Despite the large number of cardiovascular events in the
U.S., few states have developed unified approaches to improve cardiovascular
health and reduce disparities in cardiovascular outcomes. We describe the use
of a Collective Impact Model to form a unique statewide cardiovascular health
collaborative to accelerate dissemination and translation of evidence-based
best practices into care.
METHODS:With funding from Ohio Department of Medicaid’s Ohio Med-
icaid Technical Assistance and Policy Program (MEDTAPP), we used a
Collective Impact Model (used more traditionally in public health) to link the
seven medical schools in Ohio, the primary care clinics across the state, the
Ohio Department of Medicaid and Ohio’s Medicaid Managed Care Plans in a
statewide health improvement collaborative with the purpose of expanding
primary care capacity to improve cardiovascular health in Ohio. The Collective
Impact Model includes 5 key elements: 1) a common agenda, 2) shared
measurement, 3) mutually reinforcing activities, 4) continuous communica-
tion, and 5) backbone support. The Model also has 4 phases which often
transpires over 3-5 years: 1) generate ideas and dialogue; 2) initiate action; 3)
organize for impact; and 4) sustain action and impact.
RESULTS: In Year 1 (2017), we developed a Charter with a shared vision,
mission, agenda, activities and success metrics through several strategic plan-
ning meetings among partners. Annual needs assessments of the collaborative
continue to inform our work. Dissemination activities for primary care teams
have included 5 virtual case-based learning series focused on hypertension,
weight management and/or diabetes with an emphasis in all series on social
determinants of health (SDOH); collaborative development of 56 website
evidence-based resources for cardiovascular health improvement and disparity
reduction; 22 monthly newsletters with clinical tips; monthly podcasts; 4
statewide webinars and 2 in person conferences. The collaborative was aligned
with a separately funded hypertension quality improvement project for paired
implementation, which showed a pre-post 14% improvement in blood pressure
control in 8 pilot high volumeMedicaid practices across the state. After 4 years
of dissemination, we have 912 people in our database, and have 14,058 unique
users of our evidence-based website materials.
CONCLUSIONS: The collective impact model is a useful framework for
developing a statewide collaborative focused on dissemination and implemen-
tation of evidence-based best practices for cardiovascular health improvement
and disparity reduction. Future efforts will focus on further expanding the
reach of the collaborative, further spread of the quality improvement activities
to a larger number of practices across the state via an Agency for Health Care
Research and Quality grant, continued emphasis on ways to eliminate
disparities in cardiovascular health, and potential expansion to other chronic
conditions.

CHANGES IN MEDICAL STUDENT WELL-BEING DURING THE
COVID-19 PANDEMIC: A MULTISITE SURVEY
Tanios Dagher1; Lollita Alkureishi2; Omar Vayani1; Kristen Chalmers1;
Mengqi Zhu3; James N. Woodruff4; Wei Wei Lee4
1Pritzker School of Medicine, University of Chicago Pritzker School of Med-
icine, Chicago, IL
2Pediatrics, University of Chicago, Chicago, IL
3Division of the Biological Sciences, University of Chicago Division of the
Biological Sciences, Chicago, IL
4Medicine, The University of Chicago, Chicago, IL. (Control ID #3714013)

BACKGROUND: Few studies have examined the ongoing effects of the
COVID-19 pandemic on student well-being. In the first year of the pandemic
(Spring 2020), we analyzed 3,826 surveys from students at 22 U.S. medical
schools to understand the pandemic’s impact on well-being. Compared to pre-
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pandemic data, mean stress scores were higher while burnout was lower. This
cross-sectional survey of the same cohort in Spring 2021 aims to compare
burnout, stress, loneliness, and student experience data to baseline data in order
to identify risk factors for distress and inform well- being interventions.
METHODS: Fourteen of 22 schools agreed to participate in the follow-up
survey. From March-July, 2021, students were emailed a survey exploring
pandemic experiences andwell-being impact. TheMaslachBurnout Inventory,
Perceived Stress Scale, and UCLA Loneliness Scale were used; burnout and
stress were compared to Spring 2020 survey results. Descriptive statistics, T-
tests, chi-squared, odds ratios and one-way ANOVA for group comparisons
were conducted in R (3.6.1).
RESULTS: Of 6,836 students, 1,547 responded (23%). Compared to Spring
2020, burnout was unchanged (50% vs. 53%, p = 0.055), stress was lower
(18.3 vs. 18.9, p = 0.007) and loneliness was higher (50% vs. 55%, p < 0.001).
Compared to White students, Asian, Hispanic and Black students were more
likely to experience burnout [OR=1.28 (0.96, 1.72), OR=1.15 (0.78, 1.68),
OR=1.14 (0.71, 1.84) respectively]. M2s and M3s were also more likely to be
burnt out [OR=1.2 (0.88, 1.65), OR=1.19 (0.89, 1.59) respectively]. Mean
stress scores were highest among Hispanic [19.9 (7.1)] and Black students
[19.4 (6.6)] and lowest in White students [17.8 (7.0)]. Females reported higher
stress than males [19.0 (6.6) vs. 17.2 (7.2)].
Compared to White students, Asian students were more likely to report
loneliness [OR=1.65 (1.23, 2.23)] and less likely to report personal experiences
with COVID-19 diagnoses in themselves/loved ones [OR=0.33, (0.24, 0.44)].
Compared to White students, Hispanic and Black students were more likely to
experience financial strain [OR=1.91 (1.33, 2.73), OR=1.34 (0.83, 2.10)
respectively], and Asian and Black students were more likely to experience
COVID-19 related racism [OR=20.04 (12.31, 34.19), OR=9.13 (4.47, 18.41)
respectively.
CONCLUSIONS: At the one-year mark, stress was lower while burnout
remained unchanged compared to Spring 2020. Lower mean stress scores
may be due to vaccine development and acclimation to pandemic life. Burnout
may have remained stable due to the duration of the pandemic.
Higher burnout and stress among Black and Hispanic students may be related
to disparate experiences with financial strain. Higher burnout amongAsian and
Black students may be associated with the rise in anti-Asian and racial injustice
during the pandemic.
As the pandemic progresses, medical schools should monitor wellbeing
impacts on their learners and develop interventions to support vulnerable
students.

CHANGE TALK - MOTIVATIONAL INTERVIEWING TRAINING
AMONGST RESIDENT TRAINEES
Carolyn A. Chan1; Allison M. Chan2; Donna Windish1
1General Internal Medicine, Yale School of Medicine, New Haven, CT
2Tennessee Department of Health, Nashville, TN. (Control ID #3707828)

BACKGROUND: Motivational interviewing (MI) is a style of collaborative
conversation that seeks to strengthen an individual’s motivation and commit-
ment to change. Little is known about how internal medicine (IM) residents are
trained in MI, where the training occurs, and how often the skills are used.
METHODS: We administered a cross-sectional needs assessment survey for
MI training between October – December 2021 at 12 different IM residency
training programs. The survey was developed after a literature review,
followed by further evaluation from: content experts, IM program faculty,
and included cognitive interviews with resident trainees. Purposive sampling
was done to target representation across 4 U.S. geographic regions and inter-
national medical schools. Online anonymous, voluntary surveys were distrib-
uted at residency programs during noon conferences.
Individuals were asked to report their training setting(s) of 9-core MI skills
(lecture (L), exercises including standardized patients, role plays, group
exercises (E), direct observation (DO), none/can’t remember (N)) and a full
day or more of MI training (FD)), and their use of these skills in the past 6-
months when motivating a patient to make a behavior change (4-point scale
from almost never – almost always).

RESULTS: A total of 145 individuals responded out of 206 participants,
resulting in a 70.3% response rate. Training level of respondents were: 33%
PGY1, 21% PGY2, 24% PGY3, 1% PYG4, and 21% had no response. A total
of 30% reported they never received any MI training, while 60% reported they
receivedMI training duringmedical school, and only 27% reportedMI training
within residency. For eliciting change talk from a patient, individuals reported
learning the skill in a variety of settings: 59% L, 59% E, 36%DO, 7% FD, and
16%. In the past six months, 73% reported they almost never (0-25%) or only
sometimes (26-50%) elicited change talk during behavior modification
encounters.
Negotiating a change plan was taught in the following settings: 63% L, 63%E,
38% DO, 5% FD, and 14% N. In the past 6 months, 62% reported that they
always or often would negotiate a change plan with patients. For responding to
a patient’s argument against change residents noted being taught in the fol-
lowing settings: 49% L, 53% E, 39% DO, 6% FD, and 25% N. In practice,
40% often or almost always reported responding to a patient’s argument
against change.
CONCLUSIONS: Resident education in MI predominantly occurred during
medical school and was taught through a mix of lectures and exercises, yet
30% of respondents had never received any MI training. Significant gaps exist
in specific MI skills being taught to IM residents and our survey highlights that
the application of MI skills in behavior change conversations remains low
among IM trainees. These results suggest additional MI curricula should be
integrated into residency training.

COMPARISONOFRESIDENT-LED INTERNALMEDICINEMORN-
ING REPORT LEARNING OBJECTIVES WITH AMERICAN
BOARD OF INTERNAL MEDICINE LEARNING OBJECTIVES
Ashish Gandhi, Shannon K. Martin
University of Chicago Department of Medicine, Chicago, IL. (Control ID
#3715378)

BACKGROUND: Morning report (MR) is an integral part of internal medi-
cine (IM) training, with residents placing great importance on MR for knowl-
edge transfer. However, little data exists into MR content, with some data
suggesting MRs often focus on uncommon illnesses. We compared morning
report learning objectives (MRLOs) from resident- selected cases to the break-
down of American Board of Internal Medicine (ABIM) certification examina-
tion blueprint objectives.
METHODS: MR slideshow presentations from three academics years (AYs)
(2018-21) were reviewed from one institution’s IM residency. MR cases are
resident-selected and presented with a predetermined faculty discussant; cases
are often selected with the discussant’s specialty in mind. MRLOs were
defined as the presentation’s “teaching points” from the title/final slides.
MRLOs were abstracted and matched to the ABIM blueprint, which contains
both IM content categories (e.g., oncology) and cross-content categories (e.g.,
ethics). One reviewer coded MRLOs; a second reviewer examined a 5%
sample for consistency. We used Pearson’s chi-square test of proportions to
compare proportions of MRLO categories to ABIM blueprint categories.
Additionally, we defined uncommon diagnoses (UD) as those not present in
the ABIM blueprint, tabulated their frequencies, and used chi-square to com-
pare incidence of UDs by AY tertile.
RESULTS: In the study period, 459 MR cases were presented, with 35 MRs
(8%) by PGY-1, 210 (46%) by PGY-2, and 210 (46%) by PGY-3/4 residents.
There were 191MRs (42%) in AY tertile 1 (July-October), 142 (31%) in tertile
2 (November-February), and 126 (27%) in tertile 3 (March-June). The mean
number of MRLOs per MR was 4.2 (SD=2.0). Most faculty discussants
(n=255, 56%) were from IM subspecialties, 161 (35%) were from general
IM or hospital medicine, and 15 (3%) were from non-IM specialties.
There were no significant differences betweenMRLO andABIM blueprint IM
content category breakdown (X2=23.8, p=0.13). However, significant
differences exist between observed and expected cross-content categories
(X2=29.6, p<0.005). Additionally, uncommon diagnoses were observed in
111/1473 (7.5%) MRLOs, with tertile 3 containing significantly more UDs
than tertiles 1 and 2 (10.3% vs 7.3% and 5.6%, respectively, X2=6.5, p=0.04).
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CONCLUSIONS: In reviewing resident-led MR content from a single aca-
demic medical center IM residency over 3 years, observed MRLO content
category breakdown matches with the expected ABIM breakdown. However,
significant differences exist in observed versus expected cross-content catego-
ry representation. Additionally, significantly more UDs are observed in AY
tertile 3. Further research into determining factors behind case selection and
presentation can elucidate how better to utilize MR as a valuable resident
educational tool.

CURRENT GAPS IN MEDICAL EDUCATION AS ILLUSTRATED
BYTHECOVID-19 PANDEMIC: INTERVIEWSWITHPHYSICIANS
ACROSS VARIOUS MEDICAL SPECIALTIES
Stephanie Yu1; Emmeline Kim1; Carley Little1; Amanda F. Tompkins1; Rita
Lee2; Aimee Pugh-Bernard3
1University of Colorado Denver School of Medicine, Aurora, CO
2Medicine, University of Colorado Health, Aurora, CO
3Department of Immunology &Microbiology, University of Colorado Denver
School of Medicine, Aurora, CO. (Control ID #3707543)

BACKGROUND: The COVID-19 pandemic brought unforeseen challenges
and had many unfortunate consequences. The unprecedented uncertainty and
other drastic changes that were driven by the pandemic illuminated some of the
existing flaws in our healthcare system and in medical education. Numerous
articles have been published discussing the impact of COVID-19; however,
relatively few focus on its relation to medical education, specifically regarding
communication, health equity, and uncertainty in medicine. We aim to explore
these challenges as opportunities to guide improvements in medical education
curriculum in these areas.
METHODS: Physicians across Colorado from various medical specialties and
unique practice environments were interviewed. We developed a standard set
of interview questions that focused on the impact of the pandemic in the
context of physicians’ practices, the effect on patient care, adaptations, and
the impact on trainees’ education. Audio files of the interviews were tran-
scribed, analyzed, and tallied according to a list of systematically established
themes. The final data was reviewed to identify common and critical themes
that could be used as an opportunity to create a positive transformation to
medical education.
RESULTS: Thirty-one physicians across 20 different medical specialties and
sub-specialties were interviewed within the month of April 2020. Analysis of
the interviews identified a number of common themes including significant
mental health impact, a lack of data to drive clinical decisions, challenges in
communication with patients and their families, and a disproportionate impact
of the pandemic on underserved communities. Next steps include the admin-
istration and analysis of a follow-up survey of proposed innovative solutions
for all interviewed physicians.
CONCLUSIONS: The pandemic illuminated gaps in our healthcare system
that were already present but not readily apparent. These identified themes
impact all specialties, demonstrating that many of these gaps are universal in
the field of medicine, and we believe that the best way to effect change is to
incorporate these topics into medical education.
Challenging trainees to navigate complex cases that may lack absolute answers
would emphasize critical thinking and better prepare physicians for the uncertainties
and complexities of medicine. As telehealth has transformed healthcare delivery,
students must learn to navigate the nuances of virtual care without sacrificing the
quality of care. Also, the increased prevalence of anxiety has highlighted the
importance of being adequately trained to identify and address mental health
disorders regardless of medical specialty. Lastly, the pandemic’s disproportionate
impact on underserved populations emphasizes the importance for students to be
well-versed on topics such as health equity, policy reform and advocacy, and
economics in ways that allow for actionable change.

DEFINING FACULTY NEEDS: A CALL FOR INPATIENT FACUL-
TY DEVELOPMENT IN LONGITUDINAL INTEGRATED
CLERKSHIPS
Emily Hatheway2; Deborah Engle2; Poonam Sharma1

1Medicine, Duke University, Durham, NC
2Duke University, Durham, NC. (Control ID #3710395)

BACKGROUND: Recent studies show nearly 30% US medical schools now
offer a Longitudinal Integrated Clerkship (LIC). LIC programs are character-
ized by three elements: longitudinal relationships with patients and their
providers, comprehensive care, and the simultaneous exploration of clinical
competencies. The LIC literature related to faculty development mainly focus-
es on the outpatient provider, yet there is limited exploration of LIC inpatient
providers.
There are very few, if any, studies that specifically address the faculty devel-
opment needs of inpatient, Internal Medicine (IM) faculty that teach LIC
students. Given this gap, we conducted a needs assessment study of inpatient
IM faculty at our own institution, which has an established LIC program since
2017. This study sought to explore our faculty’s current understanding of LICs
and to identify areas for future professional development.
METHODS:A needs assessment survey was created within Qualtrics, piloted
and refined according to protocol. The finalized survey consisted of Likert-type
and open-text items and was disseminated to all inpatient IM faculty that teach
LIC students (n=33) in November 2021.
In parallel, a second survey was created to capture LIC student career interests
and perceptions of faculty development needs. This survey was disseminated
to all current and prior LIC students (n=33) in November 2021.
RESULTS: 55% (n=18) of invited IM faculty participated in the survey. Of
those, 28% (5/18) reported they had not heard of LIC prior to the survey.When
asked if they had worked with an LIC student, 61% (11/18) selected maybe or
no. None of the IM faculty correctly identified 3/3 core elements of LIC and
only 11% (2/18) correctly identified at least 1 element. The majority of IM
faculty reported desire to learn more about the structure of LIC (83%,15/18),
purpose (89%,16/18), why students choose LICs (89%,16/18) and how LIC
educates students about IM (72%,13/18).
67% (n=22) of LIC students completed the survey. 32% (7/22) have an IM
career interest. 91% (20/22) somewhat or strongly agreed that providing
faculty more information on the structure and purpose of LIC would improve
the student experience.
CONCLUSIONS: Results of study underscore that faculty development
within an LIC must include inpatient faculty. Furthermore, our results show
that inpatient faculty have limited knowledge of LIC training models and have
identified specific areas for future professional development. Given that almost
a third of responding students had an IM career interest, an improved inpatient
experience with IM faculty may sustain interest in the field. Having faculty
with knowledge of the diversity of student experiences such as LICs could
better support faculty, students and ultimately, patients.

DESIGN AND COMPARISON OF A HYBRID TO A TRADITIONAL
IN-PERSON POINT-OF-CARE ULTRASOUND COURSE
Michael Janjigian1,2; Anne Dembitzer1; Caroline Srisarajivakul-Klein1; Aron
Mednick1; Khemraj Hardower1; Deborah Cooke1; Sondra R. Zabar1; Harald
Sauthoff1
1Medicine, NewYorkUniversity Grossman School ofMedicine, NewYork, NY
2Bellevue Hospital Center, New York, NY. (Control ID #3715133)

BACKGROUND: Traditional introductory point-of-care ultrasound
(POCUS) courses are resource intensive, typically requiring 2-3 days at a
remote site, consisting of lectures and hands-on components. Social distancing
requirements resulting from the COVID-19 pandemic led us to create a novel
hybrid course curriculum consisting of virtual and in- person components.
METHODS: Faculty, chief residents, fellows and advanced practice providers
(APPs) in the Department of Medicine were invited to participate in the hybrid
curriculum. The course structure included 4 modules of recorded lectures,
quizzes, online image interpretation sessions, online case discussions, and
hands-on sessions at the bedside of course participant’s patients. The
components of the course were delivered over approximately 8 months. Those
participants who completed a minimum of 3 modules over the year were
invited for final assessments. Results from the hybrid curriculum cohort were
compared to the year-end data from a prior traditional in-person cohort.
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RESULTS: Participant knowledge scores were not different between tradi-
tional (n=19) and hybrid (n=24) groups (81% and 84%, respectively, P = 0.9).
There was no change in POCUS skills as measured by the hands-on test from
both groups at end-of-course (76% and 76%, respectively, P = 0.93). Confi-
dence ratings were similar across groups from 2.73 traditional- to 3.0 hybrid
(out of possible 4, P = 0.46). Participants rated the course highly, with an
average overall rating of 4.6 out 5.
CONCLUSIONS: A hybrid virtual and in-person POCUS course was highly
rated and as successful as a traditional course in improving learner knowledge,
hands-on skill and confidence at 8 months after course initiation. These results
support expanding virtual elements of POCUS educational curricula.

DEVELOPING AN EDUTAINMENT INTERVENTION TO DISCUSS
RACE BIAS AMONG GRADUATE MEDICAL TRAINEES
Beth L. Hoffman2; Jaime Sidani2; Charles Jonassaint1; Riley Wolynn2; Anna
K. Donovan1
1Medicine, University of Pittsburgh, Pittsburgh, PA; 2Graduate School of Public
Health, University of Pittsburgh, Pittsburgh, PA. (Control ID #3716128)

BACKGROUND: Physicians from racial and ethnic groups underrepresented
in medicine (URiM) continue to experience bias in training and beyond,
highlighting the need for interventions focused on improving bias in the
workplace. One promising educational technique—referred to as
edutainment—embeds educational content in familiar forms of entertainment,
such as television shows, as an instructive strategy. However, research has yet
to examine the acceptability of edutainment in the context of race bias educa-
tion. To fill this gap, we conducted a mixed-methods evaluation to assess the
acceptability of a race bias edutainment intervention for residents.
METHODS: URiM medical faculty were recruited via snowball sampling to
complete an online survey for which they viewed 4 of 8 possible clips
accompanied by closed and open-ended items assessing which clips resonated
with their lived experience and which would be most suitable for use in an
educational setting. Following this, medicine, psychiatry, and pediatrics
residents were recruited to participate in focus groups to view selected clips
and provide similar feedback. We calculated descriptive statistics for closed-
ended survey items and employed thematic analysis for open-ended survey
items and focus group transcripts.
RESULTS: Twelve URiM faculty viewed a randomly assigned sample of 4 of
8 total clips. Feedback was uniformly positive so we included all 8 clips in the
focus groups with residents. For the 3 participating specialties, we conducted 2
focus groups each with participants viewing 4 of the 8 clips; the number of
participants per focus group ranged from 2-9. Preliminary analysis of focus
group transcripts suggests that participants were receptive to the edutainment
approach (e.g. “To be able to watch the whole situation and then talk about it is
really helpful…I really like this use of media.”) and thought all clips portrayed
important issues related to race bias in medicine (e.g. “We talk a lot about how
the goal should be equity...”). However, some thought certain clips were too
dramatic or unrealistic to spark discussions in an educational setting (e.g. “the
fact that it's TV and overdramatic pulls me away from the gravity of it...”).
Additionally, while feedback about key discussion points for each clip were
similar across specialties, feedback as to the realism and acceptability of certain
clips differed by specialty. Triangulation of survey and focus group results
suggests agreement between attendings and residents as to key talking points
for educators to discuss with each clip, but differences about acceptability of
specific clips.
CONCLUSIONS: Results of this study suggest edutainment may be a prom-
ising avenue for a race bias curricular intervention for resident physicians. Our
findings also suggest the importance of including input from resident
physicians and URiM faculty when designing such a curriculum and the
importance of tailored approaches to curricular design.

DEVELOPMENT AND VALIDATION OF A NOVEL INSTRUMENT
TO MEASURE THE COMMUNITY WELL-BEING OF RESIDENCY
PROGRAMS
David Vermette1,2; Hayley P. Israel1; Juliann L. Reardon3; Shirley Zhen4,5;
Donna Windish1; Marney A. White4,6

1Internal Medicine, Yale University School of Medicine, New Haven, CT
2Pediatrics, Yale University School of Medicine, New Haven, CT
3Pediatrics, Tufts University School of Medicine, Boston, MA
4Yale University School of Public Health, New Haven, CT
5Yale University School of Nursing, West Haven, CT
6Psychiatry, Yale University School of Medicine, New Haven, CT. (Control
ID #3690197)

BACKGROUND: Residents have higher rates of burnout than the general
population, and they report worsening burnout as they progress through
residency.1,2 Understanding what influences a residency program’s communi-
ty well- being may help identify areas for intervention, as community well-
being impacts individuals’ ability to “flourish and fulfill their potential.”3 A
community well-being measure has yet to be adapted to the residency program
experience. This study aimed to develop and validate a questionnaire to
measure a residency program’s community well-being (RCWB).
METHODS:An initial questionnaire to measure RCWBwas developed from
literature review.4-12 Items were pilot tested and reviewed by experts in the
fields of residency education, survey design, and sociology. US residents in 18
specialties were recruited March to July of 2021 through convenience and
snowball sampling using social media, email listservs, and emails to residency
program directors. Data were analyzed with descriptive statistics, and explor-
atory factor analysis was performed with principal component analysis to
reduce items and define subscales. Criterion validity was assessed with three
previously validated scales (the Professional Fulfillment Index,12 Brief Inven-
tory of Thriving,13 and a single-item measure of burnout).14

RESULTS: Two hundred nineteen residents completed the survey (comple-
tion rate 60%). Most respondents were female (61%), 26-30 years of age
(60%), and identified as white (68%). Five subscales emerged with 24 total
items: Program Leadership, Structures, and Practices; Resident Interpersonal
Relationships; Fairness of Assignments; Workload; Resident Mistreatment.
Cronbach’s alpha for each subscale were 0.95, 0.92, 0.71, 0.62, and 0.82
respectively. The overall RCWB instrument’s Cronbach’s alpha was 0.83.
The RCWB score positively correlated with professional fulfillment (r =.57,
p<.001) and thriving (r=.49, p<.001) and inversely correlatedwith burnout (r=-
.46, p<.001).
CONCLUSIONS: The RCWB measure demonstrates high internal consis-
tency, as well as content and criterion validity. These analyses suggest that the
RCWB could be a valuable tool for measuring the subjective community well-
being of residency programs. Further research is needed to establish normative
values, determine what factors influence scores, and understand how organi-
zational interventions can improve residency program community well-being.
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DIVERSE IDENTITIESANDVARIEDEXPERIENCES INSETTINGS
OF HEALTHCARE EDUCATION (DIVERSE)
RakshaMadhavan1; Cynthia Frank2; Eric DeRycke3; Michael J. Kozal4; Shaili
Gupta3,5
1Department of Medicine, Yale New Haven Health System, New Haven, CT
2Yale School of Medicine, New Haven, CT
3Veterans Affairs Healthcare System of Connecticut, West Haven, CT
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4Stanford University School of Medicine, Stanford, CA
5Department of Medicine, Yale School of Medicine, New Haven, CT

BACKGROUND: There are limited tools to collect data on the workplace
experiences of people of color (POC) and women physicians. We surveyed
faculty and trainee physicians to assess their experiences of perceived identity-
based bias at work, with goal of improving learning and workplace climate.
METHODS: The DIVERSE survey was validated and anonymously sent via
a secure web-based application to 429 faculty and trainee physicians who had
worked at this institution within the past 5 years. The survey asked about
verbal, physical, or emotional offenses based on group identity, how often
these offenses occurred, who the offender was (patient/physician etc.), and
whether respondents had witnessed any offenses. We used SAS 9.4 to perform
analyses with chi-square to compare categorical variables, and paired t-test for
continuous variables.
RESULTS: Of the 276 (64%) respondents, 64.5% were trainees, 53.4%
women, 56.5% White, and 42% identified as POC. The most common
identity-based offenses reported were microaggressions (58%), hurtful and
offensive language (47%), and inappropriate compliments (46%); 30%
reported their suggestions were not heard because of their group identity, and
31% reported emotional and psychologic distress. Faculty formed a major
offending group for several different identity-based insults (Figure 1, Panel 2).
The percentage of experiences reported closely matched that of witnessed
reports in each category of insults. Women were most significantly impacted
(Figure 1, Panel 1). 90% ofWhite women and 95%of women of color reported
having experienced any of the surveyed offenses, as compared to 50% of
White men and 67% of men of color.
CONCLUSIONS: Our study demonstrated that women physicians and
physicans of color experienced identity-based offenses that were witnessed,
emphasizing the value of bystander training. The results helped establish
several tools to improve workplace culture and prevent and address identity-
based offenses at our institution.

EFFECTS OF COGNITIVE LOAD, MOTIVATIONAL BELIEFS,
ACHIEVEMENT EMOTIONS ON IMPOSTOR SYNDROME IN
CLINICAL SKILLS TRAINING FOR FIRST-YEAR MEDICAL
STUDENTS
Amy Lee1; Chloe LaRochelle3; Caridad Hernandez2; Martina Murphy3;
Ashleigh Wright4; Lou Ann Cooper3; Jeffrey La Rochelle1

1Medical Education, University of Central Florida, Orlando, FL
2Clinical Sciences, University of Central Florida, Orlando, FL
3University of Florida College of Medicine, Gainesville, FL; 4University of
Florida, Gainesville, FL

BACKGROUND: Teaching methods can impact achievement emotions and
cognitive load in learners. Due to COVID19, the University of Central Florida
College of Medicine (UCF) adopted some online clinical-skills training for
their first-year medical students (M1s) while the University of Florida College
of Medicine (UF) was able to continue with limited in-person instruction. We
hypothesized online learning could increase cognitive load, negatively impact
self efficacy, and lead to increased levels of imposter syndrome associatedwith
learning clinical skills.
METHODS: M1s from UCF and UF from the 20-21 academic year were
given an online survey during the Summer of 2021 measuringMedical Student
Wellbeing Index (WBI), Clance Imposter Phenomenon Scale (CIPS). Cogni-
tive load and achievement emotions were measured using previously validated
instruments on a 5-point Likert scale.
Demographic data was collected, and IRB approval obtained. Descriptive
statistics were obtained with SPSS 27 and reported as frequencies and percent
response. Spearman correlation analysis was performed on all variables.T-tests
were conducted to compare variables between UF and UCF. Overall response
rate was 54% (44% and 61% for UCF and UF, respectively).
RESULTS: Analyzing combined data from both schools for history and
physical exam components, several statistically significant correlations were
found (see Table 1). For both history and physical exam components UF
learners had higher task value (4.66, 4.26 p<.001; 4.70, 4.52 p=.042), enjoy-
ment (4.34, 3.70 p<.001; 4.28, 3.86 p=.001) and self-efficacy (4.43, 4.10
p=.004; 4.36, 4.02 p=.007) and lower anxiety (2.32, 2.84, p=.003; 2.32, 3.03
p<.001) and extrinsic load (1.88, 3.14 p<.001; 2.07, 3.35 p=.001) compared to
UCF learners, respectively. UF learners had lower WBI scores than UCF
learners (250.74, 279.90 p=.024), but no differences in CIPS scores were
found. Higher scores on CIPS and WBI scores indicate greater severity of
imposter syndrome and reduced well-being, respectively.
CONCLUSIONS: Teaching methods appear to have an impact on learners'
achievement emotions, cognitive load, and well-being. Increased task value
may mitigate a learners’ extrinsic load with implications on how educators
apply teaching methods. Further studies are needed to identify long-term
impacts of online teaching methods.

E V A L U A T I N G S T U D E N T P E R C E P T I O N S O F
MICROAGGRESSIONS IN THE MEDICAL SCHOOL LEARNING
ENVIRONMENT
Naomie V. Shembo1; Sarita Warrier2
1Medical Education, Brown University Warren Alpert Medical School, Prov-
idence, RI
2Division of General Internal Medicine, Warren Alpert Medical School of
Brown University, Providence, RI. (Control ID #3715462)

BACKGROUND: Recently, there has been a call for reconstruction of med-
ical education that emphasizes social determinants of health “so that future
doctors are more prepared to discuss and treat racial inequalities”. Despite a
general consensus in the literature on a need for race-centered education, there
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is a lack of research evaluating how medical students perceive and experience
learning environments in the context of microaggressions.
METHODS:A 61-item bi-annual internet-based survey was distributed at the
Warren Alpert Medical School of Brown University to participants from 4
consecutive class years. Students were invited to participate via email
invitations to official class list-servs.
RESULTS: 184 out of 641 students responded to the full survey (28.7%).
69.0% of total respondents reported “yes” to having witnessed a
microaggression in the context of medical school, 8.7% of respondents
reported “no”, 22.3% selected “I’m not sure” (p<0.1). Of the MD21
respondents 85.2% reported having witnessed microaggressions in the medical
school setting. 43.2% of respondents reported having themselves experienced
amicroaggression in the context of medical school. 16.8% of respondents were
unsure. Of students who had experienced a microaggression (n=80), 93.5%
chose not to report the incident to the administration (SD= 0.2). Only 23.5% of
students reported being extremely/very confident that upon reporting the
institution would intervene appropriately. In the free-response sections, three
themes surfaced regarding respondents’ choices of whether or not to report
incidents to the medical school administration: fear of retribution, trust in the
administration and awareness of the existence of a reporting system.
CONCLUSIONS: Uncertainty around what constitutes a microaggression in
an educational space may lead to hesitancy surrounding formal reporting.
Additional bystander training for faculty, students, and staff focusing on
definitions of safe spaces and microaggressions may improve reporting. The
institution may encourage reporting by clarifying the formal process for
complaints and engaging in collective community care following an incident.

FACTORS INFLUENCING PRIMARY CARE CAREER CHOICE: A
MULTI-INSTITUTIONAL CROSS- SECTIONAL SURVEY OF IN-
TERNAL MEDICINE PRIMARY CARE RESIDENCY GRADUATES
Paul O'Rourke1; Sean Tackett3; Karen Chacko5; Stephen J. Knaus9; Marc
Shalaby4; Shelly-Ann Fluker6; Mina Ma7; Maryann Overland8; Scott Wright2
1Division of General Internal Medicine, Johns Hopkins University, Baltimore,
MD
2medicine, jhusom, Baltimore, MD
3Medicine, Johns Hopkins Bayview Medical Center, Baltimore, MD
4Internal Medicine, University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA
5Medicine, Univeristy of Colorado Denver, Aurora, CO
6General Medicine and Geriatrics, Emory University School of Medicine,
Atlanta, GA
7Medicine, UCLA, Los Angeles, CA
8General Internal Medicine, VA Puget Sound Health Care System, Seattle, WA
9Ascension St Vincent, Indianapolis, IN. (Control ID #3708868)

BACKGROUND: Primary care (PC) is the foundation of a high-quality
health system. However, the United States is suffering from a growing shortage
of primary care providers (PCPs). Internal medicine (IM) PC residency
programs are popular and expanding; they producemore graduates who pursue
PC careers than do categorical IM residencies.
Although a majority of IM PC residency graduates pursue PC careers, many
who were initially interested in PC ultimately choose another path. Our study
was designed to identify characteristics of graduates and residency experiences
that were most influential when deciding whether to pursue a PC career.
METHODS:We designed and pilot tested a cross-sectional survey related to
PC interest and experiences. In fall of 2020, we emailed surveys to PC
residency graduates who completed training between the years of 2014-2019
from seven IM PC residency programs (Ascension St. Vincent, Emory Uni-
versity, Johns Hopkins Bayview, University of California Los Angeles, Uni-
versity of Colorado, University of Pennsylvania, and University of
Washington).
Descriptive statistics and logistic regressions adjusting for clustering by
programs were performed to analyze factors associated with PC residency
graduates who pursued PC careers versus those graduates that did not.
RESULTS: Of the 320 PC residency graduates surveyed, 262 responded
(response rate: 82% [each of the 7 programs had response rates from their

graduates of >75%]). Nearly two-thirds of respondents (65%) currently prac-
tice PC or PC with a specialized focus (i.e., geriatrics, HIV primary care, etc.)
At the beginning of residency, 89% of graduates currently practicing PC were
fully or fairly committed to a PC career compared to 91% of graduates not
currently practicing PC (p=.235). By the conclusion of residency, 95% of those
currently practicing PC were fully or fairly committed to a PC career versus
41% of the graduates not in PC (p<.001).
Graduates currently practicing PC were significantly more likely to report that
their residency continuity clinic experience was a positive influence on their
decision to pursue a PC career [OR 1.51 (95% CI 1.30-1.74), p<0.001] and
were more likely to be satisfiedwith interdisciplinary case management in their
continuity clinic during residency [OR 1.27 (95% CI 1.07 – 1.51), p=0.007]
compared with graduates not practicing PC. At the end of residency, this group
was also less concerned of higher burnout potential in a PC career [OR 0.41
(95% CI 0.31 – 0.53), p<0.001), and less concerned of excessive administra-
tive burdens in a PC career [OR 0.51 (95% CI 0.33 – 0.78), p=0.002].
CONCLUSIONS: This is the first multi-institutional study to identify and
evaluate factors associated with IM PC residents’ intent to pursue PC careers.
Our data supports that the continuity clinic experience may be pivotal to PC
career choice. Investing in improving the continuity clinic experience might
offer a favorable return if more graduates go on to practice PC and contribute to
PC workforce capacity.

FLOURISHINGAMONG INTERNALMEDICINERESIDENTSDUR-
ING THE COVID-19 PANDEMIC: A CROSS-SECTIONAL MULTI-
INSTITUTIONAL STUDY
David Vermette1,2; Collin Hanson4,5; Donna Windish3
1Internal Medicine, Yale University School of Medicine, New Haven, CT
2Pediatrics, Yale University School of Medicine, New Haven, CT
3Internal Medicine, Yale University School of Medicine, New Haven, CT
4Internal Medicine, University of Chicago Pritzker School of Medicine,
Chicago, IL
5Pediatrics, University of Chicago Pritzker School of Medicine, Chicago, IL.
(Control ID #3702080)

BACKGROUND: The epidemic of burnout in medical residents is well
established. However, little is known about what helps residents flourish.
The Flourish Index (FI) provides a reliable measure of well-being, but has
limited data in residency contexts. The FI covers five domains: happiness &
life satisfaction; physical & mental health; meaning & purpose; character &
virtue; and close social relationships. This study aimed to develop validity
evidence to support the FI as a measure of resident well-being and to identify
factors associated with resident flourishing as measured by the FI.
METHODS: Participants were recruited using convenience sampling from
fourteen residency programs in three states (CT, PA, IL) to complete an online
survey (April – August 2021). The primary outcome variable was the FI. The
FI is reported on a scale of 0 to 10, with higher values indicating higher
flourishing. The survey also included measures of quality-of-life, resilience,
medicine-as-a-calling, burnout, religiosity, and residency community well-
being (RCWB).
Metadata including program size, type, and county COVID-19 daily case rates
were collected. Mean FI scores between groups were compared using inde-
pendent samples t test. The relationship between the FI and other variables was
examined using linear regression.
RESULTS: The response rate was 84% (277 of 329). Participants were 47%
female, 43% white, and 32% Asian. Half were PGY1s (49%). Programs were
67% academic. The mean FI score was 6.8 (SD 1.4). Mean FI scores were
higher in residents who view medicine as a calling [6.2 (SD 1.5) vs 7.0 (SD
1.3); p<.001], were satisfied with work-life balance [6.3 (SD 1.3) vs 7.7 (SD
0.9); p<.001], consider themselves at least a moderately spiritual person [6.6
(SD 1.3) vs 7.0 (SD 1.4); p=.03], and were not experiencing emotional
exhaustion [6.3 (SD 1.5) vs 7.3 (SD 1.0); p<.001] or depersonalization [6.2
(SD 1.6) vs 7.2 (SD 1.1); p<.001]. There was no significant difference in mean
FI scores between program types (community versus academic) or PGY year.
In simple linear regression, FI scores were not significantly predicted by
gender, race, relationship status, having children, PGY level, program size,
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type or county-level COVID-19 case rates. In multiple linear regression, high
resilience (β=.28; p<.001), viewing medicine as a calling (β=.13; p=.02),
intrinsic religiosity (β=.12; p=.02), high RCWB (β=.16; p=.003), low emo-
tional exhaustion (β= -.24; p<.001) and low depersonalization (β= -.13; p=.04)
were significant predictors of higher flourishing on the FI (R2=.40; p<.001).
CONCLUSIONS:Both intrinsic and programmatic factors showed important
associations with resident flourishing. Strategies to improve resident
flourishingmay include promoting resilience, cultivatingmeaning inmedicine,
supporting spirituality, improving community well-being, and identifying and
responding to burnout. The FI may be a useful measure of resident well-being
in future studies and interventions.

GENDERAND SEXUALDIVERSEHEALTHEDUCATION: ANEEDS
ASSESSMENT AMONG INTERNAL MEDICINE RESIDENTS
Sebastian Suarez1; Emily L. Lupez1; Lindsay B. Demers2; Carl Streed2;
Jennifer R. Siegel2
1Internal Medicine, Boston Medical Center, Boston, MA
2Medicine, Boston University, Boston, MA. (Control ID #3707035)

BACKGROUND: Training clinicians in gender and sexual diverse (GSD)
health is critical to reduce health disparities among these populations. Several
internal medicine (IM) residency programs have developed curricula on GSD
health. However, in published reports there has been limited emphasis on
residents’ perspectives and attitudes on individual needs or educational mo-
dalities to guide curricular innovation. In November 2019, a group of residents
within the IM Residency Program at Boston Medical Center (BMC) created a
needs assessment tool (survey) to self-assess competency and comfort level of
IM residents in caring for GSD patients and to identify residents’ perspectives
on facilitators and barriers to GSD curriculum implementation. BMC is the
largest safety net hospital in New England and a leader in health equity, and its
residents are selected for commitment to serving marginalized populations.
METHODS: The knowledge, attitudes, and practices (KAP) survey in this
study was created by two residents. A second iteration of the tool was created
after being reviewed by other residents and by a medical education assessment
expert. The final survey had a total of 21 questions and was administered
electronically using Qualtrics XM. A QR code with the link to the survey was
provided to residents during a didactic session (Academic Half Days) that is
mandatory for all residents in the IM residency program at BMC. A reminder
was sent via email two weeks later.
RESULTS: Data were collected between November 9 and December 18,
2020. Associations between categorical variables were analyzed using Fisher’s
exact test. Open-ended questions were analyzed using content and theme
analysis. Of the 138 IM residents, 88 (64%) completed the survey. During
residency, 39 (43.8%) residents reported receiving less than one hour of
teaching dedicated to the care of GSD populations. There was a wide distri-
bution in the comfort level with clinical skills and in resident perception of their
own competency in the care of GSD patients. There were no major differences
across different PGY levels. The two most desired formats for learning were
small group (n=61, 69%) and case-based learning (n=58, 66%). Educational
themes included learning modalities, learning locations, resource access and
frequency and volume of curriculum. Barriers to implementation included lack
of skills application opportunities, systemic issues, and content issues.
CONCLUSIONS: This study is the first to assess IM residents’ perspectives
on barriers and facilitators to curriculum implementation in the care of GSD
patients. This study provides unique insight to facilitate implementation of a
developmentally appropriate approach to GSD health education which should
include: a formalized curriculum through protected learning time, integration
of GSD health topics within the traditional residency curriculum, small group
and case-based sessions, incorporation of community members into the cur-
riculum, and case-based simulation / standardized patients.

GENDERED LANGUAGE IN NARRATIVE COMMENTS OF
LEARNERS: NATURAL LANGUAGE
PROCESSING AND GENDER BIAS
Katerina Saker1; Robin Klein2. 1Internal Medicine/Psychiatry, Emory Univer-
sity School of Medicine, Atlanta, GA;

2Internal Medicine, Emory, Atlanta, GA.

BACKGROUND:Research has shown gender bias in quantitative performance
ratings of medical learners.While narrative comments are prioritized by residents
and programs, large scale study of comments is hampered by the time intensive
nature of qualitative analysis. Natural language processing (NLP) applies com-
putational algorithms to analyze textual data which may enable efficient exam-
ination of differences in qualitative assessments. This study aims to examine
differences in narrative comments in resident evaluations associated with gender.
METHODS: This study is a cross sectional study of 4499 clinical perfor-
mance assessments of residents by faculty from inpatient medicine rotations,
2013-2018. We used NLP techniques including sentiment analysis, part of
speech parsing to identify descriptive terms (i.e. adjectives), and calculated
weighted log odds and frequency of descriptive terms.
Weighted log odds is the log of the odds ratio that a term appears in a comment
of women residents compared to men residents, weighted to control for the
sampling variance.
RESULTS: There were differences in language used in evaluation comments
with resident gender. Sentiment analysis found that comments overall have a
positive tone, with no sign of gender difference (beta 0.131, p 0.27). Comments
of women residents included more descriptor terms than men, (beta 0.49, p
0.003). Excellent, great and medical were the most frequently used adjectives
across comments and had equal odds of use between men and women.
Descriptors specific to women included grindstone and personality terms
(organized, efficient, wonderful) and terms more specific to men include
standout terms (outstanding, best, strong).
CONCLUSIONS: There were differences in the descriptive language used in
comments of men and women residents. NLP is a promising approach to
explore and identify gendered language in learner assessment and should be
considered in interventions targeting bias in real time.

GERIATRIC ASSESSMENT IN A SMARTPHRASE
Eva Szymanski1; Jessica Zuo2; Jackson Steinkamp1; Ryan Chippendale4;
Rachel Miller3
1Medicine, University of Pennsylvania, Philadelphia, PA
2Section of Geriatrics, Yale University, New Haven, CT
3Medicine/Geriatrics, University of Pennsylvania, Philadelphia, PA
4Section of Geriatrics, Boston Medical Center, Boston, MA

BACKGROUND: With the aging population, internal medicine (IM)
residents should develop the key skill of performing geriatric assessments.
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We created and are evaluating an Epic-based SmartPhrase for geriatric assess-
ment using the 5Ms (Mind, Mobility, Medications, Multicomplexity, and
What Matters Most) framework.
METHODS:A needs assessment was sent to IM primary care residents at the
University of Pennsylvania. Based on results, we designed a SmartPhrase for
geriatric assessment as our intervention.We held focus groups with residents to
solicit feedback and revise the SmartPhrase. After finalizing the SmartPhrase,
we sent a pre-intervention survey to all IM residents (both primary care and
categorical).
RESULTS: In our initial needs assessment, 72% of respondents wanted to
learn more about geriatric assessment. Our subsequent pre-intervention survey
found that only 5-6% of respondents strongly agreed that they know the main
components of and are comfortable performing a geriatric assessment and only
25% have a framework for it. To address these needs, we developed an Epic-
based SmartPhrase for geriatric assessment, revised based on feedback from
two focus groups. The final SmartPhrase includes 1-4 key questions for each of
the 5Ms, with additional questions in a dropdown menu to allow users to delve
deeper into a particular area as needed. It was introduced to all IM residents in
November 2021.
CONCLUSIONS: Performing a geriatric assessment is a critical skill for IM
residents, regardless of subspecialty interest. Our data indicate a need to
improve resident comfort with this skill. Our SmartPhrase is being paired with
didactic teaching on geriatric assessment to facilitate trainees’ ability to active-
ly apply their newfound knowledge. This tool is adaptable, available on-
demand, and easy to implement. In addition to IM residents, it is also applica-
ble to other trainees and interprofessional team members who evaluate and
treat older adults. Further research will include a post- intervention survey and
analysis of clinical notes for presence of the SmartPhrase. We also plan to
disseminate a guide to help others create and use this SmartPhrase on their own
Epic platforms.

HEALTHPROFESSIONS SCHOOLAPPLICANTEXPERIENCESOF
BIAS DURING ADMISSIONS INTERVIEWS
Avik Chatterjee1; Spencer Dunleavy2; Tiffany L. Gonzalez3; Jalen Benson4;
Lori Henault5; Alexander Macintosh6; Kristen Goodell7; Robert Witzburg7;
Michael K. Paasche-Orlow8

1Internal Medicine, Boston University School of Medicine, Boston, MA
2Medical School, Columbia University Vagelos College of Physicians and
Surgeons, New York, NY
3Harvard College, Cambridge, MA
4Harvard Medical School, Boston, MA
5General Internal Medicine, Boston Medical Center, Boston, MA
6Altus Assessments, Toronto, ON, Canada
7Boston University School of Medicine, Boston, MA
8Medicine, Boston University, Boston, MA. (Control ID #3713951)

BACKGROUND: Bias pervades every aspect of healthcare including
admissions, perpetuating the lack of diversity in the healthcare workforce.
METHODS: Between January-June 2021 we invited 9,833 US and Canadian
applicants to medical and other health profession education (HPE) programs to
complete a survey including the Everyday Discrimination Scale (EDS),
adapted to ascertain experiences of bias during admissions interviews. We
used chi-square tests and multivariable logistic regression to determine
associations between demographic factors and positive responses.
RESULTS: Of 1,115 respondents, 281 (25.2%) reported bias in the interview
process, with 149 (53.0%) of those reporting more than one instance.
Participants described bias related to gender, race, ethnicity, national origin,
sexuality, socioeconomic status, weight, religion, age, and disability status.
Individuals from certain groups were significantly more likely to experience
bias, specifically those with lower socioeconomic status (OR: 1.78, 95% CI
[1.26, 2.52], p=0.001) and non-native English speakers (OR: 1.76, 95% CI
[1.08, 2.87], p=0.02). In open-ended responses, participants provided more
context about their experiences of bias (“It was clear that they were concerned
about me deciding to have children during the program,” “I was told by faculty
that it seemed like I had little research experience compared to my ‘other Asian
peers,’" “The questions about me pursuing my education and goals at such a

late age I feel are ageist.”). Open-ended responses also provided insights into
potential reforms at the interviewer and institution level (Table 1). Half of those
experiencing bias (139, or 49.6%) did nothing in response, though fifty-five
(19.6%) reported the incident anonymously.
CONCLUSIONS:Reports of bias are common amongHPE applicants. Easily
enactable reforms are needed to decrease the incidence and impact of such bias
and improve the ability of HPE institutions to recruit diverse students.

HEARTACHE OR BELLYACHE? EPIGASTRIC PAIN, COMMUNI-
CATION SKILLS, AND IMPLICIT BIAS: CAN WE UNCOVER AN
ASSOCIATION IN THE SIMULATION LAB?
Tavinder K. Ark2; Marla Fisher3; Felise Milan4; Adina Kalet2; Paul R.
Marantz5; Diana J. Burgess6; Carlos J. Rodriguez1; Lily Burd7; Malika Sam-
uel7; Cristina M. Gonzalez1
1Medicine, Albert Einstein College of Medicine/Montefiore Medical Center,
New Rochelle, NY
2Kern Institute, Medical College of Wisconsin, Milwaukee, WI
3Albert Einstein College of Medicine, Bronx, NY
4Office of Medical Education, Yeshiva University Albert Einstein College of
Medicine, Bronx, NY
5epidemiology, Albert Einstein College of Medicine, Bronx, NY
6University of Minnesota and Minneapolis Veterans Affairs Health Care
System, Minneapolis, MN
7Public Care Strategies, New York, NY

BACKGROUND:Evidence suggests communication is associatedwith racial
implicit bias. No published simulations exist to assess physician implicit bias
recognition and management (IBRM) in patient encounters. To address this
gap, we developed a high-fidelity simulation and adapted existing checklists
and global rating scales to include items known to be associated with racial
implicit bias. We conducted a feasibility study to determine if the simulation
can assess variability in communication skills and behaviors related to IBRM.
METHODS: This case was conducted over Zoom with N=22 internal/family
medicine physician volunteers; we have complete data for N=15. The case
involved a 52-year-old man presenting with nausea, vomiting, and epigastric
pain. We pursued an exploratory approach investigating variability of physi-
cian volunteers’ communication skills as rated by a highly trained standardized
patient (SP) and monitor and exploring associations with the race and race-
compliance Implicit Association Tests (IAT). Checklist and global rating scale
items were rated on 3- and 4-point scales, respectively. For each communica-
tion item, we comparedmean scores of physician volunteers caring for SPs that
were Black vs White.
RESULTS: A total of 11 Black and 9 White SPs/monitors rated physician
volunteers’ communication skills. The case, checklist, and global rating scale
resulted in variability of scores among physician volunteers (Figure 1). A
significant negative relationship was found between “Elicits all patient's
concerns” item and race IAT (r=-0.68, p=0.01) and race- compliance IAT
(r=-0.72, r=0.02).
CONCLUSIONS: We developed a high-fidelity simulation, checklist, and
global rating scale that elicit variability in communication scores among
physician volunteers. While some associations reached statistical significance,
several trended toward a positive association, but we are still underpowered to
demonstrate small effect size. This study supports the feasibility of designing
high-fidelity simulations to assess the association of racial implicit bias and
communication skills in physicians. Data analysis will continue as the number
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of participants increases with subsequent pilots, and we expect to conduct
psychometric analysis to assess construct validity of our checklist and global
rating scale.

IMPACT OF COVID-19 PANDEMIC ON SCHOLARLY PRODUC-
TIVITY IN AN ACADEMIC INTERNAL MEDICINE RESIDENCY
PROGRAM
Titilope Olanipekun1,2; Temidayo Abe2; Valery Effoe2; Nicolas Bakinde2;
Chinedu Ivonye2
1Internal Medicine, Covenant Health Tennessee, Crossville, TN
2Internal Medicine, Morehouse School of Medicine, Atlanta, GA

BACKGROUND: The ACGME requires internal medicine residents to en-
gage in research during residency and present their findings in a scientific
setting as one of the requirements for training completion. The ongoing
COVID-19 pandemic has significantly impacted medical residency education
globally, and there is limited data on the effect of the pandemic on scholarly
productivity among internal medicine residents
METHODS: We collected socio-demographic data of participants and
responses on research activities during residency training before and during
the pandemic. We assessed the perceived impact of the COVID-19 pandemic
on scholarly productivity by asking the respondents to report if there has been
an ‘increase’, ‘decrease’, or ‘no change’ in scholarly output comparing pre-
pandemic and during the COVID-19 pandemic period. Respondents who
reported decreased scholarly output were asked to provide reasons for the
decline and suggest ways to improve scholarly productivity during pandemics.
RESULTS:A total of 68 residents completed the survey which corresponds to
a response rate of 85%. The mean age group was 30-34 years and 51% of the
participant were females. Of the total number of respondents, 43% reported a
decline in the number of publications during the COVID-19 pandemic com-
pared to the pre-pandemic period. About 26% responded that the pandemic has
had a negative impact on their level of participation in scientific conferences
due to the cancellation of most in-person scientific conferences in compliance
with social distancing and pandemic restrictions. More females reported a
decline in scholarly productivity due to a combination of burnout from the
pandemic and competing family commitments.
CONCLUSIONS: In this survey, a significant proportion of residents of an
academic internal medicine residency program reported a decline in research
and scholarly productivity due to the COVID-19 pandemic. Burnout, loss of
morale, and insufficient time due to competing domestic duties were the major
contributory factors. Female residents were more affected due to burnout and
challenges from having to strike a balance between their training and family
duties. More research electives during training, more time to focus on mental
health, dedicated faculty to mentor residents on research, and providing sup-
port for female residents to cope with domestic responsibilities may improve
scholarly productivity during pandemics.

IMPACT OF INCREASED TELEMEDICINE USAGE ON RESIDENT
EDUCATION
Agnes Park1; Laura Wong2,1; Zoe Phillips1; Kelly Crotty2,1; Margaret
Horlick2,1; Sondra R. Zabar1; Lisa Altshuler3; Anne Dembitzer2,1; Melanie
Jay2,1
1Medicine, New York University Grossman School of Medicine, New York,
NY

2Medicine, VA NY Harbor Healthcare System Manhattan Campus, New
York, NY
3Medicine, NYU Langone Health, New York, NY. (Control ID #3716074)

BACKGROUND: The COVID-19 pandemic has led to an unprecedented and
rapid increase in telemedicine visits. It is unclear how this has affected resident
training. This study explores Internal Medicine residents’ perceptions of the
impact of the transition to telemedicine on their learning experience.
METHODS: Three focus groups were held over Zoom with post-graduate
year 1 – 3 residents at the New York University Grossman School of Medicine
who have their Primary Care continuity experiences at theManhattan Veterans
Affairs Medical Center. Issues explored include relationships with patients,
decision-making around clinical issues, use of preceptors, and general
impressions of tele-visits. Recordings of the focus groups were transcribed
and thematically analyzed.
RESULTS: Common themes across the focus groups were categorized into
five domains: 1) building patient relationships, 2) using the remote setting, 3)
judging appearance and physical examination, 4) confidence with decision-
making, and 5) interactions with supervisors. Participants felt that they were
able to maintain relationships with pre- existing patients, particularly those
with chronic conditions for whom tele-visits were an appropriate and even
preferable alternative to routine in-person encounters. Participants reported
difficulty connecting and building rapport with new patients but suggested
the remote setting was helpful for providing additional context (e.g. input from
a family member), allowing them to better understand patients’ concerns or
circumstances. However, some participants expressed hesitancy about asking
personal questions because patients were not in private settings. The inability
to conduct comprehensive physical examsmade it difficult to evaluate physical
concerns, and participants were frequently unable to rely on skills that were
emphasized in their training, such as assessing overall appearance and frailty.
As a result, they had a higher level of uncertainty about diagnosis and
management and a lower threshold for making referrals and ordering diagnos-
tic testing. Residents did not ask preceptors for help during a tele-visit – in
contrast to in- person clinical visits – which precluded real-time support when
participants encountered uncertainty. Due to the awkwardness of asynchro-
nous communication, participants had a higher threshold for asking their
preceptors questions and making changes in management plans after tele-
visits were concluded.
CONCLUSIONS: In light of the staying power of telemedicine and the
overall trend towards virtual care, our findings substantiate the need to identify
and address new clinical training competencies. In particular, trainees may
need guidance for negotiating clinical decision-making and management when
caring for patients remotely; structured preceptor protocols can help to support
trainee education and quality patient care.

IMPACT OF NIGHT-FLOAT ROTATION LENGTH ON PER-
CEIVEDWELLNESS AMONG 3RD-YEAR MEDICAL STUDENTS
Kaitlin Hanss1; Ella Cohen1; Horatio Holzer2
1Medical School, Icahn School of Medicine at Mount Sinai, New York, NY
2Medicine, Icahn School of Medicine at Mount Sinai, New York, NY

BACKGROUND: Performing full histories and physical exams (H&Ps) is an
essential educational component of internal medicine (IM) clerkships. How-
ever, the majority of admissions to general medicine wards occur overnight. A
previous study at the Icahn School of Medicine at Mount Sinai demonstrated
that an IM night-float rotation during 3rd-year increased opportunities for
H&Ps, yet was associated with reduced student wellness. Our aim was to
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assess whether providing additional time for night-to-day transitions improved
students’ self-reported wellness while preserving educational value.
METHODS: An anonymous survey was sent to medical students after com-
pleting the IM night-float during academic years '20-21 (5 contiguous night
shifts) and '21-22 (4 contiguous night shifts). 5-point Likert-scale variables
(1=strongly disagree; 3=neutral; 5=strongly agree) were collapsed into dis-
agree versus neutral or agree for positive statements about night-float, and into
agree versus neutral or disagree for negative ones. Two-sided chi-squared tests
were performed to compare student responses in '21-22 and '20-21.
RESULTS: At interim analysis, 62% of students in ‘20-21 (n=108) and 67%
of students in ‘21-22 (n=32) completed the survey. The percentage of students
who felt lacking in enthusiasm dropped from 27% in ‘20-21 to 12% in ‘21-22
(p=0.08, Fig. 1), while the percentage who felt physically exhausted dropped
from 44% to 28% (p=0.1, Fig. 1). While the average number of H&Ps
completed dropped from 4.3 in ‘20-21 to 3.3 in ‘21-22, 75% and 81% of
students reported night-float was a neutral or positive educational experience in
‘21-22 and ‘20-22 respectively (p=0.5).
CONCLUSIONS:While the current ‘21-22 study size limits statistical power,
interim analysis suggests a shortened IM night-float was associated with a
trend towards improved student-reported wellness. Importantly, there was no
change in the perceived educational value of the four versus five-night curric-
ulum. These findings, if confirmed in the final analysis, will help educational
leaders develop curricula that unlock the educational resources of overnight
rotations without adverse impact on student wellness.

IMPLEMENTATION OF A PATIENT-CENTERED FRAMEWORK
FOR THE HISTORY AND PHYSICAL EXAM: UTILIZATION OF
THE H&P 360 AMONG SUB-INTERNS IN INTERNAL MEDICINE
Erin Rieger1; Irsk Anderson2; Valerie G. Press2; Vineet M. Arora2; Joyce W.
Tang2
1Pritzker School of Medicine, The University of Chicago, Chicago, IL
2Medicine, University of Chicago, Chicago, IL. (Control ID #3715800)

BACKGROUND: Psychosocial and behavioral factors, critical for chronic
disease management, are not routinely assessed in traditional admitting notes.
The H&P 360 is a 7-domain biopsychosocial framework (patient values/goals,
mental health, behavioral health, social support, living environment/resources,
function, and biomedical conditions) for history-taking. Although promising,
uptake in the clinical learning environment and impact on patient care are
unknown. During 2020-2021, UChicago students in the internal medicine sub-
internship (SubIs) were encouraged to use a H&P 360 template integrated
within the electronic health record (EHR) for admission notes.
METHODS: The EHR was queried identifying all admission notes authored
by SubIs on general medicine or cardiology services (August 2020-April
2021). The proportion of all admission notes using an H&P 360 template
was calculated. For purposes of qualitative comparison to the H&P 360 notes,
a sample of the non-H&P 360 notes was drawn, attempting equal representa-
tion across students. Template analysis was applied to the admission notes.
Each note was coded by two teammembers for the content of the psychosocial
domains and integration into the care plan. Themes were identified through
iterative discussion.
RESULTS:Of 13 SubIs, 7 (54%) never used the H&P 360 templates. Of the 6
SubIs who used the H&P 360 templates, these accounted for 14-92% of their
authored admission notes (median 56%). In qualitative comparison of 45
admission notes from each group, the following four primary themes emerged
regarding H&P 360 templated notes: 1. Increased documentation related to
relationships and supports (cohabitants, nature of social support, presence of
home health), function (ADLs and IADLs), and medication adherence; 2.
Modestly increased documentation of priorities and goals, patient understand-
ing of health, mental health concerns, resources, needs, and barriers; 3. No
increase in documentation of nutrition or exercise behaviors, 4. No clear
changes in the documented care plan including interdisciplinary coordination
or education or counseling provided.
CONCLUSIONS: Utilization of the H&P 360 template was limited and
highly variable across students. Uptake of the H&P 360 framework may be

enhanced by repeated exposure throughout the medical school learning
continuum.
Differences observed in documentation of specific psychosocial domains may
reflect priorities in the inpatient setting or SubI comfort discussing these
domains. While no clear differences were identified in the documented care
plan on admission, improved provider understanding of patient functional
status and support systems may improve downstream discharge planning.

INCOMING MEDICAL STUDENTS’ EMPATHY ORIENTATION:
BASELINE EMPATHY, ASSOCIATION WITH INITIAL CLINICAL
SKILLS, AND EFFECTS OF EMPATHY CURRICULUM ON OVER-
ALL CLINICAL SKILL PERFORMANCE
Colleen Gillespie1; Claire Surkis3; Maura Minksy3; Jennifer Adams2,3
1PrMEIR/IIME, NYU Grossman School of Medicine, New York, NY
2Internal Medicine, NYU Langone Health, New York, NY
3NYU Langone Health, New York, NY. (Control ID #3716151)

BACKGROUND: Empathy has been shown to be a critical aspect of patient
care and an essential element of health professional competence and is best
understood as a complex set of attitudes, orientations, cognitive abilities, and
practical skills. We explored the levels of empathy students have when starting
medical school, how that assessment of empathy relates to their initial clinical
skills, and whether exposure to empathy curriculum is associated with en-
hanced clinical skills.
METHODS:We fielded the Jefferson Scale for Empathy (JSE) with incoming
MS1 students prior to participating in a workshop focused on empathy and
implicit bias and our Introductory Clinical Encounter (ICE), a 3-station OSCE
designed to reinforce core clinical skills. Scheduling created a natural experi-
ment inwhich a third of the class participated in the empathyworkshop prior to
completing the ICE and two-thirds participated in the empathyworkshop after.
The empathy workshop consisted of viewing a high production value animated
film focused on implicit bias in physician clinical reasoning followed by
facilitated small group discussions. Mean JSE scores are described and corre-
lated with clinical skills in the ICE.We compared ICE overall performance for
those students who participated in the workshop beforehand with those who
participated after completing ICE.
RESULTS: 105/107MS 1 students completed the JSE:Mean=119.9 (SD 9.2,
range 81-138, median=122), suggesting a fairly high initial aggregate empathy
level. However, 17 students scored < 100. Factor analysis resulted in factors
similar to previous studies with a main “empathy orientation” factor (69% of
variance) as well as two additional factors related to understanding patients’
experiences (8 % variance) and perspective-taking (6% variance). Means on
the first two factors were similar (6.34, SD .55 and 6.37, SD .68) but much
lower for perspective-taking (mean=4.75, SD 1.22) (p<.001). Total JSE scores
were not significantly correlated with overall ICE score (r=-.02, p=.965) nor
with any of the domain scores (communication r=.06, p=.610; history taking
r=.02, p=.724; patient activation r=.09, p=.355). Students who participated in
the empathy workshop before they completed the ICE OSCE (n=27)
performed slightly but significantly better in terms of their overall ICE score
than those who participated after (n=80) (mean difference 2%, t- test=3.84,
p<.001).
CONCLUSIONS: Incoming students are strong in their orientation toward
empathy albeit realistic when it comes to recognizing the challenges of per-
spective taking. Our natural experiment suggests that participating in empathy-
enhancing activities may lead to very small but measurable improvements in
clinical skills but we encourage caution in over-interpreting this pilot finding.

INTEGRATION OF A NARRATIVE MEDICINE CURRICULUM IN
PRIMARY CARE RESIDENCY IMPROVES PERSONAL AND PRO-
FESSIONAL IDENTITY DEVELOPMENT
Michelle H. Silver, Farah Hussain
Internal Medicine, Hospital of the University of Pennsylvania, Philadelphia,
PA. (Control ID #3710927)
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BACKGROUND:NarrativeMedicine (NM) is a novel activity shown to have
positive effects on emotional and professional development. It has been shown
to combat burnout in learners by providing the opportunity for reflection and
normalization of traumatic experiences during training. In this study, a NM
curriculum was introduced into the Internal Medicine—Primary Care residen-
cy at Penn to study its effects on resident wellbeing, professional development,
and social connectedness. In response to current events, sessions were catered
toward processing COVID, acknowledging healthcare and racial disparities
within the pandemic, and amplifying voices of female authors and authors of
color.
METHODS: Primary care residents participated in a total of 3-5 one-hour NM
sessions during protected didactic time from 2021-2022. Sessions were
conducted over Zoom and facilitated by a project leader. Each session had a
distinct theme including 1) working during a pandemic, 2) compassion fatigue,
3) finding meaning in work, 4) burnout, and 5) pandemic lessons learned. For
each session literary excerpts or videoswere read/viewed together, followed by
a writing/reflective activity, and concluding with group discussion. After each
session, residents were given a link to an optional, anonymous online survey to
evaluate professional development, personal growth, utility of each component
of the session and overall rating. The survey was conducted using a Likert sale
of (1) negative or not useful to (5) greatly positive or extremely useful, and
open-response questions evaluating the objectives of and reaction to the
curriculum.
RESULTS: 5-10 residents attended each session resulting in 28 survey
responses to date, with 4 sessions (2 themes) yet to be completed. Most
residents preferred group discussion to individual writing or reflection. Con-
nectedness with co- residents showed the strongest professional development
rating (mean 4.6/5), versus slightly positive benefit toward impact on patient
care (3.8). Regarding personal growth, sessions were rated as highly enjoyable
and personally valuable (4.7) with positive impact on wellness (3.9), job
satisfaction (3.7) and appreciation of work values (3.9). Regardless of distinct
benefits, sessions were highly rated for “overall impression” (4.8). This mirrors
open responses, which overwhelmingly describe a positive space for necessary
reflection and processing.
CONCLUSIONS: Our study suggests that shared discussion and storytelling
were the most valuable components of NM sessions, providing an impactful
experience that improves resident comradery and personal/professional
growth.

INVESTIGATING WISDOM DEVELOPMENT IN MEDICINE: A
QUALITATIVE STUDY
Jordan Millhollin1; Nic M. Weststrate3; James N. Woodruff2; Wei Wei Lee2
1Pritzker School of Medicine, University of Chicago Pritzker School of Med-
icine, Chicago, IL
2Medicine, The University of Chicago, Chicago, IL
3College of Education, University of Illinois at Chicago, Chicago, IL. (Control
ID #3714342)

BACKGROUND: Wise physicians are often described as those who are
medically knowledgeable, epistemically humble, compassionate, have a high
tolerance of uncertainty, and practice self-reflection. While wisdom is a valued
trait among physicians, wisdom development is not widely understood or
studied. We aim to conduct a qualitative study to identify factors that foster
and forestall wisdom development in medical education and practice. Our
findings can help inform wisdom-fostering interventions in medical education.
METHODS: Departments of medicine faculty at three academic institutions
who participated in a prior survey study on sense of calling in medicine in the
summer of 2019 were eligible for the qualitative study and emailed an invita-
tion to participate. The interview script was generated via literature review and
participants were asked to define wisdom in the context of medicine, describe
wisdom fostering events they encountered in medical education and practice,
and describe elements that supported or obstructed their wisdom development.
Between June and August 2021, the semistructured interviews were conducted
by one researcher via Zoom. Interviews were audio-recorded and transcribed.
Iterative thematic analysis was performed using Dedoose software until theme
saturation and consensus were reached.

RESULTS: Of 99 physicians invited, 21 responded and 19 consented and
completed the interview. Respondents were 58% (11/19) female, 63% (12/19)
White, 32% (6/19) Asian, 1% (1/19) African American. Most were between
40-49 years old (37%, 7/19) and either Clinician-Educators (42%, 8/19) or
Clinician-Leaders and Administrators (42%, 8/19). Interviews ranged from 30
minutes to 66 minutes.
Major themes centered around barriers to wisdom development and wisdom-
supporting factors. Barriers included both personal and cultural elements (e.g.,
cynicism, hierarchical nature of medicine, a culture of perfectionism, lack of
psychological safety) and workflow-related factors (e.g., heavy workload,
electronic medical records, fragmented care). Subjects believed wisdom is
fostered by difficult events especially when accompanied by mentorship and
modeling, debriefing with peers, and private self-reflection. Supportive factors
to wisdom development also included: a culture of humility; encouragement,
space, and permission given for reflection; and the opportunity to freely debrief
with colleagues.
CONCLUSIONS: Barriers to wisdom development were primarily linked to
the environment of education and practice, and participants’ experiences in
medicine and medical education reveal a culture opposed to emotion and
openness about mistakes. Wisdom-supportive factors align with the literature,
but participants highlighted that medicine fails to provide a consistent structure
to support these wisdom-supportive factors, and often directly antagonizes
them. These results highlight potential spaces for curricular and systemic
interventions testable via future prospective studies.

LEARNERCENTEREDAPPROACHTO IMPROVINGEDUCATION
ON ATTENDING ROUNDS
Alana Siev2; Ian Larson2; Cristina M. Gonzalez1
1Medicine, Albert Einstein College of Medicine/Montefiore Medical Center,
New Rochelle, NY
2Montefiore Medical Center, Bronx, NY. (Control ID #3712529)

BACKGROUND: An important educational aspect of the day for Internal
Medicine residents is morning (attending) rounds. There is limited information
on learner-centered rounds or resident perspectives about education on morn-
ing rounds. In order to inform a learner centered approach to rounds, we
conducted a focus group study of Internal Medicine residents to explore what
they view as strengths and weaknesses of rounds, and how rounds could be
better used as a teaching tool.
METHODS: We conducted 3 60-minute focus groups with N=21 PGY2/3
Internal Medicine Residents at Montefiore Medical Center in Bronx, NY. Two
resident investigators led the focus groups using a semi-structured interview
guide. Questions included defining types of rounds, benefits and pitfalls of
various rounding styles, their impact on resident education, and
recommendations to improve education onmorning rounds. The sessions were
audio recorded, transcribed verbatim, and de-identified. Transcripts were ana-
lyzed through inductive thematic analysis.
RESULTS: The different rounding styles identified were bedside, table
rounds, and a hybrid approach. Three themes emerged through analysis of
the data relevant to the identified rounding styles. Theme 1: A hybrid model
offers an optimal balance of education. A hybrid approach of discussing the
patients in a conference room (i.e. table rounds) followed by seeing the patients
as a team (i.e. bedside rounds) resonated with our participants. Residents
appreciated the combination of less interruptions and the ability to discuss
complex problems and develop broad differential diagnoses with the ability to
clarify clinical questions in real time and review of physical exam maneuvers.
Theme 2: Full bedside rounds have unintended pitfalls. Attendings frequently
“re-elicit the entire history” and the goal of making rounds educational is
“sometimes at odds with…[patients’] priorities.” Theme 3: Suggestions for
improvement. To enhance the learner-centeredness of rounds, attendings could
read the charts prior to better focus on education and participate in brief faculty
development programs on effective morning rounds.
CONCLUSIONS: Our study highlights benefits and pitfalls of various
rounding styles, while offering suggestions to improve the educational
outcomes of morning rounds. Our in-depth exploration of learner perspectives
to improve the learner-centeredness of morning rounds could inform future
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faculty development programs to improve the balance of education and service
for our trainees.

LEARNER ENGAGEMENT ASSOCIATIONS WITH DELIVERY
MODALITY AND TEACHING EFFECTIVENESS: NON-
RANDOMIZED COMPARISON OF LIVESTREAM AND IN-
PERSON CONTINUING MEDICAL EDUCATION
Christopher Stephenson2; Rachel Yudkowsky1; Christopher M. Wittich2; Da-
vid A. Cook2
1Medical Education, University of Illinois at Chicago College of Medicine,
Chicago, IL
2General Internal Medicine, Mayo Clinic Minnesota, Rochester, MN. (Control
ID #3689479)

BACKGROUND: Engaging learners in online continuing medical education
(CME) can be challenging. Traditionally, CME is delivered in-person via
didactic-style teaching. However, over the last several years, CME courses
have transitioned to offering online/livestreaming CME, with learners viewing
live in-person CME courses remotely online. The authors aimed to 1) compare
learner engagement and teaching effectiveness in online/livestreamed and in-
person CME and 2) determine how livestream learner engagement is associ-
ated with A) livestream interactivity metrics, B) course presentation
characteristics, C) medical knowledge, and D) teacher effectiveness.
METHODS:A three-year, non-randomized study of in-person and livestream
CME was performed. The course was in- person for 2018 but transitioned to
livestream for 2020 and 2021. Learners completed the Learner Engagement
Inventory and CMETeaching Effectiveness Instrument after each presentation
(55-57 presentations/year). Both instruments were supported by content, re-
sponse process, internal structure, and relations to other variables validity
evidence. Interactivity metrics were collected, including learner use of audi-
ence response, questions asked by learners, and lecture views. Presentation
characteristics included speaker use of audience response, using pre/post-test
format, time of day, and words/slide. Medical knowledge was assessed by
audience response precent correct. Due to repeated measures, a repeated
measures ANOVA was used for comparisons and a mixed model approach
was used for correlations.
RESULTS: 159 learners (response rate 27%) completed questionnaires.
Learner engagement did not significantly differ between in-person or
livestream CME. (4.56 vs 4.53 [difference 0.04; 95% CI, -0.19, 0.11],
p=0.64). However, teacher effectiveness scores were higher for in-person
CME compared to livestream CME (4.77 vs 4.71 [difference 0.06; 95% CI,
0.01, 0.09], p=0.01). Presentation characteristics, including speakers utilizing
audience response (4.57 vs 4.45 [difference 0.12; 95% CI, 0.16, 0.67],
p<.0001), use of a pre/post-test format (4.62 vs 4.54 [difference 0.08; 95%
CI, 0.05, 0.11], p<.0001), and morning vs afternoon (4.58 vs 4.53 [difference
0.05; 95% CI, 0.02, 0.08, p=.0002) were associated with higher learner
engagement. Interactivity metrics and medical knowledge did not show sig-
nificant relationships with learner engagement.
CONCLUSIONS: Learner engagement was statistically similar, and teacher
effectiveness showed only small differences, comparing livestream and in-
person CME. Some presentation characteristics, but not interactivity metrics or
medical knowledge, were associated with increased engagement and teacher
effectiveness for livestream CME.

MANAGING SUBCLINICAL HYPOTHYROIDISM: A SURVEY OF
FACULTY AND TRAINEES
Cherry Jiang1; Matthew D. Ettleson2; Jacqueline Jonklaas3; Neda
Laiteerapong4; Antonio Bianco2
1Internal Medicine, University of Chicago Pritzker School of Medicine,
Chicago, IL
2Endocrinology, University of Chicago Division of the Biological Sciences,
Chicago, IL
3Endocrinology, MedStar Health, Columbia, MD
4Medicine, University of Chicago, Chicago, IL. (Control ID #3708958)

BACKGROUND: Subclinical hypothyroidism (SCH) affects 5-15% of US
adults and is primarily managed by primary care providers. Levothyroxine
(LT4) prescriptions have increased over time in the US, while the estimated
prevalence of hypothyroidism has remained stable. The thyrotropin (TSH)
level threshold to start treatment has decreased over time. This suggests
clinicians are increasingly prescribing LT4 to patients with SCH despite no
major changes in clinical guidelines. While several studies have examined the
practice behaviors of physicians prescribing LT4, few include medical trainees
or specifically address the management of SCH. Here we assessed and com-
pared the knowledge and practice behavior of trainees and faculty in several
clinical scenarios of SCH.
METHODS: A survey was distributed to faculty and trainees in internal
medicine, endocrinology, family medicine and OB/Gyn at a single academic
center. The survey included 9 clinical scenarios of patients with SCH and
varied characteristics (age, symptoms, comorbidities, desire to conceive) and
thyroid function test results (TSH <10 or >10 mIU/L). Participants chose
between multiple management options that included no further action, addi-
tional testing, and treatment with LT4.
RESULTS: A total of 66 respondents participated in the study, of which 56%
were trainees and 44% were faculty. Most faculty were confident or very
confident in their ability to diagnose SCH compared to trainees (93.1% vs
27.0%; p<0.001). Amongst faculty, degree of TSH elevation (89.7%) and the
presence of symptoms (75.9%) were the most frequently considered patient
characteristics when prescribing LT4. The presence of symptoms (86.5%) and
current clinical state (83.8%) were the top considerations amongst trainees. In
several clinical scenarios where consensus guidelines would suggest treatment,
trainees were less likely to prescribe LT4 compared to faculty: a young patient
trying to conceive (OR 0.18, 95% CI [0.06 – 0.52], p=0.003), a young patient
with a TSH level >10mIU/L (OR 0.25, 95%CI [0.08 – 0.73], p=0.017), and an
elderly patient with a TSH level >10 mIU/L (OR 0.29, 95% CI [0.10 – 0.81],
p=0.023).
CONCLUSIONS: We identified several differences in how faculty and
trainees approach the management of SCH, particularly in the context of
patients trying to conceive, patients with a TSH level >10 mIU/L or elderly
patients. There is likely a role for targeted trainee education in the management
SCH, including easy-to-follow, evidence-based guidance on the management
of SCH in different clinical scenarios.

MEDICAL STUDENT CAREER INTENTIONS BASED ON DEBT,
IDENTITY AND EXTRACURRICULAR EXPERIENCES
Aaron Lapidus1; Sapan Shah1; Meheret Mekonnen1; Joseph Araj1; Mytien
Nguyen2; Hyacinth Mason3; Inginia Genao2
1Medical Education and Community Outreach, Albany Medical College,
Albany Medical College, Albany, NY, US, academic/medsch, Albany, NY
2School of Medicine, Yale University, New Haven, CT
3Office of Student Affairs, Tufts University School of Medicine, Boston, MA.
(Control ID #3699604)

BACKGROUND: There is a shortage of physicians in the United States,
especially in Medically Underserved Areas (MUAs). Factors that may influ-
ence the decision of medical students interested in InternalMedicine to practice
in MUAs include debt load, extracurricular experiences, and racial and ethnic
demographics.
METHODS: We analyzed data gathered by the Association of American
Medical Colleges (AAMC) Annual Medical School Graduation Questionnaire
from 2007 to 2017. All statistical analyses were performed using STATA16.1.
RESULTS:Of 67,050 final-year medical students who completed the AAMC
questionnaire, 8,363 (17.38%) students indicated an intention to pursue an
Internal Medicine specialty, and 1,969 (23.54%) of students intending on
practicing in Internal Medicine indicated an intention to practice in MUAs.
Students who were awarded a scholarship were more likely to express an
intention to practice in MUAs (OR: 1.23, [1.03-1.46]). Students with debt
loads >$300,000 (OR: 1.54, [1.21-1.95], self-identified Non-Hispanic (NH)
Black students (OR: 3.79 [2.95-4.87]), and self-identified Hispanic students
(OR: 2.53, [2.05-3.11]) were more likely to express this intention. Further-
more, students who reported participating in a community-based research
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project (OR: 1.55, [1.19-2.01]), or having experiences related to health
disparities (OR: 2.13, [1.44-3.15]) or global health (OR: 1.75, [1.34-2.28])
were more likely to report an intention to practice in MUAs.
CONCLUSIONS: Among graduating medical students pursuing Internal
Medicine, those students who identified as underrepresented in medicine
(URiM), had higher debt loads, or reported significant extracurricular
experiences working with different populations and communities were more
likely to express an intention to practice inMUAs. These results reinforce prior
findings from previous narrower studies and can inform policymaking
decisions and curricular redesign by medical schools to address physician
shortages in MUAs. Based on this study, expanding access to loan forgiveness
programs, intentionally recruiting and supporting URiM students, and increas-
ing extracurricular opportunities and requirements to work with MUAs could
help decrease physician shortages in MUAs.

MENTAL MODELS OF MEDICAL COMMUNICATION: A LINK
WITH PATIENT-CENTERED OUTCOMES
Paul Haidet1; Nathaniel R. Geyer2; Byron C. Louw3; Eliana Hempel3; Vernon
M. Chinchilli2; Alia Chisty4
1Medicine, Humanities, Public Health Sciences, Penn State College of Med-
icine, Hershey, PA
2Public Health Sciences, Penn State College of Medicine, Hershey, PA
3Medicine, Penn State Health, Hershey, PA; 4Medicine, Penn State Health
Milton S Hershey Medical Center, Hershey, PA. (Control ID #3715226)

BACKGROUND: While communication skills have been recognized as a
core competency in graduate medical education, most programs focus on
communication mechanics (e.g., breaking bad news, asking open-ended
questions), rather than the understandings and beliefs (i.e., the “mental
models”) underlying the skills. Anders Ericsson and others have suggested
that such mental models are critical for high quality practice. We therefore
explored the impact of residents’ mental models on patient-centered commu-
nication outcomes.
METHODS: Since 2019, all first-year residents, upon entry to our program,
complete a simulation that includes a history, examination, and counseling for
two presenting issues (back pain and abdominal pain). For each resident’s
feedback, we asked standardized patients to complete the patient satisfaction
survey used by our hospital to track patient experience outcomes. Also, as part
of an orientation self-reflective exercise, we invited all first-year residents to
complete the Patient-Practitioner Orientation Scale (PPOS), an instrument that
measures mental models of communication focused on: a) the value of shared
power and control (“sharing” subscale), and b) the perceived importance of
warmth and human connection in the medical interview (“caring” subscale).
We combined the PPOS and satisfaction survey datasets, and, using repeated
measures multivariate modeling, explored associations between PPOS and
satisfaction scores, controlling for resident gender & age and standardized
patient gender.
RESULTS: A total of 156 first-year residents (46% female) completed the
simulation. Patient satisfaction scores were high, ranging from 7-10 on a 10-
point scale (10 = most satisfied). Controlling for resident age and gender, as
well as standardized patient gender, there were statistically significant, or near
significant, associations between: A) whether the provider was perceived by
the patient as explaining things understandably, and resident “caring” sub-
scores (p<0.01) and overall PPOS scores (p=0.02); B) whether the provider
spent enough time with the patient, and “caring” sub-scores (p=0.03) and
overall PPOS scores (p=0.07); and C) global ratings of the provider and
“caring” sub-scores (p=0.06).
There were no significant associations between satisfaction ratings and “shar-
ing” sub-scores.
CONCLUSIONS:The associations observed in our study suggest that there is
a connection betweenmental models of communication and subsequent patient
experience outcomes. Whether mental models work by creating unique com-
munication behaviors, or whether they modify commonly employed behaviors
to be more patient-centered, needs further study. Our data suggest that not only
should programs focus on communication skills, but also the underlying
mental models that foster deployment of skills in a relationship-centered way.

NATIONAL HEALTH POLICY LEADERSHIP PROGRAM FOR
GENERAL INTERNISTS
Kelly A. Kyanko1; Molly A. Fisher7; Latonya Riddle-Jones2; Anders Chen3;
Francine Jetton4; Tom Staiger5; Mark D. Schwartz6
1Population Health, NYU School of Medicine, New York, NY
2Internal Medicine, Wayne State University School of Medicine, Farmington
Hills, MI
3Internal Medicine, University of Washington, Seattle, WA
4Communications, Society of General Internal Medicine, Alexandria, VA
5Medicine, University of Washington Medical Center, Seattle, WA
6Population Health, New York University, New York, NY
7Allegheny Health Network, Pittsburgh, PA. (Control ID #3711877)

BACKGROUND: Early or mid-career physicians have few opportunities to
participate in career development programs in health policy and advocacy with
experiential and mentored training that can be incorporated into their busy
lives. The Society of General InternalMedicine (SGIM) created the Leadership
in Health Policy (LEAHP) program, a year-long, career development program
to prepare participants with a sufficient depth of knowledge, skills, attitudes,
and behaviors to continue to build mastery and effectiveness as leaders,
advocates, and educators in health policy.We sought to evaluate the program’s
impact on participants’ self-efficacy in the core skills targeted in the
curriculum.
METHODS: Participants included 55 junior faculty and trainees across three
scholar cohorts from 2017-2021. Program activities included workshops and
exercises at an annual meeting, one-on-one mentorship, monthly webinars and
journal clubs, interaction with policy makers, and completion of capstone
projects.
RESULTS: Self-administered, electronic surveys conducted before and fol-
lowing the year-long program showed a significant improvement in mean self-
efficacy scores for each of the six domains in general knowledge, teaching,
research, and advocacy in health policy. Compared to the baseline scores, after
the program the total score increased by a mean of 1.1 points on a 5-point
Likert scale (from Neutral to Agree) (95% CI: 0.9-1.3; Cohen’s D: 1.7), with
61.4% of respondents increasing their mean score by at least 1 point.
Responses to open-ended questions suggested that the program largely met
scholars stated needs to improve their knowledge base in health policy and
advocacy skills.
CONCLUSIONS: The LEAHP program provides an opportunity for
mentored, experiential training in health policy and advocacy, can build the
knowledge and amplify the scale of physicians engaged in health policy, and
help move physicians from individual patient advocacy in the clinic to that of
populations.

NET ROUNDING: A NOVEL APPROACH TO EFFICIENT AND EF-
FECTIVE ROUNDS FOR THE MODERN CLINICAL LEARNING
ENVIRONMENT
Hannah Archibald, Shirley J. Chan, Stephanie Conner. Internal Medicine,
University of California San Francisco, San Francisco, CA.

BACKGROUND: Rounding is a foundational practice in patient care, med-
ical education, and safety in the inpatient academic setting. Despite the impor-
tance of rounding, its structure is often decided by institutional culture and
personal style. Attendings and trainees have described dissatisfaction with
inefficient, ineffective rounds in an increasingly complex clinical environment.
While there is robust literature exploring learning during rounds, less is known
about designing rounds to maximize efficiency while maintaining educational
value.
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METHODS: We designed and implemented “NET Rounding,” a novel
rounding framework with a goal of completing rounds in 2.5 hours or less.
NET rounding has three categories: Novel Rounding Strategies, Shared
Expectations, and Time Management (Figure 1). Resident teams at a large,
quaternary academic hospital were asked to implement at least one strategy
from each category into their daily rounds for two to four weeks. Rounding
duration and safety concerns were tracked through daily surveys. Educational
value, perception of work hours, and satisfaction were assessed via pre-
intervention, post-intervention, and weekly surveys.
RESULTS: 83 internal medicine residents and 64 attendings participated in the
pilot. 32 residents (38.5%) and 45 attendings (79%) completed post-intervention
surveys. Residents and attendings reported high rates of NET Rounding imple-
mentation daily (75% and 73%, respectively). Rounding duration was recorded
on 529/626 rounding days (80.6%) and resulted in achieving efficient (less than
2.5 hours) rounds on 412/529 days (77.9%). Residents reported improvement in
perceived patient safety (54% to 84%, p=0.0131) and educational value of
rounds (38% to 69%, p=0.0213) due toNETRounding; no changewas observed
amongst attendings in these areas (79% to 84% and 70% to 80%, p=0.7083 and
0.4237, respectively). Overall, 29/32 residents (91%) and 33/45 attendings
(73%) reported a positive impact on rotation experience.
CONCLUSIONS:NET rounding is a novel framework that reduces rounding
time for resident teams in an inpatient academic setting, while improving
educational value and maintaining patient safety.

ON LEGAL GUARDIANSHIP. WHAT DO RESIDENTS KNOW,
THINK AND DO?
Aldo Barajas-Ochoa1; Bintu Fofana2; Thomas I. Mackie3; Jennifer Rosen
Valverde4
1Department of Medicine, Rutgers New Jersey Medical School, Newark, NJ
2Rutgers School of Public Health, Newark, NJ
3Health Policy and Management, SUNY Downstate Health Sciences Univer-
sity, New York City, NY
4Legal Director, H.E.A.L. Collaborative®, Education and Health Law Clinic,
Rutgers University School of Law, Newark, NJ. (Control ID #3707191)

BACKGROUND: In one form or another, residents and physicians will face
patients under legal guardianship in everyday practice. Guardianship refers to a
court appointing an individual/organization to make decisions on behalf of
another individual who cannot decide for themselves. There are more than 1.5
million adults under guardianship in the US. We aimed to assess the knowl-
edge, attitudes, and practices (KAP) on the guardianship construct among
residents of internal medicine (IM), psychiatry (Psych), and neurology
(Neuro) in a single academic institution.
METHODS: To assess residents’ KAP regarding guardianship, a 41-item
survey was developed by an interdisciplinary team and fielded in Qualtrics.
Survey questions were multiple-choice, Likert-scales, and open-ended. It was
distributed via institutional email and responses were anonymized. Surveys
missing >4% responses on the KAP items were excluded from the analysis.
This project was approved by Rutgers University IRB.
RESULTS: Of the 172 invited residents, 105 responded (response rate 61%)
but only 102 surveys were included in the final analysis. Sixty-one percent
were from 1st and 2nd-year residents. Respondents (58% women; IM 73%,
Neuro 15%, Psych 12%) had attended 42 different medical schools from 16
countries, but most were primarily English speakers (n=71/101) and from
within the US (n=68/100); only 58 provided their age (30 ± 3.9).
Although 87% (n=89/101) of respondents had heard about guardianship, only
22.5% recognized that guardianship resulted in removing an individual’s
decision-making rights. Fifty-six percent had ever taken care of a patient with
a guardian, and when asked “When a patient is accompanied by another
person to the clinical visit, I ask if that person is their legal guardian,” 47%
answered “never” and 2% “always.” Of the 53% who did not answer “never,”
only 37% indicated that they ask for a document that proves the guardianship
status, and of these, only 40% indicated that the document they expect to see is
a court order.
Seventy-seven percent of respondents (n=79/102) stated not having received
training on guardianship during their medical training. Despite this, more than

95% correctly selected the statement that best defines the intended benefit of
guardianship and the case scenario of the individual who would most likely
benefit from having a legal guardian appointed. Most agreed that knowing
about guardianship was necessary for their clinical practice.
CONCLUSIONS:Most residents intuitively understood the intended benefit
of guardianship but were not able to perceive in full its implications, such as the
removal of an individual’s decision-making rights, or the required documen-
tation to prove that an individual is a patient’s guardian. Further studies are
needed to assess the generalizability and implications of these results. Mean-
while, an educational intervention seems guaranteed.

OPTIMIZING TELEMEDICINE: USING STANDARDIZED
PATIENTS TO ASSESS AND TRAIN PRIMARY CARE CLINICIANS
IN REMOTE-BASED CARE AT THE VA
Laura Wong1,2; Zoe Phillips2; Lisa Altshuler2; Craig Tenner1,2; Margaret
Horlick1,2; Kelly Crotty1,2; Melanie Jay1,2; Sondra R. Zabar2; Anne
Dembitzer1,2
1VA NY Harbor Healthcare System Manhattan Campus, New York, NY
2Medicine, NYU Langone Health, New York, NY. (Control ID #3715812)

BACKGROUND: The transition to telemedicine at the onset of the COVID-
19 pandemic revealed a need for new clinical communication skills. Previous
standardized assessments indicate that telehealth requires a distinct skill set that
most residents and physicians have not yet mastered. We created a
competency-based experiential training program using announced standard-
ized patients (ASPs) to train and assess clinicians in virtual practice.
METHODS: From June to October 2021, clinicians participated in a video
tele-visit in which an ASP portrayed one of two cases; (A) a 70-year-old man
with hearing loss and hypertension or (B) a 60-year-old man with hypertension
and financial stress. Following the visit, ASPs provided verbal feedback and
completed a behaviorally anchored checklist to rate telemedicine and commu-
nication skills, chronic disease management, and use of VA resources. Domain
summary scores were calculated as the mean percent of “well done” items and
compared using a t-test. Individualized reports and educational resources were
shared with participants within a week. Post ASP visit, participants reflected on
the feedback they received and their experience.
RESULTS: 56 visits (40 residents, 16 attendings) were conducted. Therewas no
significant difference in performance between clinician type and between cases
for telemedicine and communication skills. Clinicians performed moderately
well in communication skills (information gathering (75% well done), relation-
ship development (68%), education and counseling (73%), and patient satisfac-
tion (86%). They performed less well in telemedicine skills (nonverbal behavior
(36%), computer etiquette (36%), optimizing technical aspects of video (26%).
Use of clinical resources varied between cases. For case A, only 42% placed
referrals for mental health counseling but 88% for audiology. For case B, 60%
referred to social work but only 21% to a pharmacist for hypertension manage-
ment. Participants agreed that the experiencewas engaging (92%) and a good use
of their time (88%). When asked what they would do differently, most clinician
responses related to optimizing technology (“be more aware of camera angles,”
and “ask about volume on the device”), ensuring patient preparedness (“be clear
about time limit,” and “not assuming computer literacy”), and adapting relation-
ship building skills to the video platform (“give time for social conversations,”
and “comment on patient’s home environment”).
CONCLUSIONS: Findings suggest ASPs are an effective and engaging
educational methodology to assess clinician practices across multiple domains,
including key telemedicine skills. ASP feedback facilitated just-in-time train-
ing and commentary from both clinicians and ASPs and identified areas for
improvement in future telehealth practice and assessment.

PERSONAL AND PROFESSIONAL DEVELOPMENT DURING THE
COVID-19 PANDEMIC: A QUALITATIVE EXPLORATION OF
MEDICAL STUDENT EXPERIENCES
Kristen Chalmers1; Lollita Alkureishi2,1; Shivam Dave1; Devika Jaishankar1;
Mohamed Fawaz3; Isabel Scharf4; Farah Doughan3; Meagan M. Johnson3;
Katherine C. Chretien5; James N. Woodruff1; Wei Wei Lee1
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1Pritzker School of Medicine, University of Chicago Pritzker School of Med-
icine, Chicago, IL
2Academic Pediatrics, University of Chicago, Chicago, IL
3The University of Chicago, Chicago, IL
4University of Illinois at Chicago College of Medicine, Chicago, IL
5Johns Hopkins University School of Medicine, Baltimore, MD. (Control ID
#3702830)

BACKGROUND: Understanding the impact of challenges and uncertainty
due to the COVID-19 pandemic is critical to supporting US medical students'
learning. The objective of this qualitative studywas to gather perspectives from
US medical students about stressors, tensions, and lessons learned during the
pandemic. We were specifically interested in how these factors impacted
personal and professional development. Additionally, we aimed to collect
feedback about how undergraduate medical institutions can support their
students.
METHODS: Qualitative data was collected through semi-structured, one-on-
one telephone interviews. Interested students were recruited from 3,826
students who took a part in our previous online survey on burnout, stress,
and loneliness during the early pandemic (May-July 2020). Interviews were
conducted between February and June 2021. Open coding and thematic
content analysis were performed using Atlas.TI software.
RESULTS: Forty-four interviews were conducted with students from 22 US
medical schools. Overall, 106/450 (24%) responded to the invitation to partic-
ipate. 44 interviews were completed, ranging between 25-72 minutes in length,
Most respondents were female (75%), white (77%), and third years (39%).
Major themes centered around student responsibilities (e.g. personal, profes-
sional, societal), navigating tensions (e.g. personal risk vs. professional respon-
sibilities, COVID-precaution conflicts), professional identity formation (e.g.
commitment to medicine, caring for COVID patients) and stressors (e.g.
academic, personal), emotional responses (e.g. mental health challenges) and
lessons learned (e.g. examining priorities, adaptability). Student responsibili-
ties included volunteering, patient-care, activism, public health education, and
familial obligations. Tensions experienced centered around ethical concerns
and prioritizing competing responsibilities. Additional findings centered on
suggested resources to support student development, which included enhanced
support mechanisms (e.g. structured reflection, mental health support) and
recommendations for schools (e.g. clear communication, flexible policies).
CONCLUSIONS: Undergraduate medical institutions should support their
students through the COVID-19 pandemic and support positive personal and
professional development. Medical students recommend that institutions pri-
oritize transparent communication regarding ongoing changes in policies and
curriculum. Participants also recommended giving students choices in caring
for COVID patients and remaining in clinical roles. This fits into a general
theme of the importance of giving students’ flexibility to prioritize what is best
for their own learning, safety, and wellbeing.
Finally, students emphasized the importance of accessible mental health sup-
port that continues beyond the COVID-19 pandemic.

RESIDENT AND FACULTY PERCEPTION OFMENTORSHIP FOL-
LOWING DEVELOPMENT OF A FORMAL MENTORSHIP
PROGRAM
Cullen E. Worsh, Judd Flesch, Deepa R. Nandiwada
General Internal Medicine, University of Pennsylvania, Philadelphia, PA.
(Control ID #3713456)

BACKGROUND:Mentorship is a focus within our IM residency program. A
novel mentorship curriculum was developed that consisted of four
components; assignment of each resident to a faculty mentor, required
meetings once a quarter, development of a structured meeting tool for faculty
mentors to utilize during meetings, and creation of faculty development
sessions. We hypothesized that implementation of a standardized mentorship
program would improve resident and faculty satisfaction with program men-
torship. To help grow our program to include coaching we included questions
around perceptions and desires for coaching and culture of growth mindset.

METHODS: The mentorship program was implemented in the IM residency
at the Hospital of the University of Pennsylvania. The participants were the
resident physicians and faculty mentors. Evaluation was done via survey with
Likert scale and open-ended questions. At the time of this submission, data
collection is still ongoing.
RESULTS: A total of 36 residents responded, with majority being PGY-1
(n=14). A majority of PGY-1 residents felt that mentorship was important to
their training, and they would like to have an assigned mentor (n=10, 83%).
PGY-1 residents are comfortable with clinical coaching (n=11, 91.6%), but
had limited experiences prior to residency. A majority of PGY-2/PGY-3
residents reported satisfaction with the formal mentorship program (n=12,
57%). Mentor meeting content included career interests (n=17, 81%), adjust-
ment to being a senior resident (n=15, 71%), and professional goal setting
(n=16, 76%). Senior residents reported an understanding of clinical coaching
(n=15, 79%) and felt the clinical environment was conducive to a growth
mindset (n=11, 58%). All faculty mentors responded to the evaluation (n=14).
A majority reported satisfaction with the structured meeting tool (n=12, 86%)
and the tool advanced the mentor-mentee relationship (n=8, 57%). Half of the
faculty mentors attended a faculty development session (n=7), and a majority
learned a new skill. They reported a desire for more faculty development on
mentorship, and specifically a session on how to be a better clinical coach for
their mentee (n=10, 71%).
CONCLUSIONS:A novel formal mentorship program improved mentorship
satisfaction for residents and faculty in our residency program. The standard-
ized mentor meeting tool provided structure to ensure all residents are receiv-
ing mentorship for career guidance, wellness and adjustment, and goal setting.
Faculty mentors find the tool helpful but hope for more dedicated faculty
development for mentoring skills. We have learned that trainees and faculty
alike see the value in clinical coaching, however morework needs to be done to
standardize the experience among our trainees. It may be possible to incorpo-
rate this role into the faculty mentor model.

RESIDENT PERCEPTIONS OF VIRTUAL, IN-PERSON, AND SI-
MULCAST TEACHING SETTINGS
Rachel S. Casas2; Eliana Hempel2; Jennifer Cooper2; Susan A. Glod1
1Division of Hospice and Palliative Medicine, Penn State College of Medicine,
Hershey, PA
2Division of General Internal Medicine, Penn State College of Medicine,
Hershey, PA. (Control ID #3703973)

BACKGROUND: In response to the COVID-19 pandemic, our internal
medicine (IM) residency program transitioned between in-person, virtual,
and “simulcast” educational sessions to balance social interaction with expo-
sure risk. In simulcast sessions, small groups of learners meet in-person in
separate rooms and connect to the large-group session via videoconferencing.
METHODS: This qualitative study describes IM residents’ perceptions re-
garding advantages and disadvantages of learning in virtual, in-person, and
simulcast settings during the pandemic. Categorical IM residents at Penn State
Health during the academic year 2020 to 2021 were invited to participate in
one 30-minute virtual, semi-structured focus group. We used inductive the-
matic coding to analyze resident responses.
RESULTS: Forty-eight percent (n=29/60) of invited residents participated in
focus groups. Overall, the in-person setting was preferred when possible due to
increased social connection. While virtual sessions were perceived as conve-
nient and more welcoming to quieter learners, the ability to multi-task was a
potential distraction. In the simulcast setting, participants felt accountability to
participate in their small groups, but had varied educational experiences based
upon the room’s facilitator. Respondents identified educator enthusiasm and
presentation quality as key to engagement regardless of setting.
CONCLUSIONS: Residents had variable perceptions of educational settings
based upon their comfort with participation by group size and desire for social
engagement. As the need for educational adaptability continues, it is reassuring
that learners perceive that engagement can be achieved in a variety of settings
through the use of interactive teaching techniques.
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RESIDENTS’ ATTITUDES TOWARD SELF-DIRECTED LEARN-
ING , GOAL ORIENTATION AND GOAL- SETTING:
IMPLICATIONS FOR COACHING
Colleen Gillespie1; Barbara Porter2; Margaret Horlick2; Magdalena Robak3;
Esther Adler3; Karen Duncan3; Donna Phillips3; Agnes Park2; Marc Triola3;
Abigail Winkel3
1PrMEIR/IIME, NYU Grossman School of Medicine, New York, NY
2Medicine, New York University Grossman School of Medicine, New York,
NY
3NYU Langone Health, New York, NY. (Control ID #3716033)

BACKGROUND: There is increasing interest in harnessing the power of
coaching to support residents’ development as self-directed, master adaptive
learners. However, there is little empirical data on how residents’ feel about
goal- setting, a key element of coaching and of the growth mindset.
METHODS: We fielded a comprehensive needs assessment survey with
PGY2 residents from 5 residency programs participating in the Transition to
Residency Advantage (TRA) Program at NYUGrossman School of Medicine,
an AMA Re-Imagining Residency-funded project to implement longitudinal
coaching across the UME-GME continuum. Relevant domains included Per-
ceived Barriers Toward Goal-Setting (10 Likert scale type items derived from
conceptualmodel developed by Li et al, 2010), Attitudes Toward Self-Directed
Learning (9 Likert scale items adapted frommaster adaptive learner concepts –
Cutrer et al, 2017), andWorkDomain Goal Orientation (VandeWalle, 1997) (a
5-item scale designed to differentiate between setting goals oriented toward
learning with those oriented toward proving/demonstrating competence).
RESULTS: The online survey was completed by 32 (51%) of 63 PGY-2
residents. Internal consistency (Cronbach’s alpha) was acceptable ( >.76) for
all domains. Residents completing the survey were representative across the 5
participating programs: Ob/Gyn, Orthopedics, EM, Medicine, and Pathology.
In general, residents appeared to feel confident in their self-directed learning
abilities, with average ratings between somewhat and strongly agreeing with
items like “I am confident in my ability to assess my own performance” and “I
have a good understanding of what it means to be a self-directed learner.”
Residents reported somewhat or strongly agreeing with many of the perceived
barriers to goal-setting with lower perceived barriers when it came to capabil-
ities (e.g., “I’m just not good at self- reflection and goal setting”) compared
with time/situational barriers (“I don’t have enough time to set goals and
monitor my progress”). Residents were more strongly oriented toward learning
as the focus of their goals (mean= 3.93 SD .54) than they were toward proving
competence (mean=2.57, SD .90) (t-test=6.23, p<.001). Self-Directed Learn-
ing was negatively correlated with Perceived Barriers to Goal-Setting (r=-.39,
p=.032). Residents’ orientation toward learning was negatively correlated (r=-
.37, p=.045) with Perceived Barriers while their orientation to proving com-
petence was correlated .42 (p=.022).
CONCLUSIONS:Residents feel confident in being self-directed learners and
are oriented more toward learning than demonstrating their competence. How-
ever, they perceive substantial barriers to goal-setting. Results suggest that
implementing coaching programs in residency requires both attention to learn-
ing attitudes of residents as well as creating structures to support goal-setting.

SIX MEDICAL SCHOOLS’ EXPERIENCE OF NIGHT-ONCALL –
AN END OF MEDICAL SCHOOL READINESS FOR RESIDENCY
ASSESSMENT
Michael Braun2; Elizabeth L.Wargo1; Tavinder K. Ark2; AdinaKalet2; Sondra
R. Zabar1
1General Internal Medicine, New York University Grossman School of Med-
icine, New York, NY
2Kern Institute, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3716145)

BACKGROUND: Funded by the Macy Foundation, we created a Night-
onCall consortium with six-member medical schools to assess near graduates
on their readiness for residency. Night-onCall (NOC) is a 3-hour activity
during which a student rotates through authentic simulated scenarios including
evaluating a patient with a nurse in the room and writing a coverage note; a

phone presentation to an attending; formulation and answering a clinical
question using digital library resources; a test of ability to recognize culture
of safety skills; and a handoff to a peer. After year one of the consortium, we
investigated schools’ experiences running NOC, potential improvements, and
the impact of NOC on each schools’ curriculum.
METHODS:A structured focus group protocol was designed to explore NOC
preparation, fit with each school’s curriculum, value for readiness for residency
assessment, and impact on the school to date. A total of 34 consortium
members (3-8 members/group) were recruited via email into 7 focus groups
organized by school (6) or role (1 librarians only). Groups were recorded and
transcribed. Two independent reviewers conducted a thematic analysis, which
was reconciled through consensus and summarized in narrative. The findings
were presented to and discussed with NOC leadership and focus group
members to establish “ground truth” and ensure the findings represent the
participants’ perspectives.
RESULTS: Implementation of NOC is time and resource intensive.
Participants discussed the necessity of early preparation when first integrating
NOC. They noted the breadth of knowledge and expertise needed, including
information technologists, administrative and faculty support, and standardized
patients to play diverse roles.
Participants suggested running NOC early enough in the semester to allow for
adequate time to address remediation of identified performance weaknesses
prior to their transition to residency.
Participants viewed NOC as useful for identifying medical school curriculum
gaps and providing evidence to convince stakeholders to address those gaps.
For example, identifying poor evidenced based medicine searching skills (e.g.,
using Google to find medical information rather than using UpToDate) or poor
performance of patient handoffs can be addressed by improving curriculum.
Participants reported that NOC improves readiness for residency as it focuses
on both student competence through comprehensive assessment and student
confidence allowing students to “try on” the role of resident without endan-
gering patients.
CONCLUSIONS: The focus groups highlight the importance of the timing of
NOC in the final-year medical school curriculum. Though time and resource
intensive, NOC is experienced as a robust program that provides valuable
feedback to students, faculty, and medical schools, improving medical
education.

SOCIAL DETERMINANTS OF HEALTH LEARNING GOALS IN
GRADUATE MEDICAL EDUCATION: RESULTS OF A DELPHI
STUDY
Iman Hassan1; Dana Sanderson2; Sandra Braganza2; Nerys Benfield3; Marisa
Nadas3; Cristina M. Gonzalez4. 1Internal Medicine, Montefiore Health Sys-
tem, Bronx, NY; 2Pediatrics, Montefiore Health System, Bronx, NY; 3Obstet-
rics & Gynecology, Montefiore Health System, Bronx, NY; 4Medicine, Albert
Einstein College of Medicine/Montefiore Medical Center, New Rochelle, NY.
(Control ID #3715414)

BACKGROUND: Social determinants of health (SDH) are responsible for the
majority of health inequities. The ACGME has called for specific residency
training on healthcare disparities, but a recent review of SDH training in
primary care residency highlights the need for systematic, standardized
approaches to developing and evaluating SDH curricula. Residents training
in primary care are at the frontlines of the intersection between SDH and health
outcomes, yet there is no consensus across the graduate medical education
(GME) community on what SDH knowledge or skills they should acquire by
the end of their training. The aim of this study is to use a Delphi approach to
develop national consensus on the most important knowledge and behavior
learning goals in SDH for residents practicing in primary care fields of internal
medicine, family medicine, pediatrics and obstetrics and gynecology.
METHODS: To develop the initial set of learning goals, we extracted articles
from literature reviews, SDH frameworks, expert guidelines, consensus
statements, and SDH-related milestones. We expanded existing literature
reviews and reviewed SDH curricula in GME from 2017 until 2019. Fifty
knowledge and 46 behavior learning goals were included in the final survey,
administered from February to October 2021. Experts had published in SDH in
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GME or led GME programs in SDH. In the first round of the Delphi, experts
ranked learning goals on importance, using a five-point Likert scale and were
given the option to comment and add additional learning goals. In the second
round, experts were given information on the group’s ranking and the option to
choose to maintain or change their initial ranking. Consensuswas determined a
priori as 80 percent agreement of very or extremely important.
RESULTS: Forty-one experts participated in the first round and 33 (80.5%)
participated in the second round of the Delphi. Ten were from internal med-
icine, 7 each from family medicine, pediatrics and OBGYN, and the remaining
faculty researchers and social scientists. Expert representation was present
from all geographic regions of the U.S. Twenty-two knowledge and 18
behavior learning goals reached consensus for inclusion. Knowledge of the
concepts of structural level determinants of health, equity, racism and domains
of SDH such as the healthcare system, food security, economic stability and the
neighborhood/physical environment achieved the highest expert consensus
(>90% agreement). Behaviors of communication about social needs, linguistic
competency, eliciting social needs, advocating for patients including help
navigating the healthcare system, and engaging interdisciplinary clinic
resources achieved largest consensus (>90% agreement).
CONCLUSIONS:The results of this Delphi will help prioritize learning goals
in SDH among primary care residency programs, focusing both curricular
efforts and evaluation metrics. Future studies can help elucidate competency
along the continuum of UME to GME.

STRATEGIC TEAMWORK FOR EFFECTIVE PRACTICE-
MENTOR DEVELOPMENT PROGRAM (STEP- MDP), THE VIRTU-
AL EXPERIENTIAL LEARNING EDITION
Mara McCrickard1; Lisa Altshuler2; Naya Jerome1; Christine M. Denicola3;
Sondra Zabar1
1Medicine, NYU School of Medicine, New York, NY
2Medicine, NYU Langone Health, New York, NY
3Pediatrics, NYU Langone Health, New York, NY. (Control ID #3716138)

BACKGROUND: High-impact interdisciplinary, translational research is
increasingly recognized as requiring dynamic, productive teams comprised
of members with diverse professional discipline, different skill sets and re-
search strengths, and at multiple research training levels. The Strategic Team-
work for Effective Practice-Mentor Development Program (STEP-MDP) is an
innovative program designed to provide staff members with the skills needed
to enhance team performance, promote professional growth, and optimize
team productivity.
METHODS: The program consists of 3, 2-hour workshops focused on team
communication, identification of areas for team improvement, and mentorship/
coaching skills. Participants are grouped into peer-coaching teams of 4, who
work together during workshops and meet between workshops to discuss and
practice coaching skills.
Our most recent 2021 sessions were held over Zoom. We assessed the curriculum
to determine how best to convert learning activities to a virtual format. We used
breakout rooms to replicate the in-person workshop format, switching between full
group discussions and 4 person peer-team activities. We also wanted to model best
practices for conducting successful virtual meetings, including showcasing Zoom
features such as the whiteboard, polling, and utilizing the chat feature to help create
engagement and robust discussions.
After the final workshop, participants complete a retrospective pre-post pro-
gram evaluation. Participants are again surveyed at 3 and 6 months post-
workshops to measure the impact of the training.
RESULTS: 8 cohorts have completed STEP-MDP from 2016 to our virtual
2021 cohort, with 133 participants from over 20 different NYU departments.
Using retrospective pre-post assessments, participants reported significant
improvements in each of 5 self-assessment domains (Communication, Lead-
ership, Empowerment, Coaching and Community). These improvements in
skills and self-efficacy were maintained at six-month follow-up. Qualitative
responses from participants also supported the impact of the training, for
example: “…the importance of STEP-MDP wasn't necessarily about a single
tool or technique, but rather the totality of what they imparted–the importance
of thinking critically about my work and my relationships with those around
me.”

Our virtual cohort was also a success, and workshops translated well to the
Zoom setting. Most participants reported that virtual sessions were engaging
and features like breakout rooms were a plus. Evaluations and retrospective
pre-post assessments did not differ from previous in-person workshops.
CONCLUSIONS: STEP-MDP successfully provides research team staff
members with an opportunity to learn and build skills to enhance team
performance and professional growth. Being able to conduct the program both
in person and remotely provides opportunities to further expand the program.

THE ASSOCIATION BETWEEN USMLE STEP 2 CLINICAL
KNOWLEDGE SCORES AND RESIDENCY PERFORMANCE: A
SYSTEMATIC REVIEW ANDMETA-ANALYSIS
Camron Shirkhodaie1; Santiago Avila1; Henry Seidel1; Robert Gibbons2;
Vineet M. Arora3; Jeanne M. Farnan3
1Pritzker School ofMedicine, University of Chicago Division of the Biological
Sciences, Chicago, IL
2Center for Health Statistics and Departments of Medicine and Public Health
Sciences, University of Chicago Division of the Biological Sciences, Chicago,
IL
3Medicine, University of Chicago Medical Center, Chicago, IL. (Control ID
#3701871)

BACKGROUND: With the upcoming change in USMLE Step 1 score
reporting to Pass/Fail, Step 2 CKmay become a critical factor in the evaluation
of residency applicants. The objective of this study was to synthesize existing
observational studies that assess the relationship between USMLE Step 2 CK
scores and markers of resident performance.
METHODS: The MEDLINE, Web of Science, and Scopus databases were
searched. Studies were included if they contained a bivariate analysis examin-
ing Step 2 CK scores’ association with various objective and subjective
markers of resident performance. Objective markers of performance included
in-training examination (ITE) performance and board certification examination
(BCE) performance. Subjective markers included evaluation of ACGME core
competencies, overall resident evaluations, or other subjective performance
outcomes. The pooled effect sizes were estimated with random-effects models.
RESULTS: Among 1,355 potential studies, 68 met criteria for systematic
review and 43 were able to be pooled in meta-analysis. The table below shows
the pooled correlation coefficients between Step 2 CK score and various
outcomes of interest. Additionally, pooled analysis of the effect of a 1-point
increase in Step 2 CK on a resident’s odds of passing BCE showed an odds
ratio of 1.06 (95% CI 1.04-1.10; p<0.01).
CONCLUSIONS: This study found Step 2 CK scores to have a significant
moderate positive association with future examination performance, with a
significantly greater positive correlation in non-surgical specialty ITEs com-
pared to surgical specialty ITEs. Each incremental increase in Step 2 CK score
also increases a residents’ odds of passing a BCE. Additionally, there was a
significant but weak positive correlation between Step 2 CK and subjective
measures of resident performance. For ACGME core competencies, Step 2 CK
had a moderate positive correlation with medical knowledge, a weak positive
correlation with professionalism, and no correlation with patient care or
communication.
Step 2 CK has utility in predicting performance on future examinations but
lacks strong predictive capacity for subjective resident performance.

THE INFLUENCE OF THE CLINICAL MICROSYSTEM ON
RESIDENTS’ COMMUNICATION SKILLS DURING CLINICAL
PRACTICE
Mirja van der Meulen1; Colleen Gillespie2; Jeffrey A. Wilhite3; Kathleen
Hanley1; Lisa Altshuler4; Andrew Wallach1; Sondra R. Zabar1
1Department of Medicine, NYU Langone Health, New York, NY
2PrMEIR/IIME, NYU Grossman School of Medicine, New York, NY
3Medicine, New York University Grossman School of Medicine, New York,
NY
4Medicine, NYU Langone Health, New York, NY. (Control ID #3716200)
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BACKGROUND: Residents’ journey to independent practice requires bal-
ancing the simultaneous challenges of learning on the job and practicing safe
patient care. As residents progress through training, they receive less direct
supervision and take on more responsibility in the complex world of clinical
care. The quality improvement field has begun to focus on the influence of the
“clinical microsystem” – the smallest unit in which care is provided – has on
quality of care. We were interested in how the functioning of the clinical
microsystem (CMS) might affect residents’ communication skills, hypothesiz-
ing both direct effects (high functioning clinical microsystems support effec-
tive physician skills) and interaction effects (some residents might exercise
effective skills in chaotic or low functioning microsystems than others).
METHODS: Unannounced Standardized Patients (USPs), trained actors who
portray clinical scenarios “incognito”, assessed resident physicians’ core com-
munication skills and the functioning of the CMS along with prior Objective
Structured Clinical Examination (OSCE) measures of communication skills to
explore our hypotheses. USPs rated residents’ communication skills on 12
checklist-items which was averaged into a percentage well-done score. CMS
measures rated by USPs were 1) the atmosphere of the clinic 2) how well the
care team functioned and 3) the patient care associates’ professionalism.
Furthermore, we included residents’ previous OSCE communication score to
investigate if certain residents are influenced differently by the CMS.
Scatterplots were graphed to explore influences of the CMS on residents’
performance.
RESULTS: In total, 247 USP visits took place at one clinical site from 2014 to
2019. Fifty-two USPs were seen by 84 internal medicine residents whowere in
their second post-graduate year. Graphs show that residents’ communication
skills might be influenced by the CMS: within a more chaotic clinic and with
less high functioning clinical teams, residents tend to communicate less profi-
ciently. Residents with above average OSCE communication skills were less
affected compared to residents with below average OSCE communication
skills.
CONCLUSIONS: Our preliminary analyses suggest that residents are influ-
enced by the clinical microsystem. However, residents with better communi-
cation seem to be able to more effectively ‘deal’with the clinical microsystem.
Further analyses will be conducted using multilevel regression analyses to
disentangle possible significant influences while accounting for the repeated
measures within residents.

THE ROLE OF AN INTERDISCIPLINARY COMMUNITY HEALTH
TRACK TO PREPARE RESIDENTS TO SERVE COMMUNITIES
AND CULTIVATE RELATIONSHIPS WITH COMMUNITY BASED
ORGANIZATIONS (CBOS): A QUALITATIVE ANALYSIS
Samantha Aloysius2; Daniel J. Coletti3; Alice Fornari6; Lauren Block4;
Johanna Martinez6; Barbara Keber5; Mariecel Pilapil1
1Medicine & Pediatrics, Donald and Barbara Zucker School of Medicine at
Hofstra/Northwell, Lake Success, NY
2Hofstra University, Hempstead, NY
3Medicine, Northwell Health, Great Neck, NY
4medicine, Donald and Barbara Zucker School of Medicine at Hofstra/
Northwell, Lake Success, NY
5Family Medicine, Zucker School of Medicine Hofstra Northwell, Glen Cove,
NY
6Donald and Barbara Zucker School of Medicine at Hofstra/Northwell,
Hempstead, NY

BACKGROUND: Community health training benefits both residents and
community partners, but many experiences are short-term. This project exam-
ined a community health track for internal medicine, pediatrics, and family
medicine residents who work with community-based organizations (CBOs)
longitudinally over two years.
METHODS: Faculty conducted focus groups with 2nd and 3rd year residents
at two time points to assess program effectiveness and identify challenges. This
data was used to understand how the ENHANCE (ENgaging in Health
Advocacy through Neighborhood Collaboratives and Education) track
prepares residents to form relationships with BOs and cultivate skills in
population and community health and research. Four resident focus groups
(2020 and 2021) were conducted. Discussions were recorded and transcribed.
Thematic content analysis was done by two external evaluators.
RESULTS: Fourteen residents participated in focus groups. Figure 1 depicts
the themes and subthemes that emerged. Residents in all focus groups said
ENHANCE educated them on the steps needed to cultivate CBO relationships
and how to incorporate population health into their clinical framework.
Residents in the 2020 groups described communication barriers with faculty
during the height of the COVID-19 pandemic, but these did not persist in 2021
after acclimating to online communication. All four groups said communica-
tion barriers were a key facet of their relationship with their CBO, worsened by
COVID in 2020.
CONCLUSIONS: A longitudinal community health track is a valuable resi-
dent learning experience. The ENHANCE track offered opportunities to work
with CBOs and integrate community health into clinical care. This track
remained beneficial through the pandemic despite challenges with communi-
cation and in-person site visits. Limitations include data collection only from a
single institution and only resident feedback was included. In the future, we
hope to gather qualitative data from faculty and CBO staff. Lessons learned
from this data can help refine the ENHANCE track and provide more residents
with the opportunity to cultivate collaborative continuing relationships with
CBOs.
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THE VALUE OF TRA I N E E PART I C I P A T I ON I N
COLLABORATIONS BETWEEN AN ACADEMIC MEDICAL CEN-
TER AND COMMUNITY-BASED ORGANIZATIONS
Risha Khetarpal1,2; Natalie Lazarescou1,2; Erin Goss1,2
1Department of Medicine, Montefiore Medical Center, Bronx, NY
2Department of Family and Social Medicine, Montefiore Medical Center,
Bronx, NY. (Control ID #3715342)

BACKGROUND: Community-based medical education is a growing educa-
tional strategy in medical school and residency training. While prior studies of
community-based medical education have demonstrated benefit to trainees,
little is known about the perspective of community and physician partners on
the value of trainee participation in community-medical collaborations. The
purpose of this study was to qualitatively investigate the value of trainee
participation in these collaborations for trainee education.
METHODS: Using purposive and snowball sampling, 21 semi-structured
interviews were conducted with key members of 10 Bronx-based
community-medical collaborations, including a community-based organiza-
tion member and a physician liaison, from June to December 2021.
Collaborations involved community-based organizations focused on service
provision or advocacy for marginalized populations including people who use
drugs (PWUD), people recently released from incarceration, and immigrants
from the African Diaspora. Interviews were recorded, professionally tran-
scribed, and analyzed using the Sort and Sift, Think and Shift method.
Transcripts were reviewed individually, in partnership dyads, and grouped
by role. Three team members reviewed the data independently to identify
emerging themes.
RESULTS: Several themes were identified for the value of community-
medical collaborations to medical trainees. First, collaborations provide expe-
riential learning, which is the opportunity to see and hear directly from clients,
such as those not in recovery from drug use, with whom they may not
otherwise interface in a medical setting. Second, collaborations facilitate
trainees' understanding of how health systems interact with other structures
or systems, such as the criminal justice system or immigration. This allowed
medical trainees to assist patients in navigating these systems, such as coordi-
nating medical care for undocumented immigrants. Collaborations also
supported trainees acquiring specialized medical knowledge to better care for
specific populations, such as harm reduction and trauma informed care for
PWUD. Lastly, the medical trainees learned more about the culture of specific
populations, such as the cultural norms related to health of immigrants from
West Africa.
CONCLUSIONS: Community-medical collaborations provide rich experien-
tial learning for medical trainees that promote trainee knowledge and enhance
systems-based practice and communication skills. Given the value of these
community-medical collaborations to medical trainees, medical training
programs should consider developing and incorporating community-medical
collaborations into educational programming.

THEY ASKED TO SEE A DIFFERENT DOCTOR: USE OF A ROU-
TINE OSCE TO IDENTIFY CORE SKILLS REQUIRED FOR
SUPPORTING TARGETS OF DISCRIMINATORY PATIENTS
Christine P. Beltran1; Jeffrey A. Wilhite1; Colleen Gillespie1; Cynthia J.
Osman2; Patricia Poitevien3; Kathleen Hanley1; Barbara Porter1; Kevin
Hauck1; Richard E. Greene1; Margaret Horlick1; Jennifer Adams1; Sondra R.
Zabar1
1Medicine, New York University Grossman School of Medicine, New York,
NY
2Pediatrics, New York University Grossman School of Medicine, New York,
NY
3Pediatrics, Brown University Warren Alpert Medical School, Providence, RI.
(Control ID #3713622)

BACKGROUND:As the physician population becomesmore diverse, reports
of patient bias directed at providers are expected to increase. Lack of team
support after experiencing discrimination compounds the initial insult, affect-
ing the individual’s well-being and ability to effectively deliver patient care.

We describe outcomes of two cohorts of residents participating in an Objective
Structured Clinical Examination (OSCE) station where residents were tasked
with supporting an intern who experienced explicit bias.
METHODS: In 2018 and 2021, Medicine residents participated in an OSCE
station where they were assigned to supervise a Muslim standardized intern
(SI) who experienced discrimination after a new patient requested a non-
Muslim physician. Residents had 10 minutes to support the SI, validate their
reactions to the discrimination, and help develop a plan for patient care. The SI
rated residents on three domains: Supervision (active listening, asking
questions to engage, encouraging expression of concerns); Relationship De-
velopment (communicating concern, positive non-verbal behavior, acknowl-
edging emotions, being non-judgmental); and Supporting the Intern (not
being defensive, supporting intern’s right to advocate for self, collaborating on
plan, and mitigating the SI’s sense of alienation). Items were rated using a
behaviorally anchored “not done”, “partially done”, or “well done” (WD)
scale. We calculated summary scores (mean % WD) for each domain and
analyzed open-ended comments from SI using Framework Method for qual-
itative analysis. Residents’ experiences were explored through analysis of post-
OSCE resident evaluation data. Residents in the 2021 cohort received prior
workshop training on responding to discriminatory patients. Comparisons
were chosen to evaluate curriculum effectiveness.
RESULTS: 140 residents participated in the OSCE in 2018 (n=68) and 2021
(n=72). The 2018 cohort performed significantly better than the 2021 cohort in
the Supervision domain (79% vs. 68% WD, respectively, p=0.01), with no
significant differences in the other domains. Qualitative analysis of comments
from SI comparing high-performing residents (HPR) (>80% average score
across subdomains) to lower-performing residents (LPR) revealed that HPR
more frequently demonstrated positive behaviors (relating to SI, using sup-
portive body language, and verbalizing support) and elicited positive feelings
from the SI (feelings of support, validation, and trust), compared to LPR.
Resident evaluations reveal residents being most challenged with how to
support the SI and foster an environment where the SI can express concerns.
Many found the case to be valuable.
CONCLUSIONS: Our results suggest the need to invest further in training,
practice, and feedback on managing explicit bias. Our qualitative results
identify specific resident behaviors that are associated with effective
approaches to supporting targets of discrimination. This case was deemed
valuable by residents and will inform continued programmatic improvement.

TUNE IN TO THE LEARNER: A QUALITATIVE STUDY OFMIND-
FUL TEACHING IN THE CLINICAL SETTING
Kavita Chapla4; Elizabeth Ryznar2; Scott Wright3; Rachel Levine1
1General Internal Medicine, Johns Hopkins Medicine, Baltimore, MD
2Psychiatry, Johns Hopkins Medicine, Baltimore, MD
3General Internal Medicine, Johns Hopkins Medicine, Baltimore, MD
4General Internal Medicine, Johns Hopkins Medicine, Baltimore, MD. (Con-
trol ID #3715493)

BACKGROUND: The traditional approach to teaching in medicine can often
be transactional and focused on rote memorization. This may not support deep
learning in complex clinical learning environments, where medical learners
spend a significant portion of their education. Mindfulness has been shown to
help clinicians navigate clinical encounters with enhanced personal efficacy
and improved patient outcomes; similarly, mindfulness could also help
educators improve complex clinical teaching encounters. This study sought
to explore how clinical educators define and operationalize mindful teaching.
METHODS: Semi-structured Zoom interviews (audio-recorded and auto-
transcribed) were conducted with 21 clinical teaching faculty spanning
8 departments at a single academic institution. Faculty were recruited from
the alumni list of a "Teaching Skills" faculty development course as
participants were generally highly engaged in medical education and commit-
ted to improving their teaching skills. Codes and themes were generated using
an inductive approach to thematic analysis.
RESULTS: Three themes emerged from the data, Mindful teaching (MT): (i)
involves an awareness of feelings and reactions, (ii) focuses on context and the
learner’s needs, and (iii) challenges assumptions about teaching and learning.
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Participants describeMT as being aware of how they were feeling and reacting
to the learner and utilizing this to adjust their teaching.
“I’m aware of how I’m thinking and the body language that I’m using to make
sure that I'm giving learners the best experience possible, that I'm not letting
my own biases infiltrate that exchange.”
MT was felt to be keenly learner centered: meeting learners where they are,
understanding their goals, and determining how to best support their growth.
“I'll take a deep breath and then try to think about what the learner needs in
order to help them navigate through that situation in real time.”
MT challenged traditional pedagogies in medicine. Participants explained that
MT is process oriented and involves shared learning, discovery, and curiosity
between teacher and learner. This type of learning was sometimes unfamiliar
for learners.
“Bedside teaching has evolved a lot. It used to be: ‘This is how it is’. And now
it's more: ‘Let's think about this together'."
CONCLUSIONS: Clinician educators in this study routinely apply mindful-
ness principles to their teaching. They explain the value ofMT and consider it a
best practice for supporting the growth and development of trainees in medical
education. The focus on self-awareness, context, relationships, and intention-
ality could support learning especially in complex, uncertain, and emotionally
intense learning environments found in many clinical settings.

UNDERSTANDING MEDICAL STUDENT PATHS TO COMMUNI-
CATION SKILLS EXPERTISE USING LATENT PROFILE
ANALYSIS
Lisa Altshuler1; Tavinder K. Ark2; Jeffrey A. Wilhite1; Khemraj Hardowar1;
Ruth Crowe1; Adina Kalet2,1; Sondra Zabar1; Colleen Gillespie1
1Medicine, New York University Grossman School of Medicine, New York,
NY
2Kern Institute, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3711649)

BACKGROUND: The skills of graduating medical students vary widely.
Identification of patterns of communication skills development could guide
coaching of students toward mastery. Students at NYU Grossman School of
Medicine have been required to pass a Comprehensive Clinical Skills Exam
(CCSE) at the end of required clerkships. Thirteen years of consistent case
content and checklist use allows us to use latent profile analysis (LPA) to
identify and describe distinct communication skills profiles exhibited by clin-
ically experienced students.
METHODS: Data from 1135 third year medical students who completed the
eight case CCSE from 2011-2019 were analyzed. Communication was mea-
sured by a 17-itemClinical Communication Skills Assessment Tool (CCSAT),
where items are rated by SPs as not, partially, or well done. Assessment
domains included: information gathering (6 items) relationship development
(5 items), patient education (3 items), and organization/time management (3
items).
Item response patterns across all cases enable us to cluster learners with similar
strength/weakness into profiles. One- way analysis of variance (ANOVA) was
performed with profile as the between subject factor for each item on the
communication checklist to determine if significant differences by profile
existed for checklist items.
RESULTS: Six profiles were identified with adequate model fit estimations.
These profiles clustered into three groups: including two high performing (HP1
and HP2), two average performing (AP1 and AP2), and two lower performing
profiles (LP1 and LP2). Within each group, two differing patterns of perfor-
mance were seen. Profiles were distributed similarly within each of the nine
years.
Selected items differentiated learner’s skill profiles. “Asked questions to see
what you (the patient) understood” differentiated between HP1 and HP2, and
betweenAP1 andAP2. “Allowed you (the patient) to talk without interrupting”
and “nonverbal behavior enriched communication” differentiated between
AP1 and AP2. Some items (i.e patient education items) were challenging
across all six profiles, with learners scoring lower on those items relative to
their average performance. “Asked questions to see what you understood,” had
the lowest mean average score across all communication items, with “collab-
orated with you in identifying possible next steps” only slightly higher.

CONCLUSIONS: Knowledge of unique performance patterns provides rich,
benchmarked guidance for supporting students in mastering clinical commu-
nication skills, remediating those who underperform and making promotion
decisions.

UNDERSTANDING THE DEVELOPMENT OF COMMUNICATION
SKILLS OVER 4 YEARS OF MEDICAL SCHOOLS: DOES EARLY
ASSESSMENT PREDICT FUTURE SKILLS?
Tavinder K. Ark1; Lisa Altshuler2; Adina Kalet1; Jeffrey A. Wilhite3; Colleen
Gillespie3; Sondra R. Zabar3
1Kern Institute, Medical College of Wisconsin, Milwaukee, WI
2Medicine, NYU Langone Health, New York, NY
3Medicine, New York University Grossman School of Medicine, New York,
NY. (Control ID #3715691)

BACKGROUND: Assessment of communication skills is essential through-
outmedical students’ training. This study used latent profile analysis to identify
unique profiles and explore the developmental trajectories of communication
skills over time using routinely collected Objective Structured Clinical
Examinations (OSCE) scores.
METHODS: NYU School of Medicine Medical students from 2009 to 2019
(n=1155) completed a three case introductory clinical examination (ICE)
OSCE in the first week of school, a two case OSCE 1.5 years into school
(POM; pre-clerkship), and a high-stakes, 8 case OSCE towards the end of
medical school (CCSE; post-clerkship).
Communication skills were consistently measured using the Clinical Commu-
nication Skills Assessment Tool (CCSAT) -a 15- to 17-item, 3-point Likert
Scale (scale: not, partly, or well done) across 4 subdomains: information
gathering, relationship development, organization/time management and pa-
tient education. Using the item level data from the CCSE, 6 communication
profiles emerged clustered into three sub-groups: two high performing (HP1
n=84 and HP2 n=97), two average performing (AP1 n=358 and AP2 n=99),
and two lower performing profiles (LP1 n=96and LP2 n=435). The commu-
nication subdomains scores on the ICE and POM were analyzed to determine
how the patterns of medical student performance varied over time by the
profiles.
RESULTS: Students with high and average performing profiles (HP and AP -
55%) systematically improved on each of the communication subdomains
from ICE to POM to CCSE. Those with lower performing profiles (LP1 8%)
improved between ICE and POM, but their performance dropped on each
communication subdomain in the CCSE. In comparing profile patterns for
each clinical skills examination, profile differences across the communication
subdomains of the ICEwere identical to the CCSE, but the differences between
the three-subgroups were more pronounced, and the within student differences
were smaller. For POM, the differences in scores between high, average and
lower performing profiles were much smaller than in ICE or CCSE. In the
patient education subdomain, the profile order did not match ICE or CCSE,
with HP1 scoring the lowest on patient education.
CONCLUSIONS:These patterns of learner communication profiles over time
may help target students for tailored coaching. Our results suggest students
who come in with strong to average communication skills improve over time,
while those identified as lower performing improve pre-clerkship, but drop off
post-clerkship, suggesting this group needs extra support. Our results suggest
there is significant heterogeneity in communication skills of entering students
which narrows after the introduction to clinical medicine curriculum but then
diverges again right after clerkship. Early clinical skills examinations do
predict future outcomes and identify students that need additional support
during clerkship and afterwards.

UNLOCKING THE POTENTIAL WITHIN: HOW AN ADVANCED
PEER COACHING PROGRAM CAN IMPACT PHYSICIANS AND
PHDS
Andrea Sikon
Dept. of Internal Medicine & Geriatrics, Cleveland Clinic, Cleveland, OH.
(Control ID #3716007)
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BACKGROUND: Physician leaders in an academic health center created a
Center for Excellence in Coaching and Mentoring to facilitate a relationship-
centered developmental network for physicians/PhDs across their career con-
tinuum. The Center trains peer coaches and mentors, utilizing a unique goal-
based framework founded in positive psychology.
In 2009, the Center launched its Coaching andMentoring Program, open to all
physicians/PhDs. With ongoing success, a by-invitation only Advanced Peer
Coaching Program (APCP) launched in 2015 to provide more advanced
coaching for physician/PhD peers approaching the executive level or those
at-risk. 117 advanced peer coaches (APCs) participate in a 4-day immersion
course with ongoing CME development. APCs are matched with peer-
coachees by Center leadership.
METHODS: APCs (N=117) and their coachees (N=130) were asked to
complete an electronic survey in 2020, approved by our IRB, to understand
participant practices and measure self-reported impact of participation on
components of goal attainment, use of coaching skills, engagement and reten-
tion. Survey questions used a 1-5 Likert scale.
RESULTS: 47 (40%) of 117 trained APCs and 58 (45%) of 130 coachees
responded. 39 (83%) APC respondents had matched with invited coachees.
The 39 matched APCs reported coaching over 100 coachees. Coachee
respondents cited that coaching had a positive impact on goal attainment
(95%) - including communication (40%), work life balance (40%), relationship
building (38%) and leadership (31%) – and aspirations for leadership (95%),
attainment of leadership roles (90%) and effectiveness as a leader (100%).
37 (73%) of the 51 coachees who noted their race, described themselves as
“white”. No statistically significant difference between “white” and “non-
white” coachees on specific goals impacted by coaching or impact of coaching
on any aspect of leadership development.
Coaches reported using coaching skills with their colleagues (100%), patients
(98%), and in their personal lives (100%).Coach and coachee survey
respondents reported that program participation positively impacted their sense
of value as amember of the organization (96%), ability to findmeaning at work
(95%), and connectedness across the organization (93%). 39 of 58 (67%)
coachees and 32 of 47 (68%) coaches noted that participation in the APCP
had impacted their decision to stay at our organization.
CONCLUSIONS:Our Advanced Peer Coaching Program provides enhanced
coaching that physician/PhD coachees believe drives their goal attainment
across domains. Remarkably, coaching seems to not only drive coachee’s
perception of their successful attainment of and effectiveness in leadership
roles, it can unlock aspirations for even pursuing such roles. These outcomes
suggest a potential for coaching to help cultivate a more diverse leadership
demographic in medicine. Further, participation benefits both coaches and
coachees, and, potentially, saves the organization millions of dollars in turn-
over costs by driving retention.

UPMC INTERNAL MEDICINE RESIDENTS’ PERCEPTION OF
THEIR CONTINUITY CLINIC TRAINING
Matthew N. Metzinger1; Christina M. Lalama2; Scott D. Rothenberger2; Erika
L. Hoffman3; Tanya Nikiforova4
1Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA
2Medicine, University of Pittsburgh, Pittsburgh, PA
3Internal Medicine, VAPHS/Univeristy of Pittsburgh, Pittsburgh, PA
4Internal Medicine, University Of Pittsburgh Medical Center, Pittsburgh, PA.
(Control ID #3715606)

BACKGROUND: Training internal medicine (IM) residents in outpatient
medicine through continuity clinic is an essential component of IM residency
education, especially given the U.S. primary care physician shortage. In
response to reports of resident dissatisfaction with continuity clinic training,
many programs made structural changes to their training in the past 10 years.
We evaluated resident perceptions of training in a 1+1 model by comparing
continuity clinic experiences with inpatient experiences to identify structural
areas for improving training through a needs assessment survey. We hypoth-
esized that residents have more positive experiences with inpatient than con-
tinuity clinic training.

METHODS: A 70-item electronic survey was developed assessing satisfac-
tion and engagement with continuity clinic compared to inpatient training.
Questions on the survey were either derived from the Veterans Affairs (VA)
Learners’ Perception Survey (LPS) or created de novo. Survey questions
addressed resident satisfaction and confidence with practice in both settings,
as well as personal reward from work, mentorship and impact of training on
career choice. The survey was administered to all 152 PGY1-3 IM residents at
a large, academic residency in 2021. The Wilcoxon signed- rank test was used
to compare outpatient and inpatient training experiences.
RESULTS: Survey response rate was 78% (118/152). Across 20 of 22 items,
residents demonstrated significantly more satisfaction and engagement with
inpatient than continuity clinic training. The largest discrepancies between
inpatient and continuity clinic training were noted in areas of enhancement
of clinical knowledge, personal reward from work and perceptions of prepa-
ration for future practice. As a result of their training, residents were less likely
to pursue primary care careers, but more likely to pursue inpatient IM careers
(2.3 vs. 3.7 on 5-point scale: 1=much less likely, 5=much more likely,
P<0.001).
CONCLUSIONS: By identifying specific factors contributing to dissatisfac-
tion with continuity clinic training, this survey will guide efforts to improve the
outpatient training experience of IM residents at UPMC. This survey can be
adapted at other academic programs seeking to assess residents’ perceptions of
continuity clinic and inpatient training.

USING A SIMULATED 360 EXPERIENCE TO ASSESS NEAR-
GRADUATES READINESS-FOR- INTERNSHIP: DO ALL
ASSESSORS TELL THE SAME STORY?
Tavinder K. Ark1; Adina Kalet1; Elizabeth L. Wargo2; Sondra R. Zabar2
1Kern Institute, Medical College of Wisconsin, Milwaukee, WI
2General Internal Medicine, New York University Grossman School of Med-
icine, New York, NY. (Control ID #3715718)

BACKGROUND: The use of simulations to assess medical students’ ability
to communicate and demonstrate professionalism using standardized patients
as raters has been pivotal to the assessment of medical student competence.
However, assessing a near graduate’s readiness for internship includes a
complex set of interactions with other health care team members, colleagues,
including the patient’s family members. In this study, we compared the ratings
from standardized patients (SP), nurses (SN), attendings ( SA)and a patient’s
partner (SRP) on the same performance to assess how prepared medical
students are to become interns.
METHODS: Night-onCall (NOC) is a simulation consisting of three cases
that assesses the competencies of near- graduate medical students and provides
a 360 evaluation from multiple perspectives (SP, SN, SA, SRP). Patient care
(SN), content and quality (SA) and CM (CM) skills is measured using
behaviorally-anchored checklists of items on a 3 point Likert-scale (not done,
partly done and well done), and trust and professionalism (SN, SP, SRP) is
measured by three items on a 4-point Likert-scale (e.g., not recommend to
highly recommend). Latent profile analysis (LPA) was conducted to identify
patterns of CM performance using the mean average ratings from SP across all
three cases in NOC. The ratings from SN, SA and SRP were compared across
each LPA profile to determine if and how the patterns in medical student
performance varied by rater.
RESULTS:Data collected fromNOC between 2017 to 2021 (n=429) resulted
in five CM profiles with distinct order in performance: one high performing
profile (HP1 > 78%), two average profiles with CM scores ranging between 61
to 73% (AP1 and AP2), and two lower performing profiles (LP1 and LP2
<60%). The differences in scores between profiles was much smaller in
magnitude (<10%) for SN, SRP and SA ratings than compared to the SP
(differences ranged from 15 to 20%). For patient care (SN rating), the profile
order was the same with smaller magnitude differences between each profile.
For content and quality, the SA had the least amount of differentiation. The
pattern, performance order and magnitude in scores for trust and professional-
ism scores were similar across all raters (SP, SRP and SN) with differences in
score of <5% between the raters for each profile.
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CONCLUSIONS: The trust and professionalism scores were similar across
all raters in order and magnitude, which suggests the overall gestalt perfor-
mance is more consistent than the analytical components of CM performance.
SPs provide larger variation in scores and thus differentiating trainees with
varying CM skills, compared with other raters. The SP and other raters identify
the same trainees as performing poorly; however, among top performers,
health care team members seem to be rating unique aspects of trainees
performance.

USING TEAM-BASED LEARNING (TBL) IN THE INTERNALMED-
ICINE CLERKSHIP TO IMPROVELEARNER ENGAGEMENTAND
SATISFACTION.
Madeline Garb1; Melissa O. Jenkins2; Elaine Cruz2
1Medicine, Case Western Reserve University School of Medicine, Cleveland,
OH
2Department of Medicine, MetroHealth Medical Center, Cleveland, OH.
(Control ID #3693109)

BACKGROUND: Research indicates that adult learners retain only 5% of
what is presented in a traditional lecture. Moreover, most medical students now
belong to generation Y or Z, and studies suggest that these adult learners prefer
using technology (e.g., visual media) and crave solution-oriented relationships
with their mentors and peers. These preferences do not align with the tradi-
tional lecture-based learning (LBL) format. Thus, it is important to improve the
delivery method of information for today’s medical students by using an active
learning approach such as team-based learning (TBL). The purpose of this
study is to compare learner preference, satisfaction, and engagement between
TBL and LBL in the internal medicine (IM) clerkship among third year
medical students.
METHODS: A quasi-experimental design was utilized to compare learner
preference, satisfaction and engagement between TBL and LBL. The study
population was third year medical students (n = 12-14) in a 12-week IM
clerkship. Six lecture topics were converted to TBL. Each TBL was compared
to a LBL on a different subject that occurred on the same day. Engagement, via
the Classroom Engagement Survey (CES), and learner satisfaction, using 3
questions adapted from a previous evaluation of TBL on family planning
introduced into an Obstetrics and Gynecology clerkship at Northwestern
University, were compared between TBL and LBL. At the end of the clerkship
preference for TBL or LBL was determined via the TBL-Student Assessment
Instrument (TBL-SAI) (n = 14).
RESULTS: The median CES scores were greater for all TBL compared to
LBL (TBL= range of 40.0-38.0; LBL= range of 35.5-31.0). Satisfaction across
all TBL was consistent but varied for LBL depending on the session. The
median TBL-SAI score (138.0, standard deviation of 11.6) was substantially
above neutral suggesting overall preference for TBL over LBL.
CONCLUSIONS: When taking learner preference into consideration, TBL
may be a preferred learning pedagogy within third year IM clerkships. A next
step is to assess this intervention’s impact on retention of medical knowledge.

VIRTUAL INSANITY: COMPARATIVE EFFECTIVENESS OF IN-
TERVIEW FORMATS FOR RESIDENCY SELECTION
Anjali J. Das5,1; Anisha S. Das1; Scott D. Rothenberger1; Rachel Bonnema2;
Kyle Kent3,4; Jennifer A. Corbelli1
1Medicine, University of Pittsburgh, Pittsburgh, PA
2Medicine, The University of Texas Southwestern Medical Center, Dallas, TX
3Internal Medicine, Oregon Health & Science University, Portland, OR
4Portland VA Medical Center, Portland, OR
5Internal Medicine, VA Pittsburgh Healthcare System, Pittsburgh, PA. (Con-
trol ID #3716062)

BACKGROUND: In-person (IP) interviews are a traditional but expensive
component to match applicants for graduate medical training. The extent to
which the shift to virtual interviewing has affected this process is unclear. We
aimed to compare the effectiveness of virtual and IP interviewing in domains of

assessment and recruitment considered essential for trainee and institutional
ranking decisions.
METHODS: We surveyed first-year matched applicants from both 2019 and
2020 recruitment seasons and faculty interviewers at three large internal
medicine training programs across the country. We asked them to gauge their
perceived ability to evaluate institutional/ applicant factors known to influence
rankings.
RESULTS: 506/800 participants completed the survey (71% trainees and
57% of faculty). Faculty perceived IP interviews enhanced assessment in most
domains compared to virtual with exceptions being perceived ability to recruit
a racially and culturally diverse class and one composed of all genders (p-value
0.951 and 0.141 respectively).
Preferences regarding future interview format showed site-specific differences;
however, overall faculty were mixed (49% preferring face-to-face, 51% virtual
recruitment) and preferences were not associated with position, number of
applicants interviewed, or rank committee status.
Trainees showed a preference for IP interviewing in many domains. Exceptions
included assessments of program reputation, program director quality, ability to
individualize training, patient caseload, supervision and autonomy, opportunities
for research and procedures, and fellowship placement. In our sample, 86% of
categorical PGY-1 residents matched at their top-ranked institution, and this was
not impacted by recruitment strategy (p 0.557). Racial, ethnic, and gender
composition of the classes also did not change between virtual and IP recruitment
(p 0.812 racial/ethnic and p 0.189 gender diversity).
Trainees from both recruitment strategies ranked programs prioritizing similar
factors. However, the interview day experience was among the top three most
important factors used to rank programs only in the cohort that experienced IP
recruitment.
Trainees that experienced IP interviewing overwhelmingly preferred the same
format for future interviews (n 133, 96%). Those who participated in the virtual
interviewing format were mixed on preference; 47% (n 56) elected to continue
with virtual interviewing, and approximately 53% (n 64) would prefer IP
moving forward.
CONCLUSIONS: Faculty and trainees who participated in virtual interviews
did not have a strong preference for one interview format. Importantly, per-
ceived quality, racial/ethnic, and gender composition of the matched class did
not differ between the formats, nor did likelihood of matching at one’s top-
ranked institution. Institutions and graduate medical education governing
bodies should consider these findings, as well as the cost-savings associated
with virtual interviewing, when making decisions for future recruitment
formats.

“IF I MISS ANY MORE WORK I’LL GET FIRED”: EXPLORING
PHYSICIAN ANDMEDICAL ASSISTANT RESPONSE TO PATIENT
FINANCIAL CONCERNS IN RESPONSE TO PERFORMANCE
FEEDBACK
Jeffrey A. Wilhite1; Lisa Altshuler1; Colleen Gillespie1; Barbara Porter1;
Sondra Zabar2,3
1Medicine, New York University Grossman School of Medicine, New York,
NY
2Medicine, NYU School of Medicine, New York, NY
3New York City Health and Hospitals Corporation, New York, NY. (Control
ID #3710520)

BACKGROUND: Ambulatory clinics strive to address individual patient
social determinants of health (SDOH) during clinical encounters, especially
in safety net systems. While the impact of SDOH on health outcomes is well-
researched, less is known about how healthcare teams respond to these
determinants during a routine visit. We designed a study where we sent
unannounced standardized patients (USPs) to care teams in an urban, safety
net system in order to 1) gather baseline date about responses to financial
insecurity, 2) provide targeted performance feedback and education to resident
physicians and teams, and 3) assess changes to response, referral, and docu-
mentation rates in response to feedback.
METHODS: USPs were trained to portray one of six clinical cases with a
common chief complaint and an underlying, volunteered financial concern (i.e.
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fear of losing job over missed work, financially supporting an unwell parent).
USPs assessed team members’ responses to shared concerns, including
acknowledgement/exploration and providing resources/referrals. A retrospec-
tive chart review captured documentation in the medical record. 248 visits were
conducted across four teams at two hospitals, 98 of which were during the
baseline assessment period (Feb ‘17-Jan ‘18) and 150 of whichwere during the
intervention period (Jan ’18-Mar ’19). During the intervention period, residents
and medical assistants (MA) received three feedback reports with
recommendations for addressing/documenting financial concerns during a
routine visit. A comparison team who did not receive feedback/
recommendations had 25 and 31 visits in the baseline and intervention periods,
respectively. Analyses included a comparison of rates of responding/exploring,
providing referral/resources, and documentation using chi-square.
RESULTS: Acknowledgement remained high for both MAs (86% in both
periods, p=0.900) and residents across time periods (100% baseline, 98%
intervention, p=0.019). Resource/referral provision was lower and remained
similar across time periods (MAs: 39% base, 40% intervention, p=0.927;
residents: 28% base, 23% intervention, p=0.415). The comparison team had
a decrease in connecting to resources/information sharing among both MAs
(53% base, 10% intervention, p=0.002) and residents (50% base, 16% inter-
vention, p=0.014). Documentation rates improved slightly for both the inter-
vention (13% base, 23% intervention, p=0.064) and comparison groups (16%
base, 39% intervention, p=0.061).
CONCLUSIONS: Results suggest that while residents and MAs appear com-
fortable discussing financial concerns, there are challenges with referring/
providing resources and documentation. Participants in the intervention group
maintained their practices while the comparison group decreased in most areas.
Audit/feedback is beneficial in reinforcing positive behaviors during a routine
visit, but specific trainingmay be required in order to boost care team knowledge
of available resources and referral networks in the clinic system.

“IT’S NICE TO KNOW I’M NOT ALONE”: THE IMPACT OF AN
ONLINE LIFE COACHING PROGRAM ON WELLNESS IN GRAD-
UATEMEDICAL EDUCATION: A QUALITATIVE ANALYSIS
Tyra Fainstad1; AdrienneMann1; Pari Shah2; Nathalie Dieujuste1; Christine D.
Jones1. 1Internal Medicine, University of Colorado, Denver, CO; 2Graduate
School of Social Work, University of Denver, Denver, CO. (Control ID
#3704294)

BACKGROUND: Physician trainees, especially those who identify as female,
are disproportionately affected by burnout compared to their non-physician
age-matched peers. Physicians experience tremendous clinical growth in train-
ing, however little time is dedicated to metacognition (“thinking about your
thinking” and reflecting on your emotional state nonjudgmentally), which is a
necessary tool for processing experiences, forming professional identities, and
creating individualized definitions of values and success. A 6-month, web-
based group coaching program, Better Together Physician Coaching ("Better
Together"), was developed and facilitated by trained life coaches and
physicians (TF and AM) to decrease burnout. Here, we aim to understand
the participant experiences with the Better Together program.
METHODS: The Better Together intervention was a self-paced, asynchro-
nous coaching program which included live coaching calls, unlimited written
coaching, and weekly self-study webinars and worksheets. Seventeen semi-
structured interviews of participants who had completed the 6-month coaching
program were conducted in June of 2021. Both inductive and deductive
methods were used in collecting and analyzing the data. Rapid domain analysis
was used to analyze the data as it was collected.
RESULTS: Threemajor themes emerged from the data: 1) Trainees benefitted
from practicing metacognition used in coaching specifically around the sub-
themes of burnout, self-compassion, imposter syndrome, and managing inter-
personal relationships; “… I've really shifted my mindset to say anything that
maybe had a poor outcome or wasn't what I wanted is all just a growth period
for me”.
2) The sense of community and normalized experiences created among the
coaching participants built rapport, trust, and a sense of belonging; “A lot of it

is something that we all share of being residents, working really hard, feeling
inadequate at times, wanting to be perfect, feeling like we are going to get
found out… it was helpful to look around and be like, ‘Oh, there's all these
amazing women who are awesome doctors who also feel all the same
things…’”.
3) Participants enjoyed the multiple modalities available for coaching. These
options made the experience customizable to individual schedules, needs,
personalities, and learning styles; “it was nice [to] pick and choose from the
level of commitment that you wanted”.
CONCLUSIONS: Participants found the Better Together coaching program
contributed to improved wellbeing by using metacognition as a coping tool,
and also through the vulnerable shared experiences they navigated together
which combated isolation and burnout.

“IT’S OKAY SAY I DON’T KNOW”: A QUALITATIVE STUDY OF
HOW TRAINEES MITIGATE FEELINGS IMPOSTOR
PHENOMENON
Susan C. Mirabal1; Alaina Chodoff2; Scott Wright1; Rachel Levine1
1General Internal Medicine, Johns Hopkins University, Baltimore, MD
2Greater Baltimore Medical Center, Baltimore, MD. (Control ID #3715605)

BACKGROUND: Impostor phenomenon (IP) is a distressing internal expe-
rience rooted in feelings of inadequacy and self-doubt, often with maladaptive
consequences. IP is prevalent in medical trainees and has been associated with
burnout, anxiety and depression. This study explores how Internal Medicine
(IM) residents mitigate these uncomfortable experiences throughout their
training.
METHODS: One-on-one, semi-structured interviews with a convenience
sample of 28 IM residents were conducted fromMay-June 2020. Investigators
independently coded the transcripts using an inductive approach to identify
meaningful segments of text; a coding framework culminated in identification
of key themes. Participants completed the Clance Impostor Phenomenon Scale
(CIPS).
RESULTS:Most informants were female (75%). The mean age was 30 years.
The average CIPS score was 63; 16 (57%) informants had a score above the
cutoff of 60, suggestive of significant impostor feelings. Informants described
both internal and external mitigators of IP. Internal mitigators included sharing
common experiences between trainees, positively reframing difficult
experiences as opportunities for growth, and focusing on process rather than
exclusive perseveration on ‘outcomes,’ helped to lessen feelings of IP.
This quote illustrates the impact of share experiences with peers:
“…our group of residents were very, very close and we all talk about…these
feelings, we’ve talked a lot this year about these same struggles…so we’ve
helped each other along...”
This resident managed IP by recognizing that it is normal to feel inadequacy
when in new situations.
“…just acknowledging that people who are learning a new skill set and not
going to be all that confident when they’re learning it and that’s okay, it’s okay
to struggle. It’s okay not to feel confident.”
External mitigators include role modeling uncertainty and vulnerability by
those in senior positions, supportive mentors and coaches, and being part of
a safe learning environment. These quotes demonstrate the value of a culture
that welcomes vulnerability and emphasizes teamwork:
“…openness and having people talk about… their fears, their failures…I think
it goes back to the idea of saying ‘I don’t know,’ a leader in medicine saying,
‘Hey, I did this wrong,’ or ‘I messed up.’ I think those are really powerful and
help take away this idea that we’re all perfect, which is a pressure in medicine.”
“As a team, you can kind of all figure stuff out together. I think coming to that
realization that it’s okay to say you don’t know and to figure things out
together.”
CONCLUSIONS: This study describes the internal and external factors that
help to mitigate IP among IM residents. The residents’ insights about how to IP
is diminished feelings can be used by training programs and educators to
support trainees who are genuinely suffering.
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"MEJOR VIVE SIN DUDA": A SOCIAL MARKETING CAMPAIGN
TO PROMOTE COMMUNITY-BASED COVID-19 TESTING AND
VACCINATION FOR LATINO IMMIGRANTS
Harita Shah1; Alejandra Flores-Miller2; Ana Cervantes2; Suzanne M. Grieb3;
Katherine Phillips4; Cui Yang5; Kathleen Page2
1Medicine, University of Chicago Division of the Biological Sciences,
Chicago, IL
2Medicine, Johns Hopkins University School of Medicine, Baltimore, MD
3Pediatrics, Johns Hopkins University School of Medicine, Baltimore, MD
4Health Clinic, Esperanza Center, Baltimore, MD
5Biostatistics, Johns Hopkins University Bloomberg School of Public Health,
Baltimore, MD

BACKGROUND: Latino communities are disproportionately affected by
COVID-19. In response, our Johns Hopkins based team of investigators and
community health workers expanded access to free COVID-19 testing, and later
vaccinations, through trusted community venues in Baltimore, MD. To promote
these services, we developed a community-driven culturally congruent social
marketing campaign and website. This work was supported by the NIH RADx-
UP (Rapid Acceleration of Diagnostics – Underserved Populations) initiative.
METHODS: The campaign name was chosen using a crowdsourcing open
contest, evaluated by community judges and a popular vote. Campaign mes-
sagingwas informed by prior focus groups and our community advisory board.
The reach of the campaign was evaluated through online metrics (Google
analytics and Facebook) aswell as surveys of individuals obtainingCOVID-19
testing or vaccination. Surveys were conducted over a 2-week period (6/25/21-
7/9/21) at our main community-based venue, Sacred Heart Church.
RESULTS: The campaign was named “Mejor Vive Sin Duda" ("Better to
Live Without Doubt") based on the results of the crowdsourcing open contest,
after which we developed the social marketing advertisements and website
which launched in February 2021. Among 252 individuals surveyed in the 2-
week period, 33% of respondents had seen or heard of the Mejor Vive Sin
Duda campaign, with Facebook being the most popular means of campaign
exposure. From March 1, 2021 to December 31, 2021, we received 9,100
unique visitors to the website and reached 254,910 people through paid social
media advertisements.
CONCLUSIONS: Social marketing campaigns present an opportunity to
promote COVID-19 testing and vaccine uptake among Latino populations
who face barriers to traditional healthcare settings. Community partnerships
were integral to campaign success. Campaigns must be paired with accessible
and culturally competent healthcare services to lead to equitable improvements
in health outcomes.

#SARSCOV2: ANALYSIS OF AN INTERNATIONAL COVID-19-
RELATED DIGITAL COMMUNITY.
Varun Ayyaswami1; Divya Padmanabhan2; Arpan Prabhu3
1Internal Medicine, University of Massachusetts Chan Medical School,
Worcester, MA

2Georgetown University Medical Center, Washington, DC
3University of Arkansas for Medical Sciences, Little Rock, AR. (Control ID
#3709483)

BACKGROUND: Twitter is playing a pivotal role in rapid communication
between healthcare stakeholders, governments, and the public during the
COVID-19 pandemic. Communication on Twitter can reach over 152 million
registered daily users and over 500 million people visit the site monthly
without logging into an account. The purpose of this study was to analyze
tweets associated with #SARSCoV2 during the initial phase of the COVID-19
pandemic.
METHODS: Symplur Signals, a healthcare social media analytics platform,
was used to analyze all publicly available #SARSCoV2 tweets (excluding
spam) between 2/11/20-4/12/20. Tweet activity, content, sentiment, associated
hashtags, user characteristics/engagement, and network analysis were ana-
lyzed. Select metrics were compared before/after the COVID-19 pandemic
declaration by the World Health Organization (WHO; 3/11/20). Tweet senti-
ment was analyzed within 3 hours before/after specific timepoints.
RESULTS: Exactly 894,983 tweets (73% retweets) by 400,653 users met study
inclusion criteria, resulting in 2,998,817,360 impressions. Daily tweet activity
peaked on 3/18/20with 58,666 tweets. Therewas a 2677% increase in number of
tweets from the first to last week of the study period. The average user had 2.2
tweets. There were 292,478 (33%) and 264,198 (30%) tweets containing links
andmedia, respectively. Trending term analysis before/after theWHO pandemic
declaration showed a shift in conversation across the study period toward
trending terms such as patients, critical care, studies, and antibodies. The top
15 hashtags associated with #SARSCoV2 predominantly included COVID-19
related hashtags. The top 3 countries by users were the United States, Spain, and
Indonesia. The top 100 influencers consisted primarily of researchers/academics
(30.1%), doctors (15.1%), journalists/media (9.4%), and media organizations
(9.4%). Twitter network analysis showed key central hubs of communication
were researchers/academics, doctors, and journalists/media. Three hours before/
after sentiment analysis revealed that after the Unites States announcement of
European travel restrictions, negative sentiment tweets rose from 41% to 52%.
After the Center for Disease Control’s public mask use recommendation, nega-
tive sentiment decreased from 65% to 55%.
CONCLUSIONS: Our study demonstrated that #SARSCoV2 rapidly coa-
lesced into a vital digital international community for the COVID-19 pandemic
with tweets from #SARSCoV2 generating nearly 3 billion impressions across a
worldwide Twitter community. Notably, the most influential members of this
community were researchers/academics and doctors. Quantifiable shifts in
community sentiment were observed immediately following key changes in
government policy. Changes in trending terms across the study period suggests
#SARSCoV2 users engage in real-time discussions concurrent with recent
scientific and medical discourse. Future studies should examine changes in
digital health communication over the course of the COVID-19 pandemic.

ADDRESSING VETERANS’ ACCESS BARRIERS THROUGH VA-
ISSUED VIDEO-ENABLED TABLETS: SHIFTS IN DEMOGRAPHIC
AND UTILIZATION PATTERNS BEFORE AND DURING THE
PANDEMIC
Zainub Dhanani1; Jacqueline M. Ferguson2; James Van Campen2; Cindie
Slightam2; Donna Zulman3
1Health Policy, Stanford University School of Medicine, Stanford, CA
2Center for Innovation to Implementation, VA Palo Alto Health Care System,
Menlo Park, CA
3Medicine, Stanford University, Stanford, CA. (Control ID #3715658)

BACKGROUND: During the COVID-19 pandemic, as health care services
shifted to virtual modalities for patient and provider safety, the Veterans Affairs
(VA) Office of Connected Care widely expanded its video-enabled tablet
program to bridge digital divides for Veterans with limited virtual care access.
We sought to examine how the pandemic influenced characteristics of
Veterans who received and used VA-issued tablets.
METHODS: We analyzed VA data for 42,594 Veterans who were sent a
tablet between 3/11/2019-9/10/2020. We evaluated sociodemographic and
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clinical factors associated with video care utilization for 1) primary care and 2)
mental health encounters within 6 months of tablet shipment using generalized
linear models. To account for effect modification of COVID-19 on use, we
stratified models into two cohorts: 1) 6,733 Veterans who received tablets at
least 6 months prior to the start of the COVID-19 pandemic (3/10/2020), and 2)
35,861 Veterans who received tablets on 3/11/2020 or later. Models were
adjusted for patient demographics (age, race, ethnicity, gender, rurality, VA
priority group, history of homelessness, and region) and clinical characteristics
(number of chronic conditions, any mental health conditions, and prior use of
VA healthcare services).
RESULTS: Compared to the pre-pandemic cohort, those who received tablets
during the pandemic were more likely to be older (64 vs. 59 years, respective-
ly), urban-dwelling (67.9% vs. 55.5%, respectively) and have a history of
homelessness (24.0% vs. 15.1%, respectively).
Compared to pre-pandemic recipients, those who received tablets during the
pandemic were more likely to use tablets for at least one video visit (54.7% vs.
69.6%) and had a higher average number of video visits per recipient (2.3 vs
5.7 encounters) in the first 6 months after shipment. Pandemic tablet recipients
who had a primary care video visit were less likely to be older than 65 years,
homeless, or live in highly rural areas, and were more likely to be female and
have multiple chronic conditions compared to pre-pandemic recipients. In
contrast, pandemic tablet recipients who had a mental health care video visit
were more likely to be homeless and have fewer chronic conditions but less
likely to be rural dwelling and have a mental health condition compared to pre-
pandemic recipients.
CONCLUSIONS: In this national study of VA’s tablet distribution program
to Veterans with virtual care access barriers, we found that the pandemic was
associated with striking changes in characteristics of tablet recipients and
utilization. Notably, individuals with indicators of increased clinical and social
need were more likely to receive tablets during the pandemic, and these factors
were associated with differential tablet use for primary care vs. mental
healthcare. These findings suggest that health systems aiming to enhance
access through video-capable devices should consider organizational, external
and patient level factors influencing the uptake of video-based virtual care.

ADHERENCE TO HOME BLOOD PRESSURE MONITORING
AMONG ADULTS WITH HYPERTENSION IN PUBLIC HOUSING
Elle Anastasiou1; Sharine Wittkopp2; jordan ramsaywak1; albert tovar1; Emily
Gill1; Terry Gordon3; Lorna Thorpe1; Jonathan Newman2
1Department of Population Health, NYU Langone Health, New York, NY
2Leon H. Charney Division of Cardiology, NYU Langone Health, New York,
NY
3Department of Environmental Science, NYU Langone Health, New York, NY

BACKGROUND:Hypertension (HTN) and poor blood pressure (BP) control
are leading modifiable risk factors for cardiovascular disease. Recent data
show declining BP control rates in urban communities. Prospective trials

showed that home BP monitoring (HBPM) may improve BP control among
adults with HTN, but limited data exists on adherence with HBPM.We sought
to describe HBPM adherence over 18 days as a secondary analysis of a pilot
randomized controlled trial evaluating the effects of portable air cleaners on
morning (AM) systolic BP among adults with HTN living in New York City
(NYC) public housing.
METHODS: We recruited 20 adults with HTN into the pilot trial, using
surveys to collect demographic and health data. Participants were instructed
to measure BP twice eachAMover a 4-day run-in and 14-day intervention.We
defined “perfect” adherence with HBPM as 2 measurements of AM BP for all
18 days and “nonadherence” as >5 days with <2 measurements of AMBP.We
qualitatively evaluated trends in HBPM data and surveyed the cohort to assess
reasons for nonadherence.
RESULTS:We studied 20 non-white adults, 70% female, with mean ±SD age
55±14 years and BMI 33.7±6.2 kg/m2. Over 18 days, 506 of 720 (70.2%) of
expected HBPM measurements were collected. Participants had 2 AM BP
measurements for a mean of 11±5 days. Overall, 16 of 20 participants (80%)
were missing >10% of HBPM data; two participants (2/20, 10%) were
nonadherent, and one participant (1/20, 5%) had perfect adherence. Qualita-
tively, HBPM adherence decreased after Day 10 (Figure). Common reasons
for nonadherence with HBPM included forgetting and misunderstanding study
protocol.
CONCLUSIONS: Our pilot suggests that efforts are needed to improve data
collection and adherence with HBPM. Pilot studies may help identify patterns
of adherence and data completion in order to inform larger clinical studies.
Additional research is needed to determine predictors of nonadherence to
HBPM and potential interventions to improve HBPM for research and clinical
use.

ADULT HOSPITALZIATIONS FROM IMMIGRATION DETEN-
TION IN LOUISIANA AND TEXAS
Joseph Nwadiuko1,2; Karla Fredricks4; Sural Shah5; Nandita Mitra6; Judith A.
Long3
1Internal Medicine, University of Pennsylvania School of Medicine,
Philadelphia, PA
2Health Policy and Managment, University of California Los Angeles, Los
Angeles, CA
3Medicine, University of Pennsylvania, Perelman School of Medicine,
Philadelphia, PA
4Baylor College of Medicine Department of Pediatrics, Houston, TX
5Internal Medicine, UCLA Medical Center Olive View, Sylmar, CA
6Biostatistics, University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA. (Control ID #3704478)

BACKGROUND: Poor health conditions within immigration detention facil-
ities have attracted significant concerns from policymakers and activists alike.
There is no systematic data on the causes of hospitalizations from immigration
detention facilities or their relative morbidity. The following study analyzes the
causes of hospitalizations from immigration detention facilities, as well as the
percentage of hospitalizations necessitating ICU or intermediate-ICU (i.e,
“step-down”) admission and the types of surgical and interventional
procedures conducted during these hospitalizations. METHODS: We under-
took a cross-sectional study of Louisiana and Texas statewide hospitalization
data, with hospitalizations attributed to immigration facilities via payor
designations (from Immigration and Customs Enforcement) and geospatial
data from 2015 to 2018. This analysis was limited to individuals aged 18 and
older at time of hospitalization. The measures of interest were the primary
diagnosis and primary procedure (if present) assigned to hospitalizations, as
well as the percentage admitted into an ICU or intermediate-ICU.
RESULTS: Our analysis identified 5,215 hospitalizations of which 923 met
inclusion criteria for analysis. Average age was 36.7 (standard deviation, 13.7),
and 23.5% were female. The most common causes of hospitalization were
related to infectious diseases (209, 22.6%) (primarily skin and lower respira-
tory tract infections) and psychiatric illness (179, 19.4%) (particularly mood
disorders). Three hundred and forty-two (37.1%) hospitalizations required a
surgical or interventional procedure, most commonly incision and drainage.
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Seventy-two (7.8%) hospitalizations required ICU admission and 175 (19.0%)
required intermediate ICU, with ICU admissions rates rising slightly from
2015 (8.5%) to 2018 (10.2%).
CONCLUSIONS: In this relatively young cohort, hospitalizations from im-
migration detention were accompanied with significant morbidity.
Policymakers should be aware of the risks related to detention and take steps
to eliminate use of detention when possible. At minimum, policies should be
implemented to mitigate these risks by improving access to medical and
psychiatric care in immigration detention facilities.

ADVERSE CHILDHOOD EXPERIENCE (ACE) AND ACCESS TO
LOW DOSE CT (LDCT) FOR LUNG CANCER SCREENING: CAN
ACE SCORES HELP CLOSE CARE GAPS?
Brenton S. Halsey, Regina A. Jacob
Internal Medicine, Temple University Health Sciences Center, Philadelphia,
PA. (Control ID #3715534)

BACKGROUND: A graded relationship exists between childhood adversity
and lung cancer risk. Those with Adverse Childhood Experience (ACE) scores
>= 4 have higher risk of lung cancer and premature death from lung cancer. In
2013, the United States Preventative Service Task Force (USPSTF)
recommended screening for lung cancer in high-risk patients with low dose
computed tomography (LDCT). LDCT detects lung cancer at earlier stages (1
and 2), improving survival. However, many high-risk patients are not routinely
screened. In 2021, the USPSTF revised guidelines to expand LDCT. The impact
of this change onmortality is still largely unknown. Given the increasedmortality
in patients with ACE scores >=4 and the increased number of high-risk patients
who are not routinely screened with LDCT, we looked at the correlation between
ACE scores and diagnostic characteristics of patients with known lung cancer.
METHODS: The institutional review board approved a retrospective chart
analysis for patients diagnosed with lung cancer receiving treatment at an
academic, urban, oncology practice. Participants were asked the ACE ques-
tionnaire and demographic questions. The chart review involved diagnostic
modality and tumor grade/stage.
RESULTS: 6 participants were consented. Average age was 55.83 +- 8.47
years, 5 participants (83.33%) were female, average ACE score = 4. All
participants had history of tobacco (32.75 +- 38.79 pack years), and 5
participants (83.3%) used recreational drugs. At time of diagnosis, 4
participants (66.6%) were diagnosed in ambulatory care, and no participants
(0%) were diagnosedwith LDCT. 4 participants had non-small cell lung cancer
(NSCLC), all presenting at Stage III. 2 participants had small cell lung cancer,
diagnosed in advanced stage.
CONCLUSIONS: This population demonstrated a large proportion of
individuals with ACE scores >= 4 (66.6%). While ACE score did not correlate
with stage at diagnosis, none of the participants were diagnosed with LDCT, and
all presented at a late stage (Stage III or more). Half did not qualify for LDCT
based on current or past USPSTF guidelines. Since incidence and mortality of
lung cancer continues to be higher for individuals of low socio-economic status
and those of racial and ethnic minorities, and given higher ACE scores are also
disproportionately seen in these populations where access to LDCT is dispro-
portionately low, the data suggest that perhaps individuals with high ACE scores
may be a subgroup that can be screened for lung cancer at an earlier age.
Additionally, targeted approaches should be implemented to direct high risk
patients to LDCT and high ACE scores may also be used to predict who would
benefit from patient-centered interventions to access LDCT.

A FRAMEWORK FOR DIGITAL HEALTH EQUITY
Safiya Richardson1; Katharine Lawrence2; Devin Mann1
1Population Health, NewYorkUniversity Grossman School ofMedicine, New
York, NY
2Population Health, NYU Langone Health, New York, NY. (Control ID
#3716174)

BACKGROUND: The COVID-19 pandemic highlighted both the continued
impact of long-standing systemic oppression on disparate health outcomes as

well as the growing importance of healthcare provided through digital means.
For example, an explosion in the use of telehealth for remote care noted
significant disparities in use by minority groups. There is a growing recogni-
tion of the crucial importance of determinants in the digital environment and
their impact on health outcomes. These digital determinants of health (DDoH)
function independently as barriers to and facilitators of health as well as interact
with social determinants of health (SDoH) to impact outcomes. A framework
for digital health equity, detailing key DDoHs, is needed to support the work of
developers in industry, health systems operations and academia.
METHODS: The framework for digital health equity is an adaptation of the
NIMHD Research Framework, which is the culmination of decades of work in
the field of health disparities. The NIMHD framework is organized into several
domains, including biological, behavioral, physical/built environment, socio-
cultural environment, and the health care system. Because of its particular
importance at this time - we incorporate a digital environment domain with key
DDoHs.
RESULTS: Determinants at the individual level include digital literacy,
readiness, interest, and self-efficacy. Readiness describes necessary technolog-
ical equipment availability. Interest is used here to describe an individual’s
desire and willingness to use and trust in digital tools.
Determinants at the interpersonal level include bias, interdependence, and
relationship disruption.We use the term bias to describe the impact perceptions
about an individual’s digital literacy, readiness and interest have on clinician
willingness to enroll and engage individuals with digital healthcare tools.
Relationship disruption describes the complex cultural transformation encour-
aged by digital technologies. For disparity populations this has the potential to
impact well documented relational determinants including medical mistrust
and poor-quality communication.
Determinants at the community level include cellular wireless and broadband
access, quality and affordability as well as health system infrastructure.
Determinants at the societal level include the impact of policy, data and design
standards, algorithmic bias as well as social norms and ideologies in technical
industry.
Key examples of facilitators of positive health outcomes are provided at all
levels.
CONCLUSIONS: By adapting the leading health disparities research frame-
work for digital health equity, we hope developers will benefit from decades of
progress in the field of health disparities as well as see their work in the larger
context of SDoHs so that wemight work together towards meaningful progress
in using digital means to achieve health equity for all.

AGE AS AN EFFECT MODIFIER OF PATIENT ACTIVATION IN
MEDICALLY AND SOCIALLY COMPLEX PATIENTS ENROLLED
IN THE STREAMLINED MEANINGFULLY MANAGED INTERDIS-
CIPLINARYTEAM (SUMMIT), ANAMBULATORY ICU INTERVEN-
TION IN AN URBAN FEDERALLY QUALIFIED HEALTH CENTER.
Jacob Corpron5; Priya Srikanth3; Matthew Mitchell4; Brian Chan1,2
1Oregon Health & Science University, Portland, OR
2Central City Concern, Portland, OR
3OHSU-PSU Department of Biostatistics, Portland, OR
4Quality Management, Central City Concern, Portland, OR
5Oregon Health & Science University School of Medicine, Portland, OR.
(Control ID #3715875)

BACKGROUND: The average age of America’s population continues to rise
each year. Aged individuals are at risk of substance use disorder, housing
instability and chronic medical illness, resulting in higher healthcare utilization
and associated costs. Activation in one's health is important for aging individus
due to increased risk of social isolation, impairments, and limited social
support. Research shows associations between better health and activation,
however little data exists investigating activation in patients across different
age groups. This study aims to understand how age effects patient activation
and healthcare outcomes in patients participating in the Streamlined Unified
Meaningfully Managed Interdisciplinary Team (SUMMIT), an ambulatory
ICU intervention aimed at reducing healthcare utilization and improving
healthcare delivery amongst socially complex patients in an urban
environment.
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METHODS: This is a secondary analysis of a recently completed trial of the
SUMMIT A-ICU intervention. Participants (n=155) were patients at a Feder-
ally Qualified Health Center in Portland, Oregon serving those facing house-
lessness or substance use disorders. Participants met one of the following
criteria: >1 hospitalization over the past 6 months; at least one medical co-
morbidity including uncontrolled diabetes, heart failure, chronic obstructive
pulmonary disease, liver disease, soft-tissue infection; and 1 mental health
diagnosis or substance use disorder. Patients were randomized to either SUM-
MIT or usual care and grouped into tertiles by age (<52; 52-57; >57). The
primary outcome was six month change in patient activation measured by
Patient Activation Measurement (PAM-10). We calculated average PAM
scores between age groups and compared differences between age groups
using descriptive statistics. A linear mixed effects model with a random effect
for subject was used to determine whether SUMMIT’s impact on PAM
differed by age group.
RESULTS: There were 159 total patients in this sample, with an average age
of 54.9. Roughly a third of patients were women (34.2%); average number of
hospitalizations over six months at baseline were 2.7 and 2.8 for SUMMIT and
usual care, respectively. There were 76.1% non-Hispanic Whites, 12.6%
Blacks, and 3.1% Latinos. The difference in average change in PAM score
over six months in SUMMIT vs usual care was +1.2 (95% CI=-3.3, 5.7).
Differences in PAM score changes between arms by age groups were +.66 for
the younger age group (-7.65, 8.97), +4.69 for those in the middle age group (-
2.86, 12.25), and -1.85 for the older group (-9.32, 5.63).
CONCLUSIONS: While not statistically significant, we found differential
impact of SUMMIT on patient action by age group. SUMMIT patients in the
52-57 age range experienced the greatest increase in PAM score over 6-
months. These results suggest there are differences in how SUMMIT affected
patient activation based on age. This may reflect differences in medical and
social conditions experienced during these life periods.

A HORIZON SCAN OF LABORATORIES OFFERING ‘DIRECT-TO-
CONSUMER’ GERMLINE GENETIC TESTING
Hannah Kirby3; Heidi Rehm1,2; Leland Hull1,2
1Massachusetts General Hospital, Boston, MA
2Harvard Medical School, Boston, MA
3Graduate Medical Sciences, Boston University, Boston, MA. (Control ID
#3715132)

BACKGROUND: As patient access to laboratory testing outside of the clinic
grows, primary care physicians can expect to confront increasing questions
about the utility of and interpretation of participant-initiated lab testing, includ-
ing germline genetic testing.We sought to characterize the current marketplace
diversity of what has traditionally been labeled ‘direct-to-consumer’ genetic
testing.
METHODS: We conducted a horizon scan of laboratory tests meeting the
following criteria: 1) includes germline genetic testing to assess risk of ≥1
diagnosable health condition and 2) available for to purchase without a
provider visit. We excluded any tests that were not available to the U.S. market
between 10/1/19-9/30/21. We searched the National Center for Biotechnology
Information’s Genetic Test Registry, the U.S. Food and Drug Administration’s
list of Nucleic Based Tests, and the Society of Genetic Genealogy Wiki
webpages. We also searched the 3 largest U.S. search engines and the 3 largest
online retailers with the key words “direct-to-consumer DNA” and “home
DNA”. We identified N=298 labs in our initial search, conducted between
8/25-10/11/2021. The websites were reviewed for test offerings matching our
criteria; labs without tests meeting our criteria were eliminated. Data regarding
the ordering process, test characteristics, and return of results approaches were
abstracted from webpages and sample test reports. We sought to validate these
findings by contacting labs.
RESULTS: We identified 21 labs offering ≥1 patient-initiated germline ge-
netic test for health predisposition. These 21 were further broken down based
on two primary models of testing. In model 1 (19 labs), a participant could pay
for testing without any provider involvement. In model 2 (2 labs), a participant
could order a test after electing review by a company-affiliated healthcare
provider. Many labs advertised directly to patients by allowing them to

download a requisition form, which their physician could sign off on, but we
determined these offerings did not meet our inclusion criteria. Methodologies
varied from array-based genotyping to whole genome sequencing, and com-
panies reported individual variants, risk scores for complex traits, or both.
Several labs offered report customization such as the ability to remove
reporting of certain health risks or add additional reports (added fee or sub-
scription may be required), prevent reporting of variants of uncertain signifi-
cance, as well as provide access to raw data. Advertised, non-sale prices ranged
from $99 to $2999.
CONCLUSIONS: The market for participant-initiated genetic testing for
health risks continues to grow as patients seek information about their disease
predisposition outside of traditional healthcare settings. Additionally, patients
may obtain raw data through these testing modalities, which may be used for
obtaining additional clinical or non-clinical interpretations. Understanding
these offerings can equip primary care providers fielding patient questions.

A NATIONAL PHYSICIAN SURVEY EXAMINING INDIVIDUAL-
IZED GLYCEMIC TARGETS FOR OLDER ADULTS
Scott J. Pilla2,1; Rabia Jalalzai2; Nancy Schoenborn2; Cynthia Boyd2,3; Sherita
H. Golden2,3; Nestoras N. Mathioudakis2; Nisa Maruthur4,3
1Health, Behavior & Society, Johns Hopkins University Bloomberg School of
Public Health, Baltimore, MD
2Medicine, Johns Hopkins University, Baltimore, MD
3Epidemiology, Johns Hopkins University Bloomberg School of Public
Health, Baltimore, MD
4Medicine, Johns Hopkins University School of Medicine, Baltimore, MD.
(Control ID #3710472)

BACKGROUND: The heterogeneity of older adults with type 2 diabetes
(T2D) makes it critical to individualize glycemic targets, yet rates of tight
control do not vary by patients’ health status and many older adults with poor
health and function are treated to tight glycemic control. We conducted a
national survey of U.S. physicians to explore this issue.
METHODS: The survey was distributed to a random sample of physicians in
general medicine, geriatrics, and endocrinology identified using the American
Medical Association masterfile (a list of all practicing physicians in the U.S.).
The survey was designed by a team of older adults with T2D, caregivers, and
physicians and distributed in three mailing waves. Physicians were asked to
select their recommended HbA1c target for three groups of older adults with
T2D, as described in the ADA Standards of Medical Care: 1) healthy; 2)
medically complex; and 3) very complex / poor health. For the first two groups
in which guidelines recommend a specific HbA1c target, we categorized
physicians’ recommendations as at/above/below the guideline-recommended
target.We examined predictors of being above or below the target in guidelines
using multinomial logistic regression accounting for response clustering, ad-
justed for physician specialty, gender, years in practice, practice type and
location.
RESULTS: To date, we received 427 survey responses, response rate 27%.
For healthy patients, the majority of physicians selected the guideline-
recommended HbA1c target of <7.0 (60%) or <7.5 (18%); 16% selected a
lower target and 6% a higher target. For medically complex patients, 46% of
physicians selected the recommended HbA1c target of <8.0; 46% selected a
lower target and 8% selected a higher target. For patients with poor health in
which guidelines recommend avoiding reliance on HbA1c, 36% selected a
HbA1c target of <8.0; 7% selected a lower target, 37% selected a higher target,
and 16% selected no specific target. Longer years in practice was an indepen-
dent predictor of selecting anHbA1c below guidelines (p=0.03). Practicing at a
government clinic or community health center was associated with selecting an
HbA1c above guidelines (p<0.001) and inversely associated with selecting an
HbA1c below guidelines (p<0.001). Physician specialty was not associated
with selecting a target above or below guidelines.
CONCLUSIONS: These findings show that the majority of physicians select
appropriate glycemic targets for healthy older adults, but often select targets
that are too low for medically complex patients. Physician interventions should
focus on decision-making for complex patients to optimize glycemic control
for older adults.
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AN EMULATED TRIAL OF OPIOID TAPERING OR ABRUPT DIS-
CONTINUATION FOR PATIENTS ON STABLE LONG-TERM OPI-
OID THERAPY
Marc LaRochelle2,3; Sara Lodi1; Shapei Yan2; Elizabeth S. Goldsmith4,5
1Boston University School of Public Health, Boston, MA
2Boston Medical Center, Boston, MA
3Boston University School of Medicine, Boston, MA
4Center for Care Delivery and Outcomes Research, Minneapolis VA Health
Care System, Minneapolis, MN
5Minneapolis VA Health Care System, Minneapolis, MN. (Control ID
#3715661)

BACKGROUND:Opioid dosage tapering has emerged as a strategy to reduce
harms associatedwith long-term opioid therapy; however, evidence supporting
this approach is limited.
METHODS: We did a retrospective cohort study with a trial emulation
approach. We used a large U.S. claims dataset of individuals with commercial
insurance or Medicare advantage. We included individuals aged >18 years
who had one or more episodes of stable long-term opioid therapy without
evidence of opioid misuse or cancer between 2010 and 2018. We compared
three opioid treatment strategies identified during the first 4-months of follow-
up: stable dosage, tapering, or abrupt discontinuation.We defined tapering as 2
consecutive months with at least 15% reduction in opioid dosage. We classi-
fied episodes meeting tapering criteria as abrupt discontinuation if the opioid
dosage was zero for the second month of dosage reduction. The primary
outcome was time to opioid overdose or suicide event identified from ICD
diagnosis codes in medical claims over 11 months of follow-up. The primary
analysis used an intent-to-treat approach; we included follow-up after assign-
ment regardless of changes in opioid dose. We also conducted a per protocol
analysis, where episodes were censored for lack of adherence to assigned
treatment. Episodes were cloned during the 4-month treatment assignment
period to avoid immortal time bias, and inverse probability weighting was
used to adjust for baseline confounders and loss to follow-up due to health plan
disenrollment.
RESULTS: We identified 199,836 individuals who had 415,123 qualifying
episodes of stable long-term opioid therapy. The majority of the cohort were
female (55%) and aged 45-64 years (58%). We assigned 87% of treatment
episodes to the stable treatment strategy, 11% to taper, and 2% to abrupt
discontinuation. The adjusted cumulative incidence of opioid overdose or
suicide events 11 months following baseline was 0.96% (95% CI 0.92% to
0.99%) under stable, 1.10% (CI 0.99% to 1.22%) under taper, and 1.28% (CI
0.93% to 1.38%) under abrupt discontinuation strategies. The risk difference
between taper and stable was 0.15% (CI 0.03% to 0.26%) and 0.33% (CI
-0.03% to 0.74%) between abrupt discontinuation and stable. Results were
similar using the per protocol approach.
CONCLUSIONS:Among patients on stable long-term opioid therapy, opioid
dosage tapering was associated with a small increase in the absolute risk of
opioid overdose or suicide events. These results do not support mandatory
dosage tapering for individuals on stable long-term opioid therapy.

AN INFORMATICS APPROACH TO REDUCING RARELY APPRO-
PRIATE ECHOCARDIOGRAMS
Richard K. Leuchter3; Jeff D. Maynick1; Lawrence D. Dardick3; Gabe
Vorobiof2; Ramin Tabibiazar2; Robert M. Yang2; Kit M. Cline2; Catherine
Sarkisian3; Hawkin E. Woo3
1University of California Los Angeles Health System, Los Angeles, CA
2Department of Internal Medicine, Division of Cardiology, University of
California Los Angeles Health System, Los Angeles, CA
3Department of Internal Medicine, Division of GIM & HSR, University of
California Los Angeles Health System, Los Angeles, CA

BACKGROUND: Transthoracic echocardiograms (TTEs) account for over
$1.1 billion of annual Medicare spending, yet as many as 20-30% are rarely
appropriate TTEs (raTTEs) by American College of Cardiology (ACC) crite-
ria. Current methods to detect raTTEs generally rely on retrospective manual
chart review; an automated tool integrated into the electronic health record
(EHR) could facilitate point of care raTTE detection and be used to prevent a
large source of medical waste. We sought to create a tool that could automat-
ically identify raTTEs, and then use chart review to explore the clinical impact
of these flagged raTTEs.
METHODS:At a large urban health system, wemodified the TTE order panel
to replace the unstructured free-text indication field with cascading structured
indication checkboxes based on the ACC appropriate use criteria to detect
raTTEs (Figure). All providers (any specialty) ordering TTEs for any adult
inpatient between 6/1/2021-11/1/2021 used the new order panel. We quanti-
fied the frequency of raTTEs and repeat TTEs within 14 days during a single
hospitalization, and performed a manual chart review to measure how fre-
quently raTTEs resulted in an active change in care (escalation/de-escalation of
care), a continuation of care (no escalation/de-escalation of care but documen-
tation of TTE results by providers), or no change in care (next step in
management already in place before TTE and no documentation of TTE
results).
RESULTS: Between 6/1/2021-11/1/2021, 3,254 inpatient TTEs were com-
pleted within UCLA Health, of which 407 (13%) were flagged as raTTEs by
the modified TTE order panel. There were 479 TTEs completed within
fourteen days of the prior TTE, of which 375 (78%) disclosed a change in
the left ventricular ejection fraction (LVEF) of 10% or less, and 112 were
flagged as raTTEs by the structured indications tool. Manual chart review
revealed that of these 112 raTTEs, 9% actively changed care, 51% resulted in a
continuation of care, 40% did not change care, and only 2 had an LVEF change
of more than 10%.
CONCLUSIONS: This new TTE order panel successfully replaced unstruc-
tured free-text with structured indications to identify raTTEs based on ACC
criteria, most of which (91%) were not associated with any active change in
care. This tool can easily be implemented within other health systems and may
be utilized to inform QI interventions, reduce wasteful TTEs, and improve
patient care.

A NOVEL GAP STAFFING METRIC FOR PRIMARY CARE PRO-
VIDERSTAFFINGAND IMPLICATIONSFORURBANANDRURAL
CLINICS
Amy M. O'Shea1,2; Bjarni Haraldsson1; Ariana Shahnazi1; Ryan Sterling3;
Edwin S. Wong3,4; Peter J. Kaboli1,2
1Veterans Rural Health Resource Center-Iowa City, VA Office of Rural
Health, and Center for Access and Delivery Research and Evaluation
(CADRE), US Department of Veterans Affairs, Iowa City, IA
2Department of Internal Medicine, The University of Iowa Roy J and Lucille A
Carver College of Medicine, Iowa City, IA
3Center for Veteran- Centered and Value-Driven Care, VA Puget Sound
Health Care System Seattle Division, Seattle, WA
4Department of Health Services, University of Washington, Seattle, WA.
(Control ID #3703621)
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BACKGROUND: Improving access to care necessitates balancing patient
demand with provider availability to reduce delays and improve quality. In the
Veterans Health Administration (VHA), the Patient Aligned Care Team Med-
ical Home model adopted a panel size of 1,200 patients per 1.0 full-time
equivalent (FTE) physician-led team and 900 patients per 1.0 FTE advanced
practice provider-led team. A clinic-based capacity metric can inform work-
force planning as VHA serves a large rural population and faces challenges
recruiting to rural sites. The aim of this work was to create a primary care
provider (PCP) staffing metric using existing clinic-level provider FTE and
number of assigned patients to identify primary care (PC) clinics at greatest risk
of insufficient staffing. We describe rural-urban variation in staffing relative to
patient volume and hypothesize clinics in rural settings experienced both
greater and more frequent gaps in PCP coverage.
METHODS: Data were extracted from VHA administrative files (October
2017-March 2021) including number of patients and PCP FTE assigned to a
clinic. A monthly clinic-level staffing gap metric was calculated with the
equation:
Gap = [(MD FTE * 1200) + (APP FTE * 900)]/Total Clinic Assigned Panel
Size
Three staffing ratios were determined: Under-staffed at <1.0, Marginally-
staffed at 1.0 to 1.2, and Fully-staffed at ≥1.2, accounting for annual leave.
We summarize the percent of months a clinic falls into each staffing category
with the distribution of the gap metric over time, stratified by urban and rural
clinics.
RESULTS:Over 5 million veterans were assigned a PCP at any month during
the study period at 916 PC clinics served by 6,202 PCP FTE. The gap staffing
metric improved over time across VHA, implying fewer clinics had staffing
shortages. Over the 3.5-year study period, only 38 clinics (4.1%) were always
Under-staffed, 21 (2.3%) were always Marginally-staffed, and 200 (21.8%)
were always Fully-staffed. The remaining 657 clinics (71.7%) experienced
periods of marginal or under-staffing. Clinics in rural areas, on average,
experienced a gap ratio <1.0 for 20.5% of months compared to 13.7% of
months among urban clinics (p<0.001) and experienced 32% greater cumula-
tive time understaffed. Across VHA, these estimates suggest increasing FTE
by 3.8-8.4% (228-521 FTE) would be needed to fully staff all PC clinics.
CONCLUSIONS: The gap staffing metric may be a beneficial tool to identify
PC clinics that are perpetually over- or under-staffed. This may facilitate
strategic workforce planning, allowing PC leadership and clinicians to better
distribute provider FTE to address the care needs of the veteran population
across both urban and rural clinics.

A QUALITATIVE EVALUATION OF BARRIERS TO REFERRAL
FOR A CASEWORKER CULTURAL MEDIATOR PROGRAM FOR
PATIENTS WITH LIMITED-ENGLISH PROFICIENCY
Harsimrat Gill, Lea Ann Miyagawa, Anna Cowan, Rashmi K. Sharma. Med-
icine, University of Washington School ofMedicine, Seattle, WA. (Control ID
#3715650)

BACKGROUND: Patient navigator interventions are being increasingly used
to support the complex needs of patients with limited-English proficiency
(LEP) and address the well-documented healthcare disparities experienced
by this population. The Harborview Medical Center Community House Calls
program utilizes bilingual-bicultural caseworker- cultural mediators (CCMs) to
provide interpretation, advocacy, mediation, navigation, education, and care
management within a large health system to patients who speak Amharic,
Cambodian, Somali, Spanish, or Vietnamese. We sought to understand multi-
level barriers to referral for this program from the perspective of patients,
CCMs, and clinicians within the context of a larger mixed-methods study.
METHODS: Semi-structured interviews were conducted with a purposive
sample of clinicians who had referred patients to the CCM program, the
CCMs, and patients or family members who were referred to the program
between 2018-2019. Interviews with patients/family members with LEP were
conducted along with a professional medical interpreter. All interviews were
audiotaped, transcribed, and coded by three investigators using a constant
comparative approach. Key themes around barriers to referral were identified.

RESULTS: Nine clinicians, six CCMs, seven patients, and one family mem-
ber completed the interviews. Patients and CCMs represented all five
languages covered by the program. Participants described barriers at the
healthcare system, provider, and patient levels. Healthcare system-level factors
included the limited number of languages covered by the program and logis-
tical challenges that interfered with provider workflow such as not having an
electronic referral process in the EHR. Provider-level barriers included a lack
of awareness about the CCM program as an available resource and limited
understanding of the scope of the CCM’s role (e.g., difference between a CCM
and an interpreter). Uncertainty around the referral criteria was also reported as
a barrier, as providers lacked clarity about how to identify which patients
would most benefit from this resource based on various demographic, social,
and clinical factors. Patient- level factors included patient hesitation towards
CCM use due to privacy concerns stemming from the possibility of having
shared community connections with the CCM.
CONCLUSIONS: We identified an array of referral barriers that can be
addressed at both an organizational level and at an individual level with
providers and patients. These findings highlight key implementation
considerations for optimizing utilization of patient navigation and cultural
mediator interventions that aim to promote equitable care for patients with
LEP.

A SINGLE-SESSION, PREOPERATIVE MINDFULNESS-BASED IN-
TERVENTION IMPROVED SURGICAL PATIENTS’ PRE- AND
POSTOPERATIVE OUTCOMES BY ENCOURAGING SELF- TRAN-
SCENDENT STATES:RESULTSFROMTWORANDOMIZEDCLIN-
ICAL TRIALS
Adam W. Hanley1; Eric L. Garland2
1College of Social Work, University of Utah Health, Salt Lake City, UT
2Social Work, University of Utah Health, Salt Lake City, UT. (Control ID
#3700219)

BACKGROUND: To protect against untoward postoperative outcomes, such
as chronic postoperative pain and opioid misuse, Total joint arthroplasty (TJA)
patients need better, non-pharmacological pain management strategies. These
two studies examined [1] whether a brief, preoperative mindfulness-based
intervention (MBI) could improve pre- and postoperative outcomes and [2]
whether the realization of a self-transcendent state (i.e., a sense of selflessness
coupled with expansive emotions such as bliss or awe) during the preoperative
MBI predicted clinical improvement.
METHODS: We conducted two, single-site, three-arm, parallel-group ran-
domized clincial trials at an orthopedic clinic among patients undergoing TJA
of the hip or knee. Study 1 (N=285) compared the effects of preoperative
mindfulness meditation, hypnotic suggestion, and cognitive-behavioral pain
psychoeducation interventions – each delivered in a single, 15-minute group
session – on preoperative pain, pain medication desire, and anxiety as well as
postoperative physical function at patients six-week follow-up appointment.
Study 2 (N=118) compared the effects of two different styles of preoperative
mindfulness meditation –mindfulness of breath and mindfulness of pain – and
cognitive- behavioral pain psychoeducation delivered in a single, 20-minute
group session on preoperative pain and postoperative pain intensity, pain
interference, and opioid use during the month following surgery.
RESULTS: In study 1, the preoperative MBI significantly decreased preop-
erative pain intensity (p=.006), pain unpleasantness (p=.008), pain medication
desire (p=.028) and anxiety (p<.001) while increasing postoperative physical
function at 6-week follow-up (p=.010) relative to cognitive-behavioral pain
psychoeducation. In study 2, mindfulness of breath was found to most effec-
tively decrease preoperative pain states (p=.007), while mindfulness of pain
resulted in the least amount of postoperative pain intensity (p=.003) and
interference (p=.016). Mindfulness of breath and mindfulness of pain de-
creased postoperative opioid use relative to cognitive-behavioral pain
psychoeducation (p<.001). In both studies, a preoperative MBI was able to
induce self-transcendent states in a general sample of surgical patients (Study
1: p<.001; Study 2: p=.001), and self-transcendent states were associated with
immediate decreases in pain- related symptomology as well as improvements
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in postoperative physical function (p=.033; Figure 1) pain intensity (p=.016),
and pain unpleasantness (p=.019).
CONCLUSIONS: A brief preoperative MBI may be able to prevent both
postoperative pain and opioid use as well as improve postoperative physical
function. Self-transcendent experiences arising during preoperative MBIs may
contribute to these improved clinical outcomes. As such, embedding brief
MBIs in surgical care pathways that target self-transcendent experiences may
have the potential to improve surgical outcomes for the millions of patients
receiving knee and hip replacements each year.

ASSESSING THE UTILIZATION OF INPATIENT ECONSULTS
DURING COVID-19
Bennett Wisner3; Samuel Collins2; Kim Dowdell1
1School of Medicine, University of Virginia School of Medicine, Hanover, PA
2Telemedicine, Univerisity of Virginia, Charlottesville, VA
3UVA School of Medicine, Charlottesville, VA. (Control ID #3689427)

BACKGROUND: Electronic consultations (eConsults) are formal, asynchro-
nous clinical consultations between primary care providers and specialists.
With increasing implementation of inpatient eConsult programs, studies have
classified the most frequently consulted departments and reported hospitalist
satisfaction, with logistic discussion of inpatient eConsults. However, there are
no studies analyzing the time to inpatient eConsult response and the prevalence
of COVID-19 in eConsult patients.
METHODS: A retrospective chart review of inpatient eConsults at a single
U.S. tertiary care medical center from 3/26/20 to 10/8/20. We reviewed patient
demographics, COVID-19 status, type of consult question, time to response,
conversion rate to a face-to-face visit, and recommendation for outpatient
specialty follow-up.
RESULTS: There were 538 documented eConsults for 417 patients, with an
average age of 52.8 years, 59.0% male, 72.9% white. The most frequently
eConsulted departments were Physical Medicine and Rehabilitation (25.7%),
Hematology Oncology (13.2%), and Cardiology (7.80%). Inpatient eConsults
were predominately regarding patient management questions (87.9%), compared
to questions about diagnosis (14.3%) and interpretation of labs or imaging
(14.9%). eConsults with multiple question types (15.8%) were more frequent
than previously observed in studies of outpatient eConsults. The majority of
eConsults were answered and resolved by specialists after one note (61.7%);
however, 34.9% of eConsults were followed virtually with multiple notes, and
3.35% were converted to face-to-face consults. Outpatient specialty follow-up
was recommended in 12.6% of eConsults. Only 92 (17%) eConsults were linked
to orders, enabling measurement of the time the note was signed by the consul-
tant attending physician. The median time from eConsult order until the attend-
ing note signature was 14.1 hours. 65.2% of these eConsults had a response
within 1 day. 68 study patients (16.3%) were hospitalized with COVID-19,
comprising 123 (22.9%) inpatient eConsults. 1.63% of COVID-19 eConsults
were converted to face-to-face consultations versus 3.86% of non-COVID- 19
eConsults. 72 patients (17.3%) had multiple eConsults, with 39 (9.35%) of these
patients having eConsults to multiple different specialties. Of these 39 patients,
21 had COVID-19 during their hospitalization, a higher proportion than the non-
COVID-19 cohort, χ2 (1, N = 417) = 28.083, p < 0.001.
CONCLUSIONS: Evaluation of our inpatient eConsult program
demonstrates that the majority of eConsults were regarding patient manage-
ment, with few consults requiring conversion to face-to-face encounters. The
findings also reveal an association of multiple specialty eConsults for COVID-
19 patients. Additionally, inpatient eConsults provide an avenue for reducing
consultant exposure to COVID-19. Further efforts can focus on improving the
workflow in an effort to optimize consultant response times and assessing the
conclusion of outpatient specialty follow-up recommendations.

ASSESSMENT OF THE TRANSITION TOONLINE PRESCRIPTION
REIMBURSEMENTS AT A NYC MEDICAL STUDENT PRIMARY
CARE FREE CLINIC
Subhanik Purkayastha1,3; Hyejin Kim1,3; Gianni Thomas1; Xiaohan Ying1;
Pamela Charney1,2; Ashita S. Batavia1,2

1Weill Cornell Community Clinic, Weill Cornell Medicine, New York, NY
2Internal Medicine, Weill Cornell Medical College, New York City, NY
3These authors contributed equally, Weill Cornell Medicine, New York, NY.
(Control ID #3706227)

BACKGROUND: Since the start of the COVID-19 pandemic, the Weill
Cornell Community Clinic (WCCC) rapidly adapted to a hybrid telehealth
model to serve its uninsured patient population. Prior to the pandemic, the
WCCC provided coupons and in-person cash reimbursement to defray
patients’ out-of-pocket medication expenses. In March 2020, the WCCC
adopted a hybrid telehealth model and enabled online medication-
reimbursement. This study describes how the shift from in-person to online
pharmacy reimbursement impacted the reimbursement volume and cost of
commonly prescribed medications for uninsured patients.
METHODS: Only medication reimbursement records from January 2017 to
December 2021 were considered. Reimbursement records included informa-
tion on the date of reimbursement, medication name, quantity, and cost. The
frequency of reimbursement for each medication was calculated and the
medications were classified by drug class, disease indication, and treatment
course (chronic vs acute) using descriptive statistics. The average cost of each
medication was calculated and stratified by mode of reimbursement.
RESULTS: Since January 2017, WCCC had 1622 independent
reimbursements. Of those, statins (14.7% of total reimbursements) and
biguanides (8.2%) remained the two most common drug classes reimbursed.
Since transitioning to an online method of reimbursement, reimbursements for
medications treating chronic conditions increased 3%.
Reimbursements for medications for the following disease indications changed
the most upon transition to online reimbursement: diabetes (+4.4%), hyperlip-
idemia (+4.2%), pain (+4.0%), immune dysfunction (-4.3%), and
hypertension/cardiovascular disease (-3.3%). Of the two most reimbursed
medications, atorvastatin 40mg had an average cost of $14.72 (range: $10.00
- $30.45) when reimbursed online (RO) and $30.57 ($15.00 - $69.99) when
reimbursed in-person (RI); metformin 1000mg had an average cost of $15.08
($5.00 - $32.99) RO and $20.62 ($6.99 - $32.99) RI.
CONCLUSIONS: The online method resulted in a greater proportion of
reimbursements for medications treating chronic conditions compared to the
in-person method. Additionally, the average costs of our two most prescribed
medications were lower when reimbursed online than in-person. Further
analysis will be performed to understand the factors contributing to the ob-
served trends in reimbursement at WCCC.

ASSOCIATION BETWEEN LEVEL OF HEALTH INFORMATION
SHARING AND DISCHARGE DESTINATION AMONG MEDICARE
BENEFICIARIES WITH ALZHEIMER’S DISEASE
Sara Turbow1,2; Mohammed K. Ali3,2; Camille Vaughan1
1Department of Medicine, Emory University School of Medicine, Atlanta, GA
2Department of Family & Preventive Medicine, Emory University School of
Medicine, Atlanta, GA
3Department of Global Health, Emory University School of Public Health,
Atlanta, GA. (Control ID #3691323)

BACKGROUND: Health information exchanges (HIE), systems designed to
electronically transmit health information between settings of care, are pro-
posed as a solution to poor outcomes seen in fragmented readmissions (FR).
We examined if there was an association between HIE presence or shared
electronic health records (EHR) and discharge destination among older adults
with Alzheimer’s disease (AD) experiencing FR.
METHODS: This was an analysis of Medicare beneficiaries with AD and
inpatient admissions in 2018 for MI, CHF, COPD, pneumonia, dehydration,
syncope, UTI, or behavioral issues and a 30-day FR for any reason. The
primary outcome was discharge destination following the FR. The primary
exposure categorized the level of information shared between the admission
and readmission hospitals: a FR in the same healthcare system with a shared
EHR as the index hospital, a FR inwhich both hospitals participate in HIE, or a
FR in which no information was shared (reference).
Logistic regression models were fit to examine this association, adjusted for
age, sex, race, frailty score (1), number of chronic conditions, reason for

JGIMS234



readmission, readmission ICU stay, hospital size, ownership, urban/rural sta-
tus, teaching status, hospital type (general medical/surgical v other), and
region.
RESULTS: 65,168 beneficiaries met inclusion criteria. 82.9% were white;
11.1%were Black; 55.0%were female; andmean age was 80.9 ± 8.5 years old.
Greater information sharing was associated with less rehabilitation facility
placement, less leaving against medical advice, and more hospice discharges.
CONCLUSIONS: Information sharing in FR was associated with lower odds
of discharge to skilled nursing and higher odds of discharge to hospice, which
may represent transmission of advance directives or goals of care. This analysis
was limited to any information sharing and not the rate or method of use but
opens opportunities for more in-depth study.
References
1. Gautam N, Bessette L, Pawar A, Levin R, Kim DH. Updating International
Classification of Diseases 9th Revision to 10th Revision of a Claims-Based
Frailty Index. J Gerontol A Biol Sci Med Sci. 2021;76(7):1316-7.

ASSOCIATION BETWEEN MATERNAL DIABETES, RACE AND
NEIGHBORHOOD SOCIOECONOMIC STATUS
Sophia Mlawer2; Anika Lucas3; Lindsay J. Zasadzinski4; Kingsley Weaver6;
Arshiya A. Baig5; Milda R. Saunders1
1General Internal Medicine, University of Chicago Medical Center, Chicago,
IL
2Harris School of Public Policy, University of Chicago, Chicago, IL
3Medicine, Duke University Health System, Durham, NC
4Biological Sciences Division, University of Chicago Division of the Biolog-
ical Sciences, Chicago, IL
5Department of Medicine, University of Chicago Andy Minn Oncology Lab,
University of Chicago Division of the Biological Sciences, Chicago, IL, US,
academic/biosci, Chicago, IL
6Department of Public Health, City of Chicago, Chicago, IL

BACKGROUND: Gestational (GDM) and pre-existing diabetes (DM) dis-
proportionately affect racial/ethnic minoritized women. We examined the
relationship between neighborhood socioeconomic status (SES) and maternal
diabetes to see if that relationship varied by race and ethnicity.
METHODS: Our study is a secondary analysis of all live births in Chicago
between 2010 and 2017 restricted to Non- Hispanic White, Non-Hispanic
Black, Mexican, Non-Hispanic Asian, and Other Hispanic mothers, ages 15-
50 with a singleton birth (n = 304,830). Mother’s address was geocoded to a
neighborhood and its SES measure, the Economic Hardship Index which was
created using six census variables. To examine the interaction between
race/ethnicity and neighborhood SES, we created a 9-category variable, which
categorized the mothers’ race/ethnicity and whether she lived in a low, medi-
um, or high economic hardship neighborhood (i.e, neighborhood-race). We
used generalized logit mixed models to examine our primary outcome,
mother’s diabetes status at the time of birth: DM, 0 = no, 1 = yes, and GDM,
0 = no, 1 = yes, adjusting for mother's SES and clinical characteristics.

RESULTS:Of 299,943mothers in Chicago, 4.75% had GDM.Asian mothers
had the highest rate of GDM (8.3%), followed by Mexican (7.0%), Other
Hispanic (5.3%),White (3.6%) and Black mothers (3.2%). Over 60% of Asian
and White women lived in low hardship neighborhods, compstrf to <20%
Black and Mexican women. We observed differences in the odds of GDM
within racial/ethnic groups by neighborhood (Table 1). Among women with
pre- existing DM during pregnancy, Mexican women had the highest propor-
tion (1.26%) followed by Black (1.06%), White (0.87%), Asian (0.84%) and
Other Hispanic women (0.82%). Odds of pre-existing DMwere high for Black
and Mexican women across all neighborhoods.
CONCLUSIONS: Asian women had the highest rate of GM despite low
neighborhood hardship. For minoritized women, GDM and pre-existing DM
in pregnancy do not increase with neighborhood hardship after controlling for
individual SES. Rates (and odds) of GDM are higher for minoritized women in
lower hardship (higher SES) neighborhoods.

ASSOCIATION BETWEEN MENU CALORIE LABEL USE AND DI-
ET QUALITY IN AMERICANS
Jenny Jia1; Matthew J. O'Brien2
1Internal Medicine, Northwestern University Feinberg School of Medicine,
Chicago, IL
2Northwestern Feinberg School of Medicine Center for Community Health,
Northwestern University, Chicago, IL. (Control ID #3709576)

BACKGROUND: Unhealthy diet quality is a risk factor for cardiometabolic
diseases. The Affordable Care Act mandated menu calorie labeling in many
food service businesses to promote healthy food choices, but evidence is
limited on whether label use affects dietary intake. Using a nationally repre-
sentative dataset, we studied if menu calorie label use was associated with
healthier diet quality.
METHODS:We included individuals age≥16 years from the National Health
and Nutrition Examination Survey (NHANES) 2017-2018 who reported buy-
ing food from a fast food, sit-down, or buffet restaurant or coffee shop in the
past year (n=3,823). The exposure, menu calorie label use, was dichotomized
to participants who used labels vs. those who did not use labels at any of the
mentioned food service sites using the Consumer Behavior Phone Follow-up
Module survey data. The primary outcome was diet quality measured by the
Healthy Eating Index 2015 (HEI-2015; range 0-100, higher indicates healthier
diet) using two days of 24-hour diet recall data (n=3,809). Secondary outcomes
included certain HEI components (added sugars, saturated fats, fruits,
vegetables) and total daily calories. We used multiple linear regression to
measure the association between label use and outcomes, accounting for the
complex survey design of NHANES and adjusting for demographic, socio-
economic, and comorbidity factors.
RESULTS:Of 3,806 participants (representing 224,305,985 Americans), 903
(26.9 weighted %) used menu calorie labels. Those who used menu calorie
labels were more likely to be younger (μ=43.3 years, SE 0.58), female
(60.8%), and with higher educational attainment (college degree or higher
44.6%), and less likely to be low-income (≤200% of federal poverty level
19.5%) compared to those who did not use them (age μ=47.1 years, SE 0.79;
female 49.7%; college degree or higher 26.9%; ≤200% FPL 33.6%). Com-
pared to participants who did not use calorie labels, those who used menu
calorie labels had HEI-2015 scores that were 3.95 points (95% CI 2.28, 5.63)
higher. Of the HEI-2015 components studied, participants who used menu
calorie labels ate more vegetables (β=0.41 points, 95% CI 0.20, 0.62) and less
added sugars (β=0.74 points, 95% CI 0.24, 1.24). No differences were seen in
saturated fat or fruit intake.
Participants who used menu calorie labels consumed less calories compared to
those who did not use them (β=-240.4 kcal, 95% CI -384.3, -96.5).
CONCLUSIONS: Individuals who used menu calorie labels had significantly
healthier dietary intake and consumed less calories compared to those who did
not use labels, suggesting that providing caloric information may influence
healthy food decisions. Those who did not use labels had lower education level
and family income. Further research is needed to explore how people use label
information to make food choices and why individuals may not use calorie
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labels in order to improve utility and effectiveness of point-of-purchase nutri-
tion information without amplifying health disparities.

ASSOCIATION BETWEEN RECENT CRIMINAL LEGAL IN-
VOLVEMENTANDMENTALHEALTH-RELATEDFUNCTIONING
AMONG US ADULTS WITH DIABETES: 2015-2019
Laura Hawks1,2; Rebekah J. Walker3; Emily G. Matsen2; Leonard E. Egede4
1General Internal Medicine, Medical College of Wisconsin, Wauwautosa, WI
2Center for Advancing Population Science, Medical College of Wisconsin,
Milwaukee, WI
3Medicine, Medical College of Wisconsin, Milwaukee, WI
4Medicine, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3713515)

BACKGROUND: As the Covid-19 pandemic has exposed the structural
factors which give rise to profound health disparities, additional attention is
being paid to examining the intersection of social risk and health outcomes.
Recent involvement in the criminal legal system is a known risk factor for poor
health outcomes, including among those with diabetes. Mental health func-
tioning is an important predictor of diabetes self-care behavior and diabetes-
related outcomes. We used nationally representative data to examine the
association between recent criminal legal exposure and mental-health related
functioning among US adults with diabetes.
METHODS: Using data from the National Survey of Drug Use and Health,
we created a representative sample of U.S. adults with diabetes. We considered
three distinct exposures to the criminal legal system: those who reported being
arrested or booked, on probation, or on parole in the previous 12 months. Our
outcome of interest wasWorld HealthOrganization disability assessment score
2.0 (WHO-DAS), a validated measure of mental-health related functional
impairment. Higher scores indicate higher degree of functional impairment.
We compared unadjusted and adjusted WHO-DAS score by criminal legal
involvement, controlling for relevant sociodemographic confounders.
RESULTS: Of 14,403 respondents with diabetes, 277 (1.1% weighted)
reported past year arrest. The mean WHO-DAS score was significantly higher
for those with past year arrest compared to no past year arrest (7.42 versus 3.64,
p<0.001) and past year probation compared to no probation (5.56 versus 3.66,
p=0.003) but not past year parole compared to no parole (4.90 versus 3.68,
p=0.08). In adjusted models, past year arrest was significantly associated with
higher WHO- DAS score (coefficient, 2.73, 95% CI: 1.57, 3.89), but not past
year probation (coefficient, 1.23, 95% CI: -0.11, 2.58) or past year parole
(coefficient, 0.38, 95% CI: -1.05, 1.81).
CONCLUSIONS: In a sample of US adults with diabetes, past year arrest is
associated with decreased mental-health related functional status, even after
controlling for demographic and clinical confounders, suggesting a potential
pathway by which criminal legal involvement may lead to poor health
outcomes. Future research should further evaluate this relationship in addition
to testing interventions aimed at improving mental-health related functioning
for patients with compounding layers of health and social risk factors.

ASSOCIATION BETWEEN SLEEP HYGIENE PRACTICES SCALE
AND SLEEP QUALITY IN BLACK AND LATINX PATIENTS WITH
UNCONTROLLED TYPE 2 DIABETES
Alana Biggers1; Isaye S. Barton1; Julia Henkins1; Rosanne Perez1; Lisa K.
Sharp2; Ben Gerber3
1Medicine, University of Illinois at Chicago, Chicago, IL
2Pharmacy Systems, Outcomes and Policy, University of Illinois at Chicago,
Chicago, IL
3University of Massachusetts Amherst, Amherst, MA. (Control ID #3714796)

BACKGROUND: Poor sleep quality affects at least one third of the US
population. Among people with type 2 diabetes (T2DM), poor sleep leads to
worse glycemic control, which is particularly burdensome in Black and Latinx
populations. While the causes are multifactorial, sleep hygiene may improve
sleep quality, though it is infrequently measured. The Sleep Hygiene Practices
Scale (SHPS) is a validated four-domain self-report Likert scale questionnaire

to evaluate an individual’s sleep habits, daily life activities that influence sleep,
and sleep environments. Despite its potential utility, there is little research on it,
and it has not been validated on its relationship with sleep quality in minority
populations with T2DM.
METHODS: Forty Black American and Latinx participants (aged 21-75,
English speaking) with poorly controlled T2DM (hemoglobin A1c ≥ 8%)were
recruited from a concurrent randomized controlled trial at an urban academic
medical center. Self-reported sleep quality was obtained via interview using the
Pittsburg Sleep Quality Index (PSQI), PROMIS Sleep Related Impairment
(PROMIS- SRI) and PROMIS Sleep Disturbance (PROMIS-SD) measures.
The Sleep Hygiene Practices Scale (SHPS) included 30 items covering 4
domains: (1) sleep schedule and timing, (2) arousal-related behaviors, (3) poor
eating/drinking habits prior to sleep, and (4) poor sleep environment. Pearson’s
correlation coefficients with 95% confidence intervals were computed among
PSQI, PROMIS-SRI, and PROMIS-SD and the 4 SPHS domains.
RESULTS:Results: Forty English-speaking individuals with T2DM complet-
ed the surveys (mean A1c 9.9%, SD 1.7; 34 [85%] Black and 6 [15%] Latinx;
mean age 52.2 years, SD 8.2; 32 women[80%] and 8 men [20%]). Mean (SD)
PSQI score was 8.7 (4.0), PROMIS-SRI 47.1 (10.5), PROMIS-SD 47.8 (9.9)
and SHPS total score 78.8 (22.3), with domain means (SD): schedule 21.5
(6.2), arousal 25.2 (8.9), eating 13.5 (4.0) and environment 18.1 (8.4). Overall,
SHPS scores correlated with PSQI (Pearson correlation r = 0.67, 95%CI [0.44,
0.81], PROMIS-SRI (r = 0.43, [0.13- 0.65]), and PROMIS-SD (r = 0.61 [0.36-
0.77]). Correlations with individual domains are included in Table 1.
CONCLUSIONS: There are moderate correlations observed between the
SHPS and both PSQI and PROMIS measures of sleep quality in Black and
Latinx individuals with uncontrolled type 2 diabetes. Relationships between
sleep quality measures and specific SHPS domains varied. Further research
involving measures of sleep hygiene practices may contribute to studies that
focus on addressing or improving sleep quality in minority populations.

ASSOCIATION BETWEEN SPATIAL MISMATCH AND COVID-19
POSITIVITY RATES IN COOK COUNTY
Marco Rivas, Anna Volerman, Elizabeth L. Tung
Medicine, University of Chicago Pritzker School of Medicine, Chicago, IL.
(Control ID #3706024)

BACKGROUND: The spatial mismatch hypothesis (SMH) postulates that the
discrepancy between where Black workers live and where they have access to
jobs can lead to higher unemployment and worse economic outcomes. This
gap exists due to structural factors such as redlining and hiring discrimination.
As one of the most salient structural factors preventing economic mobility, the
SMH provides a novel lens for examining racial disparities during the COVID-
19 pandemic. This study explores whether there is an association between
measures of spatial mismatch and COVID-19 positivity rates by neighborhood
racial composition.
METHODS:We conducted a retrospective cohort study of patients tested for
COVID-19 at an academic medical center and five community-based testing
sites in Chicago (March 12-June 25, 2020). Analyses were limited to patients
living in Black or White majority neighborhoods, and those with missing data
were removed. Each patient’s residential address was geocoded to the census
block group level and paired with neighborhood race/ethnicity data (majority
Black or White) from the 2018 American Community Survey. The dependent
variable was COVID-19 positivity, defined by a PCR-positive sample and
extracted from the electronic health record. The primary independent variables
were neighborhood racial composition and three different measures of SMH at
the block group level–commute time, public transportation usage, and neigh-
borhood low-wage job rate.Mixed effects logistic regressionmodels were used
to assess COVID-19 positivity as an independent function of block group
racial composition and SMH variables, adjusting for patient sociodemographic
factors and insurance type.
RESULTS: Among 21,285 patients tested for COVID-19, data on 14,488
patients from 1,752 block groups were analyzed. Patients were predominantly
non-Hispanic Black (69.2%), female (60.9%), and ages 50-64 (23.8%). There
were significant differences in the patterns of neighborhood racial composition
and SMHmeasures. For example, <10% of patients living in a White majority
neighborhood (n=347) also lived in a neighborhood with high travel time
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(>75th percentile) to work. Patients living in a Black majority neighborhood
had 2.06 times higher adjusted odds (95% CI, 1.76-2.42) of COVID-19
positivity relative to those in a White majority neighborhood. High travel time
(AOR=1.35; 95% CI, 1.12-1.64), high public transportation usage
(AOR=1.24, 95% CI, 1.01-1.51), and low neighborhood low-wage job rate
(AOR=1.32; 95% CI, 1.05-1.65) were associated with higher COVID-19
positivity. In a cumulative model, spatial mismatch accounted for 12.6% of
the disparity in COVID positivity.
CONCLUSIONS: The SMH accounted for a small but significant proportion
of the racial disparity in COVID-19 positivity among patients at an academic
medical center in Chicago. The impact of spatial mismatch should be explored
for other health outcomes, particularly chronic disease, to quantify its contri-
bution to health disparities and better target interventions.

ASSOCIATION BETWEEN THE PREVALENCE OF PATIENTS UN-
DER 65 IN US NURSINGHOMES AND HOSPITAL READMISSIONS
Abigail Akselrod2; Kira Ryskina1,3
1Medicine, University of Pennsylvania, Philadelphia, PA
2Cornell University, Ithaca, NY
3Leonard Davis Institute of Health Economics, Philadelphia, PA

BACKGROUND:US nursing homes are typically thought of as facilities that
provide custodial and skilled nursing care to older patients: in 2006, 85% of
nursing home patients in the US were 65 or older. However, the proportion of
patients in nursing homes who are younger than 65 is growing. Case studies
have reported that younger patients are often met with insufficient
accommodations for age-appropriate residential rehabilitation services and
have distinct skilled nursing and other clinical needs (e.g., mental health,
substance abuse) from the typical nursing home patient. Our aim was to
measure the trends in nursing home use among younger patients (under 65)
and whether higher prevalence of younger patients in a facility is associated
with rehospitalization.
METHODS: We conducted an analysis of 16176 nursing homes in the
LTCfocus database (Brown University) from 2010 to 2018. The nursing
homes were categorized by the proportion of residents under 65 years of age,
and a yearly trend was established. Linear probability model was used to
estimate rehospitaization rate as function of the proportion of patients under
65 years of age, adjusted for the following facility characteristics: number of
beds, the proportion of patients covered by Medicare/Medicaid, profit status,
hospital based or freestanding, chain affiliation, the presence of a special care
unit, and advanced practice providers.
RESULTS: The proportion of residents under 65 increased from 19.2% in
2010 and 20.8% in 2018 (p for trend <0.001). After adjusting for facility
characteristics, a 1% increase in the proportion of patients under 65 was
associated with 2 more readmissions per 100 residents (95% confidence
interval: 1.6 to 2.4 readmissions per 100 residents, p<0.001). The adjusted
readmission rate for facilities in the bottom quartile of patients under 65 was
17.5% vs. 18.8% in the facilities in the top quartile of patients under 65
(p<0.001) (Figure).
CONCLUSIONS:The proportion of adult patients under 65 in nursing homes
is increasing, highlighting the need to redesign nursing home care to better
accommodate current patient healthcare needs and preferences.

ASSOCIATION OF AGEWITH PRESCRIPTION OPIOID USE, MIS-
USE, AND OPIOID USE DISORDER AMONG PEOPLE LIVING
WITH HIV AND CHRONIC PAIN
Justina L. Groeger3; Chenshu Zhang3; Yuting Deng3; Hector R. Perez3; Uriel
Felsen3; Jessica S. Merlin1; K. Rivet Amico2; Chinazo Cunningham3; Joanna
L. Starrels3
1Division of General Internal Medicine, University of Pittsburgh School of
Medicine, Pittsburgh, PA
2Department of Health Behavior and Health Education, University of
Michigan School of Public Health, Ann Arbor, MI
3Medicine, Albert Einstein College of Medicine, Montefiore Medical Center,
Bronx, NY. (Control ID #3715601)

BACKGROUND: People livingwith HIV (PLWH) have high rates of chronic
pain, particularly as they age, and disproportionate prescription opioid use and
misuse, compared to people without HIV. Aging is associated with increased
potential for opioid-related harm, yet little is known about prescription opioid
(PO) use, misuse, and opioid use disorder (OUD) in older PLWH and chronic
pain. We hypothesized that older age would be associated with greater PO use
but less opioid misuse and OUD among PLWH and chronic pain.
METHODS: We conducted a cross-sectional analysis of a cohort of adult
PLWH and chronic pain from May 2017 to June 2019. We classified study
participants as young adults (age 18-49), middle-aged adults (age 50-59), and
older adults (age ≥ 60). Outcome variables were PO dose, defined as a
continuous measure of morphine milligram equivalents (MME) prescribed
per day; chronic opioid therapy (COT), defined dichotomously as ≥ 3 opioid
prescriptions at least 21 days apart in a 6-month period; opioid misuse defined
dichotomously as either 1) self-report of taking more than prescribed, for
symptoms other than pain, or borrowing from others or 2) UDT inappropri-
ately positive for a prescription opioid; and OUD, defined dichotomously by
the presence of current PO or heroin use disorder, including mild, moderate, or
severe OUD. To examine the association between age group and each outcome
variable we conducted multivariate linear and logistic regression models and
adjusted for covariates that differed significantly between groups.
RESULTS: Of 148 participants, 39 (26%) were young adults, 65 (44%) were
middle-aged, and 44 (32%) were older adults. Participants were 35%Hispanic
and 55% non-Hispanic Black. Overall, 43% of adults received COT. In
regression analysis, compared to young adults, there was no difference in PO
dose for older adults (aβ 40.33, 95% CI -60.45-141.11) or middle-aged adults
(aβ 9.79, 95% CI -74.23-93.82), no difference in COT for older adults (aOR
1.26, 95% CI 0.47-3.39) or middle-aged adults (aOR 1.69, 95% CI 0.70-4.08),
no difference in opioidmisuse for older adults (aOR 0.72, 95%CI 0.27-1.94) or
middle-aged adults (aOR 0.98, 95% CI 0.41-2.31), and no difference in OUD
for older adults (aOR 1.04, 95% CI 0.35-3.05) or middle-aged adults (aOR
1.13, 95% CI 0.43-3.00).
CONCLUSIONS: In this cohort of PLWH and chronic pain, older age was
not significantly associated with PO use, opioid misuse, and OUD. This was
surprising because other studies have found older age to be associated with
greater opioid use. Non-significant results of higher PO dose, higher OUD, and
lower opioid misuse among older adults could reflect inadequate power and
suggest that further research is needed to elucidate opioid use patterns and
potential harms in older PLWH and chronic pain.

ASSOCIATION OF FEDERAL AND STATE LEVEL MINIMUM
WAGE LEGISLATIONS AND FOOD SECURITY
Sebastian Linde1; Rebekah J. Walker1; Emily G. Matsen2; Leonard E. Egede3
1Medicine, Medical College of Wisconsin, Milwaukee, WI
2Center for Advancing Population Science, Medical College of Wisconsin,
Milwaukee, WI
3Medicine, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3716126)

BACKGROUND: Food-insecure individuals are at increased risk of diabetes,
hypertension and hyperlipidemia (Gundersen and Ziliak 2015). While govern-
ment programs such as the Supplemental Nutrition Assistance Program
(SNAP) have helped address food insecurity, 10.5% of households still report

JGIM S237



having been food-insecure at least some time during the year in 2020
(Coleman-Jensen 2021, Himmelstein 2019). As such, it is important to exam-
ine the effect that alternative policy levers may have upon food insecurity. To
this end, the objective of our study was to examine whether federal and state
level minimum wage increases were associated with reductions in the fraction
of households that report very low food-security in the US.
METHODS: We combined household-level food security, and individual-
level demographic data from the US Census Bureau’s Current Population
Survey Food Supplement for the years 1998 through 2019 (22 years) with
state-level minimum wage data from the Washington Center for Equitable
Growth.We restricted our analysis to individuals who reported working within
a food preparation and serving related occupation as these individuals are the
most likely to experience earnings changes as a result of minimum wage
changes. The pooled sample of 20,037 individuals were included in a linear
probability model, where our outcome variable was a binary indicator for very
low food security, and our exposure was the state-level minimum wage
(inflation adjusted to 2019 dollars). Additional controls included age, sex,
race/ethnicity, marital status, education level, metropolitan population size,
year fixed effects, and state fixed effects allowing control for time-invariant
unobserved state confounders.
RESULTS: Preliminary pooled estimates, adjusting for individual covariates
and year fixed effects, indicated that a one dollar increase of the state minimum
wage is associated with a 1.0 percentage point (95% CI: -1.6 to -0.4%, p-value
= 0.002) decrease in the very low food security prevalence. However, upon
adjustment for time-invariant (state level) confounders using state fixed effects,
we found no significant association between minimum wage changes and
households’ reporting very low food security. This null finding appears robust
to: (i) stratification across race/ethnicity; (ii) stratification across states with and
without Medicaid expansions; and (iii) to the use of an alternative interactive
fixed effects design.
CONCLUSIONS:Minimumwage increases present limited, to no, impact on
household food insecurity. Additional policy levers should be investigated to
provide evidence based recommendations to decision makers on federal efforts
to address health related social risk factors.

ASSOCIATION OF FOOD SCARCITY WITH DEPRESSION, ANXI-
ETY, ANDMENTALHEALTHACCESSAMID COVID-19 PANDEM-
IC IN 2021
Sae X. Morita1,2; Hirotaka Kato3
1Medicine, City University of New York, New York, NY
2St. Barnabas Hospital, New York, NY
3University of Kentucky Medical Center, Lexington, KY

BACKGROUND: COVID-19 Pandemic worsened food insecurity and men-
tal health. However, little is known about risk factors for mental health (MH)
symptoms and access during the pandemic. We aimed to examine the

associations between food scarcity and mental health/access to mental health
care and their population health factors.
METHODS: We retrospectively analyzed a national cross-sectional survey,
the week-39 data of Household Pulse Survey (HPS), collected between 09/29
and 10/11/2021 by US Census Bureau. Food scarcity is defined as those
reporting “sometimes” or “often” not enough to eat in the last 7 days. Depen-
dent (binary) variables included depression and anxiety defined as 3 points or
above on PHQ-2 and GAD-2, respectively and lack of access to MH care
defined as not being seen byMH providers in the last 4 weeks despite needing
care. Multiple logistic regression models were adjusted for demographic and
socio-economic factors and time-invariant unobserved factors between states
were accounted for by including state fixed effects.
RESULTS: We found an estimated total of 250,265,449 US adults. Male
comprised 48.4%. Age between 25-39 and 40-54 was the most common
(26.3% and 25.4%) followed by 65 and above (22.3%). White race was
dominant (62.3%), followed by Hispanic (17.3%), Black (11.3%), or Other
(9.1%). Descriptive analysis found that 30.6% of respondents who screened
positive for depression had the lack ofMH care access. On themultiple logistic
regression model, the odds of depression, anxiety, and lack of mental health
access were 2.84, 3.08, and 1.74, respectively (all p values < 0.001). We also
found that female, young age between 18-24, lower income, unemployment in
the last 4 weeks, and reduced mobility were significantly associated with
depression, anxiety, and lack of MH access (Table).
CONCLUSIONS: The prevalence of MH symptoms and lack of MH care
access among US adults remained high in 2021. The most vulnerable popula-
tion may be young low-income adults who also suffer from food insecurity,
unemployment, or limited functional capacity.

ASSOCIATION OF NEIGHBORHOOD DISADVANTAGE AND
ORAL ANTICOAGULANT USE IN PATIENTS WITH ATRIAL FI-
BRILLATION: A NATIONAL STUDY
Leslie R. Hausmann2; Jared W. Magnani3; Walid Gellad4; Utibe R. Essien1
1University of Pittsburgh, Pittsburgh, PA
2Center for Health Equity Research and Promotion, VA Pittsburgh Healthcare
System, Pittsburgh, PA
3Medicine, University of Pittsburgh, Pittsburgh, PA
4Medicine, University of Pittsburgh, Pittsburgh, PA. (Control ID #3716401)

BACKGROUND: Atrial fibrillation (AF) is the most commonly diagnosed
heart rhythm disorder in the US and is treated with anticoagulation to mediate
patients’ increased risk of ischemic stroke and death. Direct-acting oral
anticoagulants (DOACs) are associated with improved patient outcomes than
warfarin but prior studies show racial, ethnic, and socioeconomic disparities in
DOAC prescription, including in the Veterans Health Administration (VA),
the largest integrated health system in the US. However, little is known about
how a neighborhood’s socioeconomic status, which intersects with each of the
aforementioned factors, influences AF management. This study aimed to
examine the relationship between neighborhood disadvantage and
anticoagulation initiation in patients managed in the VA with AF.
METHODS: We conducted a national retrospective observational study in
the VA of newly diagnosed AF patients. We used the area deprivated index
(ADI), a marker of neighborhood-level socioeconomic status that incorporates
income, education, housing quality, and employment as our primary indepen-
dent variable. We grouped patients into ADI quintiles, with Quintile 1 (Q1)
being the lowest ADI (the least disadvantaged) and the reference value and
Quintile 5 being the highest ADI. We used mixed-effects logistic regression
models, with site as a random effect to determine unadjusted and adjusted odds
of our primary outcome: initiation of any oral anticoagulant (warfarin or
DOAC) and use of DOAC vs. warfarin (among initiators) by ADI quintile.
RESULTS: Our final cohort included 161,089 patients with a new diagnosis
of AF from 2014-2020. The overall mean age at diagnosis was 72.9 and 98.2%
of patients were male. There was no significant difference in the odds of
initiating any anticoagulant between ADI quintiles 2-5 compared to Q1
(p>0.05). Among patients initiating any anticoagulant, patients residing in
higher ADI quintiles, or more disadvantaged, were significantly less likely to
initiate DOAC compared to Q1: (Q2 aOR: 0.89; 95% CI 0.84-0.95); (Q3 aOR:
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0.86; 95% CI 0.81-0.92); (Q4 aOR: 0.83; 95% CI 0.78-0.88); (Q5 aOR: 0.79;
95% CI 0.74-0.84).
CONCLUSIONS: In a national cohort of patients with AFmanaged in the VA
we found no significant difference in initiation of any anticoagulant between
ADI quintiles. Patients residing in more disadvantaged neighborhoods were
significantly less likely to be prescribed DOACs compared to patients in less
disadvantaged neighborhoods. These findings suggest that differences in
neighborhood deprivation contribute to inequitable prescription of DOACs in
the VA.

ASSOCIATION OF SUBSPECIALTY FOLLOW-UP AFTER DIS-
CHARGETO SKILLEDNURSING FACILITIES AND EMERGENCY
DEPARTMENT VISITS
Casey Krickus3; Hye-Young Jung2; Kira Ryskina1
1Medicine, University of Pennsylvania, Philadelphia, PA
2Weill Cornell Medicine, New York, NY
3Medical School, Rowan University Cooper Medical School, Camden, NJ

BACKGROUND:Medicare pays for transportation of skilled nursing facility
(SNF) patients on an emergency basis only. This may create a misalignment in
incentives for SNFs to send post-acute patients who require subspecialty
evaluation to the emergency department (ED) rather than to seek subspecialty
consultation in the office. Our objective was to assess the relationship between
subspecialty follow-up visits and ED visits among SNF patients.
METHODS: In this retrospective cohort study, we used 100% Medicare
facility and professional claims and Minimum Data Set data between 2012-
2014 for fee-for-service beneficiaries 65 and older seen by a medical or
surgical specialist in the hospital and discharged to a SNF. We measured the
occurrence and place of service (i.e., office, SNF, etc) of the subsequent visit to
a physician in the same specialty. Logistic regression was used to measure the
association between an outpatient follow-up with a specialist, defined as being
seen by a specialist in the office (or in the SNF) during the SNF stay, and the
likelihood of an ED visit. Estimated coefficients were adjusted for patient
demographics, Charlson Comorbidity Index, 72 additional variables used by
Medicare for the readmissions clinical measure risk-adjustment and facility
characteristics of SNFs.
RESULTS: We analyzed data for 1,653,483 hospital stays discharged to a
SNF with any consults by the selected subspecialties. Medical specialists
accounted for 82% of the initial hospital consults while surgeons accounted
for 18%. One or more follow-up visits occurred in 26% of the cases. Patients
with subspecialist follow up during their SNF stay had lower odds (OR=0.90,
95% CI 0.87, 0.92; p<.001) of an ED visit compared to patients without
subspecialist follow up during their SNF stay.
CONCLUSIONS: Outpatient follow up visits with specialists during SNF
stays ranged widely across specialties. The presence of one or more outpatient
follow-up visits with a specialist during a SNF was associated with a lower
likelihood of an ED visit.

ASSOCIATION OF UNMET SOCIAL NEEDS AND CHRONIC ILL-
NESS: A CROSS SECTIONAL STUDY
Elena Byhoff2; Rubeen Guardado1; Nan Xiao2; Keith Nokes3; Arvin Garg4;
Yorghos Tripodis5
1Medicine, Tufts Medical Center, Boston, MA
2Greater Lawrence Family Health Center, Lawrence, MA
3Family Medicine, Greater Lawrence Family Health Center/Lawrence Family
Medicine Residency, Lawrence, MA
4UMass Memorial Medical Center, Worcester, MA
5Biostatistics, Boston University School of Public Health, Boston, MA. (Con-
trol ID #3701828)

BACKGROUND: Screening for unmet social needs during routine medical
visits is increasingly common. To date, there is limited data on which, if any,
unmet social needs are significantly associated to health outcomes. Further,
there is little agreement across stakeholders as to which social needs should be
collected in order to improve chronic illness outcomes. The aim of this study is
to build a model from integrated social needs screening and health data to
identify individual or clusters of social needs that are significantly associated
with both chronic illness burden and individual chronic illnesses.
METHODS: Using Electronic Medical Record (EMR) data from a Federally
Qualified Health Center collected from January 2016 – December 2020, we
extracted demographic, diagnosis, and social needs screening data to look at
adjusted and unadjusted associations of individual unmet social needs with
chronic illnesses (n=2497). The LASSO (least absolute shrinkage and selection
operator) model was used to identify which social need(s) were associated with
overall burden of chronic illness, and individual diagnoses of hypertension,
obesity, diabetes, and psychiatric illness RESULTS: The LASSO model
identified age, race, language, gender, insurance, transportation and food
insecurity as significant predictors of having any chronic illness. Using these
variables in a multivariable model, transportation (aOR 1.66) was the only
social need that remained significantly associated with any chronic illness
diagnosis. In secondary analysis, transportation need was significantly associ-
ated with diabetes (aOR 1.44) and psychiatric illness (aOR 1.98). Food
insecurity was associated with obesity (aOR 10.21)
CONCLUSIONS: Using LASSO models to identify significant social needs,
we found that transportation was a predictor in 3 of our 5 models – any chronic
illness, diabetes, and psychiatric illness. Food insecurity was a signficant
predictor for obesity, but not diabetes. Addressing patients’ transportation
needs may be an undervalued mechanism to prevent chronic disease for
vulnerable adults, while addressing food insecurity may have impacts on
obesity.

ASSOCIATIONS BETWEEN REGIMEN COMPLEXITY AND
GLYCEMIC CONTROL: A CROSS SECTIONAL STUDY
Andrea Russell, Lauren Opsasnick, Matthew J. O'Brien, Stacy Bailey, Michael
Wolf
General Internal Medicine and Geriatrics, Northwestern University Feinberg
School of Medicine, Chicago, IL. (Control ID #3716083)

BACKGROUND: Self-management of Type 2 Diabetes (T2DM) and com-
mon comorbid conditions frequently requires that patients take complex med-
ication regimens. In previous research, greater regimen complexity has been
associated with worse clinical outcomes, however, the relationship between
regimen complexity and glycemic control is mixed.
Our objective was to characterize medication regimen complexity and examine
its relationship with hemoglobin A1C among a diverse cohort of patients.
METHODS: Adults with T2DM taking at least 3 chronic medications were
recruited from safety net community health centers in the Chicago area.
Regimen complexity was measured using the Medication Regimen Complex-
ity Index (MRCI)), which calculates complexity based on dosing frequency,
route of administration and special instructions. The MRCI was calculated for
each medication in the patient’s regimen, including diabetic and non-diabetic
medications, and summed to create a composite score. Composite scores were
analyzed categorically in quartiles (<14, 14-18.4, 18.5-26, >26).
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RESULTS: Participants (N=441) were, on average, 56.9 years old. Most were
female (65.8%), Hispanic (73.4%), and half received less than a high school
degree. Regimen complexity was high in terms of regimen size (M=7.8
medications, range:3-26) and MRCI score (M=21.4, SD=11.3, range:6-83.5)
and nearly a third (35%) of participants had poor glycemic control (A1C >8.5).
Regimen complexity was associated with A1C in bivariate and multivariable
models controlling for sociodemographic factors. A threshold effect was
observed, where compared to participants with an MRCI <14, those with a
score of 14 or more had a higher A1C. The magnitude of the effect was
consistent across the upper quartiles (MRCI quartiles: 14-18.4: β=.244; 18.5-
26: β=.246; >26: β=.278, all p<.001).
CONCLUSIONS:AnMRCI score of >14 was independently associated with
poorer hemoglobin A1C. As this is cross- sectional data, the nature of the
relationship is unclear, and it is likely to be bi-directional. However, assessing
whether patients with greater regimen complexity and an A1C not yet at goal
are struggling to adhere to treatment may be warranted. The MRCI has been
previously successfully automated in EHRs and may be an initial flag to
clinicians for case finding patients who might benefit from additional support
with medication taking behavior, such as through consultation with
pharmacists.

ASSOCIATIONS BETWEEN SOCIAL RISKS AND PRIMARY CARE
UTILIZATION AMONG MEDICALLY COMPLEX VETERANS
Mayuree Rao1,2; Karin Nelson1,2; Alison L. Greene3,4; Matthew
Maciejewski5,6; Donna Zulman3,4
1Health services research & development, VA Puget Sound Health Care
System, Seattle, WA
2University of Washington Department of Medicine, Seattle, WA
3Center for Innovation to Implementation, Veterans Affairs Palo Alto Health
Care System, Palo Alto, CA
4Division of Primary Care and Population Health, Stanford University School
of Medicine, Stanford, CA
5Center for Health Services Research in Primary Care, Durham VA Medical
Center, Durham, NC

6Department of Population Health Sciences, Duke University, Durham, NC

BACKGROUND: Social risks – individual-level social/economic conditions
– are associated with poor health outcomes, especially for patients with
complex medical needs. Primary care and social work may modify outcomes,
but little is known about how social risks are associated with use of these
services. We aimed to study the relationship between social risks and use of
primary care and social work among medically complex patients in the
Veterans Affairs health system, which offers social work in primary care.
METHODS: A 2018 social risks survey was mailed to a nationally represen-
tative sample of 10,000 veterans with high (≥ 75th percentile) one-year risk of
hospitalization/death. Measures included social (e.g. social support), material
(e.g. food security), and personal (e.g. education) resources. Electronic health
record-based outcomes were number of primary care provider (PCP) visits and
having ≥ 1 social work visit 2 years post-survey. Negative binomial and
logistic regression were used, respectively. Models were adjusted for social
risks above, age, gender, race/ethnicity, rurality, medical need (≥ 3 chronic
conditions and ≥ 1 functional limitation), and usual care site (VA vs not).
Models included a composite weight of sampling and non-response
probabilities.
RESULTS: There were 4,680 respondents (response rate 47%).Mean age was
71 years, 94% were male, and 72% white non-Hispanic. Low social support,
transportation barriers, and low medical literacy were associated with higher
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odds of ≥ 1 social work visit, but no social risks were associated with number
of PCP visits (Table).
CONCLUSIONS:Medically complex veterans with and without social risks
had similar primary care use, but those with select social risks were more likely
to use social work services. Additional study is required to identify barriers to
social work use for other social risks.

A STUDY OF THE SOCIO-DEMOGRAPHIC RISK FACTORS OF
MARITAL STATUS, INSURANCE COVERAGE, OCCUPATION,
ANDRELIGION FORCOVID-19 FATALITIESANDHOSPITALIZA-
TION DURATIONS IN THE HISPANIC POPULATION
Heather R. Hansen
Medicine, Texas Tech University Health Sciences Center El Paso Paul L
Foster School of Medicine, El Paso, TX. (Control ID #3715871)

BACKGROUND: The effect of SARS-CoV-2, the novel coronavirus that
causes COVID-19, has been especially impactful on vulnerable populations,
including minority communities across the country. Racial and ethnic minor-
ities in the United States, specifically the Hispanic population, have been
disproportionally affected by the COVID-19 virus.
Although there are now a few studies relating to this sub-population, we have
little data on how certain patient socio- demographics can affect the prognosis
of patients treated for COVID-19 within this community. In this study we will
determine whether socio-demographics of marital status, insurance coverage,
occupation and religion impact the outcomes among Hispanic patients with
COVID-19.
METHODS: In this retrospective observational study, we screened all His-
panic adult patients hospitalized with COVID-19 from March of 2020 to May
of 2021 at a tertiary care hospital. We collected data on the patient’s marital
status, insurance coverage, occupation, and religion and compared the risk
factor of COVID-19 outcomes for different populations. The considered
outcomes in this study were the time of hospital stay, mortality, mechanical
ventilation, hospitalization to ICU, and oxygen at time of discharge for living
patients. All analyses were carried out using Stata V17.
RESULTS: Out of 1,478 patients that met the inclusion criteria, there was a
significant difference (p <0.001) in mortality for patients that were insuredwith
private/commercial 9.12% vs uninsured 13.68% vs Medicare/Medicaid
26.49%. There was no significance (p=0.062) in O2 requirement on discharge
between the 3 groups. Admission to ICU was significant between the 3 groups
(p <0.001). The duration of hospitalization was significant between insured
with private /commercial 7 days vs uninsured 10 days vs Medicare/Medicaid
13 days.
There was no significant difference in mortality (p=0.870), the O2 requirement
on discharge (p=0.470) or in the length of hospital stay (p=0.160) in patients
who were married vs single.
There was a significant difference (p<0.001) in mortality for patients that were
retired (26.32%), working (11.76%) and not working (17.62%). Working
patients had a 34% less risk of death compared with non-working patients
(RR 0.66 95% CL 0.457- 0.974) (P=0.036). O2 requirement on discharge for
retied was (42.58%), working (41.65%), and not working (44.47%). There was
a significant difference (<0.001) in the length of hospital stay in patients who
were retied (13 days), working (10 days) and not working (10 days).
There was no significant difference in patients who were religious or not
religious in-patient outcomes of mortality, oxygen dependency at discharge,
and length of hospital stay.
CONCLUSIONS: Lack of health care insurance and unemployment were
associated with higher mortality in Hispanic patients with COID-19 Infection.
More research is needed.

BALANCING THE BENEFITS OF PATIENT-CLINICIAN
RELATIONSHIPS WITH PROFESSIONAL BOUNDARIES IN
HOME-BASED PRIMARY CARE
Elizabeth C. Hulen, Megan Lafferty, Avery Z. Laliberte, Somnath Saha,
Samuel T. Edwards
Center to Improve Veteran Involvement in Care, Portland VAMedical Center,
Portland, OR. (Control ID #3713780)

BACKGROUND: Home-based primary care (HBPC) is an interdisciplinary
care model for providing comprehensive primary care services for patients
with chronic illness who are unable to access clinic-based care. In home care
settings, relationship and role boundaries can be difficult to identify as
behaviors may become more relaxed to accommodate the nature of care being
delivered. In this study, we examined how HBPC clinicians understand role
and relationship boundaries with patients and how these dynamics support
patient care.
METHODS: This study is a secondary qualitative data analysis of 14 semi-
structured interviews with HBPC clinicians and 6 field observations of HBPC
team meetings collected from May 2018 and April 2019. Interviews were
transcribed verbatim and analyzed using a directed approach to content anal-
ysis whereby the coding schema was developed to focus on relationship and
role dynamics between clinicians and patients, rather than on the facilitation of
inductive themes.
RESULTS: The longitudinal nature of care in HBPC facilitates rapport
building and trust, patients’ sense of control in the home, and the support of
patient autonomy through sensitivity to patient preferences and tailored care –
all of which contribute to high-quality patient care. However, clinicians expe-
rienced challenges balancing adherence to their own professional boundaries
and meeting the needs of patients who are functionally impaired and socially
isolated. These challenges involved whether to perform non-medical tasks,
schedule visits outside regular hours, and providing other extra support that is
outside of formal policies. Clinicians developed individual and group-based
strategies with their HBPC colleagues to navigate these challenges and to
connect patients with needed support.
CONCLUSIONS: Findings illustrate how the home care setting is a site for
which strong, therapeutic patient-clinician relationships can be developed
while also highlighting the work that clinicians must do to balance addressing
patient needs stemming from social isolation and adherence to their own
professional boundaries

BEYOND OPIOID PRESCRIBING: OPIOID HARM MITIGATION
PRACTICE CHANGES ASSOCIATED WITH A STATE OPIOID
PRESCRIBING LAW
Sarah Hartzell, Madalyn Larson, Callista Chim, Sijia Qiu, Sarah A. Friedman
School of Public Health, University of Nevada Reno, Reno, NV. (Control ID
#3711289)

BACKGROUND: In response to the state’s opioid crisis, Nevada(NV) passed
AB474 - a law targeting opioid- prescribing behaviors, echoing CDC’s
recommendations to decrease opioid misuse. We determine whether there
were increases in opioid harm mitigation practices following AB474.
METHODS: With Medicaid professional and pharmacy claims data(2016-
2019) an interrupted time series with a comparison group was used to deter-
mine whether the AB474 law increased the following outcomes in NV, relative
to Colorado: Among opioid naïve patients or patients with dose escalation,
primary care(PC) visits less than 4 weeks after opioid prescription or dose
escalation; Among patients with ongoing opioid prescriptions, PC visits within
3 ½ months of index dispense date; Among patients with chronic joint pain,
receipt of physical therapy(PT); Among patients with indicated chronic pain
conditions, receipt of non-opioid pharmacological pain therapies; Among
naive opioid patients, receipt of urine drug testing(UDT). Our initial sample
comprised 40,877,844 Medicaid, non-cancer, opioid-prescribed patients with
PC visits in a given study year. We report average marginal effects of changes
in intercept and slope based on logistic regression models controlling for
patient sex, age, presence of substance use disorder or mental health condition,
& Elixhauser comorbidity score.
RESULTS: AB474 was associated with significantly greater likelihood of
receiving UDTs (intercept:0.02, 95%CI:0.01,0.02; slope: 0.002, 95%CI:
0.0019,0.0024) & receipt of non-opioid pharmacological pain therapies (inter-
cept:0.03, 95%CI:0.02,0.04) immediately following implementation. Howev-
er, each additional month following implementation was associated with a
decrease in receipt of non-opioid pharmacological pain therapy (slope:-0.004,
95%CI: -0.005,-0.003). In contrast, AB474 was associated with a significantly
lower likelihood of PC visits immediately following implementation (naive or
escalation cohort intercept:-0.004, 95%CI: -0.009,-0.001; ongoing prescription

JGIM S241



cohort intercept:-0.03, 95%CI: -0.04,-0.02), but higher likelihood of visits in
each additional month following implementation (naive or escalation cohort
slope:0.0007, 95%CI: 0.0004,0.001; ongoing prescription cohort slope:0.004,
95%CI:0.003,0.004). AB474 was also associated with lower likelihood of PT
(intercept:-0.01, 95%CI: -0.012,-0.008; slope:-0.0003, 95%CI: -0.0005,-
0.0002).
CONCLUSIONS:AB474 was associated with immediate increases in several
guideline-concordant opioid harm mitigation strategies (non-opioid
pharmacological pain therapies and UDTs) as well as increased probability
of opioid monitoring PC visits over time. However, AB474 was associated
with decreased use of PT which may reveal a lack of referral physical
therapists. These results suggest that laws can influence pain care practices
beyond opioid prescribing.

CAN INFLAMMATION IN THE MOUTH REFLECT CHRONIC
STRESS IN THE BODY? UNDERSTANDING PERIDONTAL DIS-
EASE AS A PREDICTOR OF ALLOSTATIC LOAD: A CROSS- SEC-
TIONAL STUDY NHANES 2015-2018
Kristiana E. Morgan1,4; Alberto Caban-Martinez3,4; Erin N. Marcus2,4
1Medical Education, University of Miami School of Medicine, Miami, FL
2General Internal Medicine, University of Miami School of Medicine, Miami,
FL
3Sylvester Cancer Center, University of Miami School of Medicine, Miami, FL
4Public Health Sciences, University of Miami School of Medicine, Miami, FL.
(Control ID #3715937)

BACKGROUND: Allostatic Load (AL) is the conceptual framework used to
explain the physiologic wear and tear a person experiences across their life-
time, i.e., a person’s cumulative exposure to environmental or psychosocial
stress. Allostatic load is closely tied to chronic stressors due to socioeconomic
position and race/ethnicity, but little is known to whether other states of
inflammation, such as periodontitis, can contribute as well. We examined the
association between periodontitis and allostatic load (AL).
METHODS:Adults 18-64 who participated in the 2015-2018 National Health
and Nutrition Examination Survey (NHANES) with clinical biomarkers and
examination data were examined (n=7455). AL score was calculated based on
the summed total of threshold biomarker values. Multivariate logistic regres-
sion analysis controlling for age, gender, race/ethnicity, education, poverty-
income ratio, smoking status and diabetes were conducted to examine the
association between periodontal disease and having a high allostatic load score.
RESULTS: 7.4% of participants had clinical indication of periodontal disease
and 18.8% had high allostatic load score. After controlling for potential
confounders, presence of periodontal disease was significantly associated with
greater odds of having a high allostatic score (Adjusted odds ratio, AOR =1.63;
95% CI [1.30–2.05]. Low educational attainment (AOR =1.82 [1.26–2.63]),
Black race (AOR =1.26 [1.03–1.54]), and having diabetes (AOR=2.35 [1.73-
3.18]) were also independently associated with higher allostatic scores.
CONCLUSIONS: Adults with periodontitis were more likely to have a high
allostatic load independent of education, income or race/ethnicity. Treating
periodontal disease may be a targetable intervention to reduce poor overall
health outcomes through reducing an individual’s allostatic load. Studies are
needed to determine if aggressive treatment of periodontitis results in better
health outcomes.

CAN PUBLICATION AND SELECTIVE REPORTING BIASES AF-
FECT THE RECOMMENDATIONS OF A WELL-DONE CLINICAL
PRACTICE GUIDELINE?
Robert G. Badgett1; KevinWissman2; Irbaz B. Riaz3; Paul Bramley4; Nicholas
J. DeVito5
1Internal Medicine, University of Kansas School of Medicine Wichita,
Wichita, KS
2Internal Medicine, University of Kansas Medical Center, Wichita, KS
3Internal Medicine, Mayo Clinic Minnesota, Rochester, MN
4Sheffield Teaching Hospitals NHS Foundation Trust, Sheffield, Sheffield,
United Kingdom

5Primary Care Health Sciences, University of Oxford, Oxford, Oxfordshire,
United Kingdom. (Control ID #3715801)

BACKGROUND: Deviations from analytic intent (DAIs) include 1) publi-
cation bias and 2) selective reporting bias.We previously identified an instance
of selective reporting bias (PMID 28192789), that per the authors of a well-
done clinical practice guideline (CPG), ‘likely’ affected their clinical recom-
mendation. We now quantify the possibility that both DAIs affected another
well-done CPG's recommendation.
METHODS: We studied the clinical recommendation for topical non-
steroidal anti-inflammatory drugs (NSAIDs) to reduce acute (PMIDs
32805126, 32805127), non-back pain for 1 to 7 days per a guideline by the
American College of Physicians (ACP). For the clinical recommendation, we
quantified the proportion of patients registered at one trial registry
(ClinicalTrials.gov) that were later published at PubMed, and the proportion
of patients published at PubMed that were previously registered. We extracted
results from the published CPG, its evidence review, and information gra-
ciously provided by the review’s authors. In addition, we searched
clinicaltrials.gov for relevant trials.
RESULTS: The CPG reported finding 27 relevant trials with 4777 subjects at
PubMed (ACP Supplement Table 14). Of the 27 trials, 2 were registered at
ClinicalTrials.gov (314 patients) and 5 at other registries (898 patients). This
resulted in 1312 of 4777 (27%) of published subjects being registered.
The CPG found that 11 additional trials were registered at ClinicalTrials.gov
but not published (ACP Appendix 2). We located one additional registration
(Hamelsky, 2010). The CPG found two additional trials that were both regis-
tered and published yielding a total of 3787 subjects registered in 14 trials. Of
these, 314 subjects were in the 2 trials (8% of registered subjects) that were
published. Two trials that were registered but not published posted negative
results at ClinicalTrials.gov. The twelve registered trials without results were
registered by industry between the years 2007 and 2019 (median year of
registration 2009).
CONCLUSIONS: In the current analysis, 73% of published subjects are
susceptible to selective reporting bias due to not being registered while 92%
of registered subjects are susceptible to publication bias due to not being
published.
Supporting this concern are that the two trials that posted but did not publish
results are both negative.
Both guidelines comply with the Appraisal of Guidelines for Research and
Evaluation II (AGREEII), comply with the Preferred Reporting Items for
Systematic Reviews andMeta-Analyses (PRISMA), and are considered Trust-
worthy. The current analysis, along with our previous analysis, support that
CPGs, even when following best practice, are subject to DAIs.
We suggest that CPGs routinely report these two rates of possible biases to aid
interpretation of recommendations. Further research is needed of signals that
DAI rates may be affecting conclusions of CPGs.

CARDIAC SHOCK-WAVE THERAPY IN REFRACTORY ANGINA:
SYSTEMATIC REVIEW AND META- ANALYSIS
Richi Kashyap1; Sangeetha Isaac1; Mohammed Afraz Pasha1; Saquib Anjum2

1Internal Medicine, North Alabama Medical Center, Florence, AL
2Internal medicine, North Alabama Medical Center, Florence, AL

BACKGROUND: Cardiac shock wave therapy (CSWT) is one of the poten-
tial therapies for refractory angina (RA) and has been found to relieve angina in
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various studies done to date. The present meta-analysis aims at analyzing the
efficacy of CSWT in RA.
METHODS: Systematic review and meta-analysis of studies evaluating the
efficacy of CSWT in patients with RAusing PRISMA guidelineswere done. A
comprehensive search was performed using pubmed, EMBASE, cochrane,
ClinicalTrials.gov, scopus, web of science, and CINAHL databases.
RESULTS: A total of 441 studies were screened. Across 24 contributing
studies (780 participants) that evaluated the exercise capacity, it was seen that
CSWT significantly improved exercise capacity. Meta-analysis of 17 studies
(N=503) showed CSWT improved left ventricular ejection fraction (LVEF),
with pooled standardized mean difference (SMD) : 0.31, 95% CI: 0.14 to 0.48,
P = 0.0003, I2 = 41%. Meta-analysis of 14 studies evaluating myocardial
perfusion (N= 472) reported pooled SMD: 0.74, 95% CI: 0.39 to 1.090, P =
<0.05, I2 = 84%.
CONCLUSIONS: Meta-analysis of the studies showed improvement of
LVEF and myocardial perfusion after CSWT, thus, strengthened the plausi-
bility that CSWT can be one of the promising therapies for RA soon. CSWT
appears to be a safe and effective non-invasive therapy for RA patients. More
multi-center, randomized double-blinded studies involving larger patient sizes
are needed before therapy recommendation guidelines can be made.
Applications of CSWT to anginal contributors such as diastology need further
investigation.
Keywords: Cardiac shock wave therapy; Angina pectoris; Refractory angina

CARE CASCADES FOLLOWING LOW-VALUE PROSTATE SPE-
CIFIC ANTIGEN TESTING IN VETERANS DUALLY ENROLLED
IN THE VETERANS HEALTH ADMINISTRATION AND
MEDICARE
Aimee N. Pickering1; Florentina E. Sileanu3; Aaron Schwartz2; Jennifer A.
Hale3; Walid Gellad3; Carolyn T. Thorpe4; Thomas R. Radomski5
1Department of Medicine, University of Pittsburgh School of Medicine,
Pittsburgh, PA
2Medical Ethics and Health Policy, General Internal Medicine, University of
Pennsylvania Perelman School of Medicine, Philadelphia, PA
3Center for Health Equity Research and Promotion, US Department of
Veterans Affairs Veterans Health Administration, Pittsburgh, PA
4School of Pharmacy, University of North Carolina System, Chapel Hill, NC
5Division of General Internal Medicine, University of Pittsburgh School of
Medicine, Pittsburgh, PA. (Control ID #3716000)

BACKGROUND: Veterans enrolled in the Veterans Health Administration
(VA) commonly receive care in VA and non-VA settings, which may increase
their risk of undergoing subsequent unnecessary services as part of a low-value
care cascade. Our objective was to characterize the prevalence, cost, and
location of care cascades following low-value PSA testing in Veterans dually
enrolled in VA and Medicare.
METHODS: We used VA and Medicare administrative data to construct a
national cohort of male Veterans dually enrolled in VA andMedicare aged ≥75
without history of prostate cancer, prostatectomy, elevated PSA or urology
visit during FY17, a cohort for whom PSA testing would be of low value. The
exposure group includedVeterans within the cohort who received a PSA test in
VA or Medicare in the first half of FY18. The comparison group included
Veterans within the cohort who had any outpatient visit during the first half of
FY18. In the subsequent 6 months, we identified the following cascade
services within VA and Medicare: 1) related outpatient visits 2) urology visits
3) prostate imaging 4) prostate biopsy 5) androgen deprivation therapy 6)
prostatectomy or 7) radiation treatment. We determined the rates and costs of
cascade services in the exposure and comparison groups, adjusting for patient
and facility covariates using propensity score weighting. We then determined
the differences in individual adjusted rates and adjusted costs between groups.
RESULTS: Among 353,340 Veterans in the cohort, 58,275 (16.5%) received
a low-value PSA test in either VA orMedicare. Those who received a PSA test
underwent 34.0 additional cascade services per 100 Veterans compared to
those who did not. The difference in rates of individual cascade services was

highest for repeat PSA testing (15.4 per 100 Veterans), urology visits (10.4),
and related outpatient visits (8.1) while other cascade services occurred at low
rates. Those who underwent PSA testing incurred an additional $29.30 due to
cascade services. For those who underwent low-value PSA testing within VA
(n=38,242), the rate of total cascade services was 35.4 per 100 Veterans within
VA and 7.8 per 100 Veterans within Medicare. For those who underwent PSA
testing within Medicare (n=20,035), the rate of total cascade services was 11.7
per 100 Veterans within VA and 29.9 per 100 Veterans within Medicare.
CONCLUSIONS: Among a national cohort of Veterans dually enrolled in
VA andMedicare, undergoing a care cascade following low-value PSA testing
was common. Approximately one quarter of cascade services occurred in a
different healthcare system than the initial PSA test. These findings demon-
strate that low-value care has substantial downstream implications for patients,
andmay be challenging tomeasure when care cascades occur in health systems
outside of VA.

CARE FRAGMENTATION AND ACUTE CARE UTILIZATION IN
VETERANS AFFAIRS HOME-BASED PRIMARY CARE
Samuel T. Edwards2; Alison L. Greene1; Derek Boothroyd1; Donna Zulman1
1Stanford University, Stanford, CA
2Portland VA Medical Center, Portland, OR. (Control ID #3707535)

BACKGROUND: Veterans Affairs (VA) home-based primary care (HBPC)
provides comprehensive, interdisciplinary primary care at home to patients
with complex, chronic, disabling disease. Care fragmentation—dispersion of a
patient’s care across clinicians and healthcare settings—is associated with
increased acute health care use among medically complex patients, but the
degree of care fragmentation within HBPC and its relationship with acute care
use is unknown. In this study, we compared care fragmentation patterns among
VA patients at high-risk for hospitalization who were enrolled in HBPC or
clinic-based primary care, and examined their association with acute care use.
METHODS:We performed a retrospective cohort study of VA patients aged
65 and older whose risk of hospitalization or death was ≥90th percentile using
VA’s Care Assessment Needs (CAN) Score in fiscal year 2014 (FY14), and
who were also enrolled in traditional Medicare throughout FY14-FY15 and
had 4+ outpatient visits in FY14. HBPC patients were identified as having two
or more HBPC encounters in the 4th quarter of FY14. We calculated two
indices of care fragmentation: provider count and the usual provider of care
index (UPC), based on VA, VA-purchased community care and Medicare
outpatient health care use in FY14. To reflect the integrated nature of HBPC
care, all care delivered in HBPC was represented as a single provider. We
performed a series of logistic regression analyses to examine the association
between care fragmentation measures in FY14 and emergency department
(ED) visits and hospitalizations for ambulatory care sensitive conditions
(ACSCs) in FY15, controlling for patient demographics, comorbidities and
prior health care use.
RESULTS: Among 130,704 individuals in the study cohort, 8,908 were
HBPC patients. HBPC patients were older than other high risk patients (mean
age 80.0 vs. 73.7 years), had more chronic conditions (mean 11.25 vs 9.03),
were more commonly diagnosed with mental health conditions (61% vs 49%)
and disabling conditions such as dementia (38.8% vs. 13.4%). HBPC patients
saw fewer providers that other high risk patients during FY14 (mean 5.65
providers vs. 7.06), and had more concentrated care (mean UPC: 0.55 vs.
0.36). Among HBPC patients, after adjusting for patient characteristics and
health care use, greater care fragmentation was associated with increased
likelihood of an ED visit (AOR and 95% CI: Number of providers: 1.04
(1.02-1.06), UPC: 0.62 (0.49-0.78)) and hospitalization for an ACSC (AOR
and 95% CI: Number of providers: 1.05 (1.03-1.07), UPC: 0.61 (0.49-0.75)).
CONCLUSIONS:VAHBPC patients are older and more medically complex
than high risk clinic based patients, but their care is less fragmented, especially
after considering the team-based nature of the HBPC program. Fragmented
care was associated with more ED visits and ACSC hospitalizations,
suggesting that consolidated care is beneficial in this population, and care
patterns might be a potential target for reducing preventable acute care.
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CAREGIVERS MATTER: SECURE MESSAGING IN A DIVERSE,
OLDER COHORT OF PATIENTSWITH TYPE 2 DIABETES
Wagahta Semere1; Courtney R. Lyles1; Andrew J. Karter2; Mary E. Reed3;
Celia P. Kaplan4; Leah S. Karliner5; Dean Schillinger1
1General Internal Medicine at Zuckerberg San Francisco General Hospital,
University of California San Francisco, San Francisco, CA
2Division of Research, Kaiser Permanente, Oakland, CA
3Division of Research, Kaiser Permanente, Oakland, CA
4Medicine, University of California San Francisco, San Francisco, CA
5Medicine, UCSF, San Francisco, CA

BACKGROUND: Patients with type 2 diabetes (T2D) have significant inter-
visit care needs, making secure messaging (SM) with providers important. We
hypothesize engaging caregivers in SM (i.e. proxies) may improve communi-
cation with patients’ providers. It remains unknown if proxies influence SM
use or reduce known sociodemographic disparities in SM use.
METHODS: The objectives are (1) evaluate if proxies influence SM use
among older diverse T2D patients and (2) examine if the proxy effect varies
by patient sociodemographics. We analyzed all SMs exchangedwith providers
from 2006 to 2015 among 7,659 T2D patients age ≥ 50 in a large, integrated
healthcare system. Using computational linguistics, we first developed an
algorithm to identify patients with ≥ 1 proxy-authored SM. We then defined
three messaging features: (1) initiation - time to first SM from 2006; (2) volume
– avg. SMs per year; and (3) exchanges – avg. SMs per year with ≥ 1 reply. To
calculate volume and exchanges, we determined person-months of observation
from SM initiation. Using multivariable regression, we examined if proxy use
was associated with SM features and— using age, race/ethnicity, and language
interactions—if proxy use influenced sociodemographic disparities in SMuse.
RESULTS: Mean age at study entry was 61 yrs.; 75% were married; 15%
were Black, 13%Latino, 12% Filipino. 49% of patients used proxies in SM. In
multivariable models, proxy use was associated with earlier SM initiation; this
association was greater for age 50-59 vs older (p<0.001). Proxy use was
associated with an increase in SM volume and exchanges; the absolute
increases were greater for patients who were age 50-59 vs older (p<0.001),
White vs other races/ethnicities (p<0.001), had some college or more vs less
education (p<0.001), and were English proficient vs limited English proficient
(p<0.001). The associations of proxy use and relative changes in all three SM
use measures, however, appeared to be similar across patient
sociodemographics such as race/ethnicity. (Figure)
CONCLUSIONS:Older type 2 diabetes patients who use proxies initiate SM
sooner, and message with greater frequency and interactivity. Exploring strat-
egies to better equip caregivers to participate in SM may help to address
sociodemographic disparities in access and use.

CAREGIVERSTRAIN ISASSOCIATEDWITHWORSE SELF-CARE
AMONG CAREGIVERS WITH HYPERTENSION
Asia Gobourne3; Joanna B. Ringel3; MonikaM. Safford3; AdamBress1; Tracy
K. Paul2; Madeline R. Sterling3
1Population Health Sciences, The University of Utah School of Medicine, Salt
Lake City, UT
2Cardiology, Weill Cornell Medicine, New York, NY
3Department of Medicine, Weill Cornell Medical College, New York, NY.
(Control ID #3716158)

BACKGROUND: One in five Americans are caregivers, providing unpaid
care to adults with medical and functional needs. The burden of caregiving
may adversely impact some caregivers’ health, particularly those with cardio-
vascular disease or its risk factors. Hypertension is highly prevalent and
optimized via self-care, including lifestyle behaviors and medication adher-
ence. Using data from the Reasons for Geographic and Racial Differences in
Stroke (REGARDS) Study, we examined the association between caregiver
strain and hypertension self-care among caregivers with hypertension.
METHODS: REGARDS is a national, longitudinal, cohort study from 2003-
2007 of 30,239 black and white adults aged 45 years or older. We included
REGARDS participants who identified as caregivers and reported a hyperten-
sion diagnosis. Caregiver strain was assessed with the question “Howmuch of
a mental or emotional strain is it to provide this care?”; responses were “no
strain”, “some strain” or “high strain”, later categorized as none/some vs. high.
Hypertension self-care was assessed across 5 evidence-based domains (DASH
diet, physical activity, alcohol use, cigarette smoking, and medication adher-
ence) and each domain was assigned a score from 0 (suboptimal) to 2 (optimal)
self-care. A composite self-care score, ranged 0-10, was created by summing
performance across these domains, with higher scores reflecting greater self-
care. The association between caregiver strain and hypertension self-care score
was performed using multivariable linear regression and adjusted for socio-
demographics, clinical factors, stress and caregiving intensity.
RESULTS: 2,128 adults with hypertension were caregivers (mean age of 64.2
years, SD 8.9), 64.9% were women, 52.0% were Black, and 48.8% had low
annual incomes (<$35K). Overall, 18.1% reported high caregiver strain.
Compared to caregivers with none/some strain, caregivers with high strain
were younger, female, lacked social support, had more perceived stress and
spent more hours caregiving. Caregivers with high strain had lower adherence
to the DASH diet (50.8% vs. 38.9%, p<0.002), did not exercise (44.4% vs.
36.2%, p<0.009), were smokers (19.7% vs. 13.9%, p<0.004), and had lower
overall self-care (composite score; 6.6 [SD 1.7] vs. 7.0 [SD 1.7], p<0.001).
High caregiver strain was associated with worse hypertension self-care (coeff
-0.41; 95% CI: -0.66, -0.17), which remained significant after adjustment for
socio-demographics (coeff -0.36; -0.60, -0.12) and clinical characteristics
(coeff -0.32; -0.57, -0.07). CONCLUSIONS: Among caregivers with hyper-
tension, high levels of caregiver strain were associated with lower levels of
self-care overall, lower adherence to the DASH diet, decreased physical
activity, and more smoking. Although limited by the cross-sectional nature
of the study, these findings suggest that the minority of caregivers who find
caregiving to be highly stressful may have difficulties following hypertension
lifestyle recommendations.

CAREGIVING AS AN INDEPENDENT RISK FACTOR FOR ELDER
ABUSE OR MISTREATMENT: RESULTS FROM A NATIONAL
SAMPLE OF COMMUNITY-DWELLING OLDER ADULTS
Akua Nyarko-Odoom1; Nadra Lisha2; Ashwin A. Kotwal2; Seki Balogun1;
Alison Huang2; Veronica Yank3
1School of Medicine, University of Virginia School of Medicine,
Charlottesville, VA
2University of California San Francisco, San Francisco, CA; 3Medicine,
UCSF, Menlo Park, CA. (Control ID #3688181)

BACKGROUND:Older adults who are functionally dependent on the care of
others are believed to be at high risk of abuse or mistreatment, but little is
known about mistreatment of older adults who serve as caregivers for others.
METHODS: Cross-sectional analysis. National sample of community-
dwelling U.S. adults over age 60 in 2015-2016, including 1,062 women and
836 men, 78% over age 70, 83% non-Hispanic white, 64% married or with a
partner, and over 60% with some college education. Caregiving (assisting
another adult with day-to-day activities) and care- receiving (receiving assis-
tance with activities of daily living [ADLs] or instrumental ADLs) were
assessed by interviewer-administered questionnaires. Mistreatment after age
60 was assessed using structured self-report measures in three domains:
emotional (4 items), physical (2 items), and financial (2 items). Multivariable
logistic regressionmodels examined associations between caregiving and care-
receiving status with each type of mistreatment, adjusting for age,
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race/ethnicity, gender, education, partner status, and overall physical, mental,
and cognitive function.
RESULTS: Of adults over 60, 14% were caregivers, 27% reported receiving
care, and 59% were neither caregivers nor care-receivers. The self-reported
prevalence of any mistreatment was 52% among caregivers, 45% among care-
receivers, and 40% among those who were neither caregivers nor care-receivers
(chi-square P=.004). In multivariable models, caregiving was associated with
both emotional mistreatment (AOR 1.6, 95% CI 1.2-2.2) and financial mistreat-
ment (AOR 1.7, 95% CI 1.2-2.5) after adjustment for demographic and clinical
factors. However, no significant associations between care-receiving and elder
mistreatment were detected in multivariable-adjusted models (P>.05 for all).
CONCLUSIONS: In this national cohort of older community-dwelling
adults, caregiving rather than care-receivingwas independently associatedwith
experiencing emotional and financial mistreatment after age 60. Findings
suggest that efforts to prevent or mitigate elder mistreatment should target
vulnerable older caregivers in addition to those who receive care.

CHALLENGES TO DIETARY ADHERENCE FOR PATIENTSWITH
HEART FAILURE IN SKILLED NURSING FACILITIES
Amit Jhaveri1; Vibha Mital1; Himali Weerahandi2
1Medicine, NYU Langone Health, New York, NY
2Medicine/Population Health, NYULangoneHealth, NewYork, NY. (Control
ID #3693989)

BACKGROUND: Heart failure (HF) patients discharged to skilled nursing
facilities (SNF) are vulnerable to re- admission. Dietary modification remains a
critical yet challenging factor for improving outcomes in patients with HF.We
therefore sought to explore the unique perceived challenges observed by SNF
staff to ensure adherence to dietary recommendations on discharge for patients
with HF.
METHODS: Detailed individual semi-structured interviews with employees
across three SNFs in New York City were conducted. Purposive sampling was
used to identify staff members who have experience working with HF patients
and are involved in the discharge process at the SNF. Transcribed interviews
were analyzed for themes related to diet and HF self-care.
RESULTS: Twenty employees across these SNFs were interviewed.
Participants included 4 social workers, 2 nurse case managers, 2 registered
nurses, 1 licensed practical nurse, 4 nurse practitioners, 6 physicians, and 1
administrator. Perceived challenges to dietary adherence identified include:
1. Psychological
a. Food represents a source of comfort or reward for patients. Consequently,
being placed on a “heart-healthy” diet was seen as a punishment.
2. Social
a. Patients faced limited access to healthy food on discharge. This was
particularly notable for those living in food deserts, those homebound due to
illness, or those with limitations in independent activities of daily living.
b. Cultural preferences at times limited patients’ willingness to modify diet.
c. Caregivers may be unwilling to reinforce a recommended diet if they
perceive certain foods as “the one thing” that will keep the patient happy. Staff
also had difficulty with families enabling and encouraging dietary non-
adherence by bringing in outside fast food while admitted.
3. Educational
a. Non-standardized discharge instructions may be difficult to follow.
b. More educated patients were thought to adhere to HF diets better.
c. Cognitive impairment was often seen as a barrier, particularly when social
support was not readily available. CONCLUSIONS: Diet and nutrition re-
main a challenging, yet important and often overlooked aspect of the discharge
process for patients with HF, particularly those discharged from SNF. Specific
interventions for improvement should focus on psychological, social, and
educational patient factors that will help adherence.

CHANGES IN DIETARY AND PHYSICAL ACTIVITY HABITS OF
OLDER AFRICAN AMERICAN WOMEN IN PUBLIC HOUSING
COMMUNITIES DURING THE COVID-19 PANDEMIC
Courtney L. Dominguez2; Kathryn N. Porter Starr3,4; Jane Pendergast1; Anna
Hung5; Connie W. Bales3,6; Laura J. Fish9,10; Nia S. Mitchell7,8

1Biostatistics & Bioinformatics, Duke University, Durham, NC
2Internal Medicine, Duke University Medical Center, Durham, NC
3Division of Geriatrics, Department of Medicine, Duke University School of
Medicine, Durham, NC
4U.S. Department of Veterans Affairs Rehabilitation Research and Develop-
ment Service Program, Durham, NC
5Department of Population Health Sciences, Duke University School of Med-
icine, Durham, NC
6Geriatric Research, Education, and Clinical Center, Durham VA Medical
Center, Durham, NC
7Division of General Internal Medicine, Department of Medicine, Duke Uni-
versity School of Medicine, Durham, NC
8Duke Lifestyle and Weight Management Center, Duke Health, Durham, NC
9Department of Biostatistics & Bioinformatics, Duke University, Durham, NC
10Department of Family Medicine and Community Health, Duke University,
Durham, NC. (Control ID #3713452)

BACKGROUND: Obesity continues to be a health concern in the United
States, especially among African American (AA) women and those with lower
incomes. Cardiovascular diseases are diagnosed at earlier ages in these
populations as well. During COVID-19, many supportive services for under-
served populations were closed resulting in limited access to healthy dietary
choices and exercise. To address these issues, we explored changes in dietary
and physical activity habits among older AA women living in public housing
communities.
METHODS: This was a cross-sectional telephone survey of English-speaking
AA women aged ≥55 years who live in public housing communities in central
North Carolina. Respondents were asked questions regarding changes to their
dietary and exercise habits prior to and after the pandemic.
RESULTS: Sixty-one women responded with a mean age of 64.2 years (range
55-83). All responses were asked to compare habits to before the pandemic.
Twenty-seven percent (16/61) report eating more healthy; 18% (11/61) less
healthy; and 55% (33/61) the same. In terms of the amount of food they ate,
25% (15/61) ate more; 31% (19/61) ate less; and 44% (27/61) ate the same
amount. Those eating more reported doing so due to boredom (8/15); stress/
anxiety (3/15); and due to stay at home orders (4/15). Twenty-one percent (16/
61) received some of their meals from an outside source such as churches and
food pantries; meals were discontinued for 12women. For snacking frequency,
36% (22/61) report snacking more; 21% (13/61) less; and 43% (26/61) the
same. Those snacking more often endorsed boredom (8/22); stress/anxiety
(2/22); and “because [they are] at home” (6/22). For sugary beverages, 18%
(11/61) participants report drinking more; 16% (10/61) drinking less; 44% (27/
61) the same; and 21% (13/61) report not drinking sweetened beverages. In
terms of exercise, 50% (30/60) report exercising less; 3% (2/60) more; and the
remaining 47% (28/60) the same amount. Those exercising less note weather
(6/30); feeling uncomfortable going to public places (14/30); transportation
issues (2/30); stress/anxiety (1/30); and other (18/30). Other responses includ-
ed chronic medical conditions (8/18).
CONCLUSIONS: Compared to before the pandemic, 18% of older AA
women in public housing reported they were eating less healthy, with 25%
eating more food overall; 31% eating less food overall; 36% snacking more
frequently; and 18% drinking more sugary beverages. For 20%, supplemental
meal programs were discontinued, which may have caused them to eat either
less food or less healthy options. Further, 50% reported decreased exercise. As
the pandemic continues, and services and resources remain limited due to
social distancing, these prolonged changes can adversely affect the health of
vulnerable populations. There is an urgent need to increase efforts to help older
AA women maintain healthy lifestyle habits to help manage their chronic
medical conditions.

CHANGES IN HEALTH CARE WORKERS’ WAGES SINCE THE
AFFORDABLE CARE ACT
Paula Chatterjee1; Sasmira Matta2; Atheendar Venkataramani1
1Medicine University of Pennsylvania, Philadelphia, PA
2University of Pennsylvania Wharton School, Philadelphia, PA. (Control ID
#3716036)
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BACKGROUND:Medicaid expansion under the Affordable Care Act (ACA)
has led to broad financial improvements for hospitals and health care
institutions. However, whether these improvements have translated into im-
proved health care worker wages remains unknown. Understanding whether
wages have improved is particularly important for low-wage health care
workers who are more likely to be Black Americans, Latinx, or Native
Americans, for whom compounding structural forces have consistently con-
tributed to poor health outcomes.
METHODS: We identified a nationally representative sample of health care
workers (including hospital- and non- hospital-based workers) and their wages
using the American Community Survey from 2010-2019. The primary out-
come was annual earnings. The primary exposure was an indicator variable
corresponding to whether a health care worker was living in a Medicaid
expansion state, before or after the time of expansion. Using a difference-in-
differences approach with an event study specification, we evaluated changes
in annual earnings among health care workers in expansion vs. non-expansion
states. All models adjusted for respondent age, race/ethnicity, gender, and level
of education, and included state and calendar year fixed effects. In addition to
evaluating changes in mean annual earnings, we also examined heterogeneity
across the income distribution by measuring changes in the likelihood of
appearing in different pre-ACA income deciles.
RESULTS: Our sample consisted of 1,761,890 health care workers. There
was a non-significant increase in wages by 0.41% for workers in expansion
states relative to workers in non-expansion states (95% CI: -1.1%, 1.9%).
However, this association was heterogeneous across the income distribution:
the share of workers reporting incomes in the top two pre-ACA income deciles
of rose by 0.5-0.6 percentage points in expansion versus non-expansion states.
These deciles predominantly included the highest-educated health care
workers (e.g., nurse practitioners, physicians, executives, and managers).
There were no significant changes in the distribution of income in the bottom
8 income deciles. Findings for the distributional effects were confirmed by
quantile regressions and models stratifying by education, which showed pos-
itive effects for incomes among workers with college-and-higher levels of
education only.
CONCLUSIONS: Medicaid expansion under the ACA led to no change in
overall health care worker incomes, but did lead to increases in incomes among
the highest paid workers. These findings suggest a widening gap between low
and high wage workers in the health care industry that may have implications
for the composition of the labor force and their health outcomes. Future work
will examine heterogenous effects by race/ethnicity as well as secondary
outcomes such as hourly wages, hours worked, and employee benefits. Iden-
tifying strategies that bolster lowwage health care workers will be essential to a
high functioning health care system.

CHANGES IN U.S. SAFETY-NET HOSPITAL FINANCES IN THE
FIRST YEAR OF THE COVID-19 PANDEMIC
Paula Chatterjee1; Michael Liu2; William Schpero3
1Medicine, University of Pennsylvania, Philadelphia, PA
2Weill Cornell Medicine, New York, NY
3Population Health Sciences, Weill Cornell Medicine, New York, NY. (Con-
trol ID #3716078)

BACKGROUND: The Covid-19 pandemic introduced myriad financial
challenges for hospitals nationally. These challenges may have been particu-
larly formidable for safety-net hospitals that disproportionately serve low-
income patients, given the baseline financial constraints of these hospitals
and the burden of Covid-19-related illness among low-income patients. Un-
derstanding how safety-net hospitals have financially fared during the pan-
demic is critical to informing how policymakers can bolster these hospitals.
METHODS:We conducted a national retrospective cohort study of safety-net
hospitals, defined as hospitals with the largest shares of Medicaid patients, and
non-safety-net hospitals. Using data from Medicare Cost Reports, 2015-2020,
we examined differential changes across three measures of hospital finances
(operating margins, total margins, share of uncompensated care), between
safety-net and non-safety-net hospitals, before (pre-2020) and after the onset
of the pandemic (post-2020). In main analyses, the sample was limited to

hospitals with the most complete reporting of 2020 Cost Reports; in sensitivity
analyses, all hospitals were included regardless of the completeness of 2020
reporting. We performed additional sensitivity analyses using an alternate
definition for “safety-net hospitals” based on the disproportionate share hos-
pital index.
RESULTS: The sample included 230 safety-net hospitals and 1,858 non-
safety-net hospitals. Operating margins at safety-net hospitals differentially
declined since the beginning of 2020 compared to non-safety-net hospitals
(3.3% pre- 2020 vs. 3.8% post-2020 among safety-net hospitals; 3.2% pre-
2020 vs. 5.3% post-2020 among non-safety-net hospitals; -1.2 percentage
point change, p=0.02). Similar patterns were evident for total margins (5.0%
pre-2020 vs. 6.2% post-2020 among safety-net hospitals; 4.7% pre-2020 vs.
7.0% post-2020 among non-safety-net hospitals; -0.9 percentage point change,
p=0.07). There were also non-significant differential increases in uncompen-
sated care at safety-net hospitals compared to non-safety-net hospitals since
2020 (6.8% pre-2020 vs. 7.4% post-2020 among safety- net hospitals; 6.9%
pre-2020 vs. 7.1% post-2020 among non-safety-net hospitals; 0.4 percentage
point change, p=0.08). Results were consistent when using a different defini-
tion for “safety-net hospitals”, as well as when the sample included hospitals
with less complete financial reporting in 2020 (707 safety-net hospitals vs.
4,205 non-safety-net hospitals).
CONCLUSIONS: Safety-net hospitals experienced differential declines in
operating margins compared to non-safety- net hospitals since the onset of
the pandemic in 2020. These hospitals provide essential care for low-income
patients but have faced longstanding financial challenges that were only
exacerbated by the pandemic. Understanding drivers of these declines will be
critical for the viability of these hospitals as well for policymakers seeking to
bolster safety-net health care delivery in the pandemic era.

CHANGES TO CHRONIC MEDICATIONS FOLLOWING A NEW
DEMENTIA DIAGNOSIS
Timothy Anderson1; John Z. Ayanian2; Alan M. Zaslavsky3; Jeffery Souza3;
Bruce E. Landon3
1Medicine/General Medicine, Beth Israel Deaconess Medical Center, Boston,
MA
2Institute for Healthcare Policy and Innovation, University of Michigan, Ann
Arbor, MI
3Health Care Policy, Harvard Medical School, Boston, MA. (Control ID
#3716027)

BACKGROUND: Dementia is a life-changing diagnosis that may alter older
adults’ healthcare goals and their ability to manage medications and engage in
treatment decisions. Patients with dementia often face polypharmacy, but how
a dementia diagnosis impacts medication prescribing and use is unclear. Thus,
we examined the impact of an incident dementia diagnosis on the use of
medications to treat chronic medical conditions.
METHODS: We examined a 20% national sample of Medicare fee-for-
service beneficiaries aged > 67 years enrolled inMedicare Part D who received
a new dementia diagnosis between 2012 and 2018 and compared them to a
matched sample without a diagnosis. We examined medication use at the time
of diagnosis and changes to medications at one year. We examined medication
class use within 3 broad categories: cardiovascular, glucose-lowering, and
central nervous system (CNS)-active medications.
RESULTS: The cohort included 414,228 beneficiaries (42.5% aged 85 or
older, 67% female, 82% White, 9% Black, 6% Hispanic, 34% Medicaid-
eligible, 14% receiveing long-term nursing care) who received a new dementia
diagnosis. At the date of diagnosis, the median number of medications used
was 8 (IQR 5-13). The proportion of beneficiaries taking each medication class
was: 78% for antihypertensives, 46% for statins, 14% for oral anticoagulants,
11% for antiplatelets, 21% for glucose-lowering medications, 34% for
antidepressants, 16% for antiepileptics, 16% for anticholinergics, and 12%
for benzodiazepines. One year following diagnosis, medication changes were
more common among CNS-active medication classes than cardiovascular or
glucose-lowering medications, but the direction of changes was variable across
classes. Fewer beneficiaries with a new dementia diagnosis were started on
cardiovascular and glucose-lowering medications than discontinued them. For
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example, 33% of the cohort continued statins 13% discontinued, and 9% were
newly initiated. Similarly, 62% of the cohort continued antihypertensives, 16%
discontinued, and 9% were initiated. Conversely, more beneficiaries were
started on CNS-active medications than discontinued them. For example, 7%
percent of the cohort continued benzodiazepines, 5% discontinued, and 13%
were initiated; with similar patterns for other CNS-active classes. Only 23% of
beneficiaries were initiated on antidementia medications. Comparative analy-
ses are pending.
CONCLUSIONS: Changes to chronic medications are common in the year
following a new dementia diagnosis. Despite their potential to impair cogni-
tion, more patients were initiated on CNS-active medications than were
deprescribed these classes. Conversely, more patients were deprescribed car-
diovascular medications than were initiated on them. These findings may
inform and prioritize future deprescribing and medication safety efforts.

CLINICAL AND VIROLOGIC FACTORS ASSOCIATED WITH
OUTCOMES OF COVID-19 BEFORE AND AFTER VACCINATION
AMONG VETERANS: RETROSPECTIVE ANALYSIS FROM SIX
NEW ENGLAND STATES
Megan Lee1; Danielle Cosentino2; Tassos C. Kyriakides2; Tricia Cavallaro2;
Gary E. Stack2; Shaili Gupta1,2
1Internal Medicine, Yale University School of Medicine, West Haven, CT
2VA Connecticut Healthcare System -West Haven Campus, West Haven, CT.
(Control ID #3713509)

BACKGROUND: We aimed to characterize clinical, demographic, viral
factors, and vaccination status affecting COVID-19 clinical outcomes among
New England Veterans.
METHODS: Clinical variables of Veterans with COVID-19 in Veterans
Administration healthcare systems in six New England states from April 8,
2020, to September 2, 2021, were associated with outcomes of 30-day mor-
tality, ICU care, and non-psychiatric hospitalization. We sequenced 754 whole
viral genomes and 197 partial genomes.
RESULTS: Of 4,170 Veterans who tested positive for SARS-CoV-2, 81.1%
were White, 8% women, mean age was 60.1 ± 17.7 years, and 2,399 became
fully vaccinated (FV). A total of 19% were hospitalized, 2.8% required ICU
admission, and 3.7% died. Of FV veterans, 0.38% died. Of 220 FV Veterans
with breakthroughCOVID, 52 were hospitalized, while 759 of 3,950 COVID+
unvaccinated (UV) Veterans were hospitalized. No statistically significant
differences by vaccine manufacturer were found. On multivariate regression,
male sex, black race, drug use, chronic heart disease, COPD, and chronic liver
disease associated with hospitalization in the UV. Age and CKD predicted
hospitalization in both UV and FVVeterans. Age associated withmortality and
ICU care in UV Veterans.
Most (>97%) were infected with B.1 sub-lineages with the D614Gmutation in
2020 and early 2021. B.1.617.2 lineage (71%) predominated after July 2021,
especially in FV Veterans (OR: 2.56).
CONCLUSIONS: In New England Veterans with mean age 60 years, and
multiple comorbidities, age significantly predicted hospitalization in UV and
FV patients as well as mortality and ICU care in UV patients. Delta variant of
SARS-CoV-2 (B.1.617.2) dominated infections among FV Veterans.

CLINICAL OUTCOMES IN STANDARD OF CARE MULTIPLE
SCLEROSIS TREATMENT: A CASE SERIES
Landon Crippes, Linda Rubenstein, Erika Dorff, Tyler Titcomb, Bridget
Easler, Mary Ehlinger, Terry Wahls
Internal Medicine, The University of Iowa Hospitals and Clinics Department
of Internal Medicine, Iowa City, IA. (Control ID #3690794)

BACKGROUND: There is growing evidence that a therapeutic diet and
lifestyle may benefit people with multiple sclerosis (MS). Clinical trials are
currently underway to assess the benefits of therapeutic diet and lifestyle. The
purpose of this study is to describe the clinical course over time (relapse rate,
severity of MS-related symptoms, number and size of enhancing lesions on
MRI, utilization of disease-modifying drug treatments (DMT)) of persons

newly diagnosed with clinically isolated syndrome (CIS) or relapsing-
remitting MS (RRMS) between 2018 to 2020 who are treated at University
of Iowa Hospitals and Clinics (UIHC).
METHODS: A list of medical records was generated for all newly diagnosed
UIHC Neurology patients with MS from 1/1/2018 to 12/31/2020, yielding
2,500 patients. Patients were randomly selected and screened for eligibility.
Inclusion criteria include age 18-56 years old and MS care at UIHC. All MS-
relevant progress notes, laboratory results and radiology studies were reviewed
to collect information regardingMS symptoms and disease course. Descriptive
statistics were generated. Clinical course based on relapse rate was determined
by reviewing each MS-related progress note for documentation of worsening
of symptoms and statement of relapse occurrence. Treatment escalation was
determined based on route of drug administration for DMT changes (i.e.,
escalating from oral to injection to infusion). MRI analysis included brain,
cervical spine and thoracic spine imaging.
RESULTS: A total of 40 patient records have been abstracted. The average
age is 37 (SD 8.8). 30 participants are Female sex (75%). 34 self-identify as
White (85%), 1 as African American/Black (2.5%), 1 as Asian (2.5%), 2 as
Hispanic/Latino of any race (5%), 1 as Multiracial/Two or More Races (2.5%).
There is an average of 5.7 progress notes recorded per patient (SD 2.8). There
are 1.2 documentedMS relapses per patient (SD 1.08). 10 patients have had an
escalation in their DMT (25%). Of the 35 patients with more than 1 MRI
(87.5%) 5 have improved (decreased lesion size/number), 23 show stable
lesions and 7 have worsened (increased lesion size or number). A total of 5
patients have utilized a special diet (12.5%), including 5 different diet
descriptions. All 5 of these patients utilize a DMT in conjunction with their
diet.
CONCLUSIONS: Descriptive statistics provide a better understanding of the
disease progression for patients being treated at UIHC. Procedures for chart
abstraction, definition of terms and data analyses will be refined in close
collaboration with the study biostatistician to establish the effect size of
utilizing a special diet on clinical course as defined by change in functional
impairments, overall MS symptoms and size and number of documented MRI
lesions. Future work will also involve comparison of this study population with
a prospective nationwide standard-of-care arm and an interventional arm for a
currently ongoing Health Behaviors clinical trial.

COLLECTION AND USE OF SOCIAL DETERMINANTS OF
HEALTHDATA INGENERAL INTERNALMEDICINE: A SCOPING
REVIEW
Victoria H. Davis3,2; Laura Rodger1,3
1General Internal Medicine, Unity Health Toronto, Toronto, ON, Canada
2MAP Centre for Urban Health Solutions, Li Ka Shing Knowledge Institute,
Unity Health Toronto, Toronto, ON, Canada
3Institute of Health Policy, Management and Evaluation, University of
Toronto, Toronto, ON, Canada. (Control ID #3714275)

BACKGROUND: Screening for social determinants of health (SDoH) is
increasingly being integrated in ambulatory primary care. However, despite
SDoH being associated with increased healthcare utilization, hospital length of
stay and readmissions, little is known about hospital-level data collection for
inpatients’ SDoH. SDoH data collected in hospitals assist healthcare providers
in identifying health inequities, which have implications for treatment and
community care. Understanding how to collect and leverage this data in
General Internal Medicine (GIM), which provides a substantial amount of
hospitalized care, could inform healthcare delivery and use. We conducted a
scoping review to describe the collection of SDoH data amongGIM inpatients,
and to identify how this data has been used.
METHODS: A search strategy was developed with a research librarian.
Databases queried for English-language publications between 2000 and 2021
included: MedLine, Embase, Web of Science, CINAHL, Cochrane and
PsycINFO. We included studies that deliberately collected or used SDoH data
in GIM settings and excluded reviews and editorials. The study followed
PRISMA guidelines and Joanna Briggs critical appraisal tools, and was man-
aged in Covidence.
RESULTS: 8190 abstracts were screened, 62 had full-text review, and 8 were
included. Studies were of moderate or poor quality. There were three case
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series, two quasi-experimental, and a cohort, cross-sectional and mixed-
methods study. Two studies focused on quality improvement. Two studies
utilised screening tools developed by the authors. One trainedmedical students
to use the THRIVE screening and resource tool, and found that medical
students had increased confidence in assisting with patients’ SDoH. Another
tested their SDoH program based on the PRAPARE screening tool, and
volunteers helped patients find community resources; there were reduced 30-
day readmission rates. Another used the THRIVE tool to understand SDoH
barriers to COPD management, and found most patients had SDoH needs. A
study taught medical students to chart patients’ SDoH; the intervention pro-
vided more SDoH information than the control. A study surveyed patients on
13 sociodemographic variables. Another assessed a health-related quality of
life tool, and found an association between quality of life and other SDoH. One
study found that many adults 65+ have challenges with malnutrition and daily
activities of living. Similarly, a study examined difficult discharges and found
that 95% of patients had inadequate family support.
CONCLUSIONS: Few studies connected patients to community resources
for their needs. Most studies collected information on income, housing and
food security, and social support. Our review found important gaps in the
collection of SDoH data and the use of this data in GIM settings. There are
opportunities for future research to examine the acceptability and feasibility of
this data collection in GIM, to eventually inform higher quality care and more
equitable health outcomes.

COMBINING IMPLEMENTATION SCIENCE AND HUMAN-
CENTERED DESIGN TO EXAMINE USABILITY OF A DEPRES-
SION SCREENING SHARED DECISION-MAKING TOOL AMONG
CORONARY HEART DISEASE PATIENTS
Fatima Malik1; Katherine Dauber-Decker1; Maria A. Serafini2; Samantha
Flores2; Jennifer Mizhquiri Barbecho2; Bryan McGinn1; Edith Burns1;
Nathalie Moise2
1Institute of Health System Science, Northwell Health Feinstein Institutes for
Medical Research, Manhasset, NY
2Columbia University Irving Medical Center, New York, NY. (Control ID
#3715838)

BACKGROUND: Only 30% of coronary heart disease (CHD) patients are
screened and treated for depression, far below general population rates. Utiliz-
ing a theoretical framework based on the Behavior Change Wheel integrated
with patient-centered design processes, we conducted a second round of post-
coronavirus disease 2019 (COVID-19) beta- phase testing of a web-based,
electronic shared decision-making (eSDM) tool for depression screening and
follow-up in patients with CHD.
METHODS: We recruited English-speaking patients who had internal med-
icine or cardiology clinic appointments from October 2020-January 2021. All
participants were aged ≥21 years with CHD and a diagnosis of and/or positive
screen for depression by the patient health questionnaire (PHQ)-2 and/or -8.
Think aloud usability sessions with participants verbalizing their thoughts on
the eSDM tool were conducted remotely. Sessions lasted approximately one
hour. Pre- and post-session questionnaires assessed comfort, ease-of-use of the
tool, and perceived barriers to success, and included the Decisional Conflict
Scale (DCS) and System Usability Scale (SUS). Think aloud and survey
feedback were analyzed for recurring themes.
RESULTS: Four patients participated before we reached saturation (25% aged
> 65; 75%male; 75%White). The average SUS score was 77.00 (C, or “Good”
on the scale). Three of four participants found the tool easy to use and
straightforward, and none expressed confusion/difficulty utilizing the tool.
Only 25% felt the tool alone was sufficient to make informed treatment
decisions (pre-post decisional conflict increased from 21.3 to 27.5). Post-
session, we observed lower perceived barriers to treatment related to access/
coordination (75% vs. 50%), stigma/motivation/efficacy (100% vs. 75%) but
not in cost of treatment (50% vs. 50%) or time/travel (50% vs 50%). Three of
four participants found the tool’s video depicting a patient’s depression treat-
ment journey after experiencing a heart attack helpful but two found it re-
traumatizing. Finally, all participants indicated they would spend time reading
about cardiac wellness topics at the end of the tool.

CONCLUSIONS: Using an innovative theory-based approach to usability
testing, we found high acceptability and usability of our eSDM tool but
highlighted several features that will need to be optimized to improve post-
COVID-19 adoption rates (e.g., traumatization considerations and increased
decisional support). Our study adds further evidence to concerns that self-
administered eSDM tools may be insufficient without provider and clinician
level intervention components. Enhancing a tool’s features may improve its
usefulness to patients, ultimately improving patient and provider adoption.

COMMUNITY ENGAGEMENT IN THE VIRTUAL AGE: A
CROWDSOURCING OPEN CONTEST TO DESIGN A LATINO-
SPECIFIC COVID-19 CAMPAIGN
Harita Shah1; Suzanne M. Grieb5; Alejandra Flores-Miller2; Katherine Phil-
lips3; Ana Cervantes2; Kathleen Page2; Cui Yang4
1Medicine, University of Chicago Division of the Biological Sciences,
Chicago, IL
2Medicine, Johns Hopkins University School of Medicine, Baltimore, MD
3Esperanza Center, Baltimore, MD
4Biostatistics, Johns Hopkins University Bloomberg School of Public Health,
Baltimore, MD
5Pediatrics, Johns Hopkins University School of Medicine, Baltimore, MD.
(Control ID #3706946)

BACKGROUND: Latinos are among the most heavily impacted populations
by the COVID-19 pandemic in the United States due to intersectional barriers
to care. Crowdsourcing open contests can be an effective means of community
engagement but have not been well studied in Latino populations nor in
addressing the COVID-19 pandemic. The objectives of this study were to
implement a crowdsourcing open contest to solicit a name for a social market-
ing campaign addressing COVID-19 for Latinos inMaryland, and evaluate the
contest through mixed-methods analysis.
METHODS: We conducted descriptive statistics of entries and votes, and
demographics of participants. Submitted text was analyzed through inductive
thematic analysis to understand community attitudes towards the COVID-19
pandemic. RESULTS: We received 74 entries within a brief 2-week period,
limited by the urgency COVID-19 pandemic. The top 10 entries were chosen
by a panel of community judges and the winner was decided by popular votes.
We received 383 votes within 1 week. The most common themes were
collective efficacy, self-efficacy, and perceived benefits of COVID-19 testing.
We subsequently incorporated these themes into campaign advertisements,
and these ended up being the highest performing ads.
CONCLUSIONS: Crowdsourcing is an effective means of community en-
gagement and an agile tool for guiding interventions to address COVID-19,
including in populations impacted by healthcare disparities such as Latino
communities.

COMPANIONSHIP IS ASSOCIATED WITH PAIN SEVERITY BUT
NOT OPIOID TAPERING AMONG VETERANS WITH CHRONIC
PAIN
Charlotte Nolan2; Erin E. Krebs3; Joseph W. Frank1,2
1University of Colorado Denver School of Medicine, Aurora, CO
2VA Eastern Colorado Health Care System, Aurora, CO
3Medicine, Minneapolis VA Health Care System, Minneapolis, MN. (Control
ID #3715111)

BACKGROUND: For individuals prescribed long-term opioid therapy
(LTOT) for chronic pain, opioid tapering is recommended when benefits no
longer outweigh harms. Opioid tapering may result in improved outcomes
when supported by interdisciplinary care. The effect of caregiver or peer
support during opioid tapering is not known. We examined the relationship
between self-reported companionship and change in pain severity and opioid
medication dose among a national cohort of Veterans prescribed long-term
opioid medications for chronic pain.
METHODS: We conducted a prospective observational cohort study of
primary care patients prescribed LTOT in the Veterans Health Administration

JGIMS248



(N=9,253). We randomly sampled 600 participants to complete a telephone
survey at 18-month follow-up. The primary exposure variable was self-
reported companionship, using the 4-item PROMIS companionship measure,
dichotomized into high and low companionship. Co-primary outcomes were:
1) change in pain severity, using the 3-item PEGmeasure of past-week average
pain intensity and interference; and 2) change in opioid dose, measured in
average monthly morphine equivalent dose (MED) using pharmacy data. We
assessed secondary measures at 18-month follow-up: single-item general
health status, 4-item Patient Health Questionnaire for depression/anxiety, 4-
item PROMIS fatigue, 4-item PROMIS sleep disturbance, and 4-item Pain
Self-Efficacy Questionnaire. We calculated t-tests and chi-square tests adjusted
for design-based standard errors to assess the association between self-reported
companionship status and outcome measures.
RESULTS:We surveyed 316 participants, a 58% response rate, and obtained
complete data for 290 participants. For change in pain severity, participants
with high self-reported companionship reported lower pain severity at baseline
(6.5 for high companionship vs. 7.3 for low companionship, p<.001), 12-
month follow-up (6.5 vs. 7.4, p<.001) and 18- month follow-up (6.3 vs 7.1,
p<.001). Change in pain severity from baseline to 18-month follow-up did not
differ between groups (p=0.77). For change in opioid dose, reductions in
average opioid dose from baseline to 18-month follow-up did not differ (-
34mg MED for high companionship vs. -33mg MED for low companionship,
p=0.33). For secondary outcomes, high companionship was associated with
better general health status (61% fair/poor health status vs. 75%, p=.01), less
depression/anxiety (1.6 vs. 2.1, p<.001), less fatigue (2.5 vs. 3.1, p<.001), and
better pain self- efficacy (4.5 vs. 3.8, p<.001). Companionship was not asso-
ciated with sleep (p=0.8).
CONCLUSIONS:AmongVeterans with chronic pain prescribed LTOT, high
companionship was associated with improved pain severity at all time points
but change in pain severity or opioid dose did not differ based on companion-
ship status. Future work should examine the effectiveness of caregiver or peer
support interventions to improve pain outcomes and support opioid tapering.

COMPARING FEDERAL COMMUNICATIONS COMMISSION AND
MICROSOFT BROADBAND DATASETS TO DETERMINE BROAD-
BAND ACCESS FOR VIDEO TELEMEDICINE
KaileyMulligan1,2; Knute Carter1; Bjarni Haraldsson2; Peter J. Kaboli2,3; Amy
M. O'Shea2,3; Ariana Shahnazi2
1Biostatistics, The University of Iowa College of Public Health, Iowa City, IA
2CADRE, Iowa City VA Medical Center, Iowa City, IA
3Internal Medicine, The University of Iowa Roy J and Lucille A Carver
College of Medicine, Iowa City, IA. (Control ID #3710270)

BACKGROUND: The Veterans Health Administration (VHA) has supported
access to care for rural veterans, especially through widespread telemedicine
adoption. The COVID-19 pandemic highlighted the importance of
telemedicine due to in-person visit restrictions. However, video telemedicine
requires adequate broadband access (defined as download/upload speeds of 25/
3 Mbps). The “digital divide”, or the gulf between those who do and do not
have ready access to computers and the internet, is influenced by income,
rurality, and digital literacy. In the veteran population, 15% do not have home
internet access and 30% live in rural areas, contributing to the digital divide.
Population-based estimates of 25/3 Mbps broadband access have limited
reliability and validity for research and public policy. The objective of this
study was to compare two datasets measuring broadband access to calculate
county-level broadband penetration rates (i.e., percentage of county population
with internet at >25/3 speeds) in a veteran population.
METHODS:We calculated county-level penetration rates using two publicly
available datasets (2019-2020): Federal Communications Commission (FCC)
fixed broadband speeds as reported by internet providers; and Microsoft US
BroadbandUsage (Microsoft) as estimated by package size and download time
of Microsoft products. These data were linked to VHA patient data including
residential rurality using rural-urban commuting area (RUCA) codes. Penetra-
tion rates were compared between andwithin data sources, stratified by RUCA
codes classified into rural and urban categories.
RESULTS: In 2020 according to FCC data, median county-level penetration
rate was higher at 85% compared to 37% using Microsoft data. Within data

sources, penetration rates generally increased over time (FCC: Mean Differ-
ence=3.2%; p<0.001) and (Microsoft: Mean Difference= 11.0%; p<0.001)
from 2019 to 2020. Only 15.2% of veterans living in counties with the best
FCC penetration rates were from a rural region whereas 98.5% of veterans in
the worst FCC counties were classified as rural (Table).
CONCLUSIONS: FCC data report higher penetration rates, overall, compared
to Microsoft data, potentially overestimating broadband access. Regardless of
data source, rural veterans live in counties with lower (worse) penetration rates
compared to urban counterparts. Broadband access may disproportionately affect
rural veterans and their ability to use video telemedicine. Future work should link
broadband penetration rates to differences in telemedicine use.

COMPARISON OF THE ASSOCIATION OF THE AREA DEPRIVA-
TION INDEX, COVID-19 COMMUNITY VULNERABILITY INDEX,
MINORITY HEALTH-SOCIAL VULNERABILITY INDEX, AND SO-
CIAL VULNERABILITY INDEX WITH US COVID-19 INCIDENCE
AND MORTALITY
Renuka Tipirneni1,2; Paula M. Lantz3; Monita Karmakar1
1Department of Internal Medicine, Division of General Medicine, University
of Michigan Medical School, Ann Arbor, MI
2Institute for Healthcare Policy & Innovation, University of Michigan, Ann
Arbor, MI
3Gerald R. Ford School of Public Policy, University of Michigan, Ann Arbor,
MI. (Control ID #3715138)

BACKGROUND: To promote equitable allocation of scarce COVID-19
resources, most US states added place-based social disadvantage indices in
allocation plans. Here we compare how 4 common indices of social disadvan-
tage (differing on social variables including race, and geographic levels)—the
Social Vulnerability Index (SVI), Area Deprivation Index (ADI), COVID-19
Community Vulnerability Index (CCVI), and Minority Health-Social Vulner-
ability Index (MH-SVI)—are associated with COVID-19 incidence/mortality.
METHODS: This cross-sectional study uses aggregated COVID-19 cases/
deaths in 3,135 US counties/county- equivalents reported by health
departments (New York Times repository), merged with social disadvantage
indices from CDC (SVI and MH-SVI), Surgo Ventures® (CCVI), and Uni-
versity of Wisconsin Neighborhood Atlas® (ADI). The SVI, MH-SVI, and
CCVI are available at the US county level. ADI was transformed from census
block group level to county-level using a population-weighted average. All
indices/subindices are national percentile rankings. SVI, MH- SVI, and CCVI
range from 0-1 and ADI range from 0-100; higher scores indicating greater
disadvantage. For analysis, we converted all indices/subindices into deciles.
Mixed effects negative binomial regression models adjusted for population
density, urbanicity, and including an offset for county population, were used to
estimate associations of each index/subindex with COVID-19 incidence/
mortality, as of July 31, 2021.
RESULTS: All 4 disadvantage indices had similar positive associations with
COVID-19 incidence (incidence rate ratios [IRR] ranging from 1.03-1.04).
Each index was also significantly associated with COVID-19 mortality, but
ADI had a stronger association (IRR 1.17, 95%CI 1.16-1.18) than CCVI (IRR
1.07, 95%CI 1.06-1.08), SVI (IRR 1.06, 95%CI 1.05-1.07), andMH-SVI (IRR
1.04, 95%CI 1.03-1.04). Each SVI, MH-SVI, and CCVI subindex was signif-
icantly associated with COVID-19 incidence, and most were significantly
associated with mortality.CONCLUSIONS:With Omicron and other emerg-
ing COVID-19 variants, the need may again arise for allocation of scarce
resources like testing, vaccines, and treatments. Despite differences in compo-
nent measures and weighting, all 4 indices demonstrated an association be-
tween greater disadvantage and increased COVID-19 incidence/mortality,
suggesting that any index can be used to assist public health leaders in targeting
COVID-19 resources to regions most vulnerable to negative COVID-19
outcomes. Of note, unlike SVI, MH-SVI, and CCVI, the ADI does not include
race, which can matter for legal/political issues associated with prioritization.
Targeting underserved populations with indices that include race as a variable
has been challenged by some state policymakers with allegations of reverse
discrimination. Policymakers may weigh potential tradeoffs in the political/
practical acceptability when considering use of these indices to target equitable
allocation of COVID-19 resources.

JGIM S249



CONCORDANCE BETWEEN CONTROLLED SUBSTANCE RE-
CEIPT AND POST-MORTEM TOXICOLOGY IN OPIOID-
INVOLVED DEATHS: A STATEWIDE ANALYSIS.
Benjamin A. Howell1,2; Anne C. Black5,1; Lauretta E. Grau3; Hsiu-Ju Lin6;
Robert Heimer3; Kathryn Hawk5,7; Gail D'Onofrio5,7; David A. Fiellin1,5;
William Becker4,5
1Medicine, Yale University School of Medicine, New Haven, CT
2SEICHE Center for Health and Justice, Yale School of Medicine, New
Haven, CT
3Epidemiology of Microbial Diseases, Yale School of Public Health, New
Haven, CT
4Internal Medicine, VA Connecticut Healthcare System, West Haven, CT
5Program in Addiction Medicine, Yale School of Medicine, New Haven, CT
6School of Social Work, University of Connecticut, Storrs, CT
7Emergency Medicine, Yale School of Medicine, New Haven, CT. (Control
ID #3712143)

BACKGROUND: Opioid-involved deaths are a leading cause of preventable
death in the United States. There is limited research linking decedents’ receipt
of controlled substances and presence of controlled substances at time-of-
death via post-mortem toxicology (PMT). Our objectives were to identify for
opioid-involved deaths in Connecticut decedents’ recent opioid and benzodi-
azepine (BZD) receipt and describe the concordance between prescriptions and
PMT.
METHODS: We linked data from the Connecticut Office of the Chief
Medical Examiner, Connecticut Prescription Monitoring and Reporting Sys-
tem, and Connecticut Department of Mental Health and Addiction Services.
We included all opioid-involved accidental and undetermined deaths occurring
between June 1, 2016, and December 31, 2017.
Exposure was defined as a filling an opioid or BZD prescription or methadone
receipt from an opioid treatment program within 90 days prior to death. We
categorized opioids either as medications for opioid use disorder (MOUD) or
non- MOUD based on their primary indication. Our primary outcome was
concordance between the medication receipt and metabolites found on PMT.
We also analyzed subgroups of individuals with a fentanyl or heroin/morphine-
involved death and individuals with a prescription opioid-involved death.
RESULTS: We included 1,417 opioid-involved deaths in our analysis. Our
analysis of opioid and BZD receipt and concordance with PMT are presented in
the table below. The majority of decedents were male (74%) and non-Hispanic
White (80%); average agewas 42 (SD+/-12) years. Decedents with concordance
betweem medication receipt and PMT were older (p<.001), more likely to be
female (p<.001), and more likely to be non-Hispanic White (p<.001).
CONCLUSIONS: Results suggest medically supplied opioids and BZDs
contributed to a minority of opioid-involved deaths in Connecticut during the
study period. Therefore, efforts to reduce opioid and BZD prescribing might
reduce risk for some, but not most opioid-involved overdose deaths. Fewer
than 1 in 7 decedents were dispensed MOUD in the 90 days prior to death,
suggesting a need to expand patient access to these risk-reducing medications.
Given the complexity of overdose risk, however, reducing opioid-involved
deaths will likely require a multi-pronged approach.
Access to population-level linked databases can provide insight into the
specific risk and protective factors involved in opioid-related deaths.

CONTINUOUS QUALITY IMPROVEMENT (CQI) FOR CLINICAL
TEAMS: A SYSTEMATIC REVIEW OF REVIEWS
Joel C. Boggan1,2; Paul Shekelle3; Selene Mak3; Jason Burton5; Meron
Begashaw4; Isomi Miake-Lye3,4
1Durham VA Medical Center, Durham, NC
2Duke University School of Medicine, Durham, NC
3West LA VAMC, Los Angeles, CA
4HSR&D, Veterans Health Administration, Los Angeles, CA
5University of California Los Angeles, Los Angeles, CA. (Control ID
#3716266)

BACKGROUND: Continuous quality improvement (CQI) frameworks are
system-level approaches to improving healthcare quality and safety through

systematic data-guided activities, iterative process development and testing,
and designing per local conditions. Lean management is among the most
popular CQI frameworks in healthcare, but there remains uncertainty as to
whether Lean is superior to approaches such as Six Sigma or Clinical
Microsystems.
Uncertainty also exists for which intervention- or system-level factors affect
success or failure of CQI frameworks.METHODS:We performed a system-
atic review of reviews using a published protocol (PROSPERO
CRD42021245263). English-language searches of multiple databases were
performed through March 2021 using broad search terms related to CQI.
Full-text review and data abstraction of factors such as contributors to success
or failure, healthcare condition, and healthcare setting were completed in
duplicate. A modified version of the Assessing the Methodological Quality
of Systematic Reviews 2 (AMSTAR2) criteria was used to assess methodo-
logical quality for systematic reviews.
RESULTS: We identified 36 reviews which described successful implemen-
tation of multiple CQI frameworks in various clinical settings; of the 29
reviews assessed with AMSTAR2, 20 were of low methodological quality
(score < 8). One 2008 review with low methodological quality directly
assessed relative effectiveness of CQI frameworks and found no evidence
any framework was more effective, concluding local context should dictate
choice of methodology. Eleven other reviews included more than one CQI
framework without a direct comparison. No review reached a strong conclu-
sion any framework was superior to any other(s). However, many reviews
showed evidence CQI methodologies have been successfully implemented in a
variety of clinical settings, such as operating rooms and emergency
departments. None of the seven publications describing sustainment of change
found definitive evidence for sustainment. Twenty reviews described at least
one contextual factor such as intervention characteristics related to success or
failure of CQI frameworks, but none compared the success or failure of
different CQI strategies based on these factors.
CONCLUSIONS: Of 36 reviews of continuous quality improvement (CQI)
frameworks in healthcare, one compared the effectiveness of different
frameworks. This review found no evidence any framework was more effec-
tive, concluding local context should dictate choice of methodology. While
reviews have shown success for CQI frameworks within specific contexts,
many scored low on methodological quality. Thus, evidence gaps remain
regarding whether any CQI framework is superior to others and how context
factors into implementation success or failure.

CONTRACEPTIVE USE AND HEALTHCARE UTILIZATION
AMONGST WOMEN WHO USE DRUGS IN RURAL U.S.
COMMUNITIES
XimenaA. Levander1; CanyonA. Foot1; Sara L.Magnusson2; RyanR. Cook1;
Jerel M. Ezell3; Judith Feinberg4; Vivian F. Go5; Kathryn E. Lancaster13;
Elizabeth Salisbury-Afshar6; Gordon S. Smith7; Ryan Westergaard8; April
M. Young9,10; Judith I. Tsui11; Philip T. Korthuis12
1Medicine, Oregon Health & Science University, Portland, OR
2Comagine Health, Portland, OR
3Cornell University Africana Studies and Research Center, Ithaca, NY
4West Virginia University Department of BehavioralMedicine and Psychiatry,
Morgantown, WV
5Health Behavior, University of North Carolina at Chapel Hill Gillings School
of Global Public Health, Chapel Hill, NC
6University of Wisconsin-Madison Department of Family Medicine and Com-
munity Health, Madison, WI
7Epidemiology and Biostatistics, West Virginia University School of Public
Health, Morgantown, WV
8Department of Medicine, University of Wisconsin School of Medicine &
Public Health, Madison, WI
9University of Kentucky College of Public Health, Lexington, KY
10University of Kentucky, Center on Drug and Alcohol Research, Lexington,
KY
11Medicine, University of Washington, Seattle, WA
12Medicine, Oregon Health & Science University, Portland, OR
13Division of Epidemiology, The Ohio State University College of Public
Health, Columbus, OH. (Control ID #3706530)
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BACKGROUND: Reproductive-age women are using drugs at increasing
rates, particularly in rural U.S communities. Women who use drugs (WWUD)
have lower rates of contraceptive use and experience up to twice the rate of
unintended pregnancy than the general U.S. population of women. There are
limited data on howWWUD, especially in rural areas, access reproductive and
healthcare services.We estimated contraception use prevalence of U.S. women
and WWUD in rural communities and tested associations between contracep-
tive use and healthcare utilization.
METHODS: We conducted an analysis of the Rural Opioid Initiative (ROI)
data – a cross-sectional survey of people who inject drugs and/or use opioids
for non-medical purposes via any route from eight U.S. rural regions including
ten states. The study used respondent-driven sampling (RDS) for participant
recruitment from January 2018 to March 2020. We estimated unweighted and
weighted contraceptive use amongst WWUD (18 - 49 years old) who self-
reported they could become pregnant. We compared ROI contraceptive use to
a sample of rural U.S. women from the 2017-2019 household National Survey
on Family Growth (NSFG). Outcome of interest was contraceptive use (oral
pill, patch, vaginal ring, implant, injection, intrauterine device, tubal ligation)
with main predictor being prior 6-month healthcare utilization with four
categories: 1) ambulatory care (private clinician/community health), 2) acute
care (urgent/emergency care), 3) health department or mobile van, 4) no care.
We used Chi-squared tests and multi-level linear regressions to test for
associations within the ROI sample.
RESULTS: Of the 3,048 ROI participants, 855 women met inclusion criteria.
Mean participant age was 33 years (SD 8); 79% were insured; in the prior 6
months 53% had experienced homelessness and 40% had been incarcerated. In
the ROI, 36.8% (95% CI 33.7-40.1) unweighted and 38.6% (95% CI 30.7-
47.2) weighted reported contraceptive use; compared to 66% in the NSFG
sample of rural women. ROI WWUD compared to rural women in the NSFG
had a 69% lower likelihood of contraceptive use (aOR 0.31 [95% CI, 0.25-
0.4]). Within the ROI, 44% of WWUD reported prior 6- month use of
ambulatory care services. There was a positive association with contraception
use and recent ambulatory care that did not meet the threshold of statistical
significance (aOR 1.32 [95% CI 0.96-1.82]).
CONCLUSIONS: WWUD from rural U.S. communities reported lower
contraceptive use compared to a national sample of rural women. Further
research is needed to understand the reproductive and contraceptive needs of
WWUD in rural areas. Our findings highlight the need for increased access to
reproductive health services for WWUD in rural America in various treatment
settings including primary care.

COORDINATING CANCERCARE USING VA HEALTH INFORMA-
TION EXCHANGE
Jill M. Inderstrodt, Edward J. Miech, David Haggstrom
HSR&D, Roudebush VA Medical Center, Indianapolis, IN. (Control ID
#3714362)

BACKGROUND: A lack of coordination challenges the provision of high-
quality cancer care, and primary care has a key role in this coordination among
all types of patients. Patients may have a suboptimal experience if providers do
not have timely or complete access to information about all services and
treatments they are receiving. The challenges of cancer care coordination
may be addressed using interoperable health information technologies such
as health information exchange (HIE). Outside the VA, studies indicate HIE
supports care coordination for HIV patients, diabetics, and children with
asthma. Yet HIE adoption among providers is low when deployed. The
objective of this study is to generate actionable knowledge for improving
cancer care coordination through optimizing the Veterans Health Information
Exchange (VHIE).
METHODS: This study employed semi-structured interviews with providers,
including several general internists. Snowball sampling was used to recruit
participants until saturation was reached. We interviewed 9 VA health care
providers whose roles involve managing cancer patients, including primary
care providers, subspecialists, nurses, and nursing staff. We also interviewed
the organizational leader who manages VA health information systems at the
facility.

RESULTS: Providers expressed that sharing information using VHIE works
well when it is with other VA providers. VA providers and staff can exchange
pathology, imaging, and clinical notes with other VA providers easily within
their own facility, as well as with providers at other VA facilities (i.e., across
state lines). Unfortunately, receiving health information from providers outside
of the VA is still very limited; information sharing commonly involves the use
of traditional channels: fax, phone, and “snail”mail, as well as media which are
not interoperable: CDs, printouts, and paper records. Subspecialists reported
that imaging, pathology, and physical specimens are the most valuable infor-
mation needed to coordinate cancer care, but primary care physicians noted the
needs for all types of medical information to provide continuous, comprehen-
sive care.
CONCLUSIONS: Although the VHIE works well for exchange of informa-
tion within the VA, exchanging patient health information expeditiously
outside of the VA falls short of optimal interoperability. The use of traditional
channels such as fax and mail introduces delays in care transitions from
screening to diagnosis to treatment. Greater interoperability may reduce the
level of staff and provider time required and increase system efficiency.

CORRECT ING OUR UNDERSTAND ING OF RACE
CORRECTIONS: A QUALITATIVE STUDY OF HEALTHCARE
PROVIDERS AND TRAINEES
Ibraheem D. Hamzat1; Tanya Zakrison3; Leena Penumalee1; Milda R.
Saunders1; Elizabeth L. Tung2
1University of Chicago Pritzker School of Medicine, Chicago, IL
2Medicine, University of Chicago Division of the Biological Sciences,
Chicago, IL
3Surgery, University of Chicago Division of the Biological Sciences, Chicago,
IL. (Control ID #3715205)

BACKGROUND: In an attempt to redress vestiges of racism in the US
healthcare system, institutions have started to re-examine the use of race
corrections, adjustments made to clinical algorithms based on race (e.g., eGFR
adjustments for Black/African American patients). In recent years, race
corrections have been justifiably challenged, with growing consensus that race
is a social, rather than biological, construct. However, no studies to date have
explored the perspectives of healthcare professionals regarding their personal
understandings of race corrections, nor their experiences with race corrections
in clinical practice.
METHODS: Qualitative semi-structured focus groups and interviews were
used to explore providers’ and trainees’ perspectives on race corrections.
Research staff contacted potential participants via publicly accessible email
information from a variety of professional groups and institutions. Recruitment
was then conducted using snowball sampling. Focus groups and interviews
were conducted and recorded virtually until thematic saturation was achieved.
All recordings were transcribed verbatim. A codebook was iteratively gener-
ated by 2 researchers, based on a sample of selected transcripts. Transcripts
were then distributed and coded by 2 separate team members using a standard
of intercoder agreement.
Themes were generated using grounded theory and the constant comparison
method.
RESULTS:Overall, 10 focus groups and 7 interviews were conducted (N=50
participants). Participants identified as White non-Hispanic (52.8%), Black
non-Hispanic (24.5%), Asian (17.0%), Hispanic or Latinx (7%), and American
Indian or Alaskan Native (5.7%). Over half identified as female (56%), and
70% as a trainee. Major themes identified were: 1) Race corrections being
erroneously taught as a response to biological differences (“I guess without
thinking very much, I decided [race corrections were based on] genetics”); 2)
Poor awareness of race corrections in clinical practice (“There are still so many
medical providers that really haven’t heard of it [race corrections]… asking
physicians about it can go a long way”); 3) Lack of empowerment to initiate
change (“You’re young, you’re bright eyed, you’re bushy-tailed, you’re not
going to sacrifice your promotion or your job”); and 4) Institutional
impediments to change due to consolidation of power (“So when we worked
on eGFR, the stakeholders were the chair of medicine and the chief of
nephrology.”).
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CONCLUSIONS: Emerging themes regarding healthcare professionals’
experiences with race corrections indicate that misunderstanding and lack of
awareness of race corrections may drive persistent practices. Participants noted
that changemay be challenging due to power structures in medicine and lack of
health equity as a core ethos in race-based algorithms.

CORRELATIONS BETWEEN MEASURES OF WORKFORCE
BURNOUT
Robert G. Badgett, Grace Hagan
University of Kansas School of Medicine Wichita, Wichita, KS. (Control ID
#3715790)

BACKGROUND:Healthcare workers report high levels of burnout that affect
both their well-being and the well-being of their patients via the quality of care
they receive. Unfortunately, measurement of burnout with the gold-standard
Maslach-Burnout Inventory (MBI) is limited by costs, copyrights, and length
of surveys. We aim to create an equation to convert group rates of burnout as
measured by the single-item Mini-Z to estimated rates measured by the MBI.
METHODS: We searched for studies that reported correlations between the
Mini-Z and the MBI, including overall correlation as well as the correlations
between Mini-Z and the subcategories of the MBI: emotional exhaustion and
depersonalization.
We meta-analyzed correlations between measures of theMBI and its subscales
with the Mini-Z single item using the metacor function of the R package meta.
We considered a correlation of 0.7 as acceptable per Cronbach.
We meta-analyzed across studies the burnout rates and correlation of theMini-
Z single item with the full MBI by using a linear mixed-effects model with the
lmer function of the R package lme4. We used the intercept and coefficient
from the mixed-effects model to derive an equation for predicting the MBI
from the Mini-Z single item. Using this model, we determined the correction
coefficient (R) and two proportions of the variance explained (R2) by the
model. T For R2, we used the R package Report to calculate both the total
(conditional) R2 and the fixed (marginal) R2.
Data and code are shared at https://ebmgt.github.io/well-being_measurement/.
RESULTS: We included 9 studies with a total of 11,376 respondents. The
response rate across studies ranged from 7% to 74%with a pooled rate of 33%.
The correlations of the Mini-Z single item with the MBI subscales were: MBI-
EE 0.70 (0.65 - 0.74; I2 = 96%) and MBI-DP 0.48 (0.38 - 0.57; I2 = 89%).
The correlations (R) and proportions of the variance explained (R2) of the
Mini-Z single item with the overall MBI were: total (conditional) R2 = 0.70
andmarginal (fixed) R2 = 0.56. Themarginal R2 leads to a correlation between
the Mini-Z single item and full MBI of 0.56.
The equation to convert the rate of burnout at an organization using the Mini-Z
question to the complete MBI is Mini-Z rate times plus 14.8 + 0.927. The 95%
confidence intervals are + 13. The R and R2, of the mixed effects model were
0.73 and 0.85, respectively.
CONCLUSIONS: The Mini-Z has significant, adequate reliability for
predicting MBI:EE. The Mini-Z has significant, but inadequate reliability to
predict the MBI:DP and full MBI, likely because the Mini-Z statements do not
conceptually map for depersonalization. Stanford’s Professional Fulfillment
Index PFI) and the Copenhagen Burnout Inventory both have scales that target
depersonalization and could be combined with theMini-Z. In order to improve
overall measure of burnout, we encourage collaboration among survey
developers to create an adequate survey with the fewest questions.

COST-EFFECTIVENESS ANALYSIS OF A POLYPILL INTERVEN-
TION FOR CARDIOVASCULAR DISEASE PREVENTION IN AN
UNDERSERVED U.S. POPULATION
Ciaran N. Kohli-Lynch1; Thomas J. Wang3; Andrew E. Moran2; Dhruv S.
Kazi4; Kirsten Bibbins-Domingo5; Neil Jordan1; Dustin D. French1; Yiyi
Zhang2; Brandon K. Bellows2
1Northwestern University Feinberg School of Medicine, Chicago, IL
2Columbia University Irving Medical Center, New York, NY
3The University of Texas Southwestern Medical Center, Dallas, TX
4Beth Israel Deaconess Medical Center, Boston, MA

5University of California San Francisco School of Medicine, San Francisco,
CA. (Control ID #3714153)

BACKGROUND: The Alabama polypill trial found that a polypill containing
four low-dose cardiovascular disease (CVD) prevention medications
(atorvastatin, amlodipine, losartan, and hydrochlorothiazide) reduced low-
density lipoprotein cholesterol (LDL-C) and systolic blood pressure (SBP)
compared with usual care in a cohort of adults who receive usual primary
healthcare in federally-qualified community health centers. This study aimed
to estimate the cost- effectiveness of the polypill comparedwith usual care over
ten years.
METHODS: We used the discrete event simulation CVD Policy Model, a
validated model of CVD in the U.S., to project health and cost outcomes for a
cohort of 10,000 U.S. adults with the characteristics of the participants of the
Alabama polypill trial. The simulated cohort had a mean age of 57.3 years,
61% were female, 96% were African American, mean SBP was 141 mg/dL,
mean LDL-C was 113 mg/dL, and 75% of individuals had an annual house-
hold income less than $15,000. Individuals were CVD-free upon entering the
model, but could develop one or more CVD events (e.g., myocardial infarc-
tion, stroke, heart failure) over ten years. Risk functions for CVD events were
developed from six pooled U.S. longitudinal cohort studies. Other model
variables were derived from national surveys, meta- analyses, published liter-
ature, and Alabama polypill trial results. The polypill was assumed to cost
$1.50 per day; the sum of the prices of its ingredients. The primary outcome
was the incremental cost-effectiveness ratio (ICER) of polypill therapy com-
pared with usual care, quantified as the incremental cost (2021 USD) per
quality-adjusted life year (QALY) from a health sector perspective and a 10-
year horizon. Usual care involved continuing baseline CVD prevention
medications and regular check-ups with primary care physicians. Polypill
therapy involved stopping all CVD prevention medications and commencing
polypill treatment in all individuals. Future costs and QALYs were discounted
3.0% annually. Sensitivity analyses varied the polypill price and analytic time
horizon.
RESULTS: The model reproduced SBP and LDL-C reductions observed in
the Alabama polypill trial at one year. Over ten years and for every 10,000
patients, polypill treatment was projected to lead to 185 fewer coronary heart
disease events, 147 fewer strokes, 124 fewer cases of heart failure, 364 more
life years, and 310 more QALYs compared with usual care. Polypill treatment
was projected to increase mean 10-year medication costs by $2,050 per patient
while lowering mean costs of CVD care by $2,289, producing an ICER of
$2,250/QALY. The ICER would exceed $50,000/QALY if the daily price of
the polypill exceeded $1.95. The ICER improved with longer time horizons.
CONCLUSIONS: The polypill is potentially very cost-effective for primary
prevention of CVD in patients who receive care in federally-qualified com-
munity health centers. These findings bolster the case to make a low-cost CVD
polypill widely available for primary CVD prevention.

COST EFFECTIVENESS OF NEWLY RECOMMENDED PNEUMO-
COCCAL VACCINATION STRATEGIES IN OLDER UNDER-
SERVEDMINORITY ADULTS IN THE US: KEEP IT SIMPLE
Kenneth J. Smith1; Angela R.Wateska1;Mary Patricia Nowalk3; Chyongchiou
J. Lin4; Richard K. Zimmerman2
1Medicine, University of Pittsburgh Department of Medicine, Pittsburgh, PA
2Family Medicine, University of Pittsburgh, Pittsburgh, PA
3Family Medicine, University of Pittsburgh, Pittsburgh, PA
4Ohio State University School of Nursing, Columbus, OH. (Control ID
#3704018)

BACKGROUND: The CDCAdvisory Committee on Immunization Practices
(ACIP) recently recommended changes to the US pneumococcal vaccination
schedule for adults aged ≥65 years, with options for either 20-valent pneumo-
coccal conjugate vaccine (PCV20) or the combination of 15-valent conjugate
vaccine (PCV15) followed by 23-valent polysaccharide vaccine (PPSV23).
The cost-effectiveness of these strategies in the US underserved population,
who have greater pneumococcal disease risk, is unclear.

JGIMS252



METHODS:AMarkovmodel estimated the incremental cost-effectiveness of
3 strategies: PCV20, PCV15/PPSV23, and no vaccination in a hypothetical US
65-year-old Black population cohort, serving as a proxy for the medically
underserved. Strategies were separately examined in a US non-Black cohort. A
healthcare perspective was taken over a lifetime time horizon using a 3%/year
discount rate. Cohorts were segmented based on chronic health conditions
using NHIS and NCHS data. CDC and US databases informed age- and race-
specific epidemiologic and disease-related resource utilization parameters.
Vaccine costs were obtained from CDC and industry sources. Sensitivity and
scenario analyses were performed.
RESULTS: In the model, the Black population had a relative 13% greater risk
of pneumococcal disease hospitalization compared to non-Blacks. In Blacks,
total per person PCV20 strategy costs, compared to no vaccination, were $123
more while gaining 0.00073 quality adjusted life years (QALY), or $167,954/
QALY gained. PCV15/PPSV23 cost $541,374/QALY gained compared to
PCV20. In the non-Black cohort, PCV20 cost $208,681/QALY compared to
no vaccination and PCV15/PPSV23 cost $740,027/QALY compared to
PCV20. Plausible variation of vaccine effectiveness based on CDC-derived
values had minor effects on results. In scenarios where the simpler one-vaccine
PCV20 strategy increased absolute vaccine uptake likelihood by 10%, PCV20
cost effectiveness changedminimally while PCV15/PPSV23 cost >$6 million/
QALY in the Black population. Another scenario examined concerns that the
volume of serotypes added could decrease PCV20 effectiveness, however
PCV20 relative effectiveness would need to decrease >21% for PCV15/
PPSV23 to potentially be favored. In probabilistic sensitivity analyses,
PCV15/PPSV23 was unlikely to be favored at acceptability thresholds
<$500,000/QALY gained.
CONCLUSIONS: Of the recently recommended adult pneumococcal vacci-
nation strategies, PCV15/PPSV23 use is substantially less economically rea-
sonable in Black and non-Black older adult populations than PCV20. If using a
single vaccine increases uptake, which is potentially more likely in the under-
served, then a PCV20 strategy becomes even more favorable by comparison.

COST-RELATED RESIDENTIAL MOVES ARE ASSOCIATED
WITH ADVERSE HEALTH OUTCOMES AND BEHAVIORS
AMONG CALIFORNIA’S RENTERS
Katherine L. Chen1,4; Lauren E. Wisk1; Teryl K. Nuckols2; Ninez A. Ponce4;
Kristen Choi5,4; Claudia L. Nau3; Frederick J. Zimmerman4
1General Internal Medicine & Health Services Research, University of
California Los Angeles David Geffen School of Medicine, Los Angeles, CA
2Internal Medicine, Cedars-Sinai Medical Center, Los Angeles, CA
3Department of Research & Evaluation, Southern California Permanente Med-
ical Group, Pasadena, CA
4Health Policy & Management, University of California Los Angeles, Los
Angeles, CA
5Nursing, University of California Los Angeles, Los Angeles, CA. (Control ID
#3710738)

BACKGROUND: Facing high housing costs and tight supply, renters often
confront difficult decisions about where to live and how to spend their time and
money. Whereas unaffordable housing is clearly linked to poor health
outcomes, moving in search of less expensive housing may not be any better
for health. Previous studies suggest that moving under financial duress may
exacerbate stress, disrupt social ties, and necessitate tradeoffs in commute
times, household budgeting, and daily activities, but little is known about the
consequences of these moves for population health.We developed this study to
compare physical and mental health, health behaviors, and health care use
among California renters who made recent cost-related moves vs. those who
did not move and those with non-cost-related moves.
METHODS: We analyzed cross-sectional data on adult renters in the 2011-
2017 California Health Interview Survey. We evaluated 5 outcomes: self-rated
health (dichotomized as excellent, very good, or good vs fair or poor), walking
for leisure (≥10 vs <10 minutes in the past week), preventive care (any visit vs
none in the past year), emergency department [ED] use (any vs none in the past
year), and an ordinal measure of psychological distress based on Kessler-6
score. We ran weighted multivariable regression models to estimate the

association between recent move history (cost- related, non-cost-related, or
none in the last 3 years) and each health outcome, adjusting for age, gender,
race/ethnicity, family composition, employment, income, education, English
proficiency, citizenship/immigration, and urbanicity.
RESULTS: In our sample of 52,646 renters, 9% reported a cost-related move,
49% reported a non-cost-related move, and 42% reported no recent move. 13%
of Black renters and 11% of Hispanic renters reported cost-related moves,
compared to 8% of Whites. In adjusted analyses, compared to no move, cost-
relatedmoveswere associated with a 24% (95%CI: 7-44%) increase in odds of
worse self-rated health, 14% (3-24%) decrease in odds of walking for leisure,
20% (5-32%) decrease in odds of a preventive visit, 16% (0-35%) increase in
odds of ED use, and 36% (20-53%) increase in odds of greater psychological
distress. Relative to moving for reasons other than cost, cost-related moves
were associated with worse self-rated health, walking for leisure, and psycho-
logical distress, whereas preventive visits and ED use did not differ by move
type.
CONCLUSIONS: One in 11 California renters moved due to unaffordable
housing in the last 3 years. Rather than alleviating the health hazards of
unaffordable housing, these cost-related moves are associated with an array
of poor health outcomes and behaviors. Racial/ethnic disparities in the preva-
lence of these moves, which might result from differing economic opportuni-
ties and/or discrimination in housing, may represent a mechanism by which
structural racism drives health inequity. Policies to increase access to stable,
affordable housing may improve population health equity.

COVID-19 AND CHANGES IN REPORTED SOCIAL RISK
FACTORS AT A PRIMARY CARE PRACTICE IN THE SOUTH
BRONX
Alexander Azan1; Joseph Stephens1; Kevin Fiori2; Xianhong Xie3; Mary
Gover1
1Department of General Internal Medicine, Montefiore Health Center, Bronx,
NY
2Family & Social Medicine, Albert Einstein College of Medicine, Bronx, NY
3Epidemiology and Population Health, Albert Einstein College of Medicine,
Bronx, NY. (Control ID #3716055)

BACKGROUND: Social Determinants of Health (SDOH) are important
drivers of well-being. Individual SDOH that are linked to specific poor health
outcomes, such as unstable housing and food insecurity, are referred to as
social risk factors. Historically, patient populations in Bronx County have
experienced the highest rates of social risk in New York State. During the
COVID-19 pandemic, the Bronx was disproportionately impacted, with local
communities experiencing high rates of unemployment and COVID-19 related
illness and death. The objective of this study was to determine how social risk
factors changed during the pandemic in a Bronx-based patient population.
METHODS: Study participants were adult patients seen at a Federally Qual-
ified Health Center in the South Bronx. Using a paired longitudinal study
design, 300 participants were randomly selected for telephonic outreach in
2020 from a sample of 865 participants who had previously been screened for
social risk factors in 2019. The telephonic survey used included a social risk
factor screening tool and questions regarding COVID-19 illness burden and
engagement in clinic-based social services. A generalized estimating equation
model was used to analyze chronological trends in reported social risk factors.
RESULTS: In 2020, 44% of participants reported at least one social risk,
compared to 28% in 2019 (p<0.0001). Participants who reported a personal
and/or household member COVID-19 diagnosis were 1.5 times more likely to
report a social risk factor during the pandemic (p=0.054). The majority of
participants (76%) reported that their social risks were directly related to the
pandemic, regardless of experience with COVID-19 illness.
CONCLUSIONS: Social risk factors increased during the COVID-19 pan-
demic in a socioeconomically vulnerable, urban patient population. Pandemic
related factors independent of COVID-19 illness, such as unemployment, were
reported as the primary cause of increased social risks. In addition to ongoing
COVID-19 vaccination andmitigation efforts, there is an urgent need to further
understand and address the increased prevalence of social risk factors in at-risk
communities to prevent associated poor health outcomes.
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COVID-19 PANDEMIC AND HIV CONTINUUM OF CARE AND
PREVENTION: A SYSTEMATIC REVIEW
Vitória R. Maia1; Marcos Pereira1; Mila Cunha2; Laylla Mirella Galvão
Azevedo1
1Medical, Federal University of Western Bahia, Barreiras, Bahia, Brazil
2Pharmacy, Universidade Federal do Oeste da Bahia, Barreiras, Bahia, Brazil.
(Control ID #3708865)

BACKGROUND: The COVID-19 pandemic triggered high mortality in the
world population and resulted in impacts on health services. Services related to
HIV care and prevention were discontinued and concerns about the impacts of
COVID-19 on people living with HIV (PLHIV) were discussed in different
countries. In this setting, the COVID-19 pandemic has provided a decrease in
combination HIV prevention, which involves access and use of HIV services,
including decreasing HIV pre-exposure prophylaxis (PrEP) prescriptions, post
exposure prophylaxis (PeP), interruptions in HIV ongoing care of people living
with HIV and access to HIV testing. The aim of this study is to assess the
implications of the COVID-19 pandemic for combination HIV prevention.
METHODS: A systematic review of observational studies was performed
according to the Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA). Searches were conducted in PubMed, Embase, CEN-
TRAL, Lilacs and OpenGrey, which included studies on the impacts of the
COVID-19 pandemic on prevention and care services for patients living with
HIV, namely: PreP, PeP, antiretroviral treatment and testing, published until
October 2021. The main impacts on these services were analyzed according to
the average income of the countries. Data from the included studies were
independently extracted by four reviewers. For the final articles that were
selected, the following data was extracted: year of publication, study design,
study site, sample size, mean age of participants, type of PrEP, adaptations to
services during the pandemic and country income.
RESULTS: The search identified 1396 studies, of which 90 were eligible.
Most studies were cross-sectional (n=30, 32.97%) and qualitative (n=33,
36.26%), mostly performed in high-income countries. USA had the largest
number of studies (n=35, 38.46%). The main themes of the selected studies
were related to the repercussion of the pandemic on the health of people living
with HIV (n=21, 23.08 %), in the combined prevention of HIV (n=18,
19.78%), testing and use of PrEP (n=11, 12.09% - each) and adaptations in
services were also reported to maintain the provision of care (n=11, 12.09%).
The most used strategy for offering the service was telehealth for consultations
related to the treatment and monitoring of PrEP users. The results suggest
regional discrepancies and according to the average income of the countries.
Low- and middle-income countries were more affected and populations were
more exposed to discontinuity in treatment and access to combination HIV
prevention. It was observed that qualitative studies predominantly assessed
changes in HIV prevention and treatment services.
CONCLUSIONS: The Covid-19 pandemic had an impact on reducing the
supply of combination HIV prevention. Systems of healthcare need to adopt
adaptations in the health services in order to establish effective strategies to
increase testing and access to telehealth for the population living with HIV,
specially in low income countries.

COVID-19 VACCINATIONS AMONG VETERANS WITH MENTAL
ILLNESS
Anders Chen4,1; Lauren Beste4,1; Kristen Strack2; John R. Geyer4,1; Chelle
Wheat3; Jorge Rojas Jr.3; Karin Nelson4,1; Ashok Reddy4,1
1Primary Care, VA Puget Sound Health Care System Seattle Division, Seattle,
WA
2Mental Health, VA Puget SoundHealth Care SystemSeattle Division, Seattle,
WA
3Primary Care Analytics Team, Veterans Health Administration, Seattle, WA
4Medicine, University of Washington, Seattle, WA. (Control ID #3714503)

BACKGROUND: Patients with mental illness have high COVID-19 infec-
tion rates and mortality. Equitable vaccination strategies have prioritized
outreach for high-risk medical conditions, racial/ethnic groups, and social
groups (e.g., experiencing homelessness). Despite calls to ensure adequate

access for persons with mental illness, COVID-19 vaccination disparities have
not been systematically evaluated in this population. A recent study demon-
strated that Veteran’s Administration (VA) systems can deliver equitable
vaccine access for traditionally marginalized racial/ethnic groups.We sought
to evaluate whether there are disparities in COVID-19 vaccination rates for
veterans with mental illness.
METHODS: We conducted a retrospective cohort study among Veterans
assigned to primary care at the VA Puget Sound with >1 visit recorded in
the past two years. We used logistic regression to determine the association
between diagnosis of serious mental illness (SMI) (bipolar disorder or schizo-
phrenia), post-traumatic stress disorder (PTSD), depression or anxiety, and
substance use disorder (SUD) and COVID-19 vaccination using three separate
models.
Covariates were age, sex, race/ethnicity, marital status, Gagne comorbidity
score, socioeconomic status index, rurality based on home address, homeless-
ness, number of primary care and mental health visits in the past 12 months,
and percentage without a high school degree.
RESULTS:We identified 103,025 veterans with no mental health diagnoses,
1,467 with SMI, 15,329 with PTSD, depression or anxiety, and 5,110 with
SUD. Those with mental health diagnoses were younger, had higher Gagne
scores, higher primary care and mental health utilization, were more likely to
experience homelessness, and to live in urban settings. In adjusted analysis the
odds ratio of vaccine receipt was higher in all three groups compared to those
without mental health diagnoses: 1.58 (95% CI 1.38, 1.82) for SMI, 1.26 (1.2,
1.32) for PTSD/Depression/Anxiety, and 1.24 (1.15, 1.34) for SUD.
CONCLUSIONS: After adjusting for clinical and sociodemographic
covariates, we found that diagnoses of SMI, SUD, PTSD, depression or
anxiety were associated with a slightly higher predicted probability of vacci-
nation compared to no mental health diagnoses among Veterans receiving
primary care within the VA. No other published analysis reports vaccination
rates in persons with mental health conditions, so we are unable to assess
whether this is a trend nationally or specific to the VA system, where vacci-
nation efforts were conducted using a clear equity framework, strong data
sources, and heavy outreach campaigns. Study limitations include unclear
generalizability to other geographic areas, and exclusion of veterans with
mental health diagnoses not enrolled in primary care, due to lack of adequate
clinical covariate information. Nevertheless, our results provide initial evi-
dence that disparities in COVID-19 vaccination rates for persons with mental
illness can be prevented.

CULTURAL AND NEIGHBORHOOD CHARACTERISTICS ASSOCI-
ATED WITH ACTIVITY-SPECIFIC PARENTING PRACTICES IN
HISPANIC YOUTH: A SECONDARY ANALYSIS OF THE HISPANIC
COMMUNITY HEALTH STUDY/SOL YOUTH ANCILLARY STUDY
Christopher J. Gonzalez1; Madison N. Lecroy3; Martha Daviglus2; Linda Van
Horn4; Linda C. Gallo5; Franklyn Gonzalez II6; Krista M. Perreira7; Maria M.
Llabre8; Martin F. Shapiro1; Carmen Isasi9
1Medicine, Weill Cornell Medicine, New York, NY
2Department of Medicine, Universitt of Illinois at Chicago, Chicago, IL
3Yeshiva University Department of Medicine, Bronx, NY
4Northwestern University Feinberg School of Medicine, Chicago, IL
5San Diego State University, San Diego, CA
6University of North Carolina at Chapel Hill School of Medicine, Chapel Hill,
NC
7Social Medicine, UNC, Chapel Hill, NC
8University of Miami, Coral Gables, FL
9Yeshiva University Department of Medicine, Bronx, NY. (Control ID
#3715703)

BACKGROUND: Hispanic youth are less physically active and more seden-
tary than non-Hispanic youth, contributing to relatively high rates of obesity
among the nation’s largest ethnic minority group. Though parents can influ-
ence children’s behaviors, it is unclear whether parenting practices are associ-
ated with activity in Hispanic/Latino youth and whether cultural and neigh-
borhood factors predict the use of these parenting practices. This study
assessed 1) whether activity-specific parenting practices (ASPPs) are associat-
ed with moderate-to-vigorous physical activity (MVPA) and sedentary time
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among Hispanic/Latino youth, and 2) if higher parental acculturation and more
perceived neighborhood- level socioeconomic challenges are associated with
the use of less effective ASPP patterns.
METHODS: Youth from the Hispanic Community Children’s Health Study/
Study of Latino Youth (SOL Youth; n=976) were examined. Activity was
assessed using 7-day accelerometer data. ASPPs were identified from the
Parenting strategies for Eating and Activity Scale (PEAS) using exploratory
and confirmatory factor analysis of the ten items on activity. Survey-weighted
linear regressions modeled whether the derived ASPPs predicted mean daily
MVPA and sedentary time. K-means cluster analysis was used to group
individuals based on activity-specific ASPP pattern use. Finally, survey-
weighted multinomial logistic regression models examined the association of
cultural characteristics (parental acculturation and acculturative stress) and
neighborhood factors (perceived neighborhood socioeconomic status and
barriers to activity) with ASPP pattern use.
RESULTS: Factor analysis of the activity-specific PEAS items revealed three
ASPPs: Limit Setting, Discipline and Monitoring with Reinforcement. Disci-
pline predicted higher MVPA in females only (β 1.89 [95% CI 0.11-3.67]),
and Monitoring with Reinforcement predicted higher MVPA in males only (β
4.71 [95%CI 0.68-8.74]). There was no association between Limit Setting and
MVPA nor any ASPPs and sedentary activity. K-cluster analysis revealed
three ASPP patterns: Negative Reinforcement (high scores for Limit Setting
and Discipline), Positive Reinforcement (high scores for Limit Setting and
Monitoring with Reinforcement) and Permissive Parenting (low score across
ASPPs).
Neighborhood characteristics did not predict pattern use, but one acculturation-
related measure, higher anglo- orientation, predicted membership in the Pos-
itive Reinforcement cluster (OR 1.59 [95% CI 1.06-2.40]; overall F-test p=
0.03) relative to the Permissive Parenting.
CONCLUSIONS: Activity-specific parenting practices are associated with
physical activity in sex-specific ways but have no association with sedentary
activity in Hispanic/Latino youth. Among cultural and neighborhood
characteristics, only anglo-orientation predicted ASPP patterns. More research
is needed to understand factors influencing ASPPs in Hispanic youth, and
ways in which these practices can be leveraged to change children’s activity.

CURRENT AND RETIRED PHYSICIANS’ PERSPECTIVES ON THE
COVID-19 PANDEMIC’S IMPACT ON THE PRACTICE OF MEDI-
CINE AND PHYSICIAN WELLBEING
Christine Mozer3; Jessica Guillaume3; Jenny Kim1; Marie Kim2; John Yoon2
1The University of Texas Southwestern Medical Center, Dallas, TX
2Medicine, The University of Chicago, Chicago, IL
3University of Chicago Pritzker School of Medicine, Chicago, IL. (Control ID
#3708408)

BACKGROUND: The COVID-19 pandemic has placed extraordinary strains
on a U.S. healthcare system already grappling with an epidemic of physician
burnout. Given the negative effects of burnout on patient care, it is critical to
explore the perspectives of physicians during this demanding and evolving
health crisis. This qualitative study aimed to understand how the COVID-19
pandemic has impacted physicians’ wellbeing, sense of purpose, and views on
the practice of medicine.
METHODS: This study is a continuation of the Project on the Good Physi-
cian, a national survey examining physicians’ professional and moral devel-
opment. Of survey respondents, a subset of physicians expressed interest in a
follow-up interview regarding physician wellness, spirituality and religion, and
meaning in medicine. 21 practicing and retired physicians representing a
variety of specialties, practice settings, and religious and non-religious
backgrounds participated in a one-hour qualitative phone interview conducted
from August 2020-July 2021. Participants answered open-ended, reflective
questions concerning key points in their professional development,
experiences with burnout and maintaining wellness, and the impact of the
COVID-19 pandemic professionally and personally. Transcripts were then
coded via a consensus-based iterative process.
RESULTS: Of 85 contacted physicians, 21 participated in a phone interview
(response rate: 25%). The sample consisted of 11 women (52%), 16 (76%)

internal medicine, family medicine, or general practitioners, and 15 (71%)
currently practicing physicians. Physicians described fear for themselves,
patients, and colleagues during the pandemic, and largely attributed fear to a
lack of information and guidance. Similarly, participants expressed frustration
with leadership at multiple levels and the politicization of the pandemic.
Despite the stresses of the pandemic and describing a greater susceptibility to
burnout, many physicians reported no change to or an increased sense of
purpose.
Additionally, some participants described how the pandemic helped clarify
personal and professional priorities and served as a period of reflection regard-
ing their allocation of time and energy. Interviewees also highlighted the
importance of maintaining pre-established wellness practices and religious/
spirituality practices. Finally, physicians shared their perspectives on the future
of medicine, such as the shift to telemedicine, an increased focus on public and
preventative health, and the importance of reestablishing trust in the medical
field.
CONCLUSIONS: While the COVID-19 pandemic has led to increased
physician stress and burnout, the experience has also provided professional
affirmation and has served as a catalyst for physicians to reflect on the course of
their professional and personal lives. These findings have important
implications for how we support physicians as the pandemic continues, and
how we prepare future physicians for careers as the practice of medicine
evolves.

DEFERRAL OF ROUTINE CARE IN THE CALIFORNIA STATE
PRISON POPULATION DURING THE COVID-19 PANDEMIC
Anita Amin1; Daniel Winetsky2; William Schpero1
1Population Health Sciences, Weill Cornell Medicine, New York, NY
2Columbia University Vagelos College of Physicians and Surgeons, New
York, NY. (Control ID #3710606)

BACKGROUND: The COVID-19 pandemic has diverted health care
resources from the management of chronic diseases toward acute care, with
potential long-term consequences, especially among vulnerable populations.
Incarcerated populations bear a higher chronic disease burden than the general
community, while simultaneously experiencing COVID-19 outbreaks of
higher acuity and associated mortality. The extent to which COVID-19
disrupted routine medical care within prison health systems has not been fully
characterized.
METHODS:We analyzed data from the California Department of Corrections
and Rehabilitation (CDCR) for each California state prison (N=35) by month
describing the delivery of medical care from January 1, 2019, to July 31, 2021.
These data included quality measures describing the timeliness of clinical
services for preventive care and chronic disease management, grouped by the
CDCR into three categories (diagnostic, general medical, and specialty care).
Statewide mean rates for each measure were weighted by prison population.
Comparing these measures with prison- level COVID-19 incidence data from
the CDCR for this period, we conducted a descriptive analysis of trends in the
timely delivery of medical care in the CDCR during the COVID-19 pandemic
relative to a pre-pandemic baseline period (2019).
RESULTS: Populations housed within CDCR facilities experienced an initial
wave of COVID-19 cases between June and October 2020, followed by a
larger wave between November 2020 and February 2021. During the second
wave, timely delivery of non-urgent PCP services decreased from a baseline of
91.7% to 79.0% (mean difference -12.7%; 95% [CI], -16.6 to -8.9). Timely
delivery of non-urgent specialty services decreased from a baseline of 87.3% to
56.4% (mean difference -31.0%; 95% [CI], -36.8 to -25.1). Smaller, but
statistically significant declines were seen in the timeliness of urgent PCP
services (mean difference -7.8%; 95% [CI], -10.2 to -5.5) and high priority
specialty services (mean difference -13.8%; 95% [CI], -17.1 to -10.4).
CONCLUSIONS: The population incarcerated in California state prisons
experienced sustained, significant delays in receipt of routine care during the
COVID-19 pandemic. In comparison, outpatient visit volume in non-
incarcerated populations nationwide decreased by up to 58% during the initial
wave, but volumes recovered rapidly with a shift toward virtual care and
remained stable despite the second wave. Policies to bolster prison health care
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systems during the ongoing pandemic will be critical for a stable recovery in
access to chronic disease management and preventive care for this vulnerable
population.

DEMOGRAPHIC, SOCIAL DETERMINANTS, AND CLINICAL
FACTORS ASSOCIATED WITH COVID-19 VACCINATION COM-
PLETION AMONG 6.2 MILLION VETERANS IN THE VETERANS
HEALTH ADMINISTRATION FROM JANUARY 1, 2020 TO DE-
CEMBER 22, 2021.
Karen H. Seal1; Jennifer K. Manuel2,3; Natalie Purcell1,4; A. Rani Elwy5; Beth
DeRonne6
1IntegrativeHealth, San FranciscoVAHealth Care System, San Francisco, CA
2Psychiatry, San Francisco VA Health Care System, San Francisco, CA
3Psychiatry, University of California San Francisco, San Francisco, CA
4Sociology, University of California San Francisco, San Francisco, CA
5Department of Veterans Affairs, Center for Healthcare Organization and
Implementation Research, Bedford, MA
6Pharmacy, Minneapolis VA Health Care System, Minneapolis, MN. (Control
ID #3715592)

BACKGROUND: Despite COVID-19 vaccines’ demonstrated effectiveness
in mitigating COVID-related hospitalizations and death, large numbers of
Americans, including U.S. veterans, have not completed the primary vaccine
series or the third/booster dose. The Veterans Health Administration (VHA) is
the largest integrated health care system in the U.S. Identifying subgroups of
veterans that have not completed COVID-19 vaccination and booster/third
doses may inform targeted interventions to decrease disparities and promote
vaccine completion.
METHODS: We included veterans enrolled at VHA facilities from Jan 1,
2021 (first COVID-19 vaccinations available for highest risk veterans per CDC
guidelines) through December 22, 2021. The VA COVID-19 Shared Data
Resource was linked to the Corporate Data Warehouse to provide vaccination
and other COVID-related clinical information, as well as demographic and
social determinants data. The main study outcome was completion of the
COVID-19 primary vaccine series (two doses of either mRNA vaccine or
one dose of the viral vector vaccine). Secondary outcome was completion of
the booster or third dose among eligible veterans. Univariate descriptive
statistics determined the proportion of veterans completing vaccination by
subgroup of interest; relative risks calculated statistical significance.
RESULTS: Of 6,235,555 veterans, 9.5% were women; mean age was 62.9
years (+/- 16.8 years); 31.2%were of non-White racial/ethnic minority groups;
6.7% were Hispanic. Of these, 61.7% completed primary vaccination series.
Primary vaccination rates were significantly lower in younger veterans ≤ 49
years (47.2%) compared to those >50 years (67.7%). In addition, lower
primary vaccination rates were found in women vs. men (57.1% vs. 62.5%);
those residing in highly rural vs. urban locations (53.9% vs. 64.5%); Native
Americans (56%) compared to Black/African American (64.8%), Hispanic
(63.9%) or White (61.6%) veterans; those reporting food insecurity vs. not
(54.9% vs. 64.3%); housing insecurity vs. not (51.6% vs. 65.1%); having had a
positive vs. negative COVID-19 test prior to vaccination (45.5% vs. 71.6%);
and not assigned a primary care team vs. assigned (45.2% vs. 64.5%), (all p-
values < 0.001). Of 3,672,322 eligible veterans, 33.5% received their booster/
third doses as of 12/22/21. Subgroups at risk for not having received booster/
third doses were the same as for the primary series, with the youngest veterans
(18-49 years) having the lowest rates of booster/third doses compared to
veterans > 50 years (16.1% vs. 36.9%).
CONCLUSIONS: Based on VA data, substantial proportions of veterans
remain unvaccinated- or under-vaccinated, especially younger veterans, wom-
en, Native Americans, those with food or housing insecurity, prior COVID-19,
and those not assigned to primary care. Impactful interventions, including
health care staff encouraging vaccine completion among more vulnerable
subgroups, are needed to avoid further disparities related to adverse COVID-
19 outcomes.

DEMOGRAPHIC CHARACTERISTICS OF ADULTS PARTICIPAT-
ING IN CLINICAL TRIALS OF PHARMACOLOGIC AGENTS TO
TREAT ALZHEIMER DISEASE
Audrey D. Zhang2; Susan N. Hastings1,3
1Geriatrics, Durham VA Medical Center, Durham, NC
2Medicine, Duke University School of Medicine, Durham, NC
3Geriatrics, Duke University School of Medicine, Durham, NC. (Control ID
#3715701)

BACKGROUND: In 2021, the US Food and Drug Administration approved
aducanumab to treat Alzheimer disease (AD) – making it the first drug
approved to modify AD progression. However, concerns have been raised
about the representativeness of trial participants along the AD research pipeline
given that older adults, women, and Black adults are disproportionately affect-
ed by AD relative to the general population. This study examines participants
in clinical trials of pharmacologic agents to treat AD, characterizing represen-
tation by age, sex, race, and ethnicity.
METHODS:Weperformed a cross-sectional analysis of all Phase 2-4 trials of
drugs for AD treatment with start date after January 1, 2008. Using
ClinicalTrials.gov and publications, we characterized trial phase, completion
status, results availability, number of participants, and their age, sex, race, and
ethnicity when available. We calculated participation- to-prevalence ratios
(PPR), dividing the proportion of each demographic group among trial
participants by the proportion among the AD patient population as estimated
fromMedicare fee-for-service data. A PPR of 0.8-1.2 was considered adequate
representation. Confidence intervals were calculated using one-sample t-tests.
We repeated these analyses stratified by trial size and phase.
RESULTS: We identified 258 completed Phase 2-4 trials of pharmacologic
agents for the treatment of Alzheimer disease enrolling a total of over 73,200
patients. Of these, 165 (64.0%) were Phase 2, 61 (23.6%) were Phase 3, and 32
(12.4%) were Phase 4. 133 (51.6%) were tested as disease-modifying agents,
90 (34.9%) as cognitive enhancers, and 35 (13.6%) to treat neuropsychiatric
symptoms of dementia.
172 (66.7%) trials had released results, whether through ClinicalTrials.gov or
by publication. Of these, 149 (86.6%) trials reported mean age, 167 (97.1%)
trials reported sex, 107 (62.2%) trials reported race, and 51 (29.7%) trials
reported ethnicity, with varying degrees of completeness. Mean age was 71.7
years, although adults 75 and older are estimated to comprise over 89% of AD
cases. 55.8% of participants were female (PPR 0.82, 95% CI 0.79-0.85). In the
90 (52.3%) trials with complete reporting of race, 82.0% of participants were
white (PPR 1.01, 95% CI 0.94-1.07), 5.2% were Black (PPR 0.55, 95% CI
0.32-0.79), and 10.8% were Asian (PPR 5.41, 95% CI 2.83-7.99). In the 51
(29.7%) trials with complete reporting of ethnicity, 11.0% of participants were
Hispanic (PPR 1.70, 95% CI 1.07-2.32). Findings were consistent across trial
size and phase.
CONCLUSIONS: Clinical trials of pharmacologic agents for Alzheimer
disease treatment are not representative of the AD patient population, with a
younger mean age, underrepresentation of Black participants, and overrepre-
sentation of Asian participants. These results have implications for the appli-
cability of trial results for people with AD and suggest the need for continued
targeted recruitment efforts.

DEPRESCRIBING OF BENZODIAZEPINES IN OLDER ADULTS:
CURRENT TRAJECTORIES OF USE ACROSS HEALTH PLANS
Timothy Anderson1; Marleen Jones-Pool2; Bennett Datu2,3; Pamela Lighter2;
Rachel Harrington2
1Medicine/General Medicine, Beth Israel Deaconess Medical Center, Boston,
MA
2National Committee for Quality Assurance, Washington, DC
3Optum Inc, Eden Prairie, MN. (Control ID #3708677)

BACKGROUND: Nearly 10% of older adults use benzodiazepines, despite
the existence of safer and more efficacious treatments for insomnia and
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anxiety. Despite clinical consensus on the risks of benzodiazepines, national
prescribing rates are static. Novel interventions are needed to foster patient-
centered deprescribing. In 2022, the first deprescribing quality measure,
targeting plan-level benzodiazepine deprescribing, will be evaluated in the
Healthcare Effectiveness Data and Information Set (HEDIS). To inform the
potential impact of this measure, we examined rates of benzodiazepine
deprescribing across a national sample of health plans in 2019.
METHODS: The HEDIS Deprescribing of Benzodiazepines in Older Adults
measure was developed through a multistep process including literature re-
view, quantitative testing, external stakeholder engagement, and public com-
ment. The measure assesses the percentage of older adults with routine,
inappropriate, benzodiazepine use who experience a 20% or greater dose
decrease during the measurement year. Patient and plan-level deprescribing
was identified in a national sample of Medicare Advantage (MA) beneficiaries
using the OptumLabs® Data Warehouse, a longitudinal, de-identified admin-
istrative claims dataset. We used an anonymized contract ID from Part D
coverage to infer MA plan attribution for each beneficiary. Inclusion criteria
were: age ≥ 67, two years of continuous health plan enrollment, routine
benzodiazepine use (initial fill of ≥ 30 days supplied followed by proportion
of days covered ≥ 50%), and absence of a condition for which benzodiazepine
use is considered appropriate. Benzodiazepine prescriptions were converted to
daily diazepam milligram equivalents (DME).
RESULTS: The study population included 118,801 adults (70.0% female,
50.0% age >=75, 29.0%Medicaid dual- eligible) enrolled in 53MA plans. The
median (IQR) starting daily DME was 0.15 (0.10 to 0.40) and ~10% of
beneficiaries had a starting DME of 30 or greater. High-risk medication co-
prescription was common with 12.2% using multiple benzodiazepines and
30.4% using opioids. During the measurement period, 24,966 (21.0%) of
beneficiaries experienced a benzodiazepine dose reduction, of which 9,472
(8.0%) continued use at a lower dose and 15,494 (13.0%) were discontinued.
Deprescribing was slightly more common among beneficiaries with general-
ized anxiety disorder (24.3% vs 23.2%). Across health plans, rates of
deprescribing varied substantially with the median plan-level deprescribing
rate 22.6% (range 11.1% to 40.7%).
CONCLUSIONS: In 2019, 1 in 5 older adults prescribed benzodiazepines
receive dose reductions or discontinuations during the year with substantial
variation across health plans. As novel deprescribing quality metrics are
introduced, close attention to population, clinician, and plan-level patterns of
medication use are crucial to ensure safe and patient- centered deprescribing.

DEPRESCRIBING OPPORTUNITIES FOR HOSPITALIZED
PATIENTSWITHEND-STAGEKIDNEYDISEASE ONHEMODIAL-
YSIS: A SECONDARY ANALYSIS OF THE MEDSAFER CLUSTER
RANDOMIZED CONTROLLED TRIAL
Joseph Moryousef1; Émilie Bortolussi-Courval3; Tiina Podymow3; Todd C.
Lee2; Emilie Trinh3; Emily G. McDonald3
1Medicine, McGill University, Montreal, QC, Canada
2Medicine, McGill University, Montreal, QC, Canada
3Medicine, McGill University Health Centre, Montreal, QC, Canada. (Control
ID #3706360)

BACKGROUND: End-stage kidney disease (ESKD) patients on dialysis
have a substantial risk of polypharmacy due their propensity for comorbidity
and contact with the healthcare system. MedSafer is an electronic decision
support tool that integrates patient comorbidity and medication lists to generate
personalized deprescribing reports focused on identifying potentially inappro-
priate medications (PIMs). Our objective was to conduct a secondary analysis
of patients on dialysis included in the MedSafer Randomized Controlled Trial
to investigate the patterns of polypharmacy and evaluate the efficacy of the
MedSafer deprescribing algorithms for hospitalized patients undergoing regu-
lar hemodialysis.
METHODS: Control patients received usual care (medication reconciliation)
whereas clinicians caring for intervention patients received a MedSafer report
that highlighted individualized opportunities for deprescribing. The trial
recruited older patients (≥65 years-old), who were taking ≥5 daily home
medications, and who had an expected survival of ≥3 months, from 11
Canadian acute care hospitals.

RESULTS: TheMedSafer trial enrolled 5698 participants; 140 were receiving
hemodialysis. There were 70 patients in each of the control and intervention
arms. The median number of home medications was 14 (compared to a median
of 10 medications in the general trial population). The most frequent PIMs
prescribed were proton pump inhibitors (55/76 users; 72.4%), diabetes
medications in patients with a HBA1C <7.5% (36/65 users; 55.4%), docusate
(27/27 users; 100%), gabapentinoids (27/36 users; 75%) and combination
antiplatelet/anticoagulants (22/97 users; 22.7%). The proportion of PIMs
deprescribed was higher during the intervention phase (28.8% vs. 19.3%;
absolute increase 9.4% [95% CI 1.3% to 17.6%]) compared to the control
phase. The control and intervention groups did not differ in the number of
readmissions, adverse events, or adverse drug events (ADEs) up to 30 days
post-discharge. The most common ADEs (n=3) were gastrointestinal bleeds
attributed to antiplatelet agents.
CONCLUSIONS: MedSafer facilitates deprescribing of PIMs for hospital-
ized patients on hemodialysis, a population that could greatly benefit from
routine deprescribing through structured clinical decision support. On a pop-
ulation level, this could reduce common preventable ADEs, such as gastroin-
testinal bleeding from prolonged use of blood thinners.

DEVELOPMENT AND VALIDATION OF MORTALITY PREDIC-
TION MODELS BASED ON THE SOCIAL DETERMINANTS OF
HEALTH
Khalid Fahoum1; Joanna B. Ringel3; Jana A. Hirsch5; Andrew G. Rundle2;
Evgeniya Reshetnyak3; Madeline R. Sterling3; Chiomah Ezeomah4; Parag
Goyal3; Monika M. Safford3
1MD Program, Weill Cornell Medicine, New York, NY
2Columbia University Mailman School of Public Health, New York, NY
3Medicine, Weill Cornell Medicine, New York, NY
4Population Health Sciences, Weill Cornell Medicine, New York, NY
5Dornsife School of Public Health, Drexel University, Philadelphia, PA.
(Control ID #3705653)

BACKGROUND: While numerous population metrics identify area-level
deprivation and social disadvantage, there are no validated tools at the indi-
vidual level that can identify persons at high risk for mortality based on their
social determinants of health (SDoH) in the US. The goal of this study is to
develop and compare alternative mortality risk prediction models based on
different ways of capturing SDoH, to select a practical model for risk-
stratification in a clinical setting.
METHODS: We used the REasons for Geographic Differences in Stroke
(REGARDS) dataset, a national, population- based, longitudinal cohort of
30,239Black andWhite Americans age 45 and over.We used cox proportional
hazard models to predict all-cause mortality using SDoH. Models 1-3 are
nested models that start with individual-level SDoH (income, education, social
isolation, insurance, marital status –Model 1) and then add publicly available
area-level SDoH (rural residence, zip code poverty, public health infrastruc-
ture, health professional shortage area – Model 2) and subsequently business-
level SDoH (exercise facilities, unhealthy food sources, clinical treatment
locations – Model 3). Additionally, Model 2 included measures of structural
racism for Black participants. Model 4 is based on the area-level Social
Vulnerability Index (SVI) developed by the CDC,Model 5 is a count of SDoH
using variables in Model 1, and Model 6 is based on medical, physiologic, and
behavioral factors, included for comparison. All models were adjusted for age,
sex, and REGARDS sampling region and underwent split-sample validation.
C-statistics were used to compare model discrimination.
RESULTS: Of 29,792 participants with available follow up data, 9,826
(33.0%) died over 10 years, 55.1% were female, 45.7% over age 65, and
41.2% Black. A prediction model based on individual SDoH (Model 1) had
good mortality prediction with a validation c-statistic of 0.732. Adding area-
level SDoH (Model 2, c-statistic 0.733) and business-level SDoH (Model 3, c-
statistic 0.733) had minimal improvement in model discrimination (p= 0.097
and 0.690, respectively for comparison with Model 1). Structural racism
variables (Model 2) were associated with all-cause mortality for Black
participants but did not improve model discrimination compared to Model 1
(p = 0.890). The SVI (Model 4) had a validation c-statistic of 0.724 (p<0.001
for comparison with Model 1). A count variable of SDoH (Model 5)
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demonstrated a stepwise increase in mortality with increasing SDoH (HR 3.11,
95% CI [2.82,3.44], for 4+ SDoH), and a model based on this count had a
validation c-statistic of 0.729. A model based on medical, physiologic, and
behavioral factors (Model 6) had the best discrimination (c-statistic of 0.785,
p<0.001 for comparison with Model 1).
CONCLUSIONS: SDoH can predict mortality over 10 years with good
discrimination using self-reported individual SDoH and if validated externally,
have the potential to identify high-risk adults for further evaluation or
intervention.

DEVELOPMENT OF AN EHR-BASED ALGORITHMTO IDENTIFY
PAT I ENT S I N I T I A T I NG S ECOND GENERAT ION
ANTIPSYCHOTICS WITHOUT HBA1C MONITORING
Kyle T. Smith, Arielle R. Nagler, Himali Weerahandi, Saul Blecker
Department of Population Health, New York University Grossman School of
Medicine, New York, NY. (Control ID #3715551)

BACKGROUND: Clinical practice guidelines recommend HbA1c monitor-
ing among patients taking second generation antipsychotics (SGAs) at initia-
tion and three months following initiation. Electronic Health Record (EHR)-
based interventions may ensure compliance with HbA1c monitoring but
require accurate algorithms to identify patients at the point of care. The aim
of this study was to develop EHR-based algorithms to identify patients who
initiated SGAs without HbA1c measurement.
METHODS:We developed algorithms to identify patients initiated on an SGA
at a large academic health system who missed guideline-directed HbA1c mea-
surement at either (1) SGA initiation or (2) three months post-initiation. Our
multidisciplinary team developed initial algorithm definitions for the denomina-
tor (population of patients initiated on an SGA) and numerators (patients without
appropriate HbA1c test at either initiation or three months post-initiation). The
algorithms were applied to EHR data and a clinician reviewed 20 randomly
selected charts for each algorithm to determine accuracy. Inaccuracies were
reviewed with the team to update definitions, which were used to identify a
new cohort of patients. This process of cohort extraction, clinician review,
multidisciplinary team discussion, and algorithm update was repeated until no
more feasible revisions to the definitions were made. We then applied our final
definitions to 2020 EHR data and randomly sampled 10% of charts for review to
assess sensitivity and positive predictive value (PPV) for each algorithm. Finally,
we estimated the prevalence of guideline non-adherence in the 2020 sample.
RESULTS: The final algorithm definitions required four iterations to address
data specification changes and updated exclusion criteria such as dosage
changes in the same SGA and new entries of historical medications, among
others. The final denominator for both algorithms was the population of
patients with an SGA order and no order of the same SGA in the prior six
months. The numerators for the first and second algorithms were patients
without an HbA1c result within 3 months prior to 2 weeks post SGA order
and 2-5 months post SGA order, respectively. In validation, the first algorithm
had a sensitivity of 100% and PPV of 60.7% and the second algorithm had a
sensitivity of 100% and PPV of 74.1%. Among 290 patients initiated on SGAs
in 2020, the prevalence of those without appropriate HbA1c measurement was
78.6% and 94.4% at initiation and three months post-initiation, respectively.
CONCLUSIONS: The vast majority of patients started on an SGA did not
receive guideline concordant HbA1c monitoring. We developed algorithms
with high sensitivity and moderate PPV, suggesting that EHR-based
definitions can be used as part of interventions to improve guideline concor-
dance. However, our algorithms required four iterations, suggesting that EHR-
based definitions are at risk of error without thorough and repeated evaluation.

DID THE HEALTH AND OUT-OF-POCKET COSTS OF ADULTS
AGING INTO MEDICARE CHANGE AFTER THE AFFORDABLE
CARE ACT COVERAGE EXPANSIONS?
Renuka Tipirneni1,2; Eric T. Roberts3; Monita Karmakar1; Kenneth Langa4;
Donovan Maust5; John Z. Ayanian2,1
1Department of Internal Medicine, Division of General Medicine, University
of Michigan Medical School, Ann Arbor, MI

2Institute for Healthcare Policy & Innovation, University of Michigan, Ann
Arbor, MI
3Department of Health Policy and Management, University of Pittsburgh
Graduate School of Public Health, Pittsburgh, PA
4Internal Medicine, University of Michigan, Ann Arbor, MI
5Psychiatry, University of Michigan, Ann Arbor, MI. (Control ID #3715127)

BACKGROUND: The Affordable Care Act (ACA) expansion of Medicaid
andMarketplace plans aimed to improve access to care and health among non-
elderly adults, but whether these policies improved outcomes later in life is
unknown. Our objective was to examine whether exposure to the ACA among
middle-aged adults affected health and health care use after these adults
enrolled in Medicare.
METHODS: Using the Health and Retirement Study, we examined changes
in health (general health status, depressive symptoms, functional limitations)
and health care utilization/costs (self-reported hospital admissions, prescription
medication use, out-of-pocket costs) among cohorts of adults newly enrolling
in Medicare (ages 65-70) before (2010- 2014) and after (2016-2018) the 2014
ACA coverage expansions. Cohorts entering Medicare from 2016-2018 were
exposed to the ACA’s insurance expansions before age 65. To assess overall
changes following the ACA’s coverage expansions, we conducted interrupted
time-series (ITS) analysis. To isolate changes associated with Medicaid ex-
pansion, we conducted difference-in-differences (DID) analyses, comparing
changes in states that expanded Medicaid by January 2018 to states that did
not. All analyses were survey-weighted and adjusted for age, gender,
race/ethnicity, education, marital status, and assets.
RESULTS: For adults newly entering Medicare, N=10,499 person-years
(N=5,446 person-years in Medicaid expansion states; N=5,053 in non-
expansion states) were included. In ITS analyses, older adults entering Medicare
after vs. before ACA expansions had fewer limitations with instrumental activ-
ities of daily living (diff=-0.05, 95% CI -0.09 to -0.01), hospitalizations (diff=-
0.12, 95% CI -0.21 to -0.03), and out-of-pocket costs (diff=-$447.98, 95% CI
-$627.45 to -$268.51), but no other significant changes in health or health care
utilization. After Medicaid expansion, older adults in expansion compared to
non-expansion states had similar changes in health status (DID=0.67, 95% CI
-6.1 to +7.4), presence of depressive symptoms (DID=-1.1, 95%CI -5.4 to +3.2),
and hospitalizations (DID=-0.02, 95% CI -1.7 to +0.1).
CONCLUSIONS: Older adults entering Medicare after ACA coverage
expansions had slightly fewer functional limitations, hospitalizations, and
reduced out-of-pocket costs compared to prior to the ACA. Those residing in
Medicaid expansion compared to non-expansion states had similar health
improvements at the time of the study four years after ACA Medicaid expan-
sion. Our results provide evidence of important improvements in health status
and out-of-pocket costs among adults entering Medicare after the ACA’s
implementation, but not of differential gains in these measures associated with
Medicaid expansion. Insurance coverage and financial assistance should be
preserved and enhanced in order to improve health and health care access
among vulnerable older adults.

DIFFERENCES IN THE RELATIONSHIP BETWEEN INTERSEC-
TIONAL IDENTITIES AND SOCIAL RISK FACTORS BETWEEN
MEN AND WOMEN WITH DIABETES
Joni S. Williams1; Abigail Thorgerson1; Leonard E. Egede2
1Medicine, Medical College of Wisconsin, Milwaukee, WI
2Medicine, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3716177)

BACKGROUND: In the United States, more than 34million adults ≥18 years
of age are estimated to have diabetes. Social risk factors, defined as adverse
social conditions associated with poor health, are known to impede diabetes
self- management and contribute to poorer access to care, lower quality of care,
and worsened clinical outcomes for adults with diabetes. Furthermore,
intersectionality, defined as having multiple marginalized or disadvantaged
intersecting social identities that reflect larger-scale inequalities and systems of
oppression, may be an underlying factor contributing to disparities in diabetes-
related outcomes. Therefore, the objective of this study was to assess
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differences in the relationship between intersectional social identities and social
risk factors between men and women with diabetes.
METHODS: Data of 10,083 adults (weighted sample = 4,404,289) from the
Behavioral Risk Factor Surveillance System (BRFSS) were analyzed. The
outcomes were housing instability and food insecurity, and the predictor was
intersectionality, analyzed as a continuous variable in the models. Covariates
included comorbidities, insurance, region, and metropolitan statistical area.
Logistic regression models using survey design were found for each of the
outcomes to assess their independent association with intersectionality.
RESULTS: More women with diabetes reported housing instability (60.2%
vs. 46.4%; p<0.001) and food insecurity (51.4% vs. 34.2%; p<0.001) com-
pared to men. In the unadjusted analyses, men were 15% and 29% more likely
to report housing instability (p<0.001) and food insecurity (p<0.001), respec-
tively, with each unit increase in intersectionality, whereas women were 12%
more likely to report food insecurity (p<0.001). Men reporting 3+ social
identities were 61% significantly more likely to report housing instability
compared to men who reported no intersectional identities. Men and women
with 3+ social identities were 2.4x and 1.6x more likely to report food
insecurity (p<0.001) compared to men and women reporting no
intersectionality.
CONCLUSIONS: These findings suggest the need for understanding the
influence and role of social risk factors in diabetes management, namely,
housing instability and food insecurity among men with diabetes and food
insecurity among women with diabetes. In addition, additional research is
warranted to understand the role of intersectionality on diabetes outcomes.

DIFFERENTIAL PRESCRIBING OF HIGH-RISK OPIOIDS BY IN-
SURANCE TYPE AMONG PATIENTS SEEN BY THE SAME
PROVIDER
Lucy Schulson1,2; Yaou F. Sheng1
1Health Care, RAND Corp Boston office, Boston, MA
2General Internal Medicine, Boston University School of Medicine, Boston,
MA. (Control ID #3709563)

BACKGROUND:Quality of care varies by patients’ insurance status. Little is
known about how individual clinicians vary their opioid prescribing patterns
based on a patient’s insurer nor to what extent rates of high-risk opioid
analgesics (OA) prescribing differ across payers. Using national pharmacy
claims data, we identified OA prescribers and explored prescribing patterns
based on a patient's payment type/insurance and the characteristics of
prescribers’ who demonstrated these different prescribing patterns.
METHODS: In this retrospective cohort study using 2017-2018 pharmacy
claims from the IQVIA Real World Data – Longitudinal Prescription, we
identified new OA treatment episodes for individuals ≥12 years. We catego-
rized initial prescriptions by payer, identified high-risk initial prescriptions (> 7
days or > 90 morphine milligram equivalent daily dose), and assigned
clinicians with >10 prescriptions for more than 2 payers into payer dyads:
Medicaid-Cash pay and Cash pay-Commercial. Prescribers for whom the
probability that the rates were the same across payers was < 10% were
categorized as “differential prescribers.” "Equivalent providers" were those
whose prescribing patterns (1) fell within a 20% confidence interval centered
around a difference (between insurance types) in high-risk prescribing rates of
0,(2) had a confidence interval < 10%, and (3) had low overall rates of high-
risk prescribing when combining both payer types (defined to be less than the
mean pooled rate among all in the dyad). We performed bivariate analyses and
multivariable regression models controlling for community characteristics and
state fixed effects to identify characteristics associated with differential
prescribing.
RESULTS: Of the 73,283 providers in the Medicaid-Cash pay group, 11.2%
demonstrated differential prescribing. On average, differential prescribers pro-
vided Cash pay patients high-risk prescriptions at a rate 10.5 percentage points
higher than Medicaid patients (-0.04 percentage point difference among equiv-
alent prescribers). Of the 105,192 prescribers in the Commercial-Cash group,
12% were differential prescribers. Differential prescribers wrote high-risk
prescriptions at a rate 9.5 percentage points higher for Cash pay patients than
Commercial patients (-0.19 percentage point difference among equivalent

prescribers). In multivariable regressions, compared to primary care clinicians,
pain specialists and surgeons were more likely to be differential providers for
both the Medicaid-Cash pay dyad (OR 5.5 95% CI 4.0, 7.6; OR 3.0 95% CI
2.7, 3.3) and the Commercial-Cash pay dyad (OR 5.0 95%CI 3.9, 6.4; OR 1.3
95% CI 1.1, 1.4).
CONCLUSIONS: In a national sample, a substantial number of OA
prescribers were more likely to prescribe with elevated risk to Cash pay
patients than for Commercial or Medicaid patients. This difference was most
common among pain specialists and surgeons. Such differential prescribing
suggests a target group for policy interventions.

DIGITAL HEALTH EQUITY IN PRIMARY CARE: IMPLEMENTING
A PILOT DIGITAL HEALTH NAVIGATOR PROGRAM
Jorge A. Rodriguez1; Jean-Pierre Charles1; David W. Bates1; Courtney R.
Lyles2; Bonnie Southworth3; Lipika Samal4
1General Internal Medicine, Brigham and Women's Hospital, Boston, MA
2General Internal Medicine, University of California San Francisco, San
Francisco, CA
3Medicine, Brigham and Women's Hospital, Boston, MA
4Division of General Internal Medicine, Brigham and Women's Hospital,
Boston, MA

BACKGROUND: The finalization of the 21st Century Cures Act and the rise
of telemedicine during the pandemic led to the resurgence of patient portals as
essential to healthcare access. However, disparities exist in the use of patient
portals, in part driven by a lack of digital literacy. To address this challenge, we
implemented a digital health navigator (DHN). The DHN is a new team
member to support patients in using digital tools. The goal of our study was
to describe our initial experience integrating a DHN to support patient portal
use among underserved patients with diabetes at a primary care clinic.
METHODS: We implemented a pilot DHN program at a primary care clinic
in an academic medical center in Boston, MA. Our population was adult
patients with diabetes who were not enrolled or active on the patient portal.
The program consisted of the DHN calling patients prior to their upcoming
visit and enrolling patients on the portal either on the phone or in-person. We
used the Consolidated Framework for Implementation Research to guide and
describe our implementation. Additionally, we highlight initial findings fo-
cused on enrollment (defined as having an active status or having a recent login
to the portal) and use (defined as having logged in at least once since enroll-
ment). The pilot program occurred from March 2020 to June 2020.
RESULTS: The study included 308 patients with diabetes who were not
enrolled our active in the patient portal (Figure). During the study period, the
DHNs was able discuss the portal with 273 (88.6%) patients. Of those we
reached, we were able to enroll 83 (26.9%) onto the portal. Of newly enrolled
patients, 51 (61%) were Black, 8 (9.6%) were White, 4 (4.8%) were Hispanic/
Latinx, 3 (3.6%) were Asian, and the remaining patients were of another race
or ethnicity. Of those enrolled, 63 (74.6%) had a subsequent login after the
enrollment date. Our CFIR-guided implementation process focused on DHN
competencies (intervention characteristics), engaging clinic leadership (inner
setting/clinic), alignment with 21st Century Cures Act (outer setting/national
policy), and integration into clinic workflow (process of implementation).
CONCLUSIONS: Our experience gives initial steps which can be taken to
integrate DHNs to increase enrollment and subsequent use of patient portals in
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a diverse population. Given the central role of digital health tools, DHN may
become essential in chronic disease management.

DISPARITIES AND TRENDS IN ADULT VACCINATION COVER-
AGE AMONG ASIAN AMERICANS IN THE NATIONAL HEALTH
INTERVIEW SURVEY (2006-2018)
Armaan Jamal1,3; Ryan Wang4,3; Gloria S. Kim5; Shanthi Kappagoda2
1Department of Biology, Johns Hopkins University, Baltimore, MD
2Medicine, Stanford University School of Medicine, Palo Alto, CA
3Center for Asian Health Research and Education, Stanford University School
of Medicine, Stanford, CA
4Department of Computer Science, Rice University, Houston, TX
5Division of Cardiovascular Medicine, Stanford University School of Medi-
cine, Stanford, CA. (Control ID #3707126)

BACKGROUND: Although Asian Americans (AAs) have higher rates of
some vaccine preventable diseases such as hepatitis B, vaccination rates among
AAs are low compared to non-Hispanic whites (NHWs). Most vaccine re-
search looks at AAs as a single category despite large within-group heteroge-
neity in health seeking behaviors. Little is known about vaccination coverage
among disaggregated AA ethnic subgroups. Understanding vaccination cov-
erage among disaggregated AA subgroups can inform policies aimed at
increasing vaccine uptake.
METHODS: We examined National Health Interview Survey (NHIS) data
from 2015-2018 to analyze the vaccination status of Chinese, Asian Indian,
Filipino, Other Asian and NHW adults (n = 253,626) for seven CDC
recommended vaccines: HPV (human papillomavirus), hepatitis B (HBV),
influenza, tetanus, tetanus-diphtheria-pertussis (Tdap), shingles, and the pneu-
mococcal vaccine. NHIS data from 2006-2018 (n = 880,210) was used to
analyze changes in vaccination rates for each ethnic group over time. We used
logistic regression to estimate differences in vaccination rates while controlling
for demographic, socioeconomic and health related variables.
RESULTS:Among the 7 vaccines, HPV and shingles vaccines had the lowest
uptake while Tdap had the highest uptake among all groups. Compared to
NHWs,Asian Indians were almost half as likely (OR 0.61, CI95%: [0.41-0.92]),
while Filipinos (1.51, [1.02-2.25]) and other Asians (1.42, [1.02-1.97]) were
more likely to receive the HPV vaccine. Filipinos (1.50, [1.21-1.88]) and Other
Asian groups (1.42, [1.19-1.71]) were more likely to receive the HBV vaccine
than NHWs. For the influenza vaccine, Asian Indians (1.28, [1.05- 1.56]),
Filipinos (1.44, [1.17-1.79]) and Other Asian groups (1.38, [CI 1.16-1.65])
were more likely to receive the vaccine than NHWs. For the pneumococcal
vaccine, Chinese (0.57, [0.34-0.94]) and Other Asians (0.66, [0.47-0.92]) were
less likely to receive the vaccine than NHWs.
CONCLUSIONS: Among US adults, there are significant differences in
vaccine uptake among Asian American ethnic groups. US policy makers
may learn from successful international immunization programs to develop
culturally appropriate interventions to improve vaccine uptake among Asian
Americans.

DISPARITIES IN ACCESS TO SPECIALTY CARE FOLLOW-UP
AND SUBSEQUENT EMERGENCY DEPARTMENT USE AFTER
HOSPITAL DISCHARGE TO SKILLED NURSING FACILITIES
Casey Krickus, Jaya Aysola, Kira Ryskina
Medicine, University of Pennsylvania, Philadelphia, PA

BACKGROUND: Racial/ethnic disparities in medical care are pervasive.
Lesser known is how these disparities affect patients who receive post-acute
care in skilled nursing facilities (SNFs). We aimed to measure access to
outpatient subspecialty follow up and ED visits by SNF patients who received
subspecialty care during the hospital stay that preceeded SNF admission.
METHODS: This was a retrospective cohort study using the Minimum Data
Set and 100% Medicare fee-for-service facility and professional claims be-
tween 2012-2014 for beneficiaries 65 and older seen by a medical or surgical
specialist in the hospital and discharged to a SNF.Wemeasured the occurrence
and place of service (i.e., office, SNF, ED, etc) of the subsequent visit to the
same specialty during the SNF stay. Subspecialties with visits to fewer than 1%
of patients in our sample were excluded. Race was assessed from Medicare
claims and categorized as White, Black, or 'other' race/ethnicity. The associa-
tion between an office follow-up visit with a specialist and subsequent ED visit
and whether this association differed by the patient’s race was measured using
logistic regression, adjusting for age, sex, Charlson Comorbidity Index and 72
additional variables used by Medicare in readmissions risk-adjustment and
accounting for clustering within SNFs.
RESULTS: Sample included 1,653,483 hospital stays with any consults by 25
subspecialties discharged to SNF. Of those, 86.8% were White, 8.9% Black,
and 4.3% other race/ethnicity. Thirty percent of White or 'other' race/ethnicity
vs. 23.0% of Black patients had office subspecialty follow up during the SNF
stay (p<0.001). Black patients had the highest rate of ED visits after hospital
discharge to a SNF: 27.0% of Black patients with the presence of a subspe-
cialty follow-up visit and 30.4% of Black patients without any subspecialty
follow-up visits had a subsequent ED visit (vs. 22.0% and 24.0% of White
patients, respectively) (Figure). Compared to White patients with follow up,
White patients without follow up had 1.11 higher odds of an ED visit (95% CI
1.08-1.15, p<0.001); Black patients with follow up had 1.25 higher odds (95%
CI 1.14-1.37, p<0.001), and Black patients without follow up had 1.35 higher
odds of an ED visit (95% CI 1.29-1.42, p<0.001).
CONCLUSIONS: There is a racial/ethnic disparity in the access to subspe-
cialty follow up after hospital discharge to SNF that is associated with a higher
rate of subsequent ED visits by Black patients.

DISPARITIES IN DIABETES AND HYPERTENSION QUALITY
DURING THE COVID-19 PANDEMIC
Jorge A. Rodriguez1; Katherine Rose2
1General Internal Medicine, Brigham and Women's Hospital, Boston, MA
2Primary Care, Brigham and Women's Hospital, Jamaica Plain, MA

BACKGROUND: The COVID-19 pandemic changed ambulatory chronic
disease care. Our goal was to assess racial, ethnic, and language disparities in
diabetes (DM) and hypertension (HTN) quality during the pandemic.
METHODS: Our primary outcomes were rates of DM and HTN control
among patients attributed to primary care physicians. We fit linear models,
with random effects to account for repeated monthly measures on patients, to
estimate the absolute differences between the 2020 and 2019 rates in the same
months. The models estimated and compared these monthly differences across
race/ethnicity groups (ref: White, non-Hispanic), and language groups (ref:
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English- speaking). We adjusted for age, sex, payor, education, and income.
Significance was determined from analogous logistic regression models.
RESULTS: We included 32,914 patients with DM and 125,478 with HTN.
Overall, performance was better in Jan- March 2020 compared to Jan-
March 2019, however this differential reversed by June 2020, falling below
June 2019 (Figure). Among patients with DM, Asian and Black patients had a
larger decrease in control rates compared to White patients. For example,
comparing September 2019 to September 2020 the absolute control rates were
12% lower for Asian patients and 14% lower for Black patients compared to
8.3% forWhite patients (p<0.001). Non-English-speaking patients had a larger
decrease in absolute control rates compared to English-speaking patients. For
HTN, Asian, Black, and Hispanic patients had larger decreases in absolute
control rates compared to White patients. For example, comparing October
2019 to October 2020, control rates decreased by 13.3% for Asian patients,
15.7% for Black patients, and 13.9% for Hispanic patients compared to 10%
for White patients (p<0.001). Non-English-speaking patients had a 14.4%
decrease in control rates comparing September 2019 to September 2020 while
there was a 10.5% decrease among English-speaking patients (p<0.001).
CONCLUSIONS:DM and HTN quality disproportionately worsened among
marginalized patients during the pandemic.

DISPARITIES IN USE OF A NOVEL OUT-OF-POCKET DRUG
PRICE TRANSPARENCY TOOL IN PRIMARY CARE CLINICS
Caroline Sloan1,2; Foster Goss3; Anna Sinaiko4
1Medicine, Duke University School of Medicine, Durham, NC
2Population Health Sciences, DukeUniversity School ofMedicine, Durham, NC
3Emergency Medicine, University of Colorado Health, Aurora, CO
4Health Policy & Management, Harvard TH Chan School of Public Health,
Boston, MA. (Control ID #3715738)

BACKGROUND: In the US, 45% of patients with diabetes report having
skipped care due to cost. Cost-related nonadherence increases the risk of
disease progression, hospitalization, and death. Until recently, patients had
no easy way to learn the out-of-pocket (OOP) costs of new medications before
picking them up at the pharmacy. In June 2019, the University of Colorado
Health (UCHealth) incorporated an OOP cost estimator tool (real-time benefit
check, or RTBC) into its electronic health record (EHR). With one additional
click, the RTBC displays individualized OOP cost estimates for a requested
medication and any lower-cost alternatives in the same drug class. RTBCs are
nowmandated for all Medicare Part D plans, but their use to date has not been
evaluated. Our objective was to assess how primary care providers (PCP) at
UCHealth use the RBTC for patients with diabetes.
METHODS: We conducted a retrospective cohort study of all prescriptions
for all Medicare or privately insured patients with diabetes seen in UCHealth
primary care clinics between July 2019 and August 2021 (n=253,480). We
describe the frequency of RTBC use and variations in OOP costs for diabetes
medications. We use a multivariable linear regression clustered on PCP to
examine the association between RTBC use and patient sociodemographic
characteristics, adjusting for year and insurance status.
RESULTS: PCPs used the RTBC to estimate the OOP costs of 47% of their
prescriptions. Use increased significantly from 2019 to 2021 (35% to 51%;
p<0.001). Median 30-day OOP costs were $68 for DPP-4 inhibitors, $33 for
GLP-1 agonists, $70 for SGLT-2 inhibitors, $60 for short-acting insulins, and
$52 for long-acting insulins. Among prescriptions that used the RTBC, 8%
were for Black non-Hispanic patients, 19% for Hispanic patients, 66% for
White non-Hispanic patients, 9% for rural patients, and 10% for non-English-
speaking patients. In linear regression, RTBC use was 7 percentage points (pp)
(14%) lower among Black non-Hispanic patients and 3pp (6%) lower among
Hispanic patients, compared toWhite non-Hispanic patients (p<0.001). RTBT
use was 30pp (60%) lower among non-English speakers compared to English
speakers (p<0.001).
CONCLUSIONS:About half of medication orders at UCHealth primary care
clinics involved use of the RTBC. Median monthly OOP costs of newer,
guideline-recommended therapies are high and may not be accessible for all
patients. Disparities in access to cost estimates, especially among non-White
and non-English speaking patients, may increase disparities in access to
affordable treatment. Policy makers and health systems implementing price

transparency tools should take measures to both address high OOP costs and
reduce disparities in access to price information.

DISPARITIES IN USE OF GLP-1 RECEPTOR AGONISTS AND
SGLT-2 INHIBITORS AMONG US ADULTS WITH TYPE 2
DIABETES
Phuc H. Le1; Julia Y. Payne1; Gina Ayers2; Michael B. Rothberg3
1Center for Value-based Care Research, Medicine Institute, Cleveland Clinic,
Cleveland, OH
2Pharmacy, Cleveland Clinic, Beachwood, OH
3Internal Medicine, Cleveland Clinic, Cleveland, OH. (Control ID #3716210)

BACKGROUND: Type 2 Diabetes (T2D) continues to be a major cause of
morbidity and mortality in US adults. Besides glycemic control, newer diabe-
tes drug classes including glucagon-like peptide-1 (GLP-1) receptor agonists
and sodium-glucose cotransporter-2 inhibitors (SGLT-2) have additional car-
diovascular, kidney and mortality benefits.
However, they cost up to 10-20 times as much as older drug classes, imposing
an important barrier to access. We aimed to examine the use of GLP-1 and
SGLT-2 by race/ethnicity, income, and insurance in US adults with T2D.
METHODS: Using the 2005-2018 National Health and Nutrition Examina-
tion Survey (NHANES), we included people aged ≥18 years who had ever
been told they had diabetes, had an HbA1C >6.4%, or fasting plasma glucose
>125 mg/dL and excluded pregnant women. All analyses were limited to
patients who used at least one diabetes drug. We estimated the prevalence of
treated patients who used either SGLT-2 or GLP-1 with/without other diabetes
drugs for the whole study population and by race/ethnicity, income, and
insurance. Multivariable logistic regression was used to assess associated risk
factors. We used Stata 14.2 and accounted for the complex survey design of
NHANES.
RESULTS: The final sample included 4,250 patients, representing more than
18 million US adults. The prevalence of use of SGLT-2/GLP-1 increased
significantly from 1.4% in 2005-2006 to 8.6% in 2017-2018; overall, 5% of
treated patients used them. Patients using SGLT-2/GLP-1were younger (57 vs.
61 years), more likely to be White (72% vs 61%), had a higher BMI (36 vs.
33kg/m2), college or above education (30%vs. 20%), and higher income (48%
vs. 28% having an income to poverty ratio of ≥4) than those using other drug
classes. There was no difference between government vs. private vs. no
insurance. In multivariable analysis, only age and BMI remained significant;
however, interpretation should be made with caution due to small number of
participants using SGLT-2/GLP-1 reviewed each survey cycle.
CONCLUSIONS: There was evidence for racial/ethnic disparities in using
SGLT-2/GLP-1 in US adults with diabetes. However, government or lack of
insurance did not appear to be a barrier. These results were not confirmed in
multivariable model. Further analyses with larger population-based data may
be required to fully assess the effect of race/ethnicity on access to newer, better
diabetes drugs.

DISPARITIES OF PALLIATIVE CARE UTILIZATION AMONG
END-OF-LIFE PATIENTS WITH PANCREATIC CANCER: A NA-
TIONAL INPATIENT DATABASE ANALYSIS
Tien-Chan Hsieh1,2; Guangchen Zou1,2; Yee Hui Yeo3
1Medicine, Danbury Hospital, Danbury, CT
2Medicine, Yale School of Medicine, New Haven, CT
3Medicine, Cedars-Sinai Medical Center, Los Angeles, CA. (Control ID
#3716117)

BACKGROUND: Palliative care has been validated as a crucial component in
end-of-life quality. Despite the higher palliative care utilization in cancer
patients than other conditions, some studies have raised concern of socioeco-
nomic disparities in palliative care. Here, we want to investigate the racial and
socioeconomic factors associated with the utilization of palliative care in
pancreatic cancer, a malignancy with poor prognosis, in the U.S.
METHODS:Weused the National Inpatient Sample database with year 2014-
2019. Hospitalization with pancreatic cancer within the top three diagnosis

JGIM S261



codes were identified with International Classification of Diseases (ICD) 9th or
10th edition. The prevalence of palliative care consultation was estimated in
adult patients (age at least 18 years old) who were hospitalized at least three
days and passed away. Multivariable logistic regression was performed to
determine the associated factors of receipt of palliative care.
RESULTS: Among 506,148 adult patients who were hospitalised at least
three days and passed away, 6,045 cases had pancreatic cancer within top three
diagnosis codes. 3,230 of them used palliative care consult. There was a
significant yearly trend of increasing palliative care utilization. Younger age,
non-white racial groups, lower income, rural area, and smaller hospital were
significantly associated with less palliative care consult. Among all the racial
groups, african american had least palliative care use even after adjusted for
age, gender, comorbidities, and other socioeconomic factors.
CONCLUSIONS: There have been a trend of increasing palliative care
utilization in pancreatic cancer. Nevertheless, racial and socioeconomic factors
still significantly associated with the palliative care utilization among such
population. Further study and systemic policy approach are required to inves-
tigate and address such disparities and improve the prevalance of palliative care
consult.

DOES A SURVIVORSHIP MODEL OF OPIOID USE DISORDER
IMPROVE PUBLIC OPINION? RESULTS FROM A RANDOMIZED
EXPERIMENT IN THE GENERAL PUBLIC.
Jarratt Pytell1; Beth McGinty4; Ashish P. Thakrar2; S. M. Ogunwole3;
Geetanjali Chander3
1Medicine, Johns Hopkins University, Baltimore, MD
2University of Pennsylvania Perelman School of Medicine, Philadelphia, PA
3Department of Medicine, Johns Hopkins University School of Medicine, San
Antonio, TX
4Johns Hopkins University Center for Health Security, Baltimore, MD. (Con-
trol ID #3706487)

BACKGROUND: Though considered a chronic disease, opioid use disorder
(OUD) remains stigmatized and support for policies to help people with OUD
is low. Racism and sexism create overlapping oppressive circumstances among
some people with OUD. In a general population sample, we sought to deter-
mine 1) if a survivorship model of OUD, which does not suggest a current
disease state, led to lower stigma and increased policy support compared to a
chronic disease model and 2) if this differed by race and gender.
METHODS: We conducted an online, randomized experiment in a general
population sample. Participants read one vignette depicting a person in
sustained remission from “heroin addiction” varying gender (man/woman)
and race (Black/White). Heroin addiction was described as a chronic disease
(“like diabetes, which requires ongoing work or treatment”) or survivable
condition (“like some cancers, which can be treated and not come back for
the rest of their life”). Primary outcomes were 1) support for 7 policies
(housing, insurance coverage, methadone treatment in primary care, safe
supply programs, safe consumption sites, syringe exchange programs, and
government spending to address OUD) and 2) public stigma (three domains):
a) feelings toward person with OUD measured on feelings thermometer, b)
social distance [willingness to have a person with OUD be a friend, marry in
the family, or live next door] and c) likelihood of violence to themselves or
others). Policy, social distance, and perceived dangerousness outcomes were
reported on a 5-point Likert scale and dichotomized as favorable (4-5) vs less
favorable (1-3). Multivariate logistic and linear regression models assessed
main effect of disease model and the interaction of disease model with race and
gender.
RESULTS: From December 3rd to 7th 2021, 1,440 participants accessed the
link, 391 were excluded (no consent, incomplete responses, aberrant comple-
tion time), and 1,049(73%) were analyzed. Participant demographics: 47(SD
17) years, 51% male, and 82% White. Relative to the chronic disease model,
the survivorship model resulted in warmer feelings (β=4.2, p<0.05) but did not
increase support for policies that benefit people with OUD, willingness to be
socially close, or belief that a person with OUD is unlikely to do something
violent. There was an interaction of race and disease model (p = 0.5): the
survivorship model decreased the odds that participants believed a person to be

nonviolent toward others (but not themselves) when the character was Black
and increased when the character was White.
CONCLUSIONS:A survivorship model did not increase support for policies
and had mixed results on public stigma. An interaction between race and
disease model suggests that social interpretation of race intersects with disease
model when participants were making judgement of violence. Improving
public opinion of people OUDwho use heroin has proven difficult but remains
necessary to enact policies to reduce opioid-related morbidity and mortality.

DOESCO-LOCATIONOFHIVANDPRIMARYCARESERVICES IN
A LARGE URBAN PRIVATE PRACTICE IMPROVE PATIENT
OUTCOMES?
Yamilet Gonzalez2,1; Edwin DeJesus2,1; Charlotte Rolle2,3
1University of Central Florida College of Medicine, Orlando, FL
2Orlando Immunology Center, Orlando, FL
3Emory University Rollins School of Public Health, Atlanta, GA. (Control ID
#3712225)

BACKGROUND: Due to advancements in antiretroviral therapy (ART),
people living with HIV (PLWH) have a life expectancy that is similar to the
general population. However, PLWH experience higher rates of comorbidities,
early malignancy, and mental health disorders compared to the general popu-
lation. It is crucial for PLWH to be closely monitored for risk factors to reduce
mortality from non-AIDS events. In 2014, the Orlando Immunology Center
(OIC) began offering specialized primary care services after providers noticed
that many patients were not attending routine appointments with designated
primary care providers (PCPs). Service colocation is thought to improve HIV
care outcomes by addressing structural barriers, but limited studies have
assessed the benefits. We hypothesize that patients receiving co-located
services will show improvements in progressing through the HIV care cascade
milestones, achieve desired targets for routine labs, and receive more preven-
tative screenings compared to those who receive primary care elsewhere.
METHODS: This retrospective study investigated the effect of service co-
location between patients who receive primary care at OIC (Cohort A),
compared to those who receive external primary care (Cohort B). Patients
were ≥ 18 years and treatment naïve or reinitiating ART between January 2014
– December 2020 with at least 1 year of follow up. Differences in health
screening uptake and progression along the HIV care cascade were analyzed
using chi-square tests while variables like blood pressure, fasting glucose, lipid
panels, and HbA1c were compared between cohorts using independent t-tests.
RESULTS: 218 patients met the inclusion criteria. 91% were male with a
median age of 35 (range 22-41) years. 52% were white, 24% were black, and
21% identified as Hispanic/Latino. Comparison of HIV care cascade progres-
sion revealed that Cohort A was more likely to maintain viral suppression
compared to Cohort B, 99% vs. 81.65% (p < .001). Additionally, Cohort A
was more likely to receive depression screenings, 99% vs. 6% (p < .001) and
vaginal/anal pap smears, 91% vs. 46% (p < .001) than Cohort B. There were no
significant differences observed in other primary care parameters such as blood
pressure, fasting glucose and lipid panels between the cohorts.
CONCLUSIONS: Patients with co-located services received more preventa-
tive screenings and showed improvements in maintaining viral suppression.
Although there was no significant difference in achieving desired lab targets,
patients with co-located services had more routine lab tests performed. These
results highlight the positive impact of a co- location model to address gaps in
care and improve patient health outcomes. The results of this study provide
important considerations for other HIV care centers to offer specialized prima-
ry care services to deliver holistic care.

DOES IT GET BETTER? EXPLORING PHYSICIAN EXPERIENCE
AND ACCEPTANCE OF TELEMEDICINE DURING THE COVID
PANDEMIC: 2020 TO 2021
Jeffrey A. Wilhite1; Zoe Phillips1; Lisa Altshuler1; Colleen Gillespie1;
Tavinder K. Ark3; Sondra Zabar2,4
1Medicine, New York University Grossman School of Medicine, New York,
NY
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2Medicine, NYU School of Medicine, New York, NY
3Kern Institute, Medical College of Wisconsin, Milwaukee, WI
4New York City Health and Hospitals Corporation, New York, NY. (Control
ID #3710590)

BACKGROUND: COVID-19 forced health systems to convert to
telemedicine almost overnight. In turn, systems, physicians, and leadership
are interested in optimizing telemedicine care quality. Most investigations into
telemedicine experiences have been singular snapshots of attitudes or compe-
tencies. A better understanding of longitudinal experiences will be necessary to
inform ongoing integration of telemedicine into practice. We surveyed prac-
ticing physicians a year apart to examine their experiences before and after
regular provision of virtual care.
METHODS: Surveys were distributed May-Jul ‘20 (following the first
COVID wave) and again in Mar-Jun ‘21 to internal medicine physicians
practicing in free-standing and hospital-based outpatient practices in two
distinct health systems: NYU Langone Health (private) and NYC Health +
Hospitals (public). Of the 391 physicians who received a survey, 136
participants responded (35% response rate); 111 responses contained complete
data and were included in analyses. Items covered physician experiences with
and attitudes towards tele-visits. For analyses, 4- and 5- point Likert scale items
were dichotomized (Disagree v. Agree) or grouped into three item responses
(More Difficult, Roughly the Same, Easier). Chi-square analyses were used to
explore differences by site and assessment year to describe changes between
survey periods. Items on attitudes toward the future of remote-based care were
collapsed into a mean ‘telemedicine acceptance’ score. Regression models
were run in order to identify which items are associated with telemedicine
acceptance.
RESULTS: Physicians reported less difficulty with: taking an appropriate
history (49% in 2020, 33% in 2021, p=.015); maximizing patient adherence
(33% in 2020, 19% in 2021, p=.028); maintaining patient relationships (31% in
2020, 25% in 2021, p=.009); and sharing information with team members
(31% in 2020, 27% in 2021, p=.795) in the follow- up survey. They reported
continued challenges with: building new patient relationships (75% in 2020,
77% in 2021, p=.075) and working collaboratively (38% in 2020, 41% in
2021, p=.794). On acceptance measures, physicians reported increased satis-
faction with tele-visits over in-person visits (13% in 2020, 27% in 2021,
p=0.006) and less worry over doing future tele-visits (45% in 2020, 31% in
2021, p=.027). Fewer physicians found telemedicine to be exhausting than
previously reported (51% in 2020, 43% in 2021, p=.247). Mean acceptance
scores were 2.41 for 2020 and 2.53 for 2021 (p=.130) (with 4 signifying full
acceptance). The ability to establish relationships with new patients (B=0.145,
p=.039) and take an appropriate patient history (B=0.154, p=.044) during tele-
visits are associated with increased acceptance.
CONCLUSIONS: Results suggest that telemedicine care improves for
physicians over time following integration into practice and identify areas for
ongoing training/improvement. Long-term follow-up can build a deeper un-
derstanding of the ongoing use of telemedicine.

DOES UNIVERSAL DEPRESSION SCREENING LIFT ALL BOATS?
AN ELECTRONIC HEALTH RECORD ANALYSIS IN A LARGE
HEALTH SYSTEM FROM 2017-2019
Maria E. Garcia1; Ladson Hinton2; John Neuhaus3; Jennifer Livaudais-
Toman4; Mitchell D. Feldman5; Leah S. Karliner6
1General Internal Medicine, University of California, San Francisco, San
Francisco, CA
2Psychiatry, UC Davis, Sacramento, CA
3Epidemiology and Biostatistics, University of California San Francisco, San
Francisco, CA
4Division of General Internal Medicine, University of California, San
Francisco, Greenwich, CT
5Medicine, University of California San Francisco, San Francisco, CA
6Medicine, UCSF, San Francisco, CA

BACKGROUND: Depression is a debilitating and costly medical condition
that is often undertreated. Men, racial/ethnic minority individuals, older adults,
and those with language barriers are at increased risk for undertreatment.
Disparities in screeningmay contribute to undertreatment. This study examines
screening rates for at-risk populations during and after roll-out of universal
depression screening.
METHODS:We conducted a longitudinal analysis of electronic health record
data (Sept 1, 2017-Dec. 31, 2019) in a large US academic health system. We
included adult patients in 6 primary care practices, excluding those with mental
health diagnoses. Our main outcome was completed depression screening with
the PHQ-2, during initial roll-out period (2017) and in subsequent years (2018
and 2019). In multivariate analysis, we evaluated the likelihood of being
screened using logistic regression models for each year (2018, 2019), exam-
ining gender, language/ethnicity, age, comorbidities, and adjusting for primary
care site.
RESULTS:Depression screening increased from 40.5% to 88.8% for patients
with visits. In 2018, patients with language barriers were less likely to be
screened than English-speaking whites (ORs 0.55-0.59), men less likely to be
screened than women (OR 0.82; 95% CI 0.78-0.86), and the likelihood of
being screened decreased with increasing age. By 2019, depression screening
had increased dramatically for all at-risk groups (Figure). Screening disparities
by gender, language/ethnicity, and age had all narrowed and were only
statistically significant for men (OR 0.87, 95% CI 0.81-0.93).
CONCLUSIONS: Full implementation of universal screening in a large
academic health system substantially increased depression screening rates in
groups at risk for depression undertreatment. In addition, disparities in depres-
sion screening rates narrowed over time and for most groups. Universal
depression screening reduces disparities in screening and could improve rec-
ognition and appropriate treatment of depression for all patients.

DO SENIOR RESIDENTS CONTRIBUTE TO THE LEARNING
CURVE OF INTERNS AND FACILITATE TRANSITION FROM
MEDICAL SCHOOL TO RESIDENCY TRAINING.
Hagar Mahmoud3; Houda Bouhmam2; Muqsita Nashat1
1Nazareth Hospital, Philadelphia, PA
2Robert Wood Johnson University Hospital, New Brunswick, NJ
3Bridgeport Hospital, Bridgeport, CT. (Control ID #3708927)

BACKGROUND: It is a well-known fact that the first year of residency is a
stressful period where teaching is integrated with practice scenarios to build a
model for physicians’ ideological, ethical and professional identity. Many
studies have shown that residents play a vital role in the learning of their fellow
residents through the teaching application of diagnostic skills for patient care.
METHODS: We conducted an anonymous online survey in two teaching
community hospitals to explore the contribution of senior residents to the
learning curve of interns during medical residency. The survey was distributed
via email to 73 residents, of which 5 were transitional year and the rest were
internal medicine residents.
RESULTS: Forty residents responded to the survey of which 42.5% were
PGY-1, 35% were PGY2 and 22.5% were PGY3. 52% strongly agreed and
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25% somewhat agreed that residents have an important role in the education of
fellow residents. When inquiring about who helped the most in the transition
into medical residency, 50% said co-interns, 40% said senior residents and
10% said attending physicians. Over all 50% of residents somewhat agreed and
12.5% strongly agreed that their senior residents contributed to their learning
process as interns. 23.5% PGY-1 somewhat disagreed that senior residents
contributed to their learning when compared to 7.1% PGY-2 and 0% PGY-3,
however, this was not statistically significant (p value 0.33). When asked how
learning was contributed, 39% stated that senior residents did not contribute to
their learning process, 34% stated they helped them improve their critical
thinking skills and the rest stated they incorporated evidence-based medicine
(15%) assigned topics to read (10%) and combination of the above two (2%).
Major barriers to senior residents teaching fellow interns included excess work
duties (37%) and lack of interest (37%). 50% strongly agreed and 30%
somewhat agreed to incorporate an educational curriculum to enhance teaching
skills. Suggested methodologies to improve teaching skills included small
group sessions with a facilitator (27.5%), interactive conferences (20%),
web-based didactics (5%) printed readings for self-study (5%) and combina-
tion of the above methods (42.5%). Majority of the residents preferred a
combination of bedside teaching skills, giving effective lectures, providing
feedback and conflict management as preferred topics to improve their teach-
ing skills.
57.5%were willing to dedicate time towards “resident as a teacher” activities if
they are given protected time to complete them.
CONCLUSIONS: Though our study did not show a statistically significant
difference in the perceptions of PGY-1,2 and 3 about senior residents contri-
bution to their learning, majority of them agreed for a need to improve their
teaching skills. We plan to conduct a follow-up survey by implementing a
"One Minute Preceptor" framework education to evaluate whether this
improves the senior resident's contribution towards the learning of interns.

DOSE RESPONSE RELATIONSHIP BETWEEN FOOD INSECURI-
TY AND QUALITY OF LIFE IN US ADULTS
Jennifer A. Campbell1; Rebekah J. Walker2; Abigail Thorgerson1; Aprill Z.
Dawson1; Sanjay Bhandari3; Leonard E. Egede4
1General Internal Medicine, Medical College of Wisconsin, Milwaukee, WI
2Medicine, Medical College of Wisconsin, Milwaukee, WI
3Internal Medicine, Medical College of Wisconsin, Milwaukee, WI
4Medicine, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3715577)

BACKGROUND: Food insecurity has been associated with worse general
health rating, but little exists investigating comprehensive measures of general
health such as quality of life. Using national data collected through theMedical
Expenditure Panel Survey (2016-2017), representing 275,829,365 US adults,
the relationship between categories of food insecurity and both physical (PCS)
and mental health (MCS) related quality of life were examined using linear
regression models.
METHODS: Data from the Medical Expenditure Panel Survey (2016-2017)
with US adults aged 18 years and older was used. Independent Variable: Four
categories of food insecurity served as the independent variable. Categories
included: food secure, marginal food security, low food security, very low food
security. Outcome Variable: Quality of Life served as the outcome variable of
interest and was measured by the physical component score (PCS) and mental
component score (MCS). Both PCS and MCS are continuous with lower
scores representing lower quality of life. Linear regression was used to run
unadjusted followed by adjusted models. Separate models were run for PCS
and MCS. Covariates: age, sex, race/ethnicity, education status, employment
status, region, poverty status, insurance status.
RESULTS: In a sample of US adults, 6.6% reported marginal food security,
4.9% reported low food security, and 4.6% reported very low food security.
Adjusting for age, sex, race/ethnicity, education level, employment status,
region of the US, poverty status, insurance type, and comorbidity count, the
relationship showed a dose response with marginal food security associated
with 1.6 lower points in PCS (p<0.001), low food security was associated with
2.8 lower points in PCS (p<0.001), and very low food security was associated

with 3.6 lower points in PCS (<0.001), compared to food secure adults. For
MCS, marginal food security was associated with 2.9 lower points (p<0.001),
low food security was associated with 3.9 lower points (p<0.001) and very low
food security was associated with 7.9 lower points (p<0.001) compared to food
secure adults. When dichotomizing the variable to match current standards for
food insecurity status and adjusting for all self-reported comorbidities in the
dataset, food insecurity was associated with 2.2 lower points in PCS (p<0.001)
and 5.6 lower points in MCS compared to food secure adults.
CONCLUSIONS: Increasing levels of food insecurity were associated with
decreased physical and mental health quality of life scores. This relationship
was not explained by demographic factors, socioeconomic factors, insurance,
or comorbidity burden. Given quality of life is an important patient reported
outcome and has been associated with both increased hospitalizations and
increased mortality across multiple populations, this study suggests work is
needed to mitigate the impact of social risk, such as food insecurity, on quality
of life in adults.

DOWNSTREAMMAMMARY AND EXTRA-MAMMARY CASCADE
SERVICES AND SPENDING FOLLOWING SCREENING BREAST
MAGNETIC RESONANCE IMAGING VS MAMMOGRAPHY
AMONG COMMERCIALLY-INSURED WOMEN
Ishani Ganguli1; Nancy L. Keating2; Nitya Thakore1; Joyce Lii2; Sughra
Raza3; Lydia Pace4
1Division of General Medicine and Primary Care, Brigham and Women's
Hospital, Chestnut Hill, MA
2Health Care Policy, Harvard Medical School, Boston, MA
3UMass Memorial Health, Worcester, MA
4Medicine, Brigham and Women's Hospital, Brookline, MA. (Control ID
#3710466)

BACKGROUND: Rising screening breast magnetic resonance imaging
(MRI) use, including among women at low or average risk of breast cancer,
raises concerns about these studies showing mammary and extra-mammary
findings that may trigger cascades (downstream services and new diagnoses)
of uncertain value. To our knowledge, the national scope and total and out-of-
pocket spending on cascades following screeningMRI-detectedmammary and
extra- mammary findings have not been characterized. We used national
commercial claims data to estimate the prevalence of and spending on these
mammary and extra-mammary cascades to inform clinical and policy efforts to
optimize value in breast cancer screening.
METHODS: Using claims and administrative data from the IBM
MarketScan© Research Database, we studied a national sample of
commercially-insured women aged 40-64 years without prior breast cancer
who received an index bilateral screening breast MRI or screening mammo-
gram between January 1, 2017 and June 30, 2018, propensity- matched by
month of index test on sociodemographic, clinical, and utilization variables.
We used quasi-Poisson and log-linear regression to compare rates of mammary
and extra-mammary cascade events (laboratory tests, imaging tests,
procedures, visits, hospitalizations, and new diagnoses) and associated total
and patient out-of-pocket spending in the six months following screening
breast MRI versus screening mammogram.
RESULTS: We matched 9,208 breast MRI recipients to 9,208 mammogram
recipients. Compared with mammogram recipients, breast MRI recipients had
39.0 additional mammary cascade events per 100 women (95%CI=33.7,44.2),
including 5.0 additional imaging tests (95%CI=3.8,6.2), 17.3 additional
procedures (95%CI=15.5,19.0), 13.0 additional visits (95%CI=9.4,17.2),
0.34 additional hospitalizations (95%CI=0.18,0.50), and 3.0 additional new
diagnoses (95%CI=2.5,3.6). For extra-mammary cascades, breast MRI
recipients had 19.6 additional events/100 women (95%CI=8.6,30.7) including
15.8 additional visits (95%CI=10.2,21.4) and no statistically significant
differences in other events. Breast MRI recipients had higher total spending
for mammary events ($564 more/member, 95%CI=$532,$596), extra-
mammary events ($42 more/member, 95%CI=$16,$69), and overall ($1,404
more/member, 95%CI=$1172,$1636). They also had higher overall out-of-
pocket spending ($31 more/member, 95%CI=$6,$55). CONCLUSIONS:
Screening breast MRI was associated with more mammary and extra-
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mammary cascade events and spending relative to screening mammography.
These findings can inform clinical care, cost-benefit assessments, and coverage
policies to ensure breast MRI is prioritized among patients for whom benefits
outweigh harms.

EFFECTIVENESS OF A HEALTH LITERACY INTERVENTION TO
IMPROVE DIABETES OUTCOMES IN RURAL FAMILY MEDI-
CINE CLINICS: A RANDOMIZED PRAGMATIC TRIAL
Laura M. Curtis1; Jennifer M. Gan3; Jean C. Mcsweeney2
1Division of General Internal Medicine and Geriatrcis, Northwestern Univer-
sity Feinberg School of Medicine, Chicago, IL
2University of Arkansas for Medical Sciences - College of Nursing, Little
Rock, AR
3University of Arkansas for Medical Sciences, Little Rock, AR. (Control ID
#3716125)

BACKGROUND: Adults with Diabetes Mellitus (DM) living in rural areas
often face limited access to medical and specialist care, minimal exposure to
diabetes education and transportation challenges. Rural residents also tend to
be older, poorer, less educated, under-insured and have lower health literacy
compared to their urban counterparts. We tested the effectiveness of the
American College of Physicians (ACP) diabetes health literacy intervention
in rural community clinics to improve a range of diabetes-related patient
outcomes and determine whether the intervention reduces disparities by health
literacy.
METHODS: We recruited 756 English speaking adults with uncontrolled
Type 2 DM from rural clinics in Arkansas. Participants randomized to the
intervention arm were presented the ACP Diabetes Guide by a trained health
coach, and provided follow-up education, counseling and action-planning
monthly. Those assigned to Enhanced Usual Care (EUC) were given an
American Diabetes Association educational workbook and were followed as
usual. The primary outcome was HbA1c at 6 months Secondary outcomes
include diabetes-related knowledge, self-efficacy, and distress, as well as
medication adherence, diet, physical activity, physical function and mental
health. Health literacy was measured using the Newest Vital Sign (NVS).
RESULTS: Participants had a mean age of 55.8 (SD=11.7), 68%were female,
two thirds had an annual household income <$15,000, and 52% had limited
health literacy. Diabetes knowledge was greater in those with adequate health
literacy (LSM 9.46, 95% CI 9.25, 9.67) compared to those with limited health
literacy (LSM 8.11, 95% CI 7.91, 8.23, p<0.001). All other outcomes did not
significantly differ by health literacy level. Participants in the intervention arm
had lower A1C levels at 6 months (LSM: 8.28, 95% CI 8.11, 8.46) vs. EUC
LSM: 8.44, 95%CI 8.26, 8.61) although these differences were not statistically
significant (p=0.20). Secondary outcomes did not vary significantly between
arms at 6 months. Health literacy disparities in diabetes knowledge found at
baseline remained in the EUC arm after 6 months (Limited LSM (95% CI):
9.17 (8.94, 9.40); Adequate LSM (95% CI): 9.79 (9.54, 10.03)) but disparities
were mitigated in the intervention arm (Limited LSM (95% CI): 9.48 (9.24,
9.73); Adequate LSM (95% CI): 9.88 (9.62, 10.13), interaction p<0.001).
CONCLUSIONS: Embedding a health literacy diabetes intervention in rural
family medicine residency clinics was a feasible method of reaching under-
served rural patients was able to mitigate patient-level differences in knowl-
edge, but overall did not improve clinical outcomes. Similar to other prior
studies investigating health literacy strategies to promote diabetes self-
management, this intensive patient education approach appears insufficient
alone to achieve glycemic control. Future diabetes interventions need to find a
balance between keeping patients engaged and accountable and improving
health outcomes.

EFFECTIVENESS OF GOAL-DIRECTED VERSUS OUTCOME-
BASED FINANCIAL INCENTIVES FOR WEIGHT LOSS IN LOW
INCOME POPULATIONS SEEN IN OUTPATIENT CLINICS
Stephanie L. Orstad2; Soma Wali4; Judith Wylie-Rosett5; Chi-Hong Tseng6;
Un Young Chung6; Miguel A. Cuevas Chavez6; Susan Parraga2; Sandra
Wittleder2; Melanie Jay1,3

1Medicine, New York Grossman School of Medicine, Brooklyn, NY
2Division of General Internal Medicine and Clinical Innovation, New York
University Grossman School of Medicine, New York, NY
3VA NY Harbor Healthcare System, New York, NY
4Department of Medicine, UCLA Medical Center Olive View, Sylmar, CA
5Department of Epidemiology and Population Health, Albert Einstein College
of Medicine, Bronx, NY
6Division of General Internal Medicine and Health Services Research, Uni-
versity of California Los Angeles David Geffen School of Medicine, Los
Angeles, CA. (Control ID #3714526)

BACKGROUND: Obesity is highly prevalent in low-income, primary care
populations and exacerbates socioeconomic disparities. Financial incentives
may enhance weight management while addressing obesity-related disparities.
The Financial Incentives foR Weight Reduction (FIReWoRk) randomized
controlled trial aimed to compare the effectiveness of two financial incentive
strategies (goal directed vs. outcome-based), both developed using principles
of behavioral economic theory (e.g., regret aversion and emergency reserves),
to the provision of evidence-based weight management resources alone
(control) in adults with obesity living in socioeconomically disadvantaged
neighborhoods.
METHODS: Patients were seen at 3 hospital-based clinics serving low-
income populations (Olive View-UCLA in Los Angeles, and Bellevue Hos-
pital and NYU Langone-Brooklyn in New York City). All patients were
provided a 1-year commercial weight loss program membership, self-
monitoring tools (digital scale, food journal, activity monitor), health educa-
tion, and monthly 1:1 visits with research staff to discuss weight, physical
activity (PA), program attendance, and self-monitoring goals. Participants
randomized to the goal-directed arm received incentives for self-monitoring,
meeting PA goals, and weight loss program attendance. Those in the outcome-
based arm received incentives for weight loss.
Each incentive arm participant received monthly payments for 6 months, with
a maximum of 750 dollars. The main outcome was the proportion of patients in
each arm who achieved ≥5% weight loss at 6 months.
RESULTS: We randomized 668 adults with a mean age of 47.69 years;
80.99% were female, 72.60% were Hispanic, and 14.82% were Black. Mean
body mass index was 37.95 kg/m2 at baseline. At 6 months, the adjusted
proportion of patients who lost at least 5% of their baseline weight was 23.13%
in the control arm, 33.92% in the goal-directed arm, and 43.71% in the
outcome-based arm (P <0.005 for the comparison of each incentive arm to
the control; p=0.038 for the comparison of goal-directed to outcome-based).
The mean change in weight from baseline at 6 months was −2.21±0.38 kg in
the control arm, −4.47±0.37 kg in the goal-directed incentive arm, and −4.79
±0.38 kg in the outcome- based incentive arm (P <0.001 compared to control
for both incentive arms). The mean earned incentive was $440 in the goal-
directed and $304 in the outcome-based arm. Changes in weight remained
significantly different in the financial incentive arms compared to control at 12
months.
CONCLUSIONS: Financial incentives are effective for clinically significant
weight loss in socioeconomically disadvantaged populations. Future research
will determine the cost-effectiveness of goal directed and outcome-based
incentives.

EFFECT MODIFICATION OF EARLY AND LATE LIFE SOCIAL
SUPPORT ON THE RISK OF DIABETES AMONG ADULTS WITH
ADVERSE CHILDHOOD EXPERIENCES
Shivani Kumar1; Jennifer A. Campbell2; Rebekah J. Walker3; Leonard E.
Egede4
1School of Medicine, Medical College of Wisconsin, Milwaukee, WI
2General Internal Medicine, Medical College of Wisconsin, Milwaukee, WI
3Medicine, Medical College of Wisconsin, Milwaukee, WI
4Medicine, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3712594)

BACKGROUND: Adverse childhood experiences (ACEs), characterized by
exposures in childhood to neglect, household dysfunction, and abuse, are of
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growing public health concern. Evidence shows that exposure to ACEs
increases risk for morbidity, mortality and lower quality of life. Social support
in early life and later adulthood may be an important potential protective factor
to decrease the impact of ACEs, however this has not been examined in
diabetes. The objective of this study is to evaluate whether timing and type
of social support mediates or moderates the risk of diabetes in individuals with
ACEs.
METHODS: The analysis used data from 6323 participants from Midlife
Development in the United States (MIDUS), conducted between 1995 and
2014. Generalized estimating equations for logistic regression were used to
estimate effect modification of social support on the relationship between
ACEs and diabetes. Separate models were run for each definition of ACE
and diabetes 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 ACEs and
risk of diabetes.
RESULTS: 55.9% of the population reported at least 1 ACE. ACEs were
significantly associated with less early life social support (2.81 compared to
3.12, p<.0001) and less late life social support (3.17 compared to 3.25,
p<.0001). In the unadjusted model, ACEs were associated with a 34% in-
creased odds of diabetes. Those reporting a history of ACEs and early life
social support had significantly increased odds of diabetes (OR=1.25,
CI=1.00-1.56) compared to those with ACEs and no early life social support.
Individuals reporting a history of abuse and later life social support were more
likely to have diabetes (OR=1.33, CI=1.01-1.75).
CONCLUSIONS: While this study confirms prior findings that ACEs are
associated with risk of diabetes, early and late life social support may not
decrease the impact of ACEs on risk of diabetes in adulthood. Further research
is needed to understand the underlying pathways that can explain the negative
impact of ACEs on chronic disease and to develop appropriate and effective
interventions. Assumptions about the buffering effects of social support may
need to be reexamined.

EFFECT OF A PHARMACY LIAISON-PATIENT NAVIGATION IN-
TERVENTIONON INPATIENTANDEMERGENCYDEPARTMENT
UTILIZATION AMONG PRIMARY CARE PATIENTS IN AMEDIC-
A I D ACCOUNTABLE CARE ORGAN I ZAT I ON : A
NONRANDOMIZED CONTROLLED TRIAL
Pablo Buitron de la Vega2; Erin M. Ashe4; Ziming Xuan3; Vi Gast2; Tracey
Saint-Phard2; Felix I. Okonkwo4; Christopher Lyons1; Karen E. Lasser2
1Boston University School of Medicine, Boston, MA
2General Internal Medicine, Boston Medical Center, Boston, MA
3School of Public Health, Boston University, Boston, MA
4Boston Medical Center, Boston, MA. (Control ID #3702197)

BACKGROUND: Patients with unmet health-related social needs (HRSN),
such as food or housing insecurity, are at high risk for preventable health care
utilization and high levels of medical expenditures. Little evidence exists on
care models to identify and intervene on HRSN to reduce utilization. We
conducted a trial comparing a pharmacy liaison (pharmacy technician with at
least a high school degree) to promote medication adherence (usual care),
versus a pharmacy liaison with training in motivational interviewing and
patient navigation who systematically screens for HRSN and connects patients
with hospital- and community-based resources (enhanced usual care).
METHODS: We included patients aged 18-64 who were members of a
Medicaid accountable care organization (ACO), attended a primary care ap-
pointment at a large urban safety-net hospital, were enrolled in a pharmacy
services program, and were within the 3rd to 10th percentile for health care
utilization and cost among ACOmembership. We excluded patients who were
eligible for or were receiving services from a more intensive care management
program. With a 1:1 allocation ratio based on medical record number (odd
versus even), we assigned 364 patients to one of two study arms. The inter-
vention duration was one year. Pharmacy liaisons in the usual care arm carried
a larger caseload, as they also worked with patients who were not in the trial.
The primary outcome was all-cause hospital admissions and all-cause ED
visits (a composite outcome) in the year following study enrollment. In an

intent-to-treat analysis, we used chi- square tests to compare proportions
between groups. Due to a high number of patients without ED visits or hospital
admissions (136 out of 364, 37%), we employed a zero-inflated negative
binomial model to evaluate the intervention effect.
RESULTS: The usual care and enhanced usual care groups differed in the
respective proportion who spoke English (78% vs. 87%), reported housing
insecurity (9% vs. 13%), received a referral to the hospital food pantry in the
past 12 months (14% vs. 25%), had at least one visit to the hospital food pantry
in past 12 months (12% vs. 20%) and had a diagnosis of PTSD (21% vs. 14%);
all p<0.10. In analyses controlling for these variables and baseline hospital
admissions and ED visits the year prior to enrollment, patients in the enhanced
care arm had lower likelihood (aOR=0.60, 95%CI, [0.37-0.98]; p=0.04) of any
hospital admissions or ED visits relative to the usual care arm.
CONCLUSIONS: Pharmacy liaisons with training in motivational
interviewing and patient navigation decreased inpatient hospital admissions
and emergency department visits among intermediate-cost Medicaid ACO
members receiving primary care at a large urban safety-net hospital. Future
research will need to address whether health systems can afford to train and
reduce caseloads of pharmacy liaisons to achieve this degree of benefit, outside
of a trial setting.

EFFECTSOFMEDICAID EXPANSIONONADULTAMBULATORY
VISIT VOLUMES AMONG PATIENTS WITH MEDICAID
Aaron S. Parzuchowski1; Carlos Irwin Oronce2; A. Mark Fendrick1; Rong
Guo2; Chi-Hong Tseng3; John Mafi2
1Internal Medicine, University of Michigan, Ann Arbor, MI
2Medicine, University of California Los Angeles, Los Angeles, CA
3Medicine, University of California Los Angeles David Geffen School of
Medicine, Los Angeles, CA. (Control ID #3712383)

BACKGROUND: Multiple studies have demonstrated that the ACA Medic-
aid expansion increased Medicaid enrollment. However, the expansion raised
concerns that rapid increases in demand for health services among patients
newly enrolled in Medicaid might strain the U.S. health care system and/or
crowd out access to care for patients with other insurance, such as Medicare.
Using quasi-experimental approaches, we sought to quantify the change in the
number of visits before and after Medicaid expansion in states that did and did
not expand Medicaid.
METHODS: We obtained data from the National Ambulatory Medical Care
Survey (NAMCS) between January 1, 2012-December 31, 2015. We
performed a pre-post difference-in-differences (DinD) analysis of US ambula-
tory adult visits comparing 8 states that had expanded Medicaid on January 1,
2014, for which we had data (experimental group – Arizona, California,
Illinois, Massachusetts, New Jersey, Ohio, Washington) to 5 states that did
not expand Medicaid January 1, 2014, for which we had data (control group –
Florida, Georgia, North Carolina, Texas, Virginia). The primary outcome
included adult Medicaid visits; secondary outcomes included adult visits with
non-Medicaid insurance: uninsured, commercial, and Medicare (including
Medicare Advantage, fee-for-service, and dually eligible). NAMCS did not
allow for individual level identification of patients who newly enrolled after the
expansion. In a subgroup analysis, we examined visits among adults with
Medicaid insurance by providers accepting new Medicaid patients and who
were not previously seen, as a proxy for the newly eligible.
RESULTS: We identified approximately 1.9 billion U.S. ambulatory visits
during 2012-2015; mean age 56 years; 60.0% female. Of these visits, approx-
imately 1.2 billion (62%) occurred in expansion states and a 0.7 billion (38%)
occurred in non-expansion states. The DinD increase of 12,700,609 Medicaid
visits in expansion states was significantly greater (p=0.031 95% CI 1.1-24.3
million). The DinD increase of 2,225,103 “new”Medicaid visits in expansion
states was also significantly higher (p=0.009, 95% CI 0.5-3.9 million). Unin-
sured patients and those enrolled inMedicare or commercial insurance residing
in expansion states had no significant changes in the number of visits before vs
after expansion.
CONCLUSIONS: In this nationally representative analysis of ambulatory
visits, the ACA Medicaid expansion was associated with an additional 12.7
millionMedicaid visits, including 2.2million “new”Medicaid visits, in 8 states
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that expanded Medicaid in 2014. The expansion was not associated with
declines in visits among uninsured patients or those enrolled in commercial
or Medicare insurance. These findings suggest that the U.S. health care system
was able to enhance access and accommodate the increased demand for care
for millions of Americans enrolled in Medicaid, without observable reductions
in access to care for uninsured patients or those enrolled in commercial or
Medicare insurance.

EFFECTS OF MODALITY AND SOCIODEMOGRAPHIC
CHARACTERISTICS ON COMPLETION OF A TECHNOLOGY-
BASED, REMOTEMEASURE OF HEALTH LITERACY
Stacy Bailey1; James W. Griffith2; Chandana Vuyyuru1; Michelle Taddeo2
1General Internal Medicine and Geriatrics, Northwestern University, Chicago,
IL
2Northwestern University Feinberg School of Medicine, Chicago, IL. (Control
ID #3716081)

BACKGROUND: Most health literacy measures require either in-person
administration or rely on self-report rather than individual performance. We
developed a brief, objective measure of health literacy - the HL6 - that could be
administered remotely via text messaging or online survey. We sought to
examine the feasibility of administering the HL6 remotely and to determine
if there were differences in completion rates by modality or participant
characteristics.
METHODS: English and Spanish-speaking adults with ≥ 1 chronic condition
and access to the internet and text messaging were recruited from 4 active,
federally-funded studies in Chicago, IL. Participants completed an in person,
validated measure of health literacy [Newest Vital Sign (NVS)] during their
participation in parent studies. For this study, participants also completed a
brief telephone survey to collect data on sociodemographic and personal
characteristics. Participants were then 1:1 randomized to receive the health
literacy measure via either text messaging or online survey. Participants were
given 11 days to complete the assessment; they were not provided with
compensation for this activity.
RESULTS: A total of 306 adults participated (n=154 in text messaging arm,
n=152 in online survey arm). Participants were, on average, 67 years old, most
(69.6%) were female, and almost half (44.3%)were low income.Most (73.5%)
spoke English; while a quarter (24.5%) spoke Spanish. Overall, 95 participants
(31.0%) did not complete the HL6. Of these 95, at least 4 patients had incorrect
or disconnected phone numbers and never received the measure, 2 did not
complete all items, and 5 took longer than the allotted 8minutes. Therewere no
significant differences in completion between modalities (73.4% via text
message versus 64.5% via online survey, p=0.09). Socioeconomic differences
in completion were found predominately among participants in the online
survey arm. Patients receiving the HL6 via online survey were significantly
less likely to complete it if they were Spanish-speaking, Hispanic, less educat-
ed, living below the poverty level, and had lower health literacy. Among
patients receiving the HL6 via text messaging, the only significant predictors
of non-completion were younger age and speaking Spanish.
CONCLUSIONS: Findings indicate that the HL6 can be completed remotely,
via online survey or text messaging, even among a sample of predominately
older adults. However, socioeconomically disadvantaged participants appear
to be less likely to complete the measure via online survey; text messaging
seems to be the more inclusive modality. Researchers should consider using
the HL6 in future studies, especially when in-person administration is not
feasible or is logistically difficult.

ENABLING REMOTE RESEARCH THROUGH DECENTRALIZED
RANDOMIZED CONTROLLED CLINICAL TRIALS
Seema Belani1; Jannis R. Brea2; Hrishikesh Belani3; Neeta Bhat7; Via Rao8;
Aubrey A. Hagen10; Barkha Patel9; Thomas A. Murray11; David M.
Liebovitz4; Jacinda M. Nicklas5; Carolyn Bramante6; Katrina M. Hartman12
1College of Allopathic Medicine, Nova Southeastern University College of
Allopathic Medicine, Davie, FL

2Department of General Internal Medicine and Geriatrics, Northwestern Uni-
versity Feinberg School of Medicine, Chicago, IL
3Medicine, Los Angeles County Department of Health Services, Los Angeles,
CA
4Medicine, Northwestern University, Feinberg School of Medicine, Chicago,
IL
5General Internal Medicine, University of Colorado School of Medicine,
Aurora, CO
6Medicine, University of Minnesota Twin Cities, Minneapolis, MN
7General Internal Medicine, University of Minnesota Twin Cities,
Minneapolis, MN
8Department of Medicine, University of Minnesota Twin Cities, Minneapolis,
MN
9General Division of Internal Medicine, University of Minnesota Twin Cities,
Minneapolis, MN
10Department of Medicine, Division of General Internal Medicine, University
of Minnesota Medical School Twin Cities, Minneapolis, MN
11Biostatistics, University of Minnesota Twin Cities, Minneapolis, MN
12Internal Medicine, University of Minnesota Medical School Twin Cities,
Minneapolis, MN. (Control ID #3715495)

BACKGROUND: Traditionally, randomized clinical trials have relied on
physical research centers to support subject recruitment and participation.
The COVID-19 pandemic has highlighted the need to interact with subjects
who are unable to physically visit research centers. By leveraging remote
technology, such clinical trials may reach subjects in isolation and broaden
geographical reach. We describe a fully remote, multisite randomized con-
trolled clinical trial of outpatient COVID-19 treatments using a technology-
enabled, decentralized approach.
METHODS: We conducted a remote double-blind, randomized placebo-
controlled trial (COVID-OUT). We identified subjects through medical
records, patient advocacy groups, testing facilities, and multiformat advertis-
ing. They were recruited via brochure, electronic message, telephone outreach,
and self-referral. Research staff across sites used the Research Electronic Data
Capture (REDCap) system to manage local and central enrollment and were
reallocated dynamically based on trial needs. Subjects were screened by phone,
consented and randomized electronically and delivered study medication by
courier or same-day mail. They were followed via their preferred communi-
cation method (phone, video, text, or email) to determine the study endpoints.
RESULTS: 1195 non-hospitalized adults aged 30-85 years with laboratory-
confirmed infection with SARS-CoV-2 were enrolled into the COVID-OUT
trial through January 6, 2022 over a span of 7 months. Initially starting as a 2-
arm trial with 7 sites, the study expanded to a 6-arm trial with recruitment at
8 sites. To date, 9600 subjects have been screened with an enrollment rate of
12% from 822 zip codes. 25 research coordinators are involved across 8 sites,
and the rate of study completion is 90%.
CONCLUSIONS: Decentralized remote studies offer an efficient, low-touch
way of performing research in the COVID-19 era. Our decentralized study
design enables research with infectious, isolated subjects in widespread geog-
raphies, while maintaining safety of subjects, the research team, and public at-
large. Coordination across sites via REDCap enabled programmatic efficien-
cies, including the ability to redistribute staffing support across enrollment sites
for study drug distribution, follow-up calls, recruitment, and event reporting.
We decreased overall costs by less need for physical research space. The
decentralized infrastructure enabled nimble adaptations of the protocol, includ-
ing increasing follow-up periods to assess long-COVID symptoms and adding
study arms for additional outpatient treatments. Given the widespread avail-
ability of mobile phones and remote communication, decentralized trials show
promise for improving reach and efficiency in both pandemic and non-
pandemic times.

EQUITABLE IMPLEMENTATION OF A MAILED STOOL TEST-
BASED COLORECTAL CANCER SCREENING PROGRAM IN A
SAFETY NET HEALTH SYSTEM
Rebekah E. Scott1; Patrick Chang2; Nicole Kluz3; Eda Baykal-Caglar4; Mi-
chael Pignone1
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1Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX
2Population Health, The University of Texas at Austin Dell Medical School,
Austin, TX
3Internal Medicine, University of Texas at Austin, Austin, TX
4Education and Research, CommUnityCare, Austin, TX. (Control ID
#3709283)

BACKGROUND: Mailed stool testing programs are effective in increasing
colorectal (CRC) screening in diverse settings, but whether their effectiveness
differs by key demographic characteristics has not been well-studied and has
important implications for health equity.
METHODS: We examined the effectiveness of a mailed stool test program
implemented over a 3-year period in a safety net Federally Qualified Health
Center (FQHC) system in Central Texas. Potentially eligible average risk
patients ages 50-74 were identified through a query of electronic health records
(EHR). Outreach included a mailed packet in English and Spanish with an
introductory letter; free of charge fecal immunochemical test (FIT) and lab
requisition; plain language instructions; a postage-paid lab mailer; and a
medical records update postcard.
If not recently screened, patients were asked to complete the stool test; those
who had been screened were asked to return the records postcard with their
information updated. One text and one letter were subsequently sent to remind
those who did not respond to the initial mailing. We assessed the proportion of
patients completing at least one mailed FIT and compared these proportions
based on patient demographics and insurance status obtained from the EHR.
RESULTS: Between November 2017 and February 2021, 33,606 patients
were eligible for mailed FIT and received at least one round of outreach. Mean
age was 60.5 years and 51% were female. The population was diverse: 45%
identified as Latino and 13% as African-American; 17% had private insurance,
24% Medicare or Medicaid, and 32% were covered through the county
medical assistance program (MAP) for uninsured patients. Overall, 20%
(n=6659) completed at least one mailed FIT. Those over age 60 (OR 1.1,
95% CI 1.04, 1.16), females (OR 1.24, 95% CI 1.18, 1.31) and Latinos (OR
1.29, 95% CI 1.21, 1.39) were more likely to complete mailed FIT compared
with younger patients, males, and White, non-Latinos, respectively. African-
Americans had similar completion rates as Whites (OR 1.05, 95% CI 0.95,
1.16). Those who were uninsured had similar completion rates as those with
health insurance.
CONCLUSIONS: Mailed FIT outreach was effective in reaching 20% of
patients who were not up to date for CRC screening in a safety net health
system, and did so in a relatively equitable manner. Mailed outreach can be an
important tool for increasing CRC screening in safety net settings.

ESTIMATED WASTEFUL SPENDING ON ADUCANUMAB DIS-
PENSING IN THE U.S. MEDICARE POPULATION
Carlos Irwin Oronce1,2; Julia C. Arbanas3; Mei Leng3; Bruce E. Landon4,5;
Cheryl Damberg6; Catherine Sarkisian3,1; John Mafi7,6
1Medicine, Greater Los Angeles VAHealthcare System / UCLA, Los Angeles,
CA
2General Internal Medicine and Health Services Research, University of
California Los Angeles David Geffen School of Medicine, Los Angeles, CA
3Medicine –GIM&HSR, University of California Los Angeles David Geffen
School of Medicine, Los Angeles, CA
4Health Care Policy, Harvard Medical School, Boston, MA
5Division of General Medicine and Primary Care, Beth Israel Deaconess
Medical Center, Boston, MA
6RAND Corporation, Santa Monica, CA
7Medicine, University of California Los Angeles, Los Angeles, CA. (Control
ID #3708837)

BACKGROUND: Aducanumab, a weight-dosed drug with uncertain clinical
benefit and high cost for Medicare patients with Alzheimer’s dementia, is
currently available in two fixed-dose vial sizes that may result in a large
amount of discarded drug and associated unnecessary spending. To quantify
the amount of wasted drug spending, we performed a cost analysis using

patient weight distributions from a nationally representative sample of Medi-
care beneficiaries with mild cognitive impairment (MCI) or mild dementia.
METHODS: To identify a cohort of patients potentially eligible for
aducanumab, we used cross-sectional data from the 2016 Health and Retire-
ment Study (HRS), a nationally representative survey of older adults. We
included participants aged ≥65 years with Medicare Part B insurance and used
previously validated cognitive measures to identify patients with MCI or mild
dementia. We applied clinical trial exclusion criteria and used self/proxy-
reported weights to establish lower and upper estimates for the cohort.
Assuming a full 10 mg/kg monthly dose, we counted the number of vials (and
per-vial costs) needed for each patient weight category and multiplied the per-
vial costs by the proportion of participants in lower and upper survey-estimated
populations. To estimate the annualized amount of per-patient discarded drug,
we subtracted the precise number of milligrams of patient weight-based dose
needed from the total dose provided by the vials using the most efficient
combination of vials possible for each patient. We then multiplied this waste
amount by the number of patients in the population estimate, and accounted for
expected amyloid plaque rates (37% for the lower bound and 68% for the
upper bound estimate based on population studies). Finally, we simulated
alternative vial sizes that could maximize potential cost savings.
RESULTS: We identified a lower and upper estimate respectively of 737-
2,035 HRS participants, representing approximately 2,882,893 [95% CI 2.6-
3.2 million] to 8,405,858 [7.7-9.1 million] Medicare Part B beneficiaries aged
≥65 years with MCI or mild dementia. Annual per-person weight-based drug
price was estimated to be $27,759. Assuming a conservative 10% clinical drug
uptake, between 132,398 [115,220-149,655]-694,258 [628,458-760,059] 300
mg/3 ml vials of aducanumab would be discarded annually. This would result
in an additional $115.4 [$100.4- 130.4]-$605.0 [$547.6-662.3] million in
wasteful spending each year. If the manufacturer reduced the 170 mg/1.7 ml
vial size to 100mg/1.0ml, this would save approximately $70.9 [$60.8-$81.1]-
$368 [$331.1-$406.9] million per year.
CONCLUSIONS: In this nationally representative analysis, we conservative-
ly estimated that aducanumab use would cause hundreds of thousands of vials
to be discarded annually, burdening Medicare with additional hundreds of
millions of dollars in wasteful spending each year. Changing the vial size could
generate substantial cost savings for the U.S. health care system through more
efficient dosing.

ESTIMATING BREAST CANCER OVERDIAGNOSIS AMONG
OLDERWOMEN IN THE US
Ilana Richman, Cary Gross
Department of Medicine, Yale University, New Haven, CT.

BACKGROUND: Overdiagnosis is increasingly recognized as an important
harm of breast cancer screening, particularly for older women. The goal of this
study was to quantify differences in breast cancer detection rates among
screened and unscreened older women as an approximation of overdiagnosis.
In the absence of overdiagnosis, cumulative incidence of breast cancer should
be similar among screened and unscreened women. When overdiagnosis is
present, cumulative incidence among screened women will exceed that among
unscreened women, even after extended follow up.
METHODS: We used data from the SEER-Medicare registry. We included
women age 70 and older who were breast cancer free in 2003. Women were
stratified by baseline screening status (screened at least once between 2003-
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2005 or not) and life expectancy. Women were followed until breast cancer
diagnosis, death, or end of follow up (12/2017). We used a competing risk
model to estimate the cumulative incidence function of breast cancer diagnosis.
Analyses used sample weights, as SEER-Medicare captures 100% of women
ultimately diagnosed with a breast cancer and 5% of women who are not.
RESULTS: Our sample included 1,334,976 women. The mean age was 77
years, 6% were Black and 90% White. In 2003, 58% of the sample had a life
expectancy of ≥10 years, 33% 5-10 years, and 9% <5 years. At baseline, 82%
of women were screened at least once. Among women with a life expectancy
≥10 years, the cumulative incidence of breast cancer during the 15-year follow-
up period was 5.1% (95%CI 5.0-5.1) for those screened, versus 2.9% (2.8-3.1)
among those who were not. For women with a life expectancy of 5-10 years,
cumulative incidence was 3.4% (95%CI 3.3-3.5) for those screened compared
to 1.3% (95% 1.3-1.4) for those not screened. Among women with a <5 year
life expectancy, cumulative incidence was 2.4% (95% CI 2.3-2.6) for those
screened, versus 0.7% (95% CI 0.6-0.8) among those not screened.
CONCLUSIONS: Among older women, screening mammography was as-
sociated with a substantially higher cumulative incidence of breast cancer
across strata of life expectancy. This suggests that risk of overdiagnosis is
considerable, and decisions about screening mammography in this population
should incorporate an explicit consideration of the risks of overdiagnosis.

ETHICS, JUSTICE, AND PULMONARY REHABILITATION PAY-
MENT REFORM
Derek R. Soled2; Beret Amundson1; Emilia Thurber1; Scott Schissel1
1Internal Medicine, Brigham and Women's Hospital, Boston, MA
2Harvard Medical School, Boston, MA. (Control ID #3708422)

BACKGROUND:Despite its many benefits, pulmonary rehabilitation (PR) is
a severely underutilized service among marginalized populations because of
low reimbursement rates. This is perpetuating systemic injustice and healthcare
disparities.
METHODS: The distribution of pulmonary rehabilitation was examined
according to three frameworks in medical ethics for resource allocation:
egalitarianism, utilitarianism, and distributive justice.
RESULTS: Egalitarianism, the first bioethical framework for achieving jus-
tice, is based on the principle that all individuals are equal and therefore should
have identical access to resources. PR is currently distributed in a manner that
fails an egalitarian framework due to unequal access to PR among different
population cohorts. A utilitarian approach to justice emphasizes maximizing
overall benefits and “saving the most lives possible”. Poor access to PR means
that outcomes are not currently maximized for patients with COPD and other
respiratory conditions, thus failing the utilitarian model. A third approach,
distributive justice, mandates that resources be allotted to those with the
greatest need in a manner that does not infringe upon individual liberties.
Allocation of PR in a manner consistent with distributive justice would provide
PR to patients who have the most significant underlying disease and have been
historically marginalized. Our current system fails the distributive justice
framework as PR is more available to affluent populations.
CONCLUSIONS: Utilization of and access to PR fails all three principles of
justice. Additionally, inequities in PR access have worsened because of
COVID-19 due to loss of employer-based insurancewith rising unemployment
and increased demand for PR. First, we recommend reforming and increasing
PR reimbursement away from the bundled one-hour payment code, G0424.
Second, we suggest that Medicaid coverage be extended for pulmonary
telerehabilitation, and that this coverage apply to center-based, home-based,
and web-based telerehabilitation. Finally, we advocate moving from fee-for-
service to value-based payment systems. Our recommendations would not
only lead to economic savings, but also to more equitable care for patients
regardless of background, race, or socioeconomic status. PR represents an
achievable means to provide affordable and high-quality care to more
individuals, especially those from non-white and less affluent communities
disproportionately affected by COPD, COVID-19, and other respiratory
conditions. These proposals for payment reform would ensure the continued
and increased adoption of PR and help transform the current system into one
that achieves justice for historically marginalized patients. This is one small but

important step in paving the future for equitable resource allocation in
healthcare.

EVALUATING THE EFFECTS OF SOCIAL DETERMINANTS OF
HEALTH ON COVID-19 SEVERITY AT DIAGNOSIS, AND ANXI-
ETY, DEPRESSION AND QUALITY OF LIFE OUTCOMES ≥ 6
MONTHS AFTER DIAGNOSIS
Maria W. Wu1; George P. Morcos1; John Dobbs1,3; Juan Enrique Salazar2;
Tristan Jordan1; Praphopphat Adhatamsoontra1; Christopher Walker1; Dhruvil
Prajapati1; Ian C.Miller1;WarrenW.Acker1; Hana Akselrod1; Aileen Chang1;
Adrienne N. Poon1
1Medicine, The George Washington University School of Medicine and
Health Sciences, Washington, DC
2The George Washington University Milken Institute of Public Health,
Washington, DC
3Johns Hopkins University Bloomberg School of Public Health, Baltimore,
MD. (Control ID #3709453)

BACKGROUND: COVID-19 continues to be an ongoing problem world-
wide, especially for those who are disproportionately affected due to their
social determinants of health, as they are often at a socioeconomic disadvan-
tage. We are primarily interested in evaluating how education level, income,
race, ethnicity, and obesity are correlated with acute COVID-19 severity, and
anxiety, depression, and quality of life ≥ 6 months post-infection. Specifically,
obesity (BMI > 30), has been previously identified as a risk factor for COVID-
19 regarding severity and mortality. We found it imperative to further inves-
tigate these demographic variables, as they are vital in understanding how
social determinants of health are impacting COVID-19 outcomes. Insights
from this study can assist with identifying gaps in care for those with poor
social determinants of health, as well as help shape care for those who have
been disproportionately affected.
METHODS: We examined records of COVID-19 patients through the
COVID-19 Recovery Clinic at GeorgeWashington University in Washington,
D.C. that has been collecting data on patient short and long-term COVID-19
outcomes in various domains along with demographic information since
November 2020. Using RStudio with calculations of descriptive data, odds
ratios, and p-values using Fisher's exact test, we assessed education level,
income, race, ethnicity, and obesity and looked at how they correlated with
COVID-19 severity at diagnosis, presence of anxiety, depression and quality of
life ≥ 6 months after acute infection.
RESULTS: From our sample (n=150), we found African Americans had
greater acute COVID-19 severity (OR=7.56, 95% CI 2.22, 25.68, p=0.0015)
relative to white individuals. We also found that obesity was associated with
higher levels of acute COVID-19 severity (OR=4.89, 95% CI 1.36, 17.60,
p=0.022). Additionally, during acute COVID-19 infection, 7/32 (21.9%) obese
patients compared to 9/112 (8.0%) non-obese patients were hospitalized
(OR=3.79, 95%CI=1.23, 11.68, p=0.03). No significant association was found
between anxiety, depression, quality of life or COVID- 19 severity and
persistent symptoms.
CONCLUSIONS: We observed associations between the African American
race and more severe acute COVID-19 infection. Further, in the acute phase,
we observed that obese patients were more likely than non-obsese patients to
have more severe infection and be hospitalized. These findings highlight pre-
existing gaps in healthcare outcomes regarding social determinants of health. It
is essential to analyze many of the potential longer-term effects of COVID-19
infection, as they remain poorly understood. We conclude that larger studies
are necessary to better understand the effects of social determinants of health
on both short and long-term outcomes of COVID-19.

EVALUATING THE PATIENT CHARACTERISTICS OF A HEPATI-
TIS C VIRUS TELEHEALTH SERVICES SERVING AMERICAN
INDIAN/ALASKA NATIVES
Ashley Wirth1,2; David Stephens2; Brigg Reilley2; Ximena A. Levander3;
Jorge Mera2; Jessica Leston2
1School of Medicine, Oregon Health & Science University, Portland, OR
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2Northwest Portland Area Indian Health Board, Portland, OR
3Internal Medicine, Oregon Health & Science University, Portland, OR. (Con-
trol ID #3716480)

BACKGROUND: American Indians/Alaska Natives are disproportionately
affected by Hepatitis C virus (HCV) and have increased morbidity and mor-
tality from HCV-related liver conditions. The Northwest Portland Area Indian
Health Board (NPAIHB)’s Extension for Community Healthcare Outcomes
(ECHO) is a telehealth program that aims to increase primary care physician
ability to treat chronic and complex illnesses across Indian Country, including
HCV. However, no analysis has been conducted regarding the patients
presented at NPAIHB HCV ECHO and their received treatment
recommendations. We aim to ascertain characteristics of the NPIAHB HCV
ECHO patient cases and assess NPAIHB HCV ECHO’s treatment
recommendations for prevention of liver related diseases, treatment of co-
existing chronic conditions, and cure of HCV.
METHODS: We conducted a retrospective descriptive analysis of patient
cases presented NPAIHB HCV ECHO from February 2017 to March 2021.
The ECHO sessions include a didactic session, case presentations, and treat-
ment recommendations from a multidisciplinary team of specialists. We ana-
lyzed patient case form and treatment recommendation characteristics both
collectively and comparing across CDC region. We used two-sample t-tests
and one-way ANOVAs to test for differences between comparison groups.
RESULTS: 776 patient cases from 77 Indian health care sites were presented
at NPAIHB HCV ECHO. There were no significant differences in the number
of cases with advanced liver disease or type of comorbidities amongst patient
characteristics from different CDC regions. Of the patient cases presented at
NPAIHB HCV ECHO, 92% received treatment recommendations to cure
HCVwhile 8% received recommendations for further workup before treatment
recommendation provision. Of the patients receiving HCV treatment
recommendations, 97% of cases received treatment recommendations to cure
HCV locally while 3% of cases received a referral to specialty care. 52% of
cases received prevention-based treatment recommendations. 31% of cases
received recommendations for substance use disorder treatment.
CONCLUSIONS: Clinicians coming for hepat i t is t reatment
recommendations receive multidisciplinary treatment recommendations that
prevent liver disease including hepatocellular carcinoma, treat co-existing
chronic conditions, and cure HCV. The NPAIHB HCV ECHO program
provides comprehensive information to effectively integrate evidence- based
hepatitis C treatment with holistic, culturally appropriate care.

EVIDENCE OF SHIFTING HEALTHCARE COSTS FROM NON-VA
PAYORS TOVACOMMUNITYCARE (CC) - SURVEY ANDCHART
REVIEW OF VETERANS RECEIVING CC CARDIOLOGY
REFERRALS FOR HEART FAILURE
Susan Diem1,2; Andrea Cutting3; Kristine E. Ensrud1,2; Bradley Bart1,2; Orly
Vardeny1,2; Brent C. Taylor3; Wei Duan- Porter1,2
1Minneapolis VA Health Care System, Minneapolis, MN
2University of Minnesota Medical School Twin Cities, Minneapolis, MN
3Center for Chronic Disease Outcomes Research, VA Healthcare System,
Minneapolis, MN. (Control ID #3715341)

BACKGROUND: TheMISSIONAct of 2018 expandedVeteran eligibility to
receive healthcare provided by community facilities and paid for by VA
(Community Care, or CC). Since implementation of this expanded CC eligi-
bility in June 2019, the extent to which Veterans are shifting costs for specialty
care of complex chronic conditions such as heart failure (HF) in the community
from non-VA payors (e.g. Medicare or private insurance) to VA is unknown.
METHODS:Weprospectively identified all Veterans referred for outpatient CC
cardiology care for HF in the VAMidwest Health Care Network (VISN 23) from
7/20-9/6/2020, using consult titles and ICD10 codes on referral requests. We
included only the first eligible referral if there were multiple in the study period.
We mailed a survey to eligible Veterans on a rolling basis; if more than 15
eligible Veterans were identified in a given week, we randomly selected 15 to
mail the survey. The survey addressed aspects of HF care, including whether
participants had received cardiology care from non-VA providers within the

previous 2 years, and if so, who paid for that care. We excluded referrals that
were subsequently discontinued. A total of 131 eligible referrals were identified.
Eighty-six Veterans were sent surveys and included in this analysis.
A general internist reviewed VA medical records for the 86 Veterans, exam-
ining them for evidence of cost-shifting community HF cardiology care to the
VA from non-VA payors since MISSION Act implementation. The index CC
referral was classified as cost-shifting if 1) the referral was the first CC
cardiology referral or a re-authorization of a CC cardiology referral initiated
since June 2019 and 2) notes in the medical record indicated that the Veteran
had previously received this care in the community not paid for by VA.
RESULTS:Of the 86 referrals, 21 (24%) were classified as shifting the cost of
community cardiology care from another payor to the VA sinceMISSIONAct
implementation based on chart review. 13 (15%) were first time CC cardiology
referrals and 8 (9%) were reauthorizations of earlier CC referrals initiated since
June 2019. Sixty (70%) of 86 Veterans responded to the survey. Of the 13
Veterans classified as first-time cost-shifting cardiology care, 11 responded - of
these, 8 identified Medicare and 3 identified private insurance as a previous
payor for their cardiology care. 7 of the 8 Veterans identified as
reauthorizations of previously cost-shifted community cardiology care
responded to the survey; 3 identified Medicare and 1 identified private insur-
ance as a previous payor for their cardiology care.
CONCLUSIONS: In this cohort of Veterans referred for CC cardiology care
for HF, a substantial proportion (24%) had previously received non-VA HF
care paid for by non-VA payors and were shifting the costs of that care to VA-
paid CC since MISSION Act implementation. Future research to confirm the
extent of this cost-shifting for HF and other costly chronic medical conditions
will be important for policymakers.

EXAMINING THE HEALTH-WEALTH GAP: THE ASSOCIATION
OF FAMILY INCOME WITH OUTPATIENT QUALITY, UTILIZA-
TION, COST, AND PATIENT EXPERIENCE
Rohan Chalasani1; Jeffrey A. Linder2; Bruce E. Landon3; David Levine4
1Northwestern University Feinberg School of Medicine, Chicago, IL
2Division of General Internal Medicine and Geriatrics, Northwestern Univer-
sity Feinberg School of Medicine, Chicago, IL
3Department of Health Care Policy, Harvard Medical School, Boston, MA
4Division of General Internal Medicine and Primary Care, Brigham and
Women's Hospital, Boston, MA. (Control ID #3713345)

BACKGROUND: Low-income Americans face significant structural barriers
to effective health care. To assess associated disparities in patterns of care, we
examined the association of family income with outpatient quality, utilization,
experience, and cost.
METHODS: We analyzed data from the 2002 to 2016 Medical Expenditure
Panel Survey (annual response rate: 46%-65%), a nationally representative
annual survey of non-institutionalized Americans and their clinicians,
hospitals, pharmacies, and employers. We compared age- and sex-adjusted
outpatient quality, experience, utilization, and cost between adults with family
income <125% of the federal poverty level (FPL; very low, n=82,831), ≥125%
and <400% of the FPL (low/middle, n=163,052), and ≥400% of the FPL (high,
n=107,722). For quality and experience, we examined previously published
composites based on 45 individual measures: 5 “high-value” care composites
(e.g., preventive testing); 4 “low-value” care composites (e.g., inappropriate
imaging); a patient experience rating; and an access-to-care composite. For
cost, we examined overall and out-of-pocket expenditures for office visits,
inpatient admissions, and prescriptions. For utilization, we examined outpa-
tient, emergency, and inpatient encounters, preventive care, and prescribed
medicines.
RESULTS: From 2002 to 2016, very low-income Americans received the
least high-value care in 5 of 5 composites. For example, very low and low/
middle-income respondents received less preventive testing than those with
high incomes (63% [95%CI, 62-64] vs 67% [95%CI, 66-68] vs 74% [95%CI,
73-75]). Very low-income Americans received the least low-value care in 2 of
4 composites but received the most low-value medical treatment. Very low-
income Americans reported the poorest access to care and experience of care.
Very low- and low/middle-income Americans had fewer office visits (5.9 per
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year [5.7-6] and 5.5 [5.4-5.6] vs 6.6 [6.4-6.7]), received less routine preventive
care (59% [58-61] and 62% [61-62] vs 57% [56-58]), and had greater emer-
gency department visits (0.3 [0.3-0.4] and 0.2 [0.2-0.2] vs 0.1 [0.1-0.1]) and
prescription fills (16.6 [16.1-17.2] and 12.8 [12.5-13.1] vs 11.3 [11.1-11.5]).
Very low-income respondents also had the most admissions (0.2 [0.2-0.2] vs
0.1 [0.1-0.1] vs 0.1 [0.1-0.1]). Total costs were highest for very low-income
Americans ($5,231 [5,041-5,422] vs $4,436 [4,321-4,552] vs $4,660 [4,546-
4,774]), primarily driven by inpatient costs ($1,735 [1,640-1,831] vs $1,343
[1,280-1,406] vs $1,128 [1,062-1,193]).
CONCLUSIONS: Lower-income Americans receive significantly less high-
value care, mixed low-value care, and poor access to outpatient care, poten-
tially resulting in more high-cost hospitalization and emergency department
visits. Policy measures to provide high quality outpatient care may have
important downstream impacts on cost.

EXPLORING PATIENT PERSPECTIVES ON LOW-THRESHOLD
TREATMENT FOR OPIOID USE DISORDER
Margaret Lowenstein, Matthew Abrams, Kelsey Shimamoto
Medicine, University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA. (Control ID #3716142)

BACKGROUND: Low-threshold treatment is an emerging care model for
opioid use disorder (OUD) that aims to provide evidence-based treatment with
buprenorphine while overcoming traditional barriers to access. Programs typ-
ically provide rapid medication initiation, a flexible, harm reduction approach,
and delivery in non-traditional settings. Although designed to be patient-
centered, little is known about the acceptability and appropriateness of these
programs from patient perspectives. Our aim was to explore patient
experiences with and perspectives on low-threshold approaches at one mobile,
multi-site OUD treatment program in Philadelphia.
METHODS:We conducted semi-structured interviews with patients accessing
low-threshold, mobile treatment services from 3 sites in Philadelphia, PA be-
tween July and December 2021. The interview guide focused on acceptability,
appropriateness, and patient-centeredness of the service model as well as barriers
and facilitators to accessing care via this modality. Interviews were analyzed
using thematic content analysis, and we report key themes.
RESULTS:We conducted 36 interviews. Patients were 58% male, 64% Black
and 28%White, and 31%Latinx. 89%of patients were enrolled inMedicaid, and
47% were unstably housed. Several key themes emerged. First, the program’s
flexible structure and requirements – including walk-up appointments, same-day
starts, and accommodation for missed appointments – were cited as critical to
overcoming logistical barriers such as unpredictable or chaotic schedules,
childcare, or work commitments. Second, patients cited help with material needs
– such as insurance access, obtaining identification, and pharmacy co-pays – as
key facilitators that allowed them to engage in care. Third, patients valued the
integration of harm reduction services such as on-site fentanyl test strip and
naloxone distribution, both for themselves and to give to other at-risk members
of their community. Finally, patients shared that the climate of respect and
empathy from team members was the most important facilitator of treatment
engagement and contrasted this with other programs they had attended in the
past. Barriers to treatment engagement included unpredictable or sometimes long
wait times, inclement weather when waiting outdoors at mobile sites, and
challenges engaging in care at more traditional delivery sites.
CONCLUSIONS: Patients in a Philadelphia-based low-threshold treatment
program identified elements of program structure, such as flexibility and case
management support, as well as program philosophy, such as respect and a
harm reduction approach, as key facilitators to care. These perspectives can
inform programs tailored towards patient needs and increase access and
engagement in care.

FACTORS ASSOCIATED WITH PRESCRIPTION OF EVIDENCE-
BASED DIABETIC KIDNEY DISEASE MEDICATION IN THE PRI-
MARY CARE SETTING
Stephanie L. Deccy2; Ladan Golestaneh2,1; Chenshu Zhang1; Sharon Rikin2,1
1Montefiore Medical Center, Bronx, NY

2Albert Einstein College of Medicine, Bronx, NY

BACKGROUND: There is strong evidence that renin and angiotensin system
inhibitors (RAASi) along with sodium- glucose cotransporter-2 inhibitors
(SGLT2i) slow the progression of diabetic kidney disease (DKD) to end-
stage kidney disease (ESKD) in patients with severe proteinuria. We aimed
to identify factors associated with RAASi and SGLT2i prescription in the
primary care setting to find targets for improvement.
METHODS: This is a cross-sectional study of primary care patients with
DKD at an academic medical center in Bronx, NY. Using the electronic health
record, we identified patients with (1) type 2 diabetes, (2) severe proteinuria
(3+ on spot urinalysis or ≥ 300 mg/g on quantified urine sample), and (3)
primary care provider (PCP) visit in the last 12 months. We collected current
SGLT2i and RAASi prescriptions, count of diabetes and/or hypertension
medications, age, sex, insurance, mean glomerular filtration rate (GFR) over
previous 6 months, hemoglobin A1C, blood pressure, potassium, history of
hyperkalemia, PCP, and PCP site. Multivariable GEE logistic models were
conducted to assess if patient and provider factors were associated with the
outcome measures of SGLT2i (model 1) and RAASi (model 2) prescription.
RESULTS: We identified 1822 patients with DKD; 431 patients (23.7%)
were prescribed SGLT2i and 1115 (61.2%) were prescribed RAASi. For
SGLT2i, patients with A1C ≤ 7.0 had lower odds of being prescribed an
SGLT2i vs. patients > 7 (aOR 0.46, 95% CI 0.36 - 0.60). Patients with GFR
30 - 59 had higher odds of being prescribed an SGLT2i vs. patients with a GFR
< 30 (aOR 2.10, 95%CI 1.45 - 3.04); notably, patients with GFR ≥ 60were not
significantly different from GFR < 30. For RAASi, patients with A1C ≤ 7.0
had lower odds of being prescribed a RAASi vs. patients > 7 (aOR 0.81, 95 %
CI 0.67- 0.98); patients with GFR ≥ 60 were not significantly different from
GFR < 30. aORs are provided in Table 1.
CONCLUSIONS: SGLT2i and RAASi were under-prescribed for patients
with DKD with severe proteinuria, specifically for patients with well-
controlled diabetes and minimally decreased GFR. This suggests a lack of
recognition that severe proteinuria in the setting of diabetes is an indication for
these medications. Future research will leverage these findings to develop
targeted interventions for earlier recognition and treatment of DKD.

FACTORS THAT IMPACT AGING-IN-PLACE/LONG TERM CARE
DECISION MAKING
Lee Lindquist1; Amber Miller-Winder1; Allison Schierer1; Alaine Murawski1;
Lauren Opsasnik3; Sophia Jan2; Vanessa Ramirez-Zohfeld1
1Medicine - Geriatrics, Northwestern University Feinberg School of Medicine,
Chicago, IL
2Pediatrics, Northwell Health, New Hyde Park, NY
3Department of General Internal Medicine, Northwestern University, Chicago,
IL. (Control ID #3716165)

BACKGROUND: Older adults frequently defer decisions about their aging-
in-place/ long term care (AIP-LTC) needs. As a result, when older adults
experience a health crisis, loved ones emergently make decisions as surrogates.
We sought to better understandwhat factors impact how older adult makeAIP-
LTC decisions.
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METHODS: As part of the PlanYourLifespan (PYL)-LitCog study, we
longitudinally examining AIP-LTC decision making among a cohort of
community-based older adults (65 years and older) with extensive health
literacy/cognitive testing. PlanYourLifespan.org (PYL) is an evidence-based
online intervention that facilitates making decisions/planning to age-in-place,
through education about future health and home-based needs. Subjects under-
went baseline testing, received the PYL online intervention, and then were
surveyed at 1, 6, and 12 months. Cross-sectional regression analysis was
conducted examining variables that impacted AIP-LTC decision making.
RESULTS: Of the 293 subjects interviewed, the mean age was 73.0 years,
72.7% female, 40.4% non-white. Examination of cross-sectional time points at
1, 6 and 12 months revealed significant variables related to AIP-LTC decision
making. When asked if they developed Alzheimer's disease (AD) and could no
longer live independently, subjects who had made decisions about living
preference (e.g. stay in own home, long term care community), were more
likely to be hospitalized in past 6 months (OR 2.08 [p <0.05, 0.92-4.69]),
receive sufficient social support (OR 3.72 (p<0.05, [1.28-10.87]), exhibit
adequate self-efficacy (OR 1.04, [p<0.05, 1.00-1.08]), and had decided on a
power of attorney (POA) (OR 2.45, (p<0.05, [1.22-4.92]). Unmarried subjects
were less likely to have made living preference decisions (OR 0.45 [p<0.05,
0.23-0.86]). When asked about having a caregiver/family member assist in the
home, subjects who had made decisions were more likely to have adequate
literacy (OR 2.04 [p<0.05, 1.11-3.78]) and health literacy (OR 4.73 (p<0.01,
[1.82-12.29]). From a cognitive standpoint - whenmaking decisions about ever
using nursing home, subjects were more likely to have made decisions if they
had adequate inductive reasoning (ETS Letter Sets Total – OR 1.14 (p<0.05,
[1.03-1.27]) and adequate working memory (Size judgement span total – OR
1.76 (p<0.05, [1.13- 2.73]). There were no differences in decision making
observed yet in verbal abilities, long term memory, or processing speed. All
analyses were adjusted for participant gender, race, age, and decision-making
response at baseline.
CONCLUSIONS: Having a power of attorney, partner, adequate health
literacy, and self-efficacy positively impact older adult decision making about
aging-in-place/long term care. Inductive reasoning and working memory are
significant to decision making. Understanding the factors that impact decision
making is important in targeting and helping older adults prepare for their
future needs.

FAILING TO DELIVER ON THE PREMISE OF SCREENING:
OVERDUE FOR FOLLOW-UP OF ABNORMAL CANCER SCREEN-
ING TEST RESULTS
Jennifer Haas1; Anna N. Tosteson2; Li Zhou3; Rebecca E. Smith2; Sanja
Percac-Lima4; AdamWright5; Erica S. Breslau6; Timothy E. Burdick2; David
Aman2; Amy Wint1; Katherine Gallagher1; Ausubel Pichardo7; Sydney
Howard8; E. John Orav3; Steven J. Atlas9
1Medicine, Massachusetts General Hospital, Boston, MA
2Geisel School of Medicine at Dartmouth, Lebanon, NH
3Brigham and Women's Hospital, Boston, MA
4Division of General Internal Medicine, Massachusetts General Hospital,
Boston, MA
5Vanderbilt University, Nashville, TN
6Division of Cancer Control and Population Sciences, National Cancer Insti-
tute, Rockville, MD
7Cancer Center, Massachusetts General Hospital, Boston, MA
8General Internal Medicine, Massachusetts General Hospital, Quincy, MA
9General Internal Medicine, Massachusetts General Hospital, Boston, MA.
(Control ID #3706279)

BACKGROUND: Screening for breast, cervical, colorectal (CRC), and lung
cancers can reduce cancer-specific mortality, but the benefit is only realized
with timely follow-up of abnormal results (hereafter called “timely follow-
up”).While substantial attention is focused on the delivery of cancer screening,
less attention has been paid to systematically ensuring that there is timely
follow-up. We designed and implemented a multilevel, pragmatic cluster
randomized controlled trial to improve the timely follow-up of abnormal
results for breast, cervical, CRC and lung cancers in an NCI-funded

intervention trial (mFOCUS: multilevel Follow-up of Cancer Screening,
ClinicalTrials.gov NCT03979495). This analysis describes the volume and
distribution of abnormal screening results overdue for timely follow-up (to
date).
METHODS: In mFOCUS, 44 primary care clinics in three primary care
networks in New England are randomized to one of four arms: (1) standard
care, (2) visit-based reminders for timely follow-up that appear in a patient’s
electronic health record (EHR) when it is accessed by either patients or
providers, (3) visit-based reminders with population health outreach (letter
and phone call), and (4) visit-based reminders, population health outreach,
and patient navigation with systematic screening and referral to address social
barriers to care. Randomization occurred at the level of the practice. Eligible
patients in participating practices are those overdue for timely follow-up. The
primary outcome is whether an individual receives follow-up, specific to the
organ type and screening abnormality, as defined by guidelines and clinical
experts, within 120 days of becoming eligible for the trial. Study enrollment
began in August 2020 and will close in December 2021.
RESULTS: As of December 1, 2021, 9666 patients have been enrolled and
identified as overdue for timely follow-up. Of which, 63% are women, 7%
identify as Black and 8% as Latina. 70% of these individuals were overdue for
diagnostic evaluation for CRC, 19% for an abnormal result for cervical, 10%
for breast, and 1% for lung cancer screening. The table shows preliminary
distribution of eligibility by cancer type and severity of the abnormal result.
CONCLUSIONS:Volume of individuals overdue for timely follow-up varies
by organ type and severity of result and likely reflects varied systems for
responsibility, reporting and tracking of abnormal results. mFOCUS will
evaluate the results of a multilevel intervention to improve completion of
recommended follow-up across cancer types and severity of abnormality.

FEASIBILITY AND ACCEPTABILITY OF A DIGITALLY- EN-
ABLED COMMUNITY HEALTH WORKER INTERVENTION FOR
PATIENTS WITH HEART FAILURE: A SINGLE ARM PILOT
STUDY
jocelyn a. carter1; Eric Isselbacher2; Karen Donelan1; Anne N. Thorndike1
1Medicine, Massachusetts General Hospital, Boston, MA
2Cardiology, Massachusetts General Hospital, Boston, MA. (Control ID
#3715371)

BACKGROUND: Heart failure (HF) readmissions generate ~66% of US HF
healthcare costs and a 25% of these readmissions are preventable. Studies
testing multidisciplinary home-based approaches to augment clinical care and
testing social barriers to HF care have demonstrated improved outcomes.
However, few interventions combining home- based care from community
health workers (CHW) and remote monitoring have been studied. The purpose
of this study was to determine the feasibility and acceptability of a 30-day
digitally-enabled CHW intervention for patients with HF.
METHODS: This was a single arm pilot study (n=15). MGH patients with a
HF diagnosis, ages 18-95 years old were eligible. Participants were paired with
a CHW and given access to a digital platform. Participants wore a sensor
tracking their heart rate, steps taken, oxygenation levels up to 24 hours daily,
check blood pressure and weight daily (via digital blood pressure/weight
devices), and complete a daily symptom questionnaire within a mobile phone
application. These data were used in an artificial intelligence algorithm to
generate a bioscore demonstrating if patients were at baseline.
Participants received calls and visits from CHW staff trained to address any
barriers to patient knowledge, clinical care plan adherence, or unmet social
needs. CHWs were trained to access bioscores and any alerts generated by the
digital platform and could follow-up with clinical staff about concerning
results. CHWs were available to assist patients with with the technology setup
and any trouble-shooting needs. All participants completed an exit interview
that was audio- recorded and analyzed via Dedoose for key themes.
RESULTS: Participants were enrolled July- November 2021. Participant
mean age (SD) was 70.0 (17.1) years, and 10 (66%) were female. The most
common insurance wasMedicare ([66%] 10 participants). Approximately 91%
of participants had at least 3 telephone calls from CHWs and 65% of
participants had at least one unmet social need addressed by CHW staff:
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transportation (N=7), employment status (N=6), food access (N=6), housing
(N=5), and medication payment ability (N=4). On average, participants wore
the sensor 12 hours a day or 92% of study days; used the digital blood pressure
monitor 1.3 times daily; used the digital weight scale 1.6 times daily; and
completed the daily symptom questionnaires 1.2 times daily. Nearly 87% of
participants rated the intervention as highly acceptable.
CONCLUSIONS:This study demonstrated the feasibility and acceptability of
a digitally-enabled CHW intervention for patients with HF. This model
leverages remote monitoring to enhance clinical care, address unmet social
needs, and empower patients to engage with HF management. These findings
will inform a future randomized trial.

FEMALE REPRESENTATION AMONG EDITORS OF TOP MEDI-
CAL JOURNALS
Arianne Khorasani1; Deborah R. Korenstein2
1Medicine, Universite de Montreal, Montreal, QC, Canada
2Department of Education, Memorial Sloan Kettering Cancer Center, Pelham,
NY

BACKGROUND: Women have historically been underrepresented at medi-
cal journals among editors and senior leaders. We assessed the representation
of women among all editor types at influential medical journals.
METHODS: We sampled the top 150 medical journals by either h-index or
SJR rank using the SCImago Journal & Country Rank database in June 2020.
We excluded non-clinical journals, duplicates and published data-sets. Be-
tween July and December 2020, we accessed each journal’s website and
recorded gender for all editors-in-chief (EIC), content editors and editorial
board (EB) members. We excluded non-content, emeriti and guest editors.
Gender-specific pronouns were extracted from faculty profiles and articles by
Google search to determine gender. We report descriptive statistics.
RESULTS: 147 journals met inclusion criteria; we grouped them into 17
specialty categories for analysis. Overall, 33 of the 159 EICs (20.8%) were
women, with a range of 0.0% to 50.0% across categories (Figure). Nephrology
(50.0%) and Obstetrics/gynecology (42.1%) journals had the highest propor-
tion of women. There were no female EICs in Radiology, Ophthalmology or
Psychiatry journals. Of the 3470 editors, 1087 (31.3%) were women, with a
range of 17.9% to 55.0% across categories and the highest proportions in
Obstetrics/gynecology (55.0%) and General/internal medicine (44.1%)
journals. Of the 9206 EB members, 2523 (27.4%) were women, with a range
of 13.1% to 42.1%; highest rates were in Obstetrics/gynecology (42.1%) and
Ophthalmology (40.3%) journals. Women were least represented as editors
and EB members in Radiology and Surgery journals. Journals with at least 1
female EIC had a higher proportion of female editors compared to journals
with male-only EICs (39.6% vs. 30.2%, p-value <0.001).
CONCLUSIONS:Women editors remain a minority in 147 influential med-
ical journals and are uniformly less represented as EICs than across other editor
types, potentially signifying a persistent glass ceiling for women in academic
medicine.

FINANCIAL IMPACT OF RACIAL DISPARITIES IN POTENTIAL-
LY AVOIDABLE HOSPITALIZATIONS DURING THE COVID-19
PANDEMIC
Bryan Vuong1; Catherine Sarkisian2; Chad Villaflores2; Sitaram Vangala2;
Richard K. Leuchter2
1School of Medicine, University of California Los Angeles David Geffen
School of Medicine, Los Angeles, CA
2Medicine, University of California, Los Angeles, Los Angeles, CA. (Control
ID #3708320)

BACKGROUND: Potentially avoidable hospitalizations expose patients to
unnecessary iatrogenic harm, undue financial burden, and emotional stress.We
previously have published that during the first 6 months of the COVID-19
pandemic, potentially avoidable hospitalizations fell by 50.3% among non-
Hispanic White patients, compared to only 8.0% among African American
patients at a large urban health system. Understanding the financial
ramifications of this disparity is an important part of designing health policy
to redress the downstream impacts of COVID-19-related healthcare inequities.
METHODS: This pre-post study included 904 potentially avoidable
hospitalizations (defined per the Agency for Healthcare Research and Quality
guidelines) at a large urban health system between March 1 - August 31 of
2019 (pre- COVID period) andMarch 1 - August 31 of 2020 (COVID period).
Excess healthcare expenditures were estimated from the difference in cost of
potentially avoidable hospitalizations between non-Hispanic White and Afri-
can American patients using hospital financial data. Lost productivity was
calculated using the human capital approach by estimating the indirect cost of
absenteeism from patient-specific length of stay and county wage data. County
wage data was obtained from the 2020 Labor Force Statistics (U.S. Bureau of
Labor Statistics) and the 2019 American Community Survey (U.S. Census
Bureau).
RESULTS: While African American patients experienced only a modest
reduction in potentially avoidable hospitalizations (8.0%), if they had experi-
enced the same reduction as non-Hispanic White patients (50.3%),
expenditures would have been reduced by $6,587,669 during the first 6-
months of the COVID-19 pandemic within this single health system.
Expanding this calculation to include other minoritized groups (Asian and
Latinx patients) yielded $10,465,551 in lost healthcare savings over 6 months.
Non-Hispanic White patients experienced a 22.6% reduction ($111,930 to
$86,601) in foregone wages, whereas African American patients experienced
an increase in foregone wages of 39.5% ($24,460 to $34,113) despite having
fewer hospitalizations over this time period.
CONCLUSIONS: If racial/ethnic minority patients experienced comparable
reductions in potentially avoidable hospitalizations as non-Hispanic White
patients, expenditures at this large urban health system would have been
reduced by $10.46 million during the first 6-months of the COVID-19 pan-
demic. Additionally, we found that the financial harms of forgone wages
disproportionately burdened African American patients compared to non-
Hispanic White patients.
While financial cost is not the only outcome of interest when examining
avoidable admissions, these findings further inform the need to develop
interventions and policies to prevent avoidable admissions by improving
outpatient and self- care in order to combat these disparities. Future research
is needed to ascertain whether some of these reductions in avoidable
admissions may have been harmful.

FINANCIAL RESOURCES, ACCESS TO CARE AND QUALITY OF
CARE SIGNIFICANTLY MEDIATE RACIAL DISPARITIES IN
STATIN PRESCRIPTION FOR SECONDARY PREVENTION
Christopher Wong1; Eun Ji Kim2

1Internal Medicine, North Shore Long Island Jewish Health System Home
Care Network, Westbury, NY
2Medicine, Donald and Barbara Zucker School of Medicine at Hofstra/
Northwell, Manhasset, NY

JGIM S273



BACKGROUND: Patients with atherosclerotic cardiovascular disease
(ASCVD) have a class 1a indication for statin therapy, but there is a racial
disparity in this established intervention, contributing to broader disparities in
cardiovascular mortality. Structural racism is understood as the systemic ways
a society is organized to disadvantage certain racial groups. Studies investigat-
ing structural racism’s role in statin prescription have been limited. We use a
nationally representative survey to test if broad systemic factors significantly
mediate racial disparities in statin prescription.
METHODS: We used the Medical Expenditure Panel Survey, a nationally
representative survey, from 2014-2017 to evaluate associations between race
and statin prescription among subjects with ASCVD. Factor analysis reduced
dimensionality of survey results to three factors: finances, access to care, and
quality of care. We test for mediation by these three factors with the product
method for multiple mediators. This technique tests the extent to which race is
associated with variation in downstream variables that then go on to decrease
statin prescription (natural indirect effects (NIE)) as well as the extent to which
changes in race are associated with changes in statin prescription when these
downstream mediators are controlled (natural direct effects (NDE)).
RESULTS: Our study included 6063 subjects representative of 25.1 million
people with ASCVD. There are ethnic and racial disparities in statin prescrip-
tion (White 59%, Hispanic 45%, Black 49%, Asian 62%, other 47%; p <
0.001). Odds of statin prescription are significantly lower for Hispanic and
Black subjects when not adjusted for mediating factors. In mediation analysis,
NIE are significant but NDE are insignificant for all races, indicative of
significant mediation (Table 1).
CONCLUSIONS: The effect of race on statin prescription are significantly
mediated by a combination of financial resources, access to care, and quality of
care for Black and Hispanic subjects. Mediation of disparities in statin pre-
scription by these broad indicators demonstrate the breadth of contributing
factors and the utility of structural racism as a theoretical lens.

FOOD ACCESS SUPPORT TECHNOLOGY (FAST): A CENTRAL-
IZED CITY-WIDE PLATFORM TO COORDINATE FOOD
DELIVERY
Tyler Lian1; Ana Bonilla Martinez1; Susan Choi2; Rosemary Thomas1; Jaya
Aysola1
1Center for Health Equity Advancement, Penn Medicine, Philadelphia, PA
2N/A, Health Care Improvement Foundation, Philadelphia, PA. (Control ID
#3715630)

BACKGROUND: Food delivery has emerged as a major need during the
COVID-19 pandemic due to exacerbated socioeconomic insecurity and quar-
antine precautions. Efficient coordination, however, is often hampered by
fragmentation and varying resource availability among health and food
services in a city. The purpose of this study was to describe the rapid-cycle
development and early implementation of Food Access Support Technology
(FAST), a centralized digital platform that pairs health systems with
community-based food and delivery partners to facilitate food access.
METHODS: Using FAST, providers and staff can post requests for food
delivery on patients' behalf, which are reviewed and claimed by eligible CBOs
that can meet dietary criteria (e.g., low-sodium). Depending on CBO capacity,
the delivery arm of the request may be completed by the same CBO or a
different delivery partner, also matched via FAST. The design process engaged
key stakeholders city-wide, including health systems, CBOs, and the
Philadelphia Department of Public Health. Iterative, rapid-cycle innovation
underpinned the development and scaling of FAST, with focus groups, user

interviews, and weekly team assessments driving programmatic changes. As of
December 2021, FAST has onboarded 2 health systems and 10 CBOs. The
platform tracked process measures, including request status and time between
changes in request status.
RESULTS: Between March and December 2021, 149 requests for food
delivery were posted to FAST, representing 117 unique patients in 37 distinct
postal codes. Of these requests, 117 (79%) were completed by 10 different
food and delivery partners. The remaining were either in the process of
completion (10%), cancelled (8%), or unfulfilled because patients were un-
reachable (3%). About 34% of requests were initiated from a health system,
with the rest initiated directly from a food CBO for delivery only. Most
requests (53%) were for one week's worth of food, though requests were
completed for as much as 8 weeks' worth of food. The median time from post
to delivery was 1 (IQR 0–4) day. Specifically, posted requests were usually
claimed by a food and/or delivery partner in less than a day (IQR 0–0), and a
median of 1 (IQR 0–4) day elapsed from claim by a delivery partner to actual
delivery. Requests for prepared meals took longer to complete (7 days, IQR 0–
34) than requests for unprepared food (4 days, IQR 1–12).
CONCLUSIONS: The early implementation of FAST suggests that central-
ized platforms for food delivery can benefit both patients and organizations by
streamlining partnerships between health systems and CBOs – as well as
facilitating the real-time coordination and sharing of resources among CBOs
– to efficiently and effectively meet the food needs of patients. As calls mount
for health systems to address the social determinants of health, FAST offers a
rapid-cycle, community-engagedmodel for efficient resource coordination that
may be increasingly crucial to respond to social needs and promote patient
health.

HARMFUL BY DESIGN: A QUALITATIVE STUDY OF THE
HEALTH IMPACTS OF IMMIGRATION DETENTION
Chanelle M. Diaz1; Veronica Ortiz2; Matthew J. Akiyama1; Jonathan Ross1
1Medicine, Montefiore Health System, Bronx, NY
2Albert Einstein College of Medicine, Bronx, NY. (Control ID #3715345)

BACKGROUND: There are over 20,000 individuals imprisoned by Immi-
gration and Customs Enforcement (ICE) daily, with nearly half a million
detained annually. Numerous reports have documented human rights abuses
in immigration detention, yet little is known about its health impacts.
METHODS: From July 2020 – February 2021, we conducted a qualitative
study of adults who had been detained by ICE in New York and New Jersey
and who were clients of local legal and community-based organizations.
Eligibility included: release from immigration detention in the past two years,
detained for >30 days. Two interviewers conducted anonymous, individual,
semi-structured interviews in English or Spanish. Interviews explored
participants’ experiences trying tomeet physical andmental health needs while
in detention. We continued interviews until reaching thematic saturation and
conducted analysis concurrently using a modified grounded theory approach.
RESULTS: Of 16 participants, 13 identified as men, 5 as LGBTQ, and 4 as
Black; they were from 9 countries and had spent a median of 11 months in
detention. Four themes emerged from our analysis: (1) Participants attributed
new medical problems or worsening of chronic conditions to inhumane treat-
ment and poor physical conditions: “They detected I had high blood sugar and
cholesterol level, but that’s due to the food they give you there.” (2) Structural
barriers prevented access to needed care and led to delays in medical attention:
“You could literally be dying in there and it's like they need to see you dead in
order for them to get you help.” (3) A pervasive sense of injustice exacerbated
emotional distress. Participants felt detention was designed to break one down:
“It harms you morally, psychologically, physically, what immigration officials
do to you... if you didn’t commit a crime that put others at risk why do they
detain you there?” (4) Worsening conditions during the COVID-19 pandemic.
The pandemic worsened isolation and desperation; participants feared for their
lives as COVID-19 spread in their facilities and they remained unprotected:
“They didn't come and ask people, ‘Hey, do you feel any symptoms? Are you
okay, do you want to get tested?’ There was no proper tools given like hand
sanitizer, Clorox... no measurements being taken, masks given out or gloves
given out… we barely had toilet paper and soap.”
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CONCLUSIONS: These interviews demonstrate how structural features of
immigration detention erode health while creating barriers to accessing needed
medical care. Underlying the participants’ experiences of the immigration
detention enterprise is a sense of arbitrariness and injustice that further
contributes to its psychological toll. Clinicians caring for immigrant commu-
nities must be cognizant of these health impacts. As COVID-19 continues to
disproportionately affect incarcerated individuals, community-based
alternatives to immigration detention should be urgently prioritized.

HAVING A SAYMATTERS: THE ASSOCIATION BETWEEN HOME
HEALTHAIDES’VOICEANDBURNOUTAND JOB SATISFACTION
Mara Bensson-Ravunniarath1; Madeline R. Sterling2; Joanna B. Ringel2;
Jacklyn Cho2; Ariel Avgar3; Faith Wiggins4; Frances Sadler4; Ann Lee4;
PennyH. Feldman5;Margaret V.McDonald5; Lourdes R. Guerrero6,7; Monika
M. Safford8; John Kallas3; Emily Tseng9
1Internal Medicine, Weill Cornell Medicine, New York, NY
2Medicine, Weill Cornell Medicine, New York, NY
3College of Industrial Labor Relations, Cornell University, Ithaca, NY
41199SEIU Funds, New York, NY
5VNSNY Center for Home Care Policy & Research, New York, NY
6David Geffen School of Medicine at UCLA, Los Angeles, CA
7UCLA Center for Health Policy Research, Los Angeles, CA
8Department of Medicine, Weill Cornell Medical College, New York, NY
9Jacobs Institute, Cornell Tech, Brooklyn, NY. (Control ID #3711739)

BACKGROUND: Home health aides (HHAs) provide care to homebound
older adults with chronic conditions. However, due to low wages and the
challenges of the job, turnover rates are high. Additionally, HHAs are not
integrated into their patients’medical team and report feeling unheard by other
healthcare professionals. Whether a lack of voice impacts HHAs’ attitudes
towards their job is unknown. We examined whether HHAs’ perceived voice
(in the care team) was associated with burnout and separately, job satisfaction.
METHODS: We conducted a cross-sectional survey of agency-employed
English- and Spanish-speaking HHAs in NYC. HHA Voice (having a say in
patient care) was assessed with a validated 5-item scale; each question
pertained to different domains of voice and scores ranged from 1-5 (total
scores ranged from 5 – 25, with higher scores indicating greater voice). The
9-itemMaslach Burnout Inventory (mMBI) assessed 3 domains of burnout: (1)
Emotional Exhaustion (EE), (2) Depersonalization (DP), and (3) Personal
Accomplishment (PA); each sub-domain score ranged from 0 – 18; for EE
and DP, higher scores indicated more burnout; for PA lower scores indicated
less burnout. Job satisfaction was assessed with the 5-item Work Domain
Satisfaction Scale; each question was scored from 1-7 (total scores ranged
from 5 – 35, with higher scores indicating greater job satisfaction). We
examined bivariate associations between each Voice question and the 3 burn-
out sub-domains and job satisfaction. Next, we used multivariable linear
regression to examine these associations, adjusting for HHAs’ demographic
and employment characteristics.
RESULTS: We studied 347 HHAs employed by 56 unique home care
agencies. They had a mean age of 48 years, 97.4% were female, 21.4% were
Non-Hispanic Black, 62.4% were Hispanic, and they worked for a median of
10 years. Their median Voice score was 18 (IQR 15-20) and their median
scores for EE, DP, and PA were 3 (IQR 0-7), 0 (IQR 0), and 18 (IQR 5-18)
respectively. Mean job satisfaction score was 26.4 (SD 5.6). In unadjusted
analyses, a greater level of voice (high vs low) was associated with higher
levels of PA (p for trend <0.05). With respect to individual domains of Voice,
greater levels of voice (in patient care issues) were associated with lower levels
of EE (p for trend <0.05) and lower levels of voice (offering suggestions about
patient care) were associated with greater EE and DP (p for trend <0.001).
Overall greater level of Voice was associated with higher job satisfaction (p for
trend <0.001). In adjusted analyses, this association remained significant
(Coef. (95% CI): 2.05(0.65,3.45); p-value:0.004).
CONCLUSIONS: Greater Voice among HHAs was associated with lower
levels of burnout and higher job satisfaction. Our findings suggest that HHAs’
Voice may be an important target for interventions to improve HHAs’ attitudes
towards the job and retention in the field.

HEALTH AND HEALTHCARE ACCESS AMONG ADULTS LIVING
IN AFFORDABLE HOUSING: NATIONAL ESTIMATES FOR THE
LOW-INCOME HOUSING TAX CREDIT
Daniel J. Hindman2; Albert W. Wu3; Craig Pollack1
1Health Policiy andManagement, Johns Hopkins University, Washington, DC
2Combined Internal Medicine and Pediatrics, Johns Hopkins, Baltimore, MD
3Health Policy & Management, Johns Hopkins University, Baltimore, MD.
(Control ID #3715611)

BACKGROUND: Safe and affordable housing is increasingly recognized as a
cornerstone of health. The Low-Income Housing Tax Credit (LIHTC) is the
U.S. federal government’s primary policy for financing new affordable rental
housing. Yet, despite the program’s size, little is known about the health and
healthcare access of low-income adults living in LIHTC housing.
METHODS: Repeated cross-sectional data from the National Health Inter-
view Survey (2004-2016) was linked to data on LIHTC properties from the
U.S. Department of Housing and Urban Development and a large, non-profit
LIHTC developer. The study population included low-income adults (ages 18
to 64) and older low-income adults (65+). Doubly robust, propensity-and
survey-weighted logistic regression models were used to estimate the associ-
ation between LIHTC and health status and healthcare access.
RESULTS: The study included 1,166 adults ages 18 to 65 (weighted
N=482,255) with a comparison sample of 100,738 (weighted
N=52,453,988); and 427 adults ages 65 and older (weighted N=136,790) with
a comparison group of 28,223 (weighted N=11,164,814). In adjusted models,
younger adults in LIHTC residents were more likely to report fair/poor health
(predicted probability, 26.8 vs 24.3%, p=0.04) and exhibit moderate/severe
psychological distress (24.7 vs 21.3%, p=0.02) compared to those not in
LIHTC housing. Younger adults living in LIHTC were also more likely to
have an emergency department (ED) visit (38.8 vs 33.4%, p=0.001). However,
LIHTC residents were also more likely to have a usual source of medical care
(78.0 vs 74.7%, p=0.03) and be vaccinated against influenza (30.3 vs 26.5%,
p=0.01). Older LIHTC residents were more likely to report falling in the past
year compared to those not in LIHTC (38.6 vs 24.1%, p=0.001). Findings were
generally consistent when controlling for other forms of housing assistance and
did not vary by neighborhood socioeconomic status.
CONCLUSIONS: This study, which provides the first nationwide estimates
of the health of LIHTC residents, found evidence of poor health status and
mixed access to healthcare for adults living in LIHTC housing. Policymakers
should consider the opportunity to promote health and access to care when
awarding tax credits to property developers to create new affordable housing.

HEALTH CARE ACCESS AND USE AMONG CHILDREN AND
ADOLESCENTS WITH HISTORY OF PARENTAL INCARCERA-
TION IN THE UNITED STATES, 2019
Rohan Khazanchi1,2; Nia Heard-Garris3,4; Tyler Winkelman1,5
1Health, Homelessness, and Criminal Justice Lab, Hennepin Healthcare Re-
search Institute, Minneapolis, MN
2College of Medicine, University of Nebraska Medical Center, Omaha, NE
3Department of Pediatrics, Northwestern University Feinberg School of Med-
icine, Chicago, IL
4Mary Ann & J. Milburn Smith Child Health Research, Outreach, and Eval-
uation Center, Stanley Manne Children's Research Institute, Chicago, IL
5Division of General Internal Medicine, Department of Medicine, Hennepin
Healthcare, Minneapolis, MN. (Control ID #3709479)

BACKGROUND: In the United States, parental incarceration (PI) disparately
impacts Black and Indigenous children and children living in rural areas.
Children and adolescents with a history of PI have worse health outcomes
later in life than their peers. However, studies examining the association
between PI exposure, access to care, and health care use during childhood
itself have been limited. Moreover, there are no nationally representative
studies on this topic using data from after Affordable Care Act (ACA) coverage
expansions. Using a new National Health Interview Survey (NHIS) question
about PI, we sought to determine whether PI exposure is associated with worse
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access to care or suboptimal health care use during childhood and adolescence
in the post-ACA era.
METHODS:We conducted a cross-sectional analysis of the 2019 NHIS Child
Sample to examine PI, access to care, and health care use. We used χ2 tests to
evaluate bivariate associations between PI exposure and access to preventive
care (lack of usual source of care, well visit, or routine dental cleaning), cost
barriers (delayed or forgone dental, medical, or mental health care), and health
care use (urgent care use, emergency department use, or hospitalization) during
the 12 months preceding the interview. We used multivariable logistic regres-
sion models and marginal effects to estimate the association of PI with each
outcome and adjusted for age, sex, race/ethnicity, parental education, family
structure, urbanicity, income, insurance, and disability status. We multiplied
these marginal effects by weighted sample sizes to generate population-wide
estimates.
RESULTS: In-home interviews were conducted with the guardians of 7,686
children aged 2-17; we excluded 281 (3.7%) with missing data for key
variables to create a final analytic sample of 7,405 children.Within our sample,
467 children (weighted 6.2% [95% CI 5.5-6.9]) were exposed to PI. In
bivariate analyses, children exposed to PI had significantly worse access to a
usual source of care; greater rates of delayed or forgone dental, medical, and
mental health care due to cost; and higher likelihood of emergency department
use and hospitalization (p<0.05). In adjusted analyses, exposure to PI was
significantly associated with a predicted increase of 2.1 million children
lacking a usual source of care, 2.2 million forgoing needed dental care, 1.1
million delaying mental health care, and 800,000 forgoing needed mental
health care.
CONCLUSIONS: In this nationally representative study of US children and
adolescents, exposure to PI was associated with millions of children lacking a
usual source of care, forgoing dental care due to cost, and delaying or forgoing
mental health care due to cost. PI is independently associated with suboptimal
access to care and health care use while still in childhood or adolescence.
Internists caring for patients who have recently been incarcerated should
inquire about children in the home and, when applicable, encourage follow-
up with a pediatric clinician.

HEALTHCARE BARRIERS AND THEIR NEGATIVE DOWN-
STREAM EFFECTS DURING THE COVID-19 PANDEMIC: A
MIXED METHODS STUDY
Ashley C. *Huynh3; Connie Lee3; Russell G. Buhr2; Lauren E. Wisk1
1Division of General Internal Medicine & Health Services Research, Univer-
sity of California Los Angeles David Geffen School ofMedicine, Los Angeles,
CA
2Pulmonary and Critical Care Medicine, University of California Los Angeles
David Geffen School of Medicine, Los Angeles, CA
3Clinical and Translational Science Institute Research Associates Program,
University of California Los Angeles Health System, Los Angeles, CA.
(Control ID #3705239)

BACKGROUND: Pandemic related accommodations have provided direct
barriers to accessing healthcare and changes to health-maintenance routines
and disease management. We aimed to examine reported access to care and
impact on health using data from a community engagement survey distributed
online.
METHODS: Data taken from the UC-COVID study includes 1,971 adults
(mean age 49.2y, 75.7% female, 68.5% white non-Hispanic). Respondents
were asked to report disruptions in access to care during the early pandemic
(May- August 2020), followed by open-ended questions about the types of
care that was disrupted and consequences.
Qualitative data was coded by three independent coders and analyzed to
identify common themes.
RESULTS: 68% of respondents described disruptions in access to care during
COVID-19, where a visit was canceled, rescheduled, or changed to telehealth
since March 2020.
Participants reported direct barriers such as clinic closures (“I am not able to
access my PCP because of reductions in outpatient visits”), medication
shortages, and cancelation or delays in elective procedures and imaging

(“My left knee needs to have elective replacement surgery, or a pain shot
and have not been able to get a shot. That means that my knee hurts more and
restricts my desire to exercise”).
64% of patients facing disruptions had their visits changed to telehealth and
despite accessing care, faced limitations in their experiences and cited de-
creased quality of care (“I typically saw about 20 doctors every three months
or so…and now they are all telemedicine so it feels like I’m not really getting
medical help”). Patients also reported changes in disease management routines
due to social distancing mandates (“Severe exacerbation of mood disorder,
both directly by social distancing/isolation and indirectly by interference with
therapy”).
Approximately 47% and 15% of patients experienced disruptions for a chronic
condition and urgent health concern, respectively, with 6% reporting negative
consequences from their delayed and/or forgone care.
Patients reported downstream effects from barriers, such as uncontrolled
disease (“I have had more roller coaster blood glucose levels due to stress,
diet, and exercise”), medical uncertainty (“Since there is no way of knowing if
the [cancer] cells have multiplied without the biopsies and procedures I am
uncertain the grade of Dysplasia at this time”), and increased psychological
stress (“My stress and anxiety have skyrocketed, including that for the first time
in my life I'm taking a sleep aid every single night. I didn't cry very often, and
now I cry at least once per week, sometimes multiple days in a row.”).
CONCLUSIONS: Understanding the scope and associated health effects of
COVID-related disruptions in access to care is critical for healthcare providers,
policymakers, and hospital organizations to create system-wide safeguards and
decisions that protect patient health and wellbeing in both acute and chronic
care settings, especially as the COVID-19 pandemic continues.

HEALTH CARE PROVIDER BELIEFS IN THE EFFECTIVENESS
OF PRIMARY HPV AND RECOMMENDED SCREENING MODAL-
ITIES AND INTERVALS COMPARED TO CYTOLOGY-BASED
SCREENING
Gina R. Kruse4,1; Jacquelyn Lykken2; Jennifer Haas4,1; Eric J. Kim2; Robin T.
Higashi2; Anne Marie McCarthy3; Steven J. Atlas4,1; Jasmin Tiro5; Celette
Sugg Skinner5; Michelle Silver7; Lisa Quirk2; Aruna S. Kamineni6
1Harvard Medical School, Boston, MA
2The University of Texas Southwestern Medical Center, Dallas, TX
3University of Pennsylvania Perelman School of Medicine, Philadelphia, PA
4General Internal Medicine, Massachusetts General Hospital, Boston, MA
5Clinical Sciences, UT Southwestern Medical Center, Dallas, TX
6Kaiser Permanente Washington Health Research Institute, Seattle, WA
7Surgery, Washington University in St Louis School of Medicine, St Louis,
MO. (Control ID #3715663)

BACKGROUND: In 2018, the USPSTF endorsed primary human papillo-
mavirus (HPV) testing (grade A recommendation) for cervical cancer screen-
ing. Understanding providers’ beliefs about the effectiveness of this new
modality and their knowledge of the new recommendations compared to
cytology-based screening options is important to inform implementation strat-
egies to promote guideline-based care.
METHODS: We surveyed providers in late 2020 from three healthcare
systems (Mass General Brigham, Kaiser Permanente Washington, Parkland
Health & Hospital System) that had not yet adopted primary HPV screening.
Our sample included providers who performed cervical cancer screening on
≥10 unique patients in 2019. Surveys measured 1) beliefs about the perceived
effectiveness of screening to reduce lifetime cervical cancer mortality and 2)
screening recommendations (modality and intervals recommended by age).
RESULTS: Of 492 providers (response proportion=54%), 71% were MD/
DOs, 20% were advance practice nurses and 9% were physician assistants.
Specialties were family medicine (40%), internal medicine (34%), and ob/gyn
(26%). Co- testing (cytology and HPV testing) and cervical cytology alone
were both more often viewed as effective in 30-65 year- olds compared to
primary HPV testing. In 21-29 year-olds, cervical cytology alone was most
often viewed as effective, but at least 50% of providers believed that co-testing
and primary HPV testing were also effective. In terms of screening
recommendations for 30-65 year-olds, most providers were incorrect or unsure
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of the guideline-recommended interval for primary HPV testing (only 32%
correctly selected 5 years) but recommended the correct interval for co-testing
(72% selected 5 years). Recommendation practices for 21-29 year-olds
followed a similar pattern— only 15% knew that primary HPV is not
recommended, but 83% selected the guideline-concordant 3-year interval for
cytology alone with reflex HPV.
CONCLUSIONS: Approximately two years after the release of updated
USPSTF cervical cancer screening guidelines and prior to implementation in
these three healthcare systems, we found that providers would benefit frommore
education about how to use primary HPV screening. Implementation strategies
should consider these findings to support providers to deliver high-value,
guideline-based care in the changing cervical cancer screening landscape.

HEALTHCARE SERVICES USE AND DEPRESSION SCREENING
OF LGBTQ+ SOUTH ASIANS IN THE UNITED STATES AND
CANADA
Musaub Khan (Control ID #3715172)

BACKGROUND: The intersections of gender, sexual, and ethnic
marginalization are related to low access to healthcare and increased depression
among many populations in the U.S and Canada. However, very little is known
about healthcare access and depression among South Asians and even less about
LGBTQ+ South Asians in these countries. Therefore, we conducted a cross-
sectional survey to examine healthcare access and screen for depression among
LGBTQ+ South Asians to inform future research and care. We hypothesize that
many LGBTQ+ South Asians living in the United States or Canada do not access
healthcare services and many have symptoms of depression.
METHODS: From November to December 2021, we recruited South Asian
LGBTQ+ individuals (aged 18+, English- fluent, sexually active in the past 3
years, and living in the United States or Canada) from diverse social media
platforms. Participants completed an online survey in English about their
sociodemographic characteristics, including gender and sexual identities,
healthcare access and depressive symptoms (PHQ-2). Primary outcomes were
(1) a time in the past year when they needed to receive healthcare but did not,
and (2) the PHQ-2 depression scale. We used descriptive statistics (Chi-2,
ANOVA, and logistic regression [reported as odds ratio, 95% CI]) to identify
characteristics associated with each outcome.
RESULTS: Of the 133 respondents, 19% were transgender- or gender non-
conforming/non-binary individuals, 52% were cisgender males and 29% were
cisgender females. Most (74%) identified their sexual orientation as lesbian, gay,
or queer and 16% identified as bisexual. Most (87%) were between ages 18-34,
half (50%)were born outside of theU.S. and Canada, half (50%) earned less than
$75,000 in annual income, and most (91%) had health insurance. Almost half of
the participants (44%) reported family rejection of their LGBTQ+ identities.
Overall, 25% of participants reported not receiving healthcare when they needed
it. Cisgender females were more likely to not receive care compared to cis-males
(OR 3.3 [1.1-10.1], p<.05) and individuals earning an income less than $75,000
were also more likely to not receive healthcare [OR 6.6 (CI 1.6-46.3)]. Other
measured characteristics were not associated with receiving healthcare.
Nearly a quarter (22%) of respondents screened positive for depression (PHQ-
2 score ≥3). Factors associated with higher depression (PHQ-2) scores were
increasing levels of family rejection of their LGBTQ+ identities (r = -.29,
p<.01) and not receiving healthcare when needed (F = 7.5, p<.01). Other
measured characteristics were not associated with depression scores.
CONCLUSIONS: In a sample of LGBTQ+ South Asians in the U.S. and
Canada, we found many individuals do not engage with healthcare services
when needed and a very high proportion screened positive for depression.
These findings suggest that socioeconomic circumstances and familial factors
significantly impact healthcare services usage and the mental health of
LGBTQ+ South Asians.

HEALTH CARE SPENDING AND USE AMONG CHILDREN IN
HOUSEHOLDS HEADED BY ADULTS WITH LIMITED ENGLISH
PROFICIENCY VS ENGLISH PROFICIENCY
Jessica Himmelstein1,4; David Himmelstein5,4; Julie M. Linton3; Adam
Gaffney2,4; Danny McCormick1,4

1Internal Medicine, Cambridge Health Alliance, Cambridge, MA
2Division of Pulmonary and Critical Care,, Cambridge Health Alliance,
Cambridge, MA
3University of South Carolina School of Medicine Greenville Campus,
Greenville, SC
4Harvard Medical School, Boston, MA
5Hunter College, New York, NY. (Control ID #3716146)

BACKGROUND: Language barriers obstruct access to and utilization of care
among adults with limited English proficiency. However, the effect of parents’
or other caregivers’ language barriers on children’s healthcare utilization is not
known. We compared patterns of healthcare utilization of children in
households headed by an adult with limited English proficiency (LEP) vs.
English proficiency (EP).
METHODS: We performed cross-sectional analyses of nationally-
representative data on children less than 18 years of age from the pooled
2014-2019Medical Expenditure Panel Survey (MEPS). Our primary exposure
was living in a household headed by an adult with LEP vs EP, defined by the
language in which the adult head of household (>90% were a parent) took the
MEPS survey. We considered LEP-adult households to be those in which the
adult respondent took the MEPS survey in Spanish (or English and Spanish)
and EP-adult households to be those in which the survey was taken in English.
Our primary outcomewas annual per-child health care spending and utilization
of health services, including: outpatient visits, dental visits, prescription
medications, emergency department use and hospitalizations.
Estimates were derived from two-part regression models adjusted for age, sex,
and census region and in separate models, additionally, insurance and income.
We also compared adjusted time-trends in overall healthcare spending from
1999 to 2019 using linear regression models.
RESULTS: Our sample included 9,963 Hispanic children in LEP-adult
households and 9,343 Hispanic children and 30,669 non-Hispanic children
in EP-adult households. Adjusted overall per-child annual medical spending
for Hispanic children in LEP-adult households was $894 (95% CI $519
-$1,270) lower and $1,200 (95% CI $789 -$1,612) lower compared to His-
panic and Non-Hispanic children in EP-adult households, respectively. Chil-
dren in LEP-adult households had lower annual spending for outpatient, dental
and emergency department care and for prescription medications. Hispanic
children in LEP-adult households also had significantly lower rates of outpa-
tient and dental visits, prescriptions medications (vs non-Hispanic children in
EP-adult household, only) and emergency department use (vs Hispanic chil-
dren in EP-adult household, only). Expenditure and utilization patterns for
inpatient care did not differ. Further adjustment for insurance and income
reduced but did not eliminate disparities. From 1999 to 2019 the gaps in
overall health care expenditures between Hispanic children in LEP-adult
households and Hispanic and non-Hispanic children in EP-adult households
widened by $620 and by $420 respectively.
CONCLUSIONS: Children in LEP-adult households had lower healthcare
utilization than other children. Because parents and caregivers arrange care for
children, our findings raise concerns that language barriers faced by parents
obstruct access to care for their children.

HEALTHCARE WORKFORCE: SURVEY RESPONSE RATES IM-
PACT ON RESPONSE PATTERNS
Robert E. Boyle2; Robert G. Badgett1
1Internal Medicine, University of Kansas School of Medicine Wichita,
Wichita, KS
2University of Kansas School of Medicine Wichita, Wichita, KS. (Control ID
#3715776)

BACKGROUND:Recent studies in healthcare delivery add to the importance
of measuring the well-being of the healthcare workforce due to finding an
association between quality of care and workforce wellbeing. It has been
speculated that high rates of burnout may be due to oversensitivity to the
construct, but no consensus has been reached.
We examined the association of staff response rates and reported rates of work
stress and engagement.
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METHODS: Panel study. We included 133 English acute and combined
Trusts participating in the National Health Service (NHS) Staff Surveys for
the year 2019. We measured response rates, workforce engagement, and work
stress using the NHS Staff Survey. Regression analysis was performed of
response rates for predicting rates of work stress and engagement.
Data and code are shared at https://ebmgt.github.io/well-being_measurement/.
RESULTS: The overall response rate was 46% (range: 27% to 76%). In
univariable regression, increased response rate correlated with lower rates of
work stress. On the contrary, increased response rate positively correlated with
rates of engagement. Both associations were statistically significant with p-
values of 0.001 and 0.002, respectively. The contribution of the response rate
to variance as measured by R2 was 6.9% and 6.3%, respectively. Across the
range of response rates, predicted rates of engagement ranged from 73% to
77% while predicted rates of stress ranged from 42% to 37%
CONCLUSIONS: Higher response rates correlated with lower reports of
work stress and higher reports of engagement. Surveyors should consider
response rates when interpreting rates of well-being as reported across sites
or over time in their organizations.

HEALTH RELATED SOCIAL NEEDS IN THE TIME OF COVID-19
AMONG ADULTMEN – NEEDS ASSESSMENT AND RESPONSE
Nazleen Bharmal1; Ning Guo2; Marilyn Alejandro-Rodriguez3; Jonathan C.
Holmes1; Charles Modlin4; Ibrahim Alasafrah5; Elizabeth Pfoh6
1Cleveland Clinic Community Care, Cleveland Clinic, Cleveland, OH
2Quantitative Health Sciences, Cleveland Clinic, Cleveland, OH
3Community Relations, Cleveland Clinic, Lorain, OH
4The MetroHealth System, Cleveland, OH
5Case Western Reserve University, Cleveland, OH; 6Medicine, Cleveland
Clinic, Cleveland, OH. (Control ID #3710275)

BACKGROUND:Health care systems are screening patients for unmet social
risk factors and needs though there is variation in patients’ interest in receiving
assistance from health care systems in response to identified social risk.
Understanding this variation would allow health systems to respond to
patients’ social and health needs more effectively. Our objective is to report
findings from a large community outreach effort spurred by the COVID-19
epidemic. This effort sought to identify and meet the needs of men in our
community and close the loop by documenting connections with resources.
METHODS: We surveyed adult men who had previously participated in at
least one community-focused annual health fair in Cleveland, Ohio. In this
descriptive cohort study, we spoke with men up to three times (i.e. phases)
from May – October 2020 by email and phone. Phase 1 was a needs assess-
ment survey. Phase 2 was to outreach to those who identified a need to provide
a resource. Phase 3 was to determine whether the resource met the individuals’
needs. We described the demographic characteristics of the survey
respondents, the percentage of men reporting a need and wanting a resource.
Finally, we report whether that resource resolved their need.
RESULTS: Of the 768 individuals contacted for the needs assessment, 275
men who lived in the state of Ohio completed the survey (36% response rate).
The majority of respondents were 50-69 years old, African American, had at
least a bachelor’s degree, were employed, had a health care provider and health
insurance, and reported good or higher health status. Eighty-five percent
identified food, employment, financial, or health needs.
Wellness, financial, and health care access were among the top reported needs.
Among those that identified a need, 35% (n=82) respondents were interested in
a referral. The remaining respondents were not interested in a referral (n=51) or
were not able to be reached (n=100).
Among those referred for an employment need (n=17), 70% connected with a
resource, but none reported the resource meeting their need. Similarly, men
with behavioral health, oral health, vision, substance use disorder, or wellness
needs also felt the referred resources did not meet their need. A handful of
respondents reported having their personal hygiene/food, financial, health care
access, annual health screening, and medication needs resolved.
CONCLUSIONS: Our needs assessment found that the vast majority of
respondents identified food, employment, financial, or health needs. However,
only a fraction of men were interested in a referral to a resource, and far fewer

connected with a resource that resolved his need. A greater understanding of
the effectiveness of social need screening and referrals for social needs by
healthcare systems is warranted.

HEALTHRELATEDSOCIALNEEDS –WHOAREWESCREENING
AND WHAT ARE THE NEEDS?
Nazleen Bharmal1; Alex Rennick1; Madeleine Blazel2; Shideler Amy1; Robert
Jones1; Chi' M. Wilson1; Elizabeth Pfoh1
1Cleveland Clinic, Cleveland, OH
2Lerner College of Medicine, Cleveland Clinic, Cleveland, OH. (Control ID
#3705629)

BACKGROUND: Using EPIC's patient-reported survey, healthcare systems
systematically screen patients for unmet health-related social needs (HRSN). It
is crucial to understand which patients are responding, what needs they are
reporting, and to what extent there is variation across socioeconomic status.
Our objective was to describe differences among responders and non-
responders of HRSN screening and report needs by patient characteristics.
METHODS:We included adults who had a virtual or in-person primary care
visit in internal medicine and family medicine between June 2020 and
March 15, 2021. Based on the census tract, we identified the patient area
deprivation index (ADI) and excluded patients outside Ohio or with an
unmappable address. The HRSN survey is available in EPIC’s HealthyPlanet.
The survey was sent to patients via MyChart one week prior to a scheduled
encounter with a provider or could be completed by the patient or care team
during the visit. We included information based on their first survey response
for adults who responded. For adults who never responded to the survey (non-
responders), we included their first visit during the study period. Among
HRSN survey responders, we identified patients who reported at least one
social need (food insecurity, financial strain, transportation, intimate partner
violence, housing) and how that varied by neighborhood disadvantage (ADI
quintile). We used logistic regression models to determine which patient
characteristics were associated with survey response and reporting any social
need.
RESULTS: Our study included 298,309 patients of which 47% completed at
least one survey question (n= 139,335). Females had higher adjusted odds of
responding (AOR: 1.12, 95%CI: 1.10, 1.14). Non-Hispanic Black individuals
(AOR; 0.84, 95%CI: 0.82, 0.86) and patients with Medicaid insurance (AOR:
0.65, 95%CI: 0.63, 0.67) had lower adjusted odds of responding. Adults who
lived in areas with higher disadvantage (ADI) had lower adjusted odds of
responding (AOR: 0.96, 95%CI: 0.96, 0.96 per 1 point increase).
Six percent of responders reported ≥1 HRSN: 0.2% reported intimate-partner
violence, 0.6% reported housing risk, 1.2% reported transportation insecurity,
2.3% reported financial strain and 5.7% reported food insecurity. The percent
of responders reporting any need increased as ADI quintile increased (2% in
quintile 1; 6% in quintile 3; 15% in quintile 5). Females (AOR: 1.25, 95%CI:
1.19, 1.32), Non-Hispanic Black individuals (AOR: 1.52, 95%CI: 1.43, 1.62),
and patients with Medicaid insurance (AOR: 4.54, 95%CI: 4.28, 4.82) all had
higher adjusted odds of reporting ≥1 HRSN. Adjusted odds of reporting a
HRSN increased as ADI increased (AOR: 1.20, 95%CI: 1.19, 1.21).
CONCLUSIONS: Systematic deployment of HRSN surveys may be missing
patients most likely to report a social health need.

HEALTH SERVICES UTILIZATION AMONG HOMELESS-
EXPERIENCED ADULTS WHO ENGAGED WITH A MOBILE AD-
DICTION PROGRAM
Danielle R. Fine5,3; Elizabeth Lewis1,2; Yuchiao Chang5,3; Joseph Wright1;
Jessie Gaeta1,2; Zirui Song4,5; Travis P. Baggett5,1
1Boston Health Care for the Homeless Program, Boston, MA
2Boston University School of Medicine, Boston, MA
3Harvard Medical School, Boston, MA
4Department of Health Care Policy, Harvard Medical School, Boston, MA
5Division of General Internal Medicine, Massachusetts General Hospital,
Boston, MA. (Control ID #3709291)
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BACKGROUND: People experiencing homelessness have a high burden of
substance use disorders yet are often disengaged from the healthcare system.
Innovative methods, such as mobile addiction programs, have been developed
to improve access to addiction care in this population but their effect on health
care engagement remains unknown. The objective of this study was to evaluate
the effect of a mobile addiction program for homeless-experienced individuals
on health services utilization.
METHODS: We evaluated adults (> 18 years old) who had at least one
encounter at a mobile addiction program in Boston, MA from January 16,
2018 through January 15, 2019. We developed a propensity score 1:1 matched
control cohort of adults with a diagnosis of opioid use disorder who received
care at Boston Health Care for the Homeless Program during the same
timeframe. The primary outcome was the number of outpatient visits, and
the secondary outcomes were the number of inpatient hospitalizations and
emergency department (ED) visits. All outcomes were assessed using
Massachusetts Medicaid claims data from four years prior to study entry
through one year following study entry. We performed a controlled interrupted
time series analysis using adjusted Poisson regression models (adjusting for
age, sex, alcohol use disorder, Charlson comorbidity index, and prior year
health care utilization) to assess pre-post changes in study outcomes within the
intervention group and to compare these pre-post changes to those in the
propensity-matched control cohort.
RESULTS: 138 homeless-experienced individuals engaged with the mobile
addiction program between January 16, 2018 and January 15, 2019. Of these,
29.7% were female, 16.7% were Black, 8.0% were Latinx, 68.1% wereWhite,
and the mean age at study entry was 40.4 years (SD 12.2). A total of 84.1%
were unhoused at study entry, and 45.7% had a diagnosis of a serious mental
illness. The yearly mean number of outpatient visits increased from 11.5 to
12.1 in the mobile program cohort, whereas it decreased from 12.4 to 9.9 in the
control cohort (pdiff-in-diff=0.33). In themobile program cohort, the yearlymean
number of inpatient hospitalizations increased from 2.2 to 3.0, whereas it
remained stable at 2.5 hospitalizations per year in the control cohort (pdiff-in-
diff=0.46). The yearly mean number of ED visits increased from 5.4 to 6.5 in
the mobile program cohort and increased from 5.7 to 5.8 in the control cohort
(pdiff-in- diff=0.61).
CONCLUSIONS: The mobile addiction program for homeless-experienced
individuals did not appear to significantly alter health care utilization patterns
relative to carefully matched controls. However, further research in larger
samples examining a broader set of outcomes may be needed to quantify the
benefits of this innovative strategy.

HEALTH SYSTEMRESILIENCY AND THE COVID-19 PANDEMIC:
A CASE STUDY OF A NEW NATIONWIDE CONTINGENCY
STAFFING PROGRAM
Shay Cannedy1,2; Alicia Bergman1,2; Melissa Medich1,2; Danielle Rose1,2;
Susan E. Stockdale1,2
1HSR&D, Veterans Health Administration, North Hills, CA
2Center for the Study of Healthcare Innovation, Implementation & Policy
(CSHIIP), US Department of Veterans Affairs, Los Angeles, CA. (Control
ID #3703523)

BACKGROUND: While health systems researchers have advanced concep-
tual thinking about the meaning of “resilience”, specific suggestions regarding
how systems can become more resilient remain scarce. Moreover, additional
work is needed on strategies for developing a resilience-oriented workforce
responsive to public healthcare needs during crisis. This study seeks to fill this
evidence gap through consideration of a new program recently launched at the
Veterans Health Administration (VA) called Clinical Resource Hubs (CRHs).
CRHs provide contingency staffing for primary care and mental health
services, using predominantly telehealth modalities in 18 regional networks.
Drawing upon insights from organizational theory, we describe how CRH
resources (e.g., additional primary care providers with telehealth expertise)
were leveraged during the early days of COVID-19 to deliver patient care and
workforce training and support, and key factors that facilitated these responses.
We hypothesize that having flexible contingency providers and staff who
specialize in telehealth modalities may increase a health system’s resilience

(e.g., ability to absorb shocks), while also providing needed contingency care
during non-crisis times.
METHODS: We conducted semi-structured interviews with CRH directors
and national program leaders (n=26) and used a rapid analysis approach to
identify actions taken by CRHs to support the resiliency of the VA healthcare
system during the pandemic.
RESULTS: Respondents reported that almost all CRHs assisted with VA’s
COVID-19 response by maintaining patient access to care during the pandem-
ic. This was accomplished by providing virtual and in-person contingency
staffing for outpatient and inpatient care and triage support in VA clinical
settings and the private sector. For example, respondents described how CRHs
provided virtual outpatient staffing coverage for primary care providers and
nurses reassigned to hospitals during the surge; virtual coverage for inpatient
units in social work and pharmacy; and virtual triage for nurse advice lines. In
addition, respondents reported that CRHs provided workforce support through
training, coaching, and care delivery. Finally, respondents discussed key
factors that facilitated CRHs’ ability to quickly respond to the pandemic which
included hub staff expertise in telehealth and increased acceptability of virtual
care among key stakeholders.
CONCLUSIONS:We found that the CRH program was flexible and nimble
enough to respond to the demands of COVID-19. Having contingent staffing
adept at virtual modes of care enabled VA health system resiliency during a
public health crisis. As a multi-function program, CRHs may be a model for
other similarly resourced healthcare organizations for supporting day-to-day
operations through virtual staffing solutions, which can be redirected to meet
human resource needs during shocks.

HEALTHY NEIGHBORHOOD CONDITIONS AND VACCINE UP-
TAKE DURING THE COVID-19 DELTA SURGE: AN OVERVIEW
OF THE SAN FRANCISCO (SF) BAY AREA
Riana B. Jumamil1; George Rutherford2; Gabriela Reed3
1Medicine, University of California San Francisco, San Francisco, CA
2Epidemiology & Biostatistics, University of California San Francisco, San
Francisco, CA
3Internal Medicine, University of California San Francisco School of Medi-
cine, San Francisco, CA. (Control ID #3702896)

BACKGROUND: In Summer 2021, the SF Bay Area experienced a rise in
hospitalizations and deaths from the Delta variant of SARS-CoV-2 among
unvaccinated individuals. Vaccine uptake is greatly impacted by social
determinants of health, as estimated by a neighborhood’s Vaccine Equity
Metric (VEM), which is a validated score of factors associated with higher
life expectancy including income, education, transportation access, housing,
and having health insurance. We investigated the association between neigh-
borhood VEM and new vaccine doses among previously unvaccinated
residents during the Delta surge.
METHODS: We conducted a cross-sectional study on Bay Area zip-code
tabulation areas (ZCTAs) during the Delta surge (July 6-October 5, 2021). We
included ZCTAs from Alameda, Contra Costa, Marin, Napa, SF, San Mateo,
Santa Clara, Solano, and Sonoma counties. We excluded ZCTAs that did not
have a calculated VEM and had no change in vaccination rate since 100% of
the area was vaccinated before July 6. We obtained data from the California
Immunization Registry, which includes most immunization records of Bay
Area residents, and the 2019 5-year American Community Survey, which
includes self-reported demographic data to obtain ZCTA population estimates.
For our analyses we calculated gamma coefficient, Mann-Whitney U test,
Kruskal-Wallis test, and multivariate linear regression to assess possible
cofounders, including a ZCTA’s percent of age 65 years old, non-White or
Asian race (who have lower vaccination rates in recent studies), and non-
citizenship status above the Bay Area median.
RESULTS: We studied 248 ZCTAs (8 in the 1st, 33 in the 2nd, 56 in the 3rd,
and 151 in the 4th VEM quartiles). The lowest VEM quartile was associated
with lower percentage of 65 year olds (gamma test -0.33, p=.002), higher
percentage of non-White race (-0.24, p=.03), and higher percentage of non-US
citizens (0.54, p<.001). Overall, higher VEM was associated with having ≥1
vaccine dose both on July 6 (p<.001) and October 5 (p<.001). There was no
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statistically significant difference among VEM quartiles in the increase of
vaccinations from July 6 to October 5 (p=0.37). In a regression model,
increased vaccinations was associated with a higher ZCTA percentage of
non-US citizens (0.07, p=.04).
CONCLUSIONS: In the SF Bay Area, neighborhoods with lower VEM have
significantly lower vaccination rates. However, VEM was not associated with
a statistically significant change in new vaccination doses during the Delta
surge. In addition to increasing vaccine access in lowVEMareas, public health
interventions can target more individual-level factors contributing to vaccine
hesitancy, like medical distrust.

HIGHER RATES OF LONG COVID SYMPTOMS IN PATIENTS
WITH MILD COVID-19
Tiffany Walker1,2; Alex Truong1; Aerica Summers2; Adviteeya Dixit1; Felicia
Goldstein1,2; Ihab Hajjar1; Melvin Echols3,2; Sarah Cook1; Erica Lee1; Seema
Tekwani1; Kelley Carroll2; Ignacio Sanz1; Eun-Hyung Lee1; Jenny Han1,2
1Emory University, Atlanta, GA
2Grady Memorial Hospital, Atlanta, GA
3Morehouse School of Medicine, Atlanta, GA. (Control ID #3715141)

BACKGROUND: The Coronavirus Disease 2019 (COVID-19) pandemic has
affected over 61 million U.S. citizens, and up to 30-80% of COVID-19
survivors may go on to develop post-acute sequelae of SARS-CoV-2
(PASC). These sequelae can be debilitating and often impair quality of life
and daily function. Although it has been suggested that severity of acute
COVID-19 infection is directly related to PASC development, this association
remains unclear.
METHODS: This prospective cohort study was conducted through consecu-
tive recruitment of confirmed and probable COVID-19 patients with persistent
symptoms lasting ≥3 weeks from disease onset or positive SARS-CoV-2 test
from academic PASC clinics at Emory University and Grady Memorial
Hospital in Atlanta, GA during January–December 2021. Sociodemographic,
comorbidity, and acute COVID-19 data were collected. Severe acute COVID-
19 was defined as requiring hospitalization, and critical acute COVID-19
required intensive care. New or worsening symptoms persisting ≥3 weeks
from COVID-19 onset were collected using a standardized review of systems,
and confirmed by clinician interview. Differences in PASC symptom type
were assessed by calculating risk ratios (RR) and 95% confidence intervals
(CI) using the Taylor series, and difference in PASC duration was assessed
using student’s t-test. Two-tailed p-values ≤0.05 were considered significant.
RESULTS: Of 269 enrollees, median age was 52 years (range 18–93) and
there were more women (74%) than men (26%). There were 152 (57%)
African American, 76 (28%) White, and 21 (8%) Hispanic. Among PASC
patients, the most common symptoms were dyspnea (68%), fatigue (63%),
brain fog (48%), dizziness (27%), chest pain (25%), cough (23%) and head-
ache (23%) with a median PASC duration of 132 days (range 21–523). Acute
COVID-19 severity was asymptomatic in one participant, mild in 149 (55%),
severe in 95 (35%), and critical in 23 (9%). Asymptomatic- mild acute
COVID-19 patients had more persistent dyspnea (RR: 1.33, 95%, CI: 1.09-
1.61), fatigue (RR: 1.53, 95%CI: 1.22-1.91), brain fog (RR: 2.00, 95%CI:
1.44-2.67), dizziness (RR: 2.03, 95%CI: 1.27-3.25), and headache (RR: 2.07,
95%CI: 1.22-3.48) compared with severe-critical acute disease, who had a
non-significant trend towards more cough and chest pain. Asymptomatic-mild
participants were further from incident infection (153 days) compared to
severe-critical participants (110 days) (p=0.04).
CONCLUSIONS: Contrary to previous observations, COVID-19 survivors
who experienced asymptomatic-mild infections may develop higher rates of
prevalent PASC symptoms compared to those with severe- critical antecedent
infections. These findings are not attributable to PASC duration, as longer
PASC duration has been previously associated with fewer symptoms. To
ensure early identification and linkage to specialized care, clinicians should
be aware of PASC in patients with antecedent asymptomatic-mild acute
COVID-19 infections.

HISTORY OF INCARCERATION IS ASSOCIATED WITH CHRON-
IC DISEASE AND GERIATRIC SYNDROMES IN OLDER ADULTS
Ilana Garcia-Grossman1,2; Irena Cenzer1,4; Michael Steinman1,4; Brie
Williams1,3
1Medicine, University of California San Francisco, San Francisco, CA
2National Clinician Scholars Program, Philip R. Lee Institute of Health Policy
Studies, University of California, San Francisco, San Francisco, CA
3Center for Vulnerable Populations, University of California, San Francisco,
San Francisco, CA
4Division of Geriatrics, University of California, San Francisco, San Francisco,
CA. (Control ID #3707729)

BACKGROUND:Although incarcerated older adults experience higher rates
of chronic disease and geriatric syndromes, it is unknownwhether community-
dwelling older adults with a history of incarceration are also at risk for worse
health outcomes.
METHODS: In a cross-sectional study of U.S. adults 50 or older enrolled in
the nationally representative Health and Retirement Study from 2012-2014, we
evaluated the association between incarceration and long-term health.
Incarceration was defined as any time detained in a jail, prison, or juvenile
facility. We compared chronic disease and geriatric syndromes among those
with and without a history of incarceration, including a multivariable logistic
regression controlling for age, race/ethnicity, wealth, and uninsured status.
RESULTS: Overall, 7.6% of the 13,462 older adults had been incarcerated.
Compared to people with no prior incarceration, people with any incarceration
history were more likely to be male (83% vs 43%), Black (19% vs 9%), Latinx
(12% vs 8%), and in the lowest quartile of wealth (44% vs 21%). In the
multivariable model, the relationship between history of incarceration and
worse health persisted for: poor/fair health status, chronic lung disease, heart
disease, mental illness, depression, and heavy alcohol use (Table 1). Incarcer-
ation also was associated with all geriatric syndromes except urinary inconti-
nence (Table 1).
CONCLUSIONS: At least one in fifteen older Americans has a history of
incarceration; this is likely an underestimate as HRS does not include the
unhoused or currently incarcerated. Past incarceration is associated with many
chronic diseases and geriatric syndromes, even after controlling for socioeco-
nomic status. These findings suggest that attention to incarceration history may
be valuable for understanding and mitigating health risks in older age.

HOME HEALTH CARE, SELF-REPORTED GAPS IN CARE COOR-
DINATION, AND SELF-REPORTED PREVENTABLE ADVERSE
EVENTS AMONG OLDER ADULTS
Madeline R. Sterling1; Jennifer D. Lau1; Mangala Rajan1; Oluwasegun P.
Akinyelure2; Monika M. Safford1; Lisa M. Kern1
1Medicine, Weill Cornell Medicine, New York, NY
2Epidemiology, The University of Alabama at Birmingham School of Public
Health, Birmingham, AL. (Control ID #3707619)

BACKGROUND: Older adults are increasingly using home health care
(HHC) services. Prior studies on the associations among HHC, care coordina-
tion, and adverse events have had mixed results. Moreover, most did not
measure these from the patients’ perspective, even though patients may be
the first to detect problems with care coordination. We sought to determine
whether receipt of HHC was associated with gaps in care coordination and
preventable adverse outcomes from the patients’ perspective.
METHODS: We conducted a cross sectional analysis, using data from a
survey on care coordination and linked Medicare claims. The survey was
administered between 2017-2018 to participants ≥65 years old in the REasons
for Geographic and Racial Differences in Stroke (REGARDS) study, an
ongoing, prospective cohort study of community-dwelling adults recruited
between 2003-2007. Participants were categorized as having received HHC
if HHC services for any reason appeared in claims 12 months prior to the
survey. Participants were categorized as having a problem with care coordina-
tion if they indicated this in response to any of 6 questions about perceptions of
care coordination.
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Participants were categorized as having a preventable adverse event if they
reported a drug-drug interaction, emergency department visit or hospital admis-
sion that they thought could have been prevented with better communication
across providers. We used Poisson models with robust standard errors to deter-
mine the associations between HHC and a gap in care coordination and, sepa-
rately,HCCandpreventable adverse outcomes.Because participantswho receive
HHC differ from those who do not, we adjusted for 23 potential confounders
through propensity score-based inverse probability weighting (IPW).
RESULTS: Among the 4,296 participants, 430 (10%) received HHC and
3,866 did not (90%). Participants with HHC were older and had more
comorbidities, frailty, functional and cognitive impairments, depressive
symptoms, medication burden, and ambulatory doctor visits, than those with-
out HHC. Gaps in care coordination did not differ by HHC status (33.3%HHC
vs. 32.5% no-HHC, p=0.70). HHC-recipients had more preventable drug-drug
interactions (9.1% vs. 4.0%, p<0.001), but not more preventable ED visits or
hospital admissions. In IPW-adjusted models, HHC was not associated with
gaps in care coordination (aRR 0.94; CI 0.79, 1.13, p<0.5) but HHC was
associated with 2 times the risk of a preventable adverse outcome (aRR 2.07;
CI: 1.41, 3.04, p<0.001), driven by drug-drug interactions.
CONCLUSIONS: Older adults who received HHC were significantly more
likely (than those without HHC) to report an adverse event (particularly a drug-
drug interaction) that they attributed to poor communication across their
healthcare providers, even after using robust methods to adjust for the proba-
bility of receiving HHC. This suggests an opportunity to improve patient safety
by leveraging the observations of older adults receiving HHC.

HOSPITALIZATION COSTS ATTRIBUTED TO COVID-19 WITHIN
THE VETERANS ADMINISTRATION AND DEPARTMENT OF
DEFENSE
Clara Dismuke-Greer2; Rebekah J. Walker1; Leonard E. Egede3
1Medicine, Medical College of Wisconsin, Milwaukee, WI
2VA Palo Alto Health Care System, Palo Alto, CA
3Medicine, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3715859)

BACKGROUND: Healthcare costs in 2020 increased 9.7% from the prior year
reaching $4.1 trillion dollars. This increase was much higher than the 4.3% rate
increase between 2018 and 2019 and considered to be largely attributed to federal
expenditures in response to the COVID-19 pandemic. Limited information exists
on costs attributed to the pandemic as response continues. The objective of this
study was to understand hospitalization costs attributed to COVID-19 within the
Veterans Administration (VA) and Department of Defense (DoD).
METHODS:Data on hospitalizations within the VA and DoDwith a primary
diagnosis of COVID-19 were investigated to understand differences in total
cost, cost per day, and length of stay by location, age, sex, and Medicare
Severity Diagnosis Related Groups (MS-DRGs). 7,818 hospitalizations oc-
curred at VA facilities, while 773 occurred at DoD facilities. 74.7% of the
hospitalizations were attributed to respiratory infections and inflammation with
major complication or comorbidity (MS-DRG177). Generalized linear models
using a gamma distribution for total cost and cost per day and Poisson
distribution for length of stay were run to investigate outcomes of overall
and byMS-DRG.RESULTS: In the full sample, cost did not differ by location
(VA vs. DoD) or sex, however, those aged 71-76 cost on average $537 more
than those ages 19-59 (537.67, 95%CI 34.67,1029.68). Length of stay was
nearly 3 days shorter for DoD hospitalizations (-2.99, 95%CI -3.54,-2.34) and
length of stay increased as age increased with those 77 years and older staying
over 8 days longer than those aged 19-59 (8.70, 95%CI 5.04, 12,35). Total
costs per day were lower for hospitalizations at DoD facilities (-521.96, 95%CI
-718.40,-325.51) and for those aged 77 and above compared to those aged 19-
59 (-317.41, 95%CI -478.61,-156.21). Similar patterns existed when
hospitalizations were stratified by MS- DRG, except that in hospitalizations
for respiratory infections and inflammation with major complication or
comorbidity total costs were $730 higher at DoD compared to the VA
(729.99, 95%CI 296.53,1163.47) despite the cost per day remaining lower
for DoD (-574.87, 95%CI -804.07,-345.68).
CONCLUSIONS: Overall, total costs for hospitalizations from COVID-19
were similar at VA and DoD locations, however, length of stay and costs per

day were lower for DoD. When investigating only hospitalizations with major
complications or comorbidity, total costs were higher for the DoD, but length
of stay and cost per day remained lower compared to the VA. Differences
existed by age but not by sex.

HOSPITAL-LEVEL CARE AT HOME FOR ACUTELY ILL ADULTS
IN RURAL SETTINGS: PROOF OF CONCEPT
Meghna Desai1; Stephanie Blitzer5; Joseph Ross4; CarmeHernandez3,2; David
Levine2,1
1Ariadne Labs, Boston, MA
2Division of General Internal Medicine and Primary Care, Brigham and
Women's Hospital, Boston, MA
3Universitat de Barcelona, Barcelona, Catalunya, Spain
4Ariadne Labs, Boston, MA
5Ariadne Labs, Boston, MA. (Control ID #3709683)

BACKGROUND: One driver of the rural-urban health gap is access to high
quality hospital care. In urban settings, experience with acute care at home, or
“home hospital,” is a leading model for improving acute care, demonstrating
high-quality, safe acute care delivery in multiple randomized controlled trials.
Delivery of acute care at home in rural areas, or rural home hospital (RHH),
could represent an important clinical care model. We previously demonstrated
the feasibility of RHH during simulations. Whether home hospital care in rural
settings is feasible and acceptable in a non- simulated environment is
unknown.
METHODS: We collaborated with a nursing agency, several clinics, and a
hospital in rural Utah. Patients could present to their clinic or hospital. Once
deemed to require acute care, the RHH MD assessed potential patients to
ensure they met RHH criteria (e.g., diagnosis, acuity, etc.). A skilled nurse
deployed to the home to facilitate hospital-level care (e.g., intravenous
infusions, oxygen therapy, etc.). A remote RHH MD performed evaluation
andmanagement. Patients were continuouslymonitored with a biometric patch
via RHH-provided internet connectivity. RHH workflows were assessed for
completion. Semi-structured interviews with clinicians and one patient
assessed perceived acceptability, safety, and quality of care. We completed
qualitative analysis and constructed thematic domains.
RESULTS: We delivered RHH care to 3 patients (median age 88). RHH
admission, daily care, and discharge processes were successful for all. No
patients returned to the hospital during RHH. We identified 4 domains: (1)
Perceived safety: The RHH MD had concerns about patients administering
their own medicines without a clinician present. The RHH MD reported time
delays associated with labs that could impact clinical decisions. (2) Perceived
comfort: The patient felt comfortable with RHH, including remote monitoring
and remote MD visits. Clinicians expressed that the RHH model was patient
centered and nurses felt comfortable providing acute care at home. (3) Per-
ceived quality of care: Nurses had positive perceptions of clinical quality and
having a remote MD. Nurses enjoyed spending more time with patients and
witnessing patients in their home environment. All RHH clinicians felt that
video quality was good and liked continuous monitoring; (4) Perceptions of
RHHworkflow: FacilitatedMD visits were feasible but required a strong team
relationship, particularly for the exam.
CONCLUSIONS: In a small proof of concept mixed methods evaluation, we
demonstrate that acute care can be delivered in rural homes with high patient
and clinician experience. We found that team dynamics, technology build, and
robust workflows were important for a successful admission. Learnings from
this study can inform program design, training, and startup for a larger RHH
evaluation.

HOUSING AS A PATHWAY TO HEALTH: CLIENT AND PROVID-
ER PERSPECTIVES ON IMPROVING THE SUPPORTIVE HOUS-
ING INTAKE AND PLACEMENT PROCESS TO SUPPORT
INDIVIDUALS' HEALTH AND HEALTH-RELATED SOCIAL
NEEDS
Sarah A. Stella1,2; Thomas W. Gray5; Emma Allen-Morgan3; Alyssa Boral5;
Ryan Loh5; Deanne Witke6; Carrie Craig3; Benjamin Lordi4
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1Department of Medicine, Denver Health, Denver, CO
2Department of Medicine, University of Colorado Health, Aurora, CO
3Colorado Coalition for the Homeless, Denver, CO
4Metro Denver Homeless Initiative, Denver, CO
5Office of Research, Denver Health, Denver, CO
6Houisng Intake and Placement, Colorado Coalition for the Homeless, Denver,
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BACKGROUND: There is a critical need to improve the permanent support-
ive housing intake and placement process in order to address individuals’
health and health-related social needs. Understanding the experiences and
perspectives of individuals within supportive housing, and of housing and
healthcare providers with relevant experience with the supportive housing
intake and placement process, may identify opportunities to improve care.
METHODS: We conducted in-depth, semi-structured interviews with
individuals following entry into permanent supportive housing, and with
housing and healthcare providers involved in housing intake and placement
in the Denver, Colorado metropolitan region. Interviews aimed to define
“success” within supportive housing from a variety of perspectives, and to
identify barriers and facilitators of success across the housing continuum.
Snowball sampling leveraging academic and community partners was used
to identify and recruit providers and clients. Providers provided verbal consent
while clients providedwritten consent and received a gift card for participating.
Interviews were conducted by trained interviewers using an interview guide.
Interviews were audio-recorded, transcribed and de- identified transcripts were
coded in Atlas.ti utilizing codes derived a priori from theory and inductively
through identifying emerging themes.
RESULTS: Participants included 15 recently housed individuals and 14
housing and healthcare providers. Perceived barriers included: 1) housing
scarcity and structural barriers to accessing supportive housing; 2) standard
assessments used to prioritize individuals for housing inaccurately represent
vulnerability, do not adequately capture client needs and preferences, and lack
sensitivity and appropriateness across cultures, languages and diverse commu-
nities, resulting in systematic bias in the housing selection process; 3)
mismatches in client needs and service level can impact clients’ housing
stability and health; and 4) the complexity and bureaucratic hurdles inherent
to in the housing process are impractical and often insurmountable, do not
support client autonomy, and may contribute to clients’ feeling oppressed or
traumatized. Providers also described a lack of effective data sharing and
coordination within and across agencies serving people experiencing home-
lessness, contributing to a lack of clarity/transparency in the housing process,
and a sense of frustration, hopelessness and distrust in the fairness of the
process.
CONCLUSIONS: Our findings highlight a number of opportunities to im-
prove the housing intake and placement process with respect to equity, access,
and person-centeredness, to support health and health-related social needs
among individuals entering permanent supportive housing.

HOW DID THE COVID-19 PANDEMIC IMPACT MEDICAL
STUDENTS FROM LOW- VS. HIGHER- SOCIOECONOMIC STA-
TUS BACKGROUNDS? A MULTICENTER U.S. SURVEY STUDY
Marco Rivas2; Anastasia P. Piersa1; Willa Li2; Fatima Bouftas2; Capri Alex2;
James N. Woodruff2; Wei Wei Lee2; Lollita Alkureishi2
1Massachusetts General Hospital, Boston, MA
2University of Chicago Pritzker School of Medicine, Chicago, IL. (Control ID
#3714413)

BACKGROUND:Medical schools’ efforts to enhance student diversity often
focus on increasing representation and support for visible identities (e.g., race
or gender), while efforts to enhance diversity of invisible identities, such as
socioeconomic status (SES), have been more limited. While the research on
experiences of low-SES medical students remains limited, early studies have
found that low-SES students experience barriers completing medical school,
and it is unknown whether these experiences were exacerbated by the COVID-
19 pandemic. We aim to understand how the pandemic impacted medical
students from low-SES as compared to higher-SES backgrounds.

METHODS: Students from 14 U.S. medical schools were surveyed March-
May 2021 using an 88-item electronic questionnaire, which assessed students’
pandemic experiences, SES status and wellbeing using validated tools, multi-
ple choice and open-ended questions. Because no single low-SES measure is
universally accepted, students who met the criteria for any of the following
three measures were considered low-SES: AAMC Employment-Occupation
SES- disadvantaged indicator, bottom 2 quintiles of household income during
childhood, and/or self-classification as low- SES. Low-SES students’
responses were compared to higher-SES peers. Standard descriptive statistics,
Chi-squared tests, and multivariable generalized estimating equation models
adjusting for confounding covariates were used, and analysis was conducted in
R 3.6.1.
RESULTS:Of 6,836 eligible students,1,555 (22.7%) responded. Compared to
their higher-SES peers, low-SES students were more likely to report difficulty
accessing adequate resources for remote learning [Odds Ratio (OR) 1.44 (1.14-
1.81), p=0.014], difficulty with affording basic needs during the pandemic [OR
7.64 (3.85-15.16), p<0.001], the need to take out more loans to support
themselves or their families [OR 2.68 (2.04-3.53), p<0.001], the need to seek
employment to support themselves or their families [OR 2.40 (1.56-3.70),
p<0.001], and loss of employment by one or more of their parents or guardians
[OR 2.45 (1.58-3.81), p<0.001]. Low-SES students were also more likely to
report that financial concerns were one of their top 3 worries during the
COVID-19 pandemic [OR 4.06 (2.71-6.06), p<0.001]. There was no differ-
ence between low- and higher-SES students’ satisfaction with their school’s
response to the pandemic with regards to support for students experiencing
financial strain (p=1.00).
CONCLUSIONS: In this multi-school U.S. survey study, we demonstrated
that low-SES medical students experienced more challenges related to the
COVID-19 pandemic when compared to their higher-SES peers. Our findings
can be used to guide interventions to better support low-SES medical students
and promote socioeconomic diversity in medicine. More research is needed to
better identify the needs of low-SES students and determine key areas for
support.

HOW DOES HOSPITAL CULTURE INFLUENCE THE INTENSITY
OF END-OF-LIFE CARE?
ElizabethW.Dzeng1,2; Jason N. Batten3; Daniel Dohan5; Christine S. Ritchie6;
J R. Curtis4
1Medicine, University of California San Francisco, San Francisco, CA
2Cicely Saunders Institute of Palliative Care and Rehabilitation, London,
London, United Kingdom
3School of Medicine, Stanford University, Mountain View, CA
4Medicine, University of Washington, Seattle, WA
5Institute for Health Policy Studies, University of California San Francisco,
San Francisco, CA
6Geriatrics, Massachusetts General Hospital, Boston, MA. (Control ID
#3707643)

BACKGROUND: There is significant institutional variability in the intensity
of end-of-life care that is unexplained by patient preferences. Hospital culture
and individual practice variations may contribute to burdensome or unwanted
life- sustaining treatments near the end-of-life. The objective of this study was
to understand how hospital cultures influence the intensity of end-of-life care.
METHODS: A comparative ethnographic study was conducted at three aca-
demic hospitals in California and Washington. Hospitals were selected for
differences in intensity of end-of-life care (e.g., high, medium, and low) based
on the Dartmouth Atlas. Semi-structured, in-depth interviews were conducted
with 112 clinicians, hospital staff, and administrators between December, 2018
and December, 2020. Data were deductively and inductively analyzed using
thematic analysis through a team-based, iterative coding process.
RESULTS: There was a universal default of high-intensity care at all four
sites; respondents recognized this as the norm in American healthcare. This
default required respondents to employ active and concerted efforts to de-
escalate high-intensity life-sustaining treatments, even when treatments were
not consistent with patients’ goals. Respondents at high-intensity hospitals
described attempts to de-escalate non-beneficial high-intensity life-sustaining
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treatments that were thwarted at multiple points during a patient’s care trajec-
tory. Conversely, hospital-specific resources, policies, and practices at
hospitals whose culture favored low-intensity end-of-life care facilitated de-
escalation. The aggregate tendency of a hospital’s environment to either favor
or thwart clinician attempts to de-escalate high-intensity end-of-life care is a
foundational feature of different cultures of intensities of care.
CONCLUSIONS:Hospital cultures influence the intensity of end-of-life care
through policies, practices, and resources that either facilitate or discourage
resistance to a prevailing culture of high-intensity care in American medicine.
Interventions that target individual behaviors or interactions are insufficient to
mitigate burdensome end-of-life care because extant hospital cultures will
undermine their impact. Consideration of systemic drivers of high-intensity
care should be incorporated into palliative care interventions.

HOW DO MEDICAL SCHOOL EXPERIENCES DIFFER BETWEEN
STUDENTS FROM LOW- VS. HIGHER-SOCIOECONOMIC STA-
TUS BACKGROUNDS? A MULTICENTER U.S. SURVEY STUDY
Willa Li3; Anastasia P. Piersa1; Sophie Son3; Marco Rivas3; Capri Alex3;
Fatima Bouftas3; Jay Patel3; James N. Woodruff3; Katherine C. Chretien2;
Wei Wei Lee3; Lollita Alkureishi3
1Massachusetts General Hospital, Boston, MA
2Johns Hopkins University School of Medicine, Baltimore, MD
3University of Chicago Pritzker School of Medicine, Chicago, IL. (Control ID
#3708544)

BACKGROUND:Medical schools’ efforts to enhance student diversity often
focus on increasing representation and support for visible identities (e.g., race
or gender), while efforts to enhance diversity of invisible identities, such as
socioeconomic status (SES), have been more limited. The impact of a student’s
SES status on their medical school experiences remains largely unexplored.
We aim to evaluate how student experiences differ between low- and higher-
SES students.
METHODS: Students from 14 U.S. medical schools were surveyed March-
May 2021 using an 88-item electronic questionnaire, which assessed student
experiences, SES status and wellbeing using validated tools, multiple choice
and open-ended questions. Because no single low-SES measure is universally
accepted, students who met the criteria for any of the following three measures
were considered low-SES: AAMC Employment-Occupation SES-
disadvantaged indicator, bottom 2 quintiles of household income during child-
hood, and/or self-classification as low-SES. Low-SES students’ responses
were compared to higher-SES peers. Standard descriptive statistics, Chi-
squared tests, and multivariable generalized estimating equation models
adjusting for confounding covariates were used, and analysis was conducted
in R 3.6.1.
RESULTS:Of 6,836 eligible students,1,555 (22.7%) responded. Compared to
higher-SES peers, low-SES students were less confident about affording
educational [Odds Ratio (OR) 0.30 (0.23-0.39), p<0.001, 38.8% vs. 71.4%]
and basic resources [OR 0.28 (0.20-0.39), p<0.001, 70.9% vs. 91.6%]. Addi-
tionally, low-SES students were more likely to report financial strain negative-
ly impacted their academic performance [OR 2.85 (2.23-3.64), p<0.001,
54.6% vs. 40.5%], less confident in their ability to relate to faculty [OR 0.55
(0.43-0.71), p<0.001, 51.2% vs. 67.2%], less connected to their medical school
community [OR 0.70 (0.55-0.90), p=0.048, 45.4% vs. 53.5%], and less com-
fortable sharing their background with classmates [OR 0.51 (0.34-0.79),
p=0.025, 55.1% vs. 70.9%]. Low-SES students were more likely to be burned
out [OR 1.58 (1.21-2.07), p=0.002, 58.4% vs. 49.4%], and lonely [coefficient
0.63 (0.37-0.90), p<0.001, mean (SD) 6.02 (2.01) vs. 5.50 (1.93)].
CONCLUSIONS: This is the first multisite study to describe the impact of
students’ SES status on their medical school experiences. Low-SES students
are academically, financially, and socially disadvantaged as compared to their
higher- SES peers, and experience higher rates of burnout and loneliness. In
order to create a more equitable and inclusive learning environment, targeted
programming for low-SES students should be developed. Possible areas of
intervention include enhancing financial support, faculty mentorship opportu-
nities and creating student affinity groups to bolster professional networks,

peer-mentorship and promote community building. More research is needed to
determine other key areas for support.
HOW HOSPITALISTS CONVEY INFORMATION ABOUT PAIN
AND PAIN MANAGEMENT DURING WRITTEN HANDOFFS
Stephen G. Henry1,2; Sarah Spivack3; Vaidehi Ramanathan4
1Department of InternalMedicine, University of California Davis, Sacramento,
CA
2Hospital Medicine, VA Northern California Health Care System, Mather, CA
3University of California Davis School of Medicine, Sacramento, CA
4Department of Linguistics, University of California Davis, Davis, CA. (Con-
trol ID #3708555)

BACKGROUND: Patients with pain often face stigma from clinicians, espe-
cially when opioids are involved. Physicians convey information and attitudes
about patients during end-of-shift handoffs, yet we know little about how they
describe pain during handoffs. Research question: What elements of pain-
related patient history and anticipatory guidance do physicians communicate in
written handoffs and/or document overnight?
METHODS: We analyzed written handoffs between attending hospitalist
physicians for patients on non-teaching inpatient medicine ward teams at an
academic hospital. All physician handoff communication takes place via
written notes in the electronic health record (i.e., no verbal handoffs). Patient
summary, to-do list, anticipatory guidance to cross cover, and notes from cross
cover were abstracted daily. Handoff communication was categorized into 1 of
4mutually exclusive categories based on how pain wasmentioned: nomention
of pain, pain diagnosis only, prior pain management, and pain-related guidance
to cross cover. Notes from cross-cover were categorized as pain-related or not.
Two authors independently analyzed pain-related handoff communication and
discussed findings to identify themes. We also collected patient demographics,
daily numeric pain score, and daily morphine milligram equivalents (MME)
received.
RESULTS:Over 13 days, 1150 handoffs involving 165 unique patients (40%
female; mean age 61; 50% white, 17% Hispanic) were collected. In 28% of
handoffs patients had moderate pain (4-7 out of 10); in 21%, severe pain (8-
10). In 36% of handoffs patients had received opioids (median 30 MME,
interquartile range 15-63). Pain was mentioned in 16% of handoffs: 8%
mentioned diagnosis only, 2% mentioned prior pain management, 4% gave
pain-related guidance to cross cover. Thematic analysis: When summaries
identified a treatable cause of pain, lists and guidance emphasized treating
the underlying cause rather than pain management. Handoffs with guidance to
avoid additional opioids overnight typically either included a justification (i.e.,
potential side effects, a desire to influence patient behavior) or listed a sub-
stance use disorder in the patient summary. 18% of handoffs included notes
from cross cover; 13% of these (27 of 204) were pain-related, usually in
response to pain-related guidance.
CONCLUSIONS: In written physician handoffs, how pain is described in
patient summaries appears to influence pain- related to-do lists and guidance to
cross cover. In written physician handoffs, listing a substance use disorder in
the summarymay serve as implicit justification for avoiding additional opioids.
Future research should explore whether documentation of substance use
disorders in handoffs may transmit stigma about patients with pain.

IDENTIFYING ORGANIZATIONAL FACTORS TO IMPROVE
HOMELESS HEALTH CARE: USE OF MACHINE LEARNING
WITH A LARGE SURVEY
Stefan Kertesz1; April Hoge3; Audrey Jones5,6; Sally K. Holmes3; Joshua S.
Richman3,1; Aerin deRussy3; Kevin Riggs2,3; Ann E.Montgomery3,7; Erika L.
Austin7; Lillian Gelberg4,8; Adam Gordon5,6; Allyson L. Varley3
1Medicine, Birmingham VA Medical Center & U. Alabama Birmingham,
Homewood, AL
2Medicine, The University of Alabama at Birmingham, Birmingham, AL
3Birmingham VAMC, U.S. Department of Veterans Affairs, Birmingham, AL
4Family Medicine, University of California Los Angeles, Los Angeles, CA
5VA Salt Lake City Health Care System, Salt Lake City, UT
6The University of Utah School of Medicine, Salt Lake City, UT
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7The University of Alabama at Birmingham School of Public Health,
Birmingham, AL
8VA Greater Los Angeles Healthcare System, Los Angeles, CA.

BACKGROUND: People who are homeless have high health morbidity and
poor health care experiences. Some agencies tailor primary care service design
for this population by adjusting location, team structure, service arrangements,
and more. While studies find "tailored" clinics earn higher ratings from
patients, none have shown which organizational characteristics account for
their impact. We applied machine learning to simultaneously analyze organi-
zational and patient characteristics to learn which aspects of care delivery
enhance care experience.
METHODS: OrganizationalMeasure: Combining literature review and site
visits, we developed a survey to evaluate primary care delivery to homeless
persons. It has 5 scales (Access, Coordination, Patient centered care,
Teamness, Leadership) and 52 additional non-scaled items. The survey was
administered to 52 clinical staff at 29 VA H-PACTs.
Patient Measures: The 33-item Primary Care Quality-Homeless (PCQ-H)
survey includes patient ratings of Relationship to clinicians, Cooperation
among clinicians, Accessibility/Coordination, and Homeless-specific needs
and demographic, health, and social characteristics. This survey was adminis-
tered to 3950 Veterans with recent homeless experience at the same 29 H-
PACTs.
Analysis:Classification and Regression Tree (“CART”) partition models were
used to identify which patient or organizational characteristics best differenti-
ated patients offering better and worse ratings of care for the 4 PCQ-H scales
and an overall mean.
RESULTS: Across the 5 CART models, social support, general health, and
unsheltered status predicted better versus worse experiences, with more vul-
nerable patients having poorer experiences. Some organizational
characteristics rated by clinical staff, such as Leadership and Teamness, were
associated with patient ratings in the expected direction (see TABLE).
However, some items, such as availability of walk-in care had counterintui-
tive associations with patient ratings.
CONCLUSIONS: Homeless patient characteristics such as poor health and
recent unsheltered time are associated with poor care ratings. However, care
experience may be improved through modifiable organizational characteristics
relating to leadership support, team dynamics, and efforts to make care patient-
centered. The unexpected negative association between high walk-in accessi-
bility and care ratings may reflect wait time impacts when visits are unsched-
uled. Efforts to improve care for this population likely will require organiza-
tional interventions.

IDENTIFYING STRATEGIES TOADDRESS BARRIERS TOUSEOF
DIGITAL HEALTH TECHNOLOGY
Eboni Price-Haywood1; Connie L. Arnold2; Jewel Harden-Barrios1; Terry
Davis2
1Academics Division, Ochsner Health System, New Orleans, LA
2LSU Health Sciences Center - Shreveport, Shreveport, LA. (Control ID
#3707855)

BACKGROUND: The COVID-19 pandemic magnified the digital health
divide among marginalized populations when health systems scaled back in-
person visits as a public health precaution. We conducted this qualitative study
during the pandemic to solicit patient and provider perceptions of use of digital
health programs (patient portals, telemedicine, remote hypertension/diabetes

monitoring) and to inform strategies to surmount barriers to accessing remote
care.
METHODS: We conducted semi-structured interviews with 40 patients and
29 primary care providers (PCPs) from northern and southeastern Louisiana
who were recruited within an integrated delivery health system and an FQHC
between May and July 2021. We used constant comparative method of
grounded theory to identify themes.
Commonalities/differences in perspectives between patients and PCPs were
analyzed.
RESULTS:Most patients recruited to the study self-identified as Black (68%),
female (73%), mean age 51, lived in an urban area (77%), and had Medicaid
(58%). Most PCPs were White (79%), male (52%), mean age 39, and reported
Medicaid as the predominant insurer (59%). Most patients reported using
smartphones for accessing the internet for health and non-health activities.
Some participants used apps to track their health but noted internet/data/storage
limits. PCPs noted increased uptake of misinformation on the internet
prompting them to proactively recommend websites and apps. Most patients
had used a patient portal and reported convenience of messaging their PCP,
getting refills, scheduling appointments, and reviewing test results. PCPs noted
a concurrent increase in their in-basket workload with a particular concern for
frequent messaging like cellphone texting. Most patients had telemedicine
video visits using their smartphones – some of which converted to audio when
technology problems arose. Patients and PCPs noted telemedicine is appropri-
ate for routine follow-up but preferred in-person visits. PCPs noted additional
workflow disruption when moving from in-person to video visits in the same
clinic session. Few patients were enrolled in a digital health program for remote
monitoring; however, patients and PCPs agreed these programs provide valu-
able adjuncts to chronic care. PCPs reported patient limitations in accessing
such programs due to the need for smartphones/internet/WiFi and select
insurance coverage which can lead to further disparities in access to care.
CONCLUSIONS: Health policies that support broadband/internet/
smartphone service as a standard utility and insurance coverage for digital
health programming are paramount for surmounting major patient barriers.
Clinical practice procedures which optimize technical support for patients and
providers are also needed.

ILLNESS SPECIFIC ANXIETY AND ADHERENCE TO SELF-
MANAGEMENT BEHAVIORS
Jovanka Noel1; Courtney Chan1; Mita Goel4; Yael Harris2; Jenny J. Lin3;
Karisma Pantaleon5
1Department of General Medicine, Icahn School of Medicine at Mount Sinai,
New York, NY
2Donald and Barbara Zucker School of Medicine at Hofstra/Northwell,
Hempstead, NY
3Medicine, Icahn School of Medicine at Mount Sinai, New York, NY
4Northwestern University Feinberg School of Medicine, Chicago, IL
5Internal Medicine, Icahn School of Medicine at Mount Sinai, NewYork, NY.
(Control ID #3715550)

BACKGROUND: Adherence to self-management behaviors (SMBs) is es-
sential to maintaining control of chronic illness. Emotional factors, such as
anxiety, can impact SMB adherence but the effect of anxiety about one illness
on SMBs for another illness is not known. We aim to determine the impact of
anxiety about cancer (CA) and diabetes (DM) on DMmanagement in a cohort
of older breast cancer survivors with comorbid DM.
METHODS: A cohort of breast cancer survivors >55 years with DM were
surveyed about their CA and DM beliefs and DM SMB. Illness-related anxiety
was assessed using the illness Perception Questionnaire-Revised (IPQ-R). DM
SMBs were assessed through the use of the Summary of Diabetes Self-Care
Activities Measure and an electronic pill bottle to track medication adherence.
High and low anxiety were dichotomized at the midpoint of the IPQ-R anxiety
domain and participants were divided into four groups based on their level of
anxiety about CA and DM: high CA/high DM, high CA/low DM, low CA/
high DM, and low CA/low DM. Participants who reported engaging in a SMB
behavior ≥5 days/week were classified as adherent. Signed ranked test com-
pared illness specific anxiety levels and chi-square tests assessed the associa-
tion between anxiety group and SMB adherence.
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RESULTS: Of the 236 women in the study, there was a mean age of 66.5
years ± 7.1; 67 self-identified as Black, 93 as White, 49 as Hispanic and 16 as
Other. Median CA anxiety score was 3 while DM anxiety score was 2.5
(p<0.001). For the anxiety groups, 67 (28%) were in the high CA/high DM
group, 52 (22%) in the high CA/low DM group, 15 (6%) in the low CA/high
DM group, and 94 (39%) in the low CA/low DM group. Participants in the
high CA/low DM and low CA/low DM groups were more likely to adhere to a
healthy diet (73% and 71% compared with 51% for high CA/high DM and
53% for low CA/high DM, p= 0.02). They also had an increased likelihood of
consuming at least 5 servings of fruits and veggies daily (69% and 57% vs.
45% for high CA/high DM and 40% for low CA/high DM, p= 0.03) and
adhering to oral DM medications (62% and 75% vs. 52% for high CA/high
DM and 20% for low CA/high DM, p= 0.05).
CONCLUSIONS: Older breast cancer survivors with DM have different
levels of anxiety about CA versus DM and those with high DM anxiety are
less likely to adhere to DM SMBs. Our findings suggest that increased anxiety
might hinder one’s ability to achieve disease control, making anxiety manage-
ment vital to supporting patient adherence and health.

IMMIGRANT FLOWS AND SARS-COV-2 INFECTIONS IN THE
UNITED STATES
Joseph Nwadiuko1,2; Arturo V. Bustamante2
1Internal Medicine, University of Pennsylvania School of Medicine,
Philadelphia, PA
2Health Policy and Management, University of California Los Angeles, Los
Angeles, CA. (Control ID #3704495)

BACKGROUND: The relationship between immigrant inflow and SARS-
COV-2 spread in the United States has driven much political discussion and
policy, including the implementation of Title 42 by the Centers for Disease
Control, effectively banning asylum claims at the US Southwestern Border.
The implemenation of Title 42 has led to significant outcry from public health
researchers and policymakers alike. To examine the relationship between
SARS- COV-2 spread and immigrant inflow, we compared 2020-2021 immi-
grant flows (from US Border Patrol estimates of Southwest US border
crossings and a US seasonal guest worker program) to county-level SARS-
COV-2 rates.
METHODS: We drew immigraiton data from US Border Patrol (USBP)
2020-2021 estimates of successful Southwest US Border crossings and from
Department of Labor data on H2-A visa allotments for agricultural guest
workers. The primary outcome is the one-month lagged natural logarithm of
new cases per 100,000 persons at the county level. After arithmetic
manipulation, the primary outcome can be interpreted as the percentage change
in one-month lagged county- level SARS-COV-2 cases per 100,000 persons as
a function of each additional immigrant entrant in the same county (i.e., semi-
elasticity). We controlled for the vaccination rate within a county as well as the
interaction between the presence of state-mandated facemask mandates, res-
taurant closures and gym closures. We analyzed the primary outcome as a
linear regression with county- and month-level fixed effects. Multiple robust-
ness checks tested various assumptions undertaken in this analysis.
RESULTS:We drew data from 3,144 counties and geographic units, 2,077 of
which received immigrants over the course of the study. Among immigrant
receiving counties, the median immigrant inflowwas 41 (IQR 13, 139) persons
over the period studied. The RioGrandeValley border counties of southeastern
Texas received the most immigrants during this period, with an average
monthly immigrant inflow of 19,526, peaking in 2021. Under our primary
model there was a statistically insignificant 0.0000189% decrease in SARS-
COV-2 cases per 100,000 persons for each additional immigrant (p=0.231,
95% CI -0.0000499%, 0.0000120%). When restricted to H-2A guest workers
only, there is a statistically insignificant 0.000197% decrease in SARS-COV-2
cases per 100,000 persons for each additional immigrant (p=0.09, 95% CI
-0.00043%, 0.0000298). When restricted to Southwest border crossings alone,
there was a statistically significant 0.0000254% increase in SARS-COV-2
cases per 100,000 persons for each additional immigrant (p=0.005, 95% CI
0.0000107%, 0.0000401%). However, the result became insignificant after
excluding 2021 Rio Grande Valley sector crossings (0.0000368, p=0.116, 95
CI% -0.0000116, 0.0000852).

CONCLUSIONS: The contriibution of immigant inflows to the SARS-COV-
2 pandemic in the United States is small, largely nonstatistically significant,
and when statistically significant, is not robust to alternative specifications.

IMPACT OF A DIAGNOSIS OF DIABETES ON THE FINANCIAL
SUCCESS OF CROWDFUNDING CAMPAIGNS
Caroline Sloan1,2; Steven Doerstling3; Peter Ubel1,4
1Medicine, Duke University School of Medicine, Durham, NC
2Population Health Sciences, Duke University School of Medicine, Durham,
NC
3Duke University School of Medicine, Durham, NC
4Duke University Fuqua School of Business, Durham, NC. (Control ID
#3715535)

BACKGROUND: In the US, 45% of patients with diabetes struggle to afford
their care. Health-related financial distress can lead to bankruptcy, poor quality
of life, and faster disease progression. Crowdfunding via the GoFundMe
(GFM) platform is an increasingly popular method for raising money to pay
for medical care.We recently found that campaigns for endocrine disorders are
among the least successful. We assessed whether these poor outcomes are
primarily driven by campaigns for patients with diabetes.
METHODS: We collected a random sample of 92,962 medical GFM
campaigns from 2010 to 2020. Using a previously validated natural language
processing algorithm, we identified 3,647 campaigns for patients with endo-
crine disorders.
About half (48%) were diabetes-related. Other common disorders included
cystic fibrosis and disorders of the adrenals, thyroid, and pituitary. We collect-
ed information on funds raised, fundraising goal, campaign year, and census
region.
We derived census tract demographics (gender, race, ethnicity, neighborhood
deprivation index [NDI], insurance, internet access) from the American Com-
munity Survey.We used multivariable linear regression to determine the effect
of diabetes on funds raised, adjusting for the variables above.
RESULTS: See the table for campaign characteristics. After adjusting for
fundraising goal and census tract demographics, diabetes-related campaigns
raised an estimated $1,395 less than non-diabetes-related campaigns (95%
confidence interval [95%CI] 943, 1846; p<0.001). Living in a more deprived
neighborhood (i.e., higher NDI) was associated with raising less money ($693;
95%CI 51, 1336; p=0.03).
CONCLUSIONS: Diabetes-related campaigns raised significantly less mon-
ey than campaigns for other endocrine disorders. This discrepancy may be
related to differences in NDI, the stigma often associated with diabetes, and/or
the chronic nature of diabetes. Prior work by our group has shown that
campaigns related to new major life events (e.g., cancer diagnosis, trauma)
tend to be more successful. Policy makers should work to improve the
affordability of care for this very common condition so that patients do not
have to resort to crowdfunding activities that may not succeed.

IMPACT OF ADVANCED NOTIFICATIONS ON FECAL-
IMMUNOHISTOCHEMICAL TEST COMPLETION FOR COLO-
RECTAL CANCER SCREENING AMONG VETERANS: A RAN-
DOMIZED CONTROLLED TRIAL.
Stefanie Deeds2,1; Terrence Liu2; John R. Geyer2; Chelle Wheat3; Eric
Gunnink3; Linnaea C. Schuttner2; Jorge Rojas Jr.3; Karin Nelson2,1; Ashok
Reddy2,1
1Medicine, University of Washington, Seattle, WA
2US Department of Veterans Affairs, Seattle, WA
3Primary Care Analytics Team, US Department of Veterans Affairs, Seattle,
WA. (Control ID #3711763)

BACKGROUND: Colorectal cancer (CRC) is the third leading cause of
cancer-related deaths among Veterans in the United States. CRC screening
strategies, including fecal-immunochemical testing (FIT), are effective in
reducing CRC- related deaths. Mailed FIT programs (MFP) are promising
screening strategy as they eliminate the need for a clinic visit. Despite the
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advantages, successful implementation of MFPs remains challenging, with com-
pletion of mailed FIT kits estimated to be between 15% and 37%. Use of
advanced notifications, or primers, has been shown to improve FIT completion
rate. Due to pandemic-related decreases in face-to-face visits, the VHA hit its
lowest CRC screening rates in over a decade. To adress this, the VAPuget Sound
launched a MFP for average risk Veterans due for CRC screening.
We sought to test the effect of a postcard primer on FIT return rates.
METHODS: This is a prospective, randomized controlled trial evaluating the
effectiveness of a primer postcard in improving adherence to annual CRC
screening. Average risk Veterans due for annual CRC screening were identi-
fied through administrative data. Eligible Veterans were randomized to the
intervention arm, which were mailed a postcard primer 2 weeks prior to being
mailed a FIT kit, or the control arm, which only receive a mailed FIT kit. Our
primary outcome is FIT return rate at 3 months. Our secondary outcome is the
return rate at 6 months. We used descriptive statistics to compare differences in
patient demographics between patients who complete FIT testing and those
that do not. We compared differences using chi-square and student’s t-test, as
appropriate. Multivariable analysis were performed to determine the factors
associated with completion of mailed FIT kit, adjusting for age, sex, race,
ethnicity, rurality, comorbidity burden, SES, and prior FIT completion.
RESULTS: A total of 2404 patients were included in the study with 1202
patients randomized to each arm. The mean age was 66 and the majority were
male (90%) and white (73%). Approximately one third of patients had previ-
ously completed FIT screening. Patient characteristics were not significantly
different between the intervention and control arms. FIT completion at 3
months in the intervention arm was 29% while completion in the control arm
was 27% (p =0.13). Prior completion of FIT testing was associated with
increased FIT completion at 3 months (OR 3.38 [CI, 2.79 to 4.12]). 6 month
outcomes are forthcoming.
CONCLUSIONS: In one of the largest population-based MFP initiatives
within the VA, primers were not associated with increased FIT completion.
Our preliminary results suggest primers may not be a cost-effective means of
increasing CRC screening. Further studies are needed to optimize outreach
strategies for specific veteran populations, especially those that have not
previously completed FIT testing.

IMPACT OF AN EMERGENCY DEPARTMENT SCREENING AND
TREATMENT PROTOCOL FOR OPIOID USE DISORDER: A
DIFFERENCE-IN-DIFFERENCES ANALYSIS
Margaret Lowenstein1,2; RachelMcFadden4; Jeanmarie Perrone1,2; RuiyingA.
Xiong3; Dina Abdel-Rahman1; Zachary Meisel1,2; Nicole O'Donnell1; Mucio
K. Delgado1,2
1Medicine, University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA
2Leonard Davis Institute of Health Economics, University of Pennsylvania,
Philadelphia, PA
3Department of Internal Medicine, University of Pennsylvania, Philadelphia,
PA
4Emergency Medicine, Penn Medicine, Philadelphia, PA

BACKGROUND: Emergency Department (ED)-initiated buprenorphine
improves outcomes for opioid use disorder (OUD), but implementation of this
practice varies widely. To reduce variability in Penn Medicine EDs, we

implemented a nurse-driven triage screening protocol for OUD. A positive
screen triggers a cascade of targeted electronic health record (EHR) prompts to
assess for withdrawal and initiate buprenorphine treatment. Our objective was
to assess the impact of screening implementation in three urban, academic EDs
using two other health system EDs as controls.
METHODS:We conducted a retrospective analysis of OUD-related ED visits
using EHR data from five EDs in a single health system from 1/2020-11/2021.
The triage protocol was implemented in three health system EDs between
March and July 2021, and the remaining two EDs served as controls. We
evaluated treatment measures over time, including withdrawal assessment with
clinical opioid withdrawal scale (COWS, primary outcome) and treatment with
medications for OUD (MOUDs), including buprenorphine. To estimate the
impact of the triage protocol, we used a difference-in-differences analysis
comparing outcomes in the three intervention EDs with two control EDs.
RESULTS: 2200 visits were identified by OUD-related ICD codes; 1573
prior to and 637 after the triage protocol was in place. Mean age was 40 and
68% were male, with 64% White and 31% Black patients. After implementa-
tion, the positive screen rate was 1.55%, and screening identified an additional
0.93% of patients compared to ICD codes alone. Overall, COWS was mea-
sured in 30% of patients meeting ICD criteria for OUD; COWS measurement
increased from 28% to 51% in intervention EDs and remained at 12%
throughout for control EDs. Compared to hospitals that did not implement
screening, the intervention was associated with a 23% increase in COWS
measurement (95% CI 12%-34%). Overall, 27% of patients received any
MOUD, including 23% receiving buprenorphine. Use of MOUDs increased
9% (95%CI 2%-14%) and buprenorphine increased by 6% (95% CI 1%-12%)
when hospitals implemented screening relative to those that did not.
CONCLUSIONS: An ED triage screening and treatment protocol led to
increases in assessment of COWS and treatment with MOUDs. Protocols
designed to identify patients and prompt treatment – making treatment the
default – a have promise in increasing implementation of evidence-based
treatment ED OUD care.

IMPACT OF BELIEFS ABOUT COVID-19 ON PTSD SYMPTOMS
AMONG CANCER SURVIVORS
Courtney Chan1; Jacqueline Becker1; Mita Goel2; Yael Harris3; Jenny J. Lin4
1Department of General Medicine, Icahn School of Medicine at Mount Sinai,
New York, NY
2Northwestern University Feinberg School of Medicine, Chicago, IL
3Donald and Barbara Zucker School of Medicine at Hofstra/Northwell,
Hempstead, NY
4Medicine, Icahn School ofMedicine atMount Sinai, NewYork, NY. (Control
ID #3712157)

BACKGROUND: The health and financial burdens faced by cancer
survivors, compounded by the significant disruption in care and their increased
risk for morbidity and mortality during the COVID-19 pandemic, emphasize
the need to assess the mental health impact of the pandemic in this population.
We examined the association between beliefs about COVID and posttraumatic
stress disorder (PTSD) symptoms among breast and prostate cancer survivors.
METHODS: Participants from two longitudinal cohort studies completed
surveys assessing their beliefs about COVID- 19, as well as stress and PTSD
symptoms. COVID beliefs were assessed using questions adapted from a
previous coronavirus survey developed through an iterative process. PTSD
symptoms were assessed using the PTSD Checklist (PCL-5). Participants with
PCL-5 scores ≥ 33 were classified as having COVID-related PTSD symptoms.
Surveys were completed between May 2020 and June 2021 and were catego-
rized into four time points: season 1 from May 2020 to August 2020, season 2
from September 2020 to November 2020, season 3 from December 2020 to
February 2021 and season 4 from March 2021 to June 2021. Chi-square,
Fisher, Signed RankWilcoxon tests and general linear models were performed
to assess the relationships between COVID beliefs and PTSD symptoms.
RESULTS: Participants were 276 older cancer survivors (mean age 67 years),
of whom 157 (57%) were female and had breast cancer and 118 (43%) were
male with prostate cancer. Seventy (25%) self-identified as Black, 147 (53%)
as White, and 36 (13%) identified as Latinx. Twenty-four participants (7%)
had COVID-related PTSD symptoms.
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Participants with PTSD symptoms were more likely to be very worried about
getting COVID (65% vs. 33%, p=0.007), more likely to think that ≥10% of
people with COVID would die (75% vs. 40%, p=0.006), and that it was very
likely that they or someone they know will get sick from COVID (64% vs.
23%, p=0.006). As the pandemic drew on, cancer survivors’ beliefs about
COVID changed such that fewer respondents reported that COVID changed
their daily routine a lot in season 4 compared to season 1 (88% vs 65%, p
<0.001), and fewer were very worried about getting COVID (38% vs. 19%,
p=0.056). Temporality was also significantly associated with a decrease in
PTSD symptoms with average PCL-5 scores decreasing from 14.2 to 8.9 in
season 1 compared to season 4 (p <0.0001).
CONCLUSIONS: As the pandemic progressed, cancer survivors tended to
have decreased levels of PTSD symptoms, were less likely to have their
routines disrupted and were less worried about getting COVID. However,
among participants who had PTSD symptoms, concerns about COVID were
significantly higher than among those without PTSD symptoms, emphasizing
the need for mental health screening and counseling to better support
survivors’ coping with the impacts of the pandemic.

IMPACT OF COVID-19-RELATED REGULATORY CHANGES ON
NATIONWIDE ACCESS TO BUPRENORPHINE AND TREATMENT
DISRUPTIONS
Payel J. Roy1; Katherine C. Kim2; Katie Suda3; Jing Luo1; Xiaoming Wang4;
Jane Liebschutz1
1Medicine, UPMC/University of Pittsburgh, Pittsburgh, PA
2Center for Pharmaceutical Policy and Prescribing, University of Pittsburgh
Schools of the Health Sciences, Pittsburgh, PA
3Medicine, University of Pittsburgh School of Medicine, Pittsburgh, PA
4National Institute on Drug Abuse, Bethesda, MD. (Control ID #3688925)

BACKGROUND: The intersection of the opioid overdose epidemic and
COVID-19 pandemic has prompted major regulatory changes to ease access
to medications for opioid use disorder via telemedicine. We examined the
impact of COVID-19-related health care changes on access to buprenorphine
(BUP) by age, gender, insurance category, and prescriber specialty using a
nationwide longitudinal prescription database.
METHODS: We used an interrupted time series design with IQVIA LRx, a
longitudinal database with >90% of all prescriptions dispensed in the US. The
study timeline included BUP prescriptions from 52 weeks before (2/23/19-
2/21/20) to 52 weeks after (3/28/20-4/2/21) the initial pandemic period (2/22/
20-3/27/20). The outcome of interest was total milligrams (MG) of BUP
available per week nationwide. We used the CMS NPI database to assign
prescriber specialty. Segmented regression was used to estimate relative
changes in BUP prescribing at 1, 26, and 52 weeks post- initial-pandemic
period compared to the expected baseline trend. We also evaluated treatment
disruptions (a gap of 28 days) in previously stable patients, defined as ≥6
months of BUP prescriptions without a treatment disruption.
RESULTS:A total of 31,801,061 prescriptions were included. The number of
patients with an active BUP prescription was increasing in the 52 weeks pre-
pandemic (trend: 1252 pat./wk.) and increased significantly in the 1st week
post- initial-pandemic period (level change: 25786, p<0.001). The total MG
BUP dispensed increased at 1, 26, and 52 weeks compared to the expected
baseline trend (5.3% [4.9, 5.7], 3.3% [2.8, 3.8], 1.2% [0.48, 1.9]), as did the
mean days supplied (9.3% [8.7, 9.9], 4.9% [4.3, 5.5], 6.3% [5.4, 7.3]). Stably-
treated patients saw a significant decrease in treatment disruptions at 52 weeks
post-initial-pandemic period (-28.4% [-33.7, -23.0]) compared to the expected
baseline trend. Older age groups (40+) experienced an increase in MG BUP at
52 weeks (40-49: 4.9 [3.9, 5.9]; 50-64: 3.0 [0.75, 5.2]; 65+: 4.5 [3.4, 5.6]),
while people aged 18-29 saw a significant decrease in MG BUP (-16.5 [-24.1,
-8.8]). Men retained a significant increase in MG BUP compared to women at
52 weeks (1.7% [1.0, 2.4] v 0.5% [-0.34, 1.3]). People with Medicaid had a
significant increase in MG BUP at 52 weeks (9.6% [7.7, 11.6]) while people
paying with cash (-10.1 [-12.3, -7.9]) and commercial insurance (-4.6 [-5.7,
-3.4]) saw significant decreases compared to the expected baseline trend.
APPs, compared to physician specialties, had a notable increase in MG BUP
dispensed at 1, 26, and 52 weeks (10.0 [8.8, 11.2], 7.1 [5.9, 8.4], 2.8 [0.13,
5.4]).

CONCLUSIONS: In the year after the initial COVID-19 pandemic period,
patients received longer prescriptions of BUP and overall increased total MG
BUP. Stably-treated patients experienced fewer treatment disruptions. Regu-
latory changes around BUP prescribing may have helped patients maintain
access to MOUD during the pandemic.

IMPACT OF HIGH DEDUCTIBLE HEALTH PLANS ON OPIOID
ADDICTION CARE
Bryant Shuey1; James Frank Wharam2; Hefei Wen3; Fang Zhang3; Dennis
Ross-Degnan3; Stephanie Argetsinger3; Rebecca Costa3
1Department of Population Medicine, Harvard Medical School Department of
Population Medicine, Boston, MA
2Margolis Center for Health Policy, Duke University, Durham, NC
3Health Policy and Insurance Research, Harvard Pilgrim Health Care Institute,
Boston, MA. (Control ID #3710673)

BACKGROUND: Deaths due to opioids are on the rise. Recommended
opioid use disorder (OUD) care includes prompt assessment, diagnosis, initi-
ation of medication for opioid use disorder (MOUD), and MOUD retention to
prevent downstream catastrophic events such as opioid overdose. However,
only 20% of OUD patients receive treatment, and buprenorphine costs are
frequently cited as a barrier to MOUD initiation.
In 2018, nearly 45% of privately insured persons under age 65 were enrolled in
high deductible health plans (HDHPs). HDHPs require members to pay $1000
to $7000 annually for most non-preventive care and could delay OUD diag-
nosis and buprenorphine initiation.
METHODS: We conducted a longitudinal study comparing HDHP and tradi-
tional low-deductible plan groups using national health insurance claims data
from 2003-2017. We included adults age 18 to 64 years old with continuous
enrollment for 12 baseline months in low deductible (<=$500) plans. At the
index date, the intervention group then experienced employer-mandated
switches to HDHPs for 1 to 48 follow-up months while the control pool
remained in low-deductible plans for 1 to 48 follow-up months by employer
choice. We excluded patients with evidence of OUD before baseline then
matched the contemporaneous control group using multiple baseline
characteristics. We ran a match on 10% of our sample. Our event measure
comprised the first instance of any office-basedOUDdiagnosis or buprenorphine
prescription fill. We used a controlled before-after time-to-event analysis with
Cox proportional hazards models to assess the timing of measures in the HDHP
group relative to the control group following the index date.
RESULTS: After matching, our final sample included 19,813 HDHP and
530,005 traditional plan group members. At baseline, HDHP and traditional
plan groups had no differences in event rates (hazard ratio 1.00, 95% CI 0.14-
7.10). The hazard ratio for the HDHP compared to control group for experi-
encing an event was 0.95 (95% CI 0.53-1.73).
CONCLUSIONS: HDHPs are increasingly prevalent insurance designs. We
found that mandated HDHP enrollment was not significantly associated with a
delay in important opioid-related care. These findings provide evidence that
cost may delay the opioid “Cascade of Care.” Policy makers should consider
reducing out-of-pocket costs for OUD services.

IMPACT OF SERUM IGG LEVELS AGAINST SARS-COV-2 ON
CLINICAL OUTCOMES FOR HOSPITALIZED COVID PATIENTS
Bipin Ghimire1; Bijaya Thapa1; Nishant Aggarwal1; Luai Madanat1; Melinda
Sager1; Daniel O'connor1; Alexandra Halalau2
1Internal Medcicine, Beaumont Hospital - Royal Oak, Royal Oak, MI
2Internal Medicine, Beaumont Health, Royal Oak, MI. (Control ID #3716156)

BACKGROUND: The SAR-CoV-2 pandemic continues to negatively impact
the healthcare system globally with over 800,000 deaths in the United States
and millions more worldwide. The cases are rising despite availability of
vaccines. For most immunocompetent patients these vaccines will generate a
humoral response and also a memory T-cell response. Few if any studies have
reported data that measure anti-spike IgG titers and also correlate those titers
with clinical outcomes in the instance of breakthrough infection.
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METHODS: We conducted a pilot prospective observational clinical study
enrolling 30 immunocompetent patients who were admitted with a positive
SARS-CoV-2 PCR. Leftover blood from admission was used to obtain anti-
spike and anti-nucleocapsid antibody levels. Baseline characteristics were
collected and patients were divided into two categories based on anti-spike
antibody level and vaccination status. Clinical outcomes including mortality,
major adverse cardiac events (MACE), overall length of stay (LOS), ICULOS,
maximum oxygen support needs, and mechanical ventilation needs were
analyzed on day 28 in both categories.
RESULTS: On analyzing the patients enrolled, the median age was 59 years,
56.67% were female and 73.3% were Caucasian. 6 patients (20%) were
asymptomatic, and 63.3% patients had hypertension. Among all patients, the
median duration of symptoms was 7 days, and the median LOS was 7 days as
well. Anti-spike antibodywas detected in 22 patients (73.33%), and themedian
value was 956. Anti-nucleocapsid antibody was positive only in 9 patients
(30%).
Three patients (10%) were admitted to ICU, and all 3 were mechanically
ventilated. Four patients (13.33%) had a MACE event in those 28 days, and
5 patients (16.67%) died. Comparing vaccinated vs unvaccinated: 3/5 deceased
patients were unvaccinated, and 2/3 mechanically ventilated were unvaccinat-
ed as well but these were not statistically significant. 0.6% patients were
asymptomatic in unvaccinated group versus 33% in the vaccinated group.
Among the 7 patients with high oxygen needs (fio2 100%), 5 had undetectable
anti-spike antibodies, and one had low value (89.6). 2 out of 3 mechanically
ventilated and 3 out of 5 deceased patients had undetectable anti-spike
antibodies.
CONCLUSIONS: Our pilot study did not show significance in outcomes
between vaccinated and unvaccinated patients, but this relation has been
verified in multiple larger studies. We also noted patients with undetectable/
low anti- spike antibody levels had increased fio2 needs, ICU admission, and
mortality. However, it was not feasible to compare both these findings between
groups due to less number of patients. This demands a larger study to better
describe these relations.

IMPACT OF THE CAREGIVER ADVICE, RECORD, ENABLE
(CARE) ACT ON QUALITY OF PATIENT COMMUNICATION
AND PATIENT EXPERIENCE AT US HOSPITALS
Courtney R. Lee2; Elizabeth Taggert1; Norma B. Coe3; Paula Chatterjee2
1University of Pennsylvania, Philadelphia, PA
2Medicine, University of Pennsylvania, Philadelphia, PA
3Medical Ethics and Health Policy, University of Pennsylvania, Philadelphia,
PA. (Control ID #3711017)

BACKGROUND: Hospitalization represents a time of vulnerability and
transition for patients and caregivers, as it is often associated with new
home-based care plans and nursing procedures upon discharge. The Caregiver
Advice, Record, Enable (CARE) Act is a state policy designed to facilitate
communication between providers, patients, and caregivers during hospitali-
zation to improve discharge planning. Since 2014, 41 states have implemented
this policy, yet, whether it has been associated with improvements in quality
and patient experience remains unknown. To compare differential changes in
the quality of communication and patient experience between hospitals in
states that enacted the CARE Act compared to those in states that did not.
METHODS: Using a difference-in-differences analysis, we conducted a
retrospective cohort study of all US short- term, acute-care hospitals between
2013-2019. A total of 4,241 hospitals were included, with 1,075 hospitals in
non- CARE Act states and 3,166 in CARE Act states. The exposure was a
time-varying indicator for passage of the CARE Act. The primary outcomes
were two hospital-level measures of quality of communication between
physicians and nurses, each measured by the precent of patients reporting
physicians or nurses “Always” communicated well. The secondary outcomes
were two patient-reported experience measures, defined as the percent of
patients overall hospital rating 9 or 10 on a 1-10 scale, and the percent of
patients who would recommend the hospital to others. All measures were
obtained from the Hospital Consumer Assessment of Healthcare Providers
and Systems (HCAHPS). Regressions included state- and year-fixed effects,

with standard errors clustered at the state-level to reflect the level of policy
exposure.
RESULTS: A total of 21,208 hospital-years were included in the analysis,
with 5,216 in non-CARE Act states and 15,992 in CARE Act states. There
were no differential changes in quality of nurse communication. There was a
modest differential improvement in physician communication (mean [SD]
non-CARE Act states 80.7% [4.9%] vs 81.0% [4.5%]; CARE Act states
80.3% [4.6%] vs 79.7% [4.6%]; differential change=0.51 percentage points;
p=0.02) in CARE Act states. There were no significant differential
improvements in overall hospital rating, but there was a differential increase
in the percent of patients that would recommend the hospital to others (non-
CARE Act states 70.5% [8.5%] vs 69.4% [9.0%]; CARE Act states 70.2%
[9.2%] vs 69.9% [9.0%]; differential change=1.2 percentage points; p<0.01.).
CONCLUSIONS: This difference-in-differences study found that hospitals in
states that enacted the CARE Act had differential improvements in the quality
of communication with physicians and the likelihood of patients
recommending a hospital to others compared to hospitals in states that did
not. Developing policies that require hospitals to more actively facilitate post-
discharge communication can translate to better quality and experience for
patients.

IMPACT OF VIRTUAL DIABETES GROUP VISITS ON PATIENT
OUTCOMES DURING THE COVID-19 PANDEMIC IN
MIDWESTERN HEALTH CENTERS
Arshiya A. Baig1; Tracy Dinh7; Daisy S. Nuñez8; Erin Staab1; Mengqi Zhu2;
Wen Wan4; Cynthia Schaefer6; Amanda Campbell5; Michael T. Quinn3
1Department of Medicine, University of Chicago, Chicago, IL
2Division of the Biological Sciences, University of Chicago Division of the
Biological Sciences, Chicago, IL
3Medicine, University of Chicago, Chicago, IL
4Section of General Internal Medicine, University of Chicago, Chicago, IL
5MidWest Clinicians' Network, Lansing, MI
6Research, MidWest Clinicians Network, Evansville, IN
7General Internal Medicine, University of Chicago Pritzker School of Medi-
cine, Chicago, IL
8Section of General Internal Medicine, University of Chicago Division of the
Biological Sciences, Chicago, IL. (Control ID #3715742)

BACKGROUND: Diabetes group visits (GVs) or shared medical
appointments have been shown to improve clinical outcomes, but few have
reported results from virtual diabetes GVs. No studies have evaluated virtual
GVs among community health center patients across a region of the U.S.
METHODS: Six health center sites across five states conducted six monthly
virtual GVs with up to 12 adult patients with type 2 diabetes and suboptimal
glycemic control (glycosylated hemoglobin (A1C) ≥8%). Virtual group visits
consisted of six monthly 60 to 90 minute-long diabetes education sessions led
by health center staff via a videoconferencing platform. GV patients enrolled at
the site also had an appointment with their primary care physician within two
weeks of each monthly virtual group visit. Primary outcome was change in
patients’ A1C from baseline to 6- months. Secondary outcomes were changes
in patients’ blood pressure, low density lipoproteins (LDL) and weight.
Patients also completed surveys at baseline and 6-months describing their
diabetes self-care behaviors and satisfaction with the virtual GVs. Generalized
linear mixed models and linear mixed models were used to test the effects of
GVs, time points and their interaction.
RESULTS: Forty eight patients were enrolled (mean age 55 ± 12 years, 67%
female, 63% black/African American, 32% white/Caucasian, and 8%
Hispanic/Latino, 88% had public health insurance, mean baseline A1C of
9.84% ± 1.78%, 35% with A1c <9%). 34 patients completed one or more
virtual GVs; 14 patients attended no virtual group visits. At 6-months, average
A1C was 8.96 ±1.82; A1C decreased by -0.56% ± 0.31 compared to baseline
which was borderline significant (p=0.08). At 6-months, 58% of patients had
an A1C < 9% which was borderline significantly decreased (p=0.055) com-
pared to baseline. For patients with an A1C at baseline >9%, there was a
significant decrease in A1C at 6 months (-1.06 ±0.45, p=0.03). There was no
significant difference in blood pressure, LDL or weight from baseline to 6-
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months or association of number of visits attended and change in A1C. There
were no significant changes in foot self-exams, blood sugar testing, nor
exercise, but patients did report more days of healthy eating in the past week
at 6-months compared to baseline (4.5 ±2.3 vs. 3.2 +2.7 days, p=0.02). Overall
satisfaction with the virtual GVs was high with 90% of participants being very
satisfied and 95% saying they would attend GVs in the future.
CONCLUSIONS:Virtual GVs show high patient satisfaction and promise for
improving A1C among patients with poor glycemic control who receive care
in community health centers. Future studies are needed with a larger patient
sample size and a control comparison group to determine which patients and
health centers are best suited for virtual GVs.

IMPLEMENTATIONOFAMULTIDISCIPLINARY RESIDENT DIA-
BETES CLINIC: CHARACTERIZING THE POPULATION AND
MEASURINGTHE IMPACTONCLINICALOUTCOMESANDPRO-
CESS MEASURES
Maisie Orsillo1,8; Kailey Carlson2; Abhirami J. Raveendran3; Green Chung4;
Tamara Malm5; Stephen J. Huot6; Tracy Rabin7,8
1Internal Medicine, Yale University Department of Internal Medicine, New
Haven, CT
2Yale University School of Medicine, New Haven, CT
3One Medical Inc, Washington D.C., DC
4Main Line Health, Bryn Mawr, PA
5University of St. Joseph School of Pharmacy and Physician Assistant Studies,
West Harford, CT
6Department of Internal Medicine, Yale University School of Medicine, New
Haven, CT
7Internal Medicine, Yale University School of Medicine, New Haven, CT
8Yale Internal Medicine Residency Program, New Haven, CT. (Control ID
#3715961)

BACKGROUND: The Yale Primary Care Internal Medicine Residency Pro-
gram (YPC) hosts a multidisciplinary Diabetes Clinic which provides an
enhanced primary care-based approach to diabetes management. Visits focus
on lifestyle modifications, preventative care, and advanced medication man-
agement, as well as health literacy, socioeconomic, and psychosocial barriers
to healthy habits. This study describes the impact of enrollment in this multi-
disciplinary clinic on diabetes-specific outcome and process measures.
METHODS: Data were collected from the electronic medical record for
patients enrolled in the YPC Diabetes Clinic between 2014 and 2020
(n=364). Clinical outcome measures included Hemoglobin A1c (HbA1c).
Process measures included documentation of urine albumin/creatinine, LDL-
C, comprehensive foot exams, referrals to specialists, and adherence to immu-
nization recommendations. Data were captured within a 24-month window (12
months pre-/post- the first Diabetes Clinic visit). Clinical outcome measures,
process measures, and baseline demographics were analyzed using descriptive
statistics.
RESULTS: The mean age of patients at their first Diabetes Clinic visit was
53.9 years (range 22-83 years), 87.4% of patients were overweight or obese,
and 52.5% were female. The most common type of insurance was Medicaid
(44.0%) and 6.9% of patients were uninsured. Within 12 months following
their first visit, patients attended Diabetes Clinic an average of 3.0 times
(SD=2.66, range=1-16), though 37.6% only attended once. The average
HbA1c before patients’ first visit was 10.78 (SD=2.47); the mean change in
HbA1c over the subsequent 12 months was -1.41 (p < 0.0001, 95% CI -1.114
to -1.700). During the 24-month window, 92.6% of patients had LDL-C
measured, 92.9% had urine albumin/creatinine assessed, and 88.7% had a
comprehensive foot exam documented. Of those patients with a documented
foot exam, 41.3% had abnormal exams. Of patients with abnormal exams,
42.9% had previously been referred to podiatry, and an additional 46.6%
received podiatry referrals after their first Diabetes Clinic visit. In the 12
months prior to the first visit, 56.9% of patients had either been referred to
an ophthalmologist or reported receiving ongoing eye care, and an additional
40.1% of patients received ophthalmology referrals within the 12 months after
that visit.
CONCLUSIONS: The multidisciplinary YPC Diabetes Clinic model had a
positive impact on clinically important diabetes outcome and process

measures. These findings also elucidate areas for improvements in care and
suggest this may be an effective model for other academic internal medicine
residency programs.

IMPLEMENTATION OF EVIDENCE-BASED PSYCHOTHERAPIES
FOR CHRONIC PAIN: A SYSTEMATIC REVIEW
Elizabeth S. Goldsmith1,2; Wendy A. Miller1; Kristen Ullman1,3; Princess E.
Ackland1,2; Adrienne Landsteiner3; Timothy Wilt1,3; Wei Duan-Porter1,3
1Center for Care Delivery and Outcomes Research, Minneapolis VA Health
Care System, Minneapolis, MN
2Medicine, University of Minnesota Medical School Twin Cities,
Minneapolis, MN
3Veterans Affairs Evidence Synthesis Program, Minneapolis VA Health Care
System, Minneapolis, MN. (Control ID #3712133)

BACKGROUND: Chronic pain conditions are common causes of disability in
the United States (US) and are associated with psychological distress. Currently
recommended first-line evidence-based psychotherapies (EBPs) for chronic pain
include cognitive behavioral therapy (CBT), acceptance and commitment ther-
apy (ACT), and mindfulness- based stress reduction (MBSR). To help identify
key gaps for future research on implementation of EBPs for chronic pain, we
completed an evidence review on barriers, facilitators, and evaluations of imple-
mentation strategies for CBT, ACT and MBSR.
METHODS: We searched MEDLINE, Embase, PsycINFO, and CINAHL
from inception through March 2021 for English-language articles addressing
barriers, facilitators and/or evaluations of implementation strategies for eligible
EBPs used to treat chronic pain. Two reviewers screened abstracts and
conducted full-text review to determine eligibility using pre-specified criteria.
Quality of eligible studies was assessed independently by two reviewers. Data
abstraction for quantitative results was conducted by one reviewer and over-
read by another. Qualitative results were independently coded by two
reviewers and final codes reached by consensus. We conducted best-fit frame-
work qualitative synthesis of results.
RESULTS: Twenty eligible studies addressed barriers and facilitators for
uptake of CBT (n=13), ACT (n=4) and MBSR (n=5) for chronic pain. Two
studies examined more than one EBP. Fourteen were conducted in the US,
with six in the Veterans Health Administration (VHA). Nineteen studies were
rated moderate or high quality. Only one eligible study, of a national VHA
training program for CBT for chronic pain, addressed implementation strate-
gies. Common barriers to uptake across EBPs included mismatch between
patients’ pain-related beliefs and their perceptions of core therapy concepts.
Barriers specific to CBT included cultural and communication factors, while
those for MBSR included physical discomfort. Shared facilitators included
positive patient-therapist or patient-group dynamics.
Additional facilitators of CBT included patient readiness for change and
telehealth availability. Patient demographics were inconsistently assessed and
did not consistently predict EBP attendance.
CONCLUSIONS: Eligible studies focused largely on patient-level barriers
and facilitators, with little provider- or system-level information beyond
patient-reported provider communication. Recommendations for future re-
search include (1) using comprehensive frameworks to examine provider-and
system-level barriers and facilitators in clinical practice settings; (2) identifying
patient-level factors contributing to heterogeneity of treatment effects and
uptake; and (3) rigorously evaluating outcomes for implementation strategies
used to increase uptake of evidence-based psychotherapies for chronic pain.

IMPLEMENTING A CASE MANAGEMENT INTERVENTION FOR
FREQUENT USERS OF THE EMERGENCY DEPARTMENT: A
MULTICENTER STUDY IN SWITZERLAND
Patrick Bodenmann1; Madison Graells2; Miriam Kasztura3; Marina Canepa
Allen4; Joanna C. Moullin5; Michel Golay7; Vincent Ribordy8; Olivier Hugli6
1Department of Vulnerabilities and Social Medicine, Unisanté, Center for
Primary Care and Public Health, Lausanne, Vaud, Switzerland
2Département Vulnérabilités et Médecine Sociale, Centre universitaire de
medecine generale et sante publique, Lausanne, Switzerland
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3Vulnerabilities and Social Medicine, Centre universitaire de medecine
generale et sante publique, Lausanne, Switzerland
4Community Health, Lausanne University Hospital, Lausanne, Switzerland,
Mont-la-ville, Suisse, Switzerland
5CurtinMedical School, Curtin University, Perth, Western Australia, Australia
6EmergencyDepartment, Lausanne university hospital, Lausanne, Switzerland
7Broye Intercantonal Hospital, Payerne, Switzerland
8Fribourg Hospital, Fribourg, Switzerland. (Control ID #3706821)

BACKGROUND: Frequent users of emergency department (FUED; ≥ 5 ED
visits/12 months) are often multiply affected by physical, psychological and
social problems. FUED account for a disproportionally high number of ED
visits. Although there is evidence that case management (CM) is a promising
approach to address FUEDs’ complex needs, there is limited knowledge
regarding its implementation process in diverse and community clinical EDs.
This study aimed at implementing CM in public hospital EDs in French-
speaking Switzerland, and evaluate the implementation process and CM
effectiveness.
METHODS: The study used a Type-2 hybrid design focusing on implemen-
tation and clinical outcomes and was conducted across 5 phases (development,
exploration, preparation, operation, sustainability) over 4 years. Consistent
with the RE-AIM framework, we measured three factors at the operation phase
(on-site CM implementation): Adoption, captured as the proportion of eligible
ED hospitals adopting the CM intervention. Reach, participation rate of the
population targeted by CM, captured through activity monitoring in each site.
CM Effectiveness, measured as FUEDs’ trajectories after receiving the CM
during the operation (baseline, 3- and 6-month quantitative assessment of
quality of life [QoL]; ED visits in the 12 months prior to and after enrollment).
RESULTS: Eight out of 13 hospitals decided to implement the CM (62%). ED
staff of the participating hospitals screened 32% of all frequent users visiting
the ED sites during the study. When invited, 55% of patients accepted the CM.
The final sample across sites included 58 FUED, of whom 44 completed the 3-
and 6-month assessments (75.9%). The mean age was 42.2 ± SD (54.4%
female). A Wilcoxon Signed Rank Test showed a significant reduction in
ED visits between baseline and 12-months, z = -4.39, p < .001, with a medium
effect size r = .42. One-way repeated measures ANOVAS were used to
compare participant’s QoL scores at baseline, 3- and 6-months. There were
no significant effect for time on psychological (Wilk’s Lamba =.96, F(2, 44) =
.87, p=.43), social (Wilk’s Lamba =.96, F(2,44) = .98, p=.38) and environment
QoL scores (Wilk’s Lamba =.98, F(2, 44) = .53, p=.6). There was a significant
effect of time on physical QoL (Wilk’s Lamba =.78, F(2, 44) = 6.33, p<.01),
such that physical QoL scores improved over time.
CONCLUSIONS: Our study demonstrated that CM implementation was
feasible in real-world settings and confirmed that CM is a promising way to
decrease ED visits and improved their QoL. Additional research is ongoing to
explore barriers and facilitators of implementation effectiveness across sites.

IMPLEMENTING A DIVERSITY, EQUITY AND INCLUSION CUR-
RICULUM IN AN INTERNAL MEDICINE RESIDENCY PROGRAM
Abdirahman Wardhere1; Saikou O. Saidy2; Rebecca Newman3; Forugh
Homayounrooz1
1Internal Medicine, Stamford Hospital, Stamford, CT
2Internal Medicine, Stamford Hospital, Stamford, CT
3Internal Medicine, Westchester Medical Center/ New York Medical College,
Valhalla, NY. (Control ID #3715753)

BACKGROUND: Health disparities are systemic differences in health deliv-
ery according to race, ethnicity, gender, sexual orientation, gender identity, and
socioeconomic status. Despite national calls to eliminate health disparities, the
graduate medical education does not produce enough well-trained physicians
who are able to address the factors influencing health disparities. At Stamford
Hospital Internal Medicine Residency (IM) program, we have a diverse group
of housestaff who provide care to patient populations from different
backgrounds. We hypothesized that a comprehensive, interactive curriculum
and promoting cultural awareness could positively impact Knowledge, Skills,
and Attitudes (KSA) of IM residents on Diversity, Equity and Inclusion (DEI).

METHODS: An anonymous survey of first, second- and third-year IM
Residents (n=19) was conducted in November 2020 through May 2021. The
survey consisted of questions regarding respondents’ baseline DEI knowledge,
skills, and attitudes. Intervention was implementedwhich included small group
sessions, a mandatory workshop, a documentary and discussion, and medical
grand round lectures. Topics that were covered during intervention included
implicit bias, LGBTQ+ health, racism and health outcomes and micro
aggressions. Reassessment of the impact of the interventions through the
administration of a similar survey was conducted.
RESULTS: In the pre-intervention survey, only 32% of the respondents
agreed with the statement “unconscious bias affects some of my clinical
decisions or behaviors, compared to 50% in the post-intervention. Likewise,
68% of residents felt prepared to care for patients of cultural and ethnic
backgrounds in the pre-intervention compared to 83% in the post survey.
Eighty-nine percent of the residents indicated understanding the role of diver-
sity in health care in pre compared to 100% in post-intervention (1.89 vs 1.44
with p-value 0.016). Similarly, 68% of residents responded that they could
identify strategies for dealing with racism in patient care interactions compared
100% in post intervention (02.37 vs 1.83 with p-value 0.025). 89% of the
residents agreed with the statement, “I believe Blacks and Hispanics are
genetically predisposed to certain diseases more frequently than whites.
CONCLUSIONS:This pilot study showed a knowledge gap in residents from
all post-graduate years. Post intervention there was statistically significant
improvement in the knowledge on healthcare disparities and abilities to iden-
tify and develop strategies on systemic racism and implicit bias in patient care.
It also emphasizes the importance of implementing a comprehensive interac-
tive DEI curriculum to improve residents’KSA in healthcare disparities and to
acquire skills in identifying strategies to tackle racism in healthcare. Based on
the findings from this study, the Stamford Hospital IM program will expand
the current curriculum to improve residents’ KSA towards DEI topics.

IMPLEMENTING HEALTH RELATED SOCIAL NEEDS SCREEN-
ING IN COMMUNITY HEALTH CENTERS
Raman Nohria2; Rubeen Guardado1; Nan Xiao3; Cara Smith3; Keith Nokes4;
Elena Byhoff1
1Medicine, Tufts Medical Center, Boston, MA
2Family Medicine, Duke Medicine, Durham, NC
3Greater Lawrence Family Health Center, Lawrence, MA
4Family Medicine, Greater Lawrence Family Health Center/Lawrence Family
Medicine Residency, Lawrence, MA. (Control ID #3701834)

BACKGROUND:Health-related social needs (HRSN) screening efforts have
reported high rates of identified social needs, particularly among patients
seeking care at Community Health Centers. Emerging data suggests that
HRSN screening should be completed for all patients, rather than targeted
groups. Yet little is known if clinic-based screening implementation efforts
screening successfully captures all primary care patients. The aim of this study
is to evaluate patient representation in 5 years of HRSN screening across 7
affiliated Community Health Centers.
METHODS: This cross-sectional study extracted Electronic Medical Record
(EMR) data from 2016-2020 for all patients screened for HRSN in 7 affiliated
clinics of a federally-qualified health center (FQHC). Unscreened patients were
pulled as a random sample from the study period, then matched based on clinic
site and clinic visit frequency. Sociodemographic traits, comorbid conditions,
and outpatient encounter type and frequency were compared between the
screened and unscreened patient cohorts using descriptive statistics.
RESULTS: Screened patients (N=4731) had a median of 3.3 (±2.5) unmet
HRSN. Compared to a random sample of unscreened FQHC patients, screened
patients had significantly more clinic visits (26.8 vs 16.3; p<0.05) and carried a
higher comorbid disease burden (≥3 conditions: 8% vs 2%; p<0.05). When
matched for clinic visit frequency, screened patients continued to demonstrate
a higher comorbid disease burden than their unscreened counterparts (≥3
conditions, 8% vs 3%; p<0.05), but only had a higher prevalence of 4 chronic
conditions (diabetes, hypertension, chronic kidney disease, and anxiety/
depression).
CONCLUSIONS: Our findings demonstrate a predisposition to screen
patients who visit outpatient services more often and have a higher comorbid
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disease burden. This may be due to provider comfort in asking social screening
questions, increased opportunity to be screened, or both. Implementing clinic
wide HRSN screening in resource-constrained FQHCs may be difficult with-
out first identifying a priori strategies to ensure representative and equitable
screening across the patient population.

IMPLEMENTING STRUCTURED ABSTRACTS IN BUSINESS RE-
SEARCH TO INCREASE UPTAKE OF FINDINGS BY
PRACTITIONERS AND POLICY-MAKERS
Robert G. Badgett1; Céline Rojon2; Adunola Okupe3
1Internal Medicine, University of Kansas School of Medicine Wichita,
Wichita, KS
2Business Psychology, CBS International Business School, Köln, Nordrhein-
Westfalen, Germany
3Lagos Business School, Lagos, Nigeria. (Control ID #3715852)

BACKGROUND: An evidence-practice gap in evidence-based management
(EBMg) has been observed. Closing this could benefit healthcare and many
other industries. An example of a possible barrier in the gap is the “not-
invented-here syndrome” (NIHS), which is a “reluctance [of healthcare] to
adopt and integrate insights from outside disciplines” such as organizational
sciences. We proposed that part of the solution is to improve the readability of
research findings of business scholars for non-experts.
Based on the history of evidence-based medicine (EBM), we addressed the
feasibility of improving the formatting and content of the abstracts from
business research to comply with discipline-agnostic items from the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) state-
ment for writing abstracts.
METHODS: A diverse team of researchers, two in organizational sciences
and one in healthcare, executed a feasibility study of applying the 11 PRISMA
criteria for abstracts of systematic reviews in healthcare to two scholarly
business articles. We edited the original, published abstracts by mostly using
text copied from other sections of the articles.
RESULTS: For both abstracts, we were able to edit to include 7 PRISMA
criteria fully and 1 criterion partially. In neither abstract were we able to list the
number of subjects studied, risk of bias (RoB) assessment of included studies, a
statement of funding, and review registration number.
CONCLUSIONS: We are able to include 2/3s of the PRISMA
recommendations for abstracts. Our impression is the revision of the abstracts
is feasible and results in improved readability. The original and revised
abstracts can be reviewed at http://sumsearch.org/EBMgt. We welcome
comments or suggestions to this project at this link or may email to
rbadgett@kumc.edu, prior to our study which will focus on formally studying
the impact of the new format.

INCIDENCE, CLINICAL CHARACTERISTICS, AND OUTCOMES
OF ACUTE STEMI DURING THE COVID-19 PANDEMIC AT A
TERTIARY REFERRAL CENTER
Syed H. Ali1; Syed Hyder1; Jonathan R. Murrow1,2

1Medical College of Georgia, Augusta University, Augusta, GA
2Piedmont Heart Institute, Piedmont Athens Regional Medical Center, Athens,
GA. (Control ID #3706263)

BACKGROUND: The aim of this study was to describe the characteristics
and in-hospital outcomes of acute ST- segment elevationmyocardial infarction
(STEMI) patients during the COVID-19 pandemic at Piedmont Athens Re-
gional (PAR), a 330-bed tertiary referral center in Northeast Georgia.
METHODS:We conducted a retrospective study involving patients admitted
at PAR to evaluate consecutive STEMI patients admitted throughout an 8-
week period during the COVID-19 outbreak. These patients were compared
with consecutive STEMI patients admitted during the corresponding period in
2019. The primary endpoint was defined as a composite of malignant arrhyth-
mia, congestive heart failure, and in-hospital mortality. Secondary outcomes
included individual components of primary outcome, cardiogenic shock,

mechanical complications, electrical complications, re- infarction, stroke, and
pericarditis.
RESULTS: This study cohort was comprised of 64 consecutive acute STEMI
patients, of whom 30 (46.9%) were hospitalized during the COVID-19 out-
break. STEMI patients in both the COVID-19 and control groups had similar
comorbidities, Killip classification score, and clinical presentations. The me-
dian time from symptom onset to reperfusion (total ischemic time) was
lengthened from 99.5 minutes (IQR 84.8-132) in 2019 to 149 minutes (IQR
96.3- 231.8, p-value = 0.032) in 2020. Hospitalization during the COVID-19
era was independently associated with an increased risk for combined in-
hospital outcome (OR 3.96, p-value = .046).
CONCLUSIONS: STEMI patients admitted during the first wave of COVID-
19 outbreak experienced longer total ischemic time and increased risk for
combined in-hospital outcomes compared to the corresponding period in
2019 at PAR.

INCIDENCE OF RECURRENT VENOUS THROMBOEMBOLISM
DESPITE ANTICOAGULATION
Elizabeth Federici1; Djibril M. Ba2; Guodong Liu2; Douglas L. Leslie2
1Medicine, Division of Hematology/Oncology, Penn State College of Medi-
cine, Hershey, PA
2Public Health Sciences, Penn State College of Medicine, Hershey, PA.
(Control ID #3707690)

BACKGROUND: Venous thromboembolism (VTE) affects approximately 1
in 1,000 persons yearly in the US. Recurrent VTE despite anticoagulation
causes morbidity, mortality, and increased health care expenditure. Recurrence
rates of VTE within the first 6 months of anticoagulation with vitamin K
antagonists are approximately 7%. Between 2012 and 2015, four direct acting
oral anticoagulants (DOACs) were approved for treatment of VTE. Current
incidence of recurrent VTE despite anticoagulation is not well described and
identifying persons at risk is challenging.
We aimed to address these areas of uncertainty utilizing data after use of
DOACs has become standard. We hypothesized that recurrent VTE while on
anticoagulation is a low-incidence disease co-occurring with risk factors in-
cluding transient conditions
METHODS: Utilizing a commercial insurance claims database,
MarketScan®, we identified incidence of recurrent VTE while on
anticoagulation and presence of risk factors. Persons with an index VTE in
2016, restricted to include only those prescribed anticoagulation within 30
days, and who were continuously enrolled for at least 90 days before and 2
years after the index VTE, were included. Demographics, risk factors, and
transient conditions (surgery, pregnancy, and central venous catheter insertion/
removal) were identified based on International Classification of Diseases,
10th Revision (ICD-10) codes and Current Procedure Terminology, 4th Edi-
tion (CPT-4). Transient conditions were included if present within 90 days
prior to and including the date of VTE. Recurrent VTE were identified based
on a second VTE claim occurring within the 2 year follow up but greater than
90 days after the index VTE. We identified prescriptions for estrogen or
antiplatelet within 90 days prior to VTE.
RESULTS: 21,504 unique persons with an index VTE were included in the
analysis. 46.1% were female. Age at index VTE ranged from 0 to 63 years.
54.3% of persons had risk factors. Transient conditions were present prior to
68.0% of index VTE. Prior to index VTE, 5.8% of persons received
prescriptions for estrogen and 3.5% of persons received prescriptions for
antiplatelets. Recurrent VTE occurred in 13.2% of the cohort. Transient
conditions were present prior to 62.2% of recurrent VTE. Prior to recurrent
VTE, 0.9% received prescriptions for estrogen and 1.8% received prescriptions
for antiplatelets. Alternative anticoagulants were prescribed within 14 days of
recurrent VTE for 29.2%.
CONCLUSIONS:Recurrent VTE despite anticoagulation occurred in 1.3 out
of 10 persons within 2-years after index VTE in 2016 among a privately
insured sample. This is a similar incidence to previously described historical
cohorts. The presence of transient conditions in the majority of persons prior to
recurrent VTE suggests a need for improved standards for managing
anticoagulation in perioperative and puerperium timeframes. Further research

JGIM S291



is needed to identify persons at greatest risk of recurrent VTE despite
anticoagulation.

INCREASING AGE IS NOT ASSOCIATED WITH POOR IN-
HOSPITAL OUTCOME OF WATCHMAN DEVICE: INSIGHT
FROM UNITED STATES INPATIENT DATABASE 2016-2019
Biraj Shrestha1; Bidhya Poudel2; Swarup Sharma Rijal3; Dilli R. Poudel4
1internal medicine, Tower Health, Reading, PA
2Internalmedicine, AMITAHealth Saint Francis Hospital Evanston, Evanston,
IL
3Internal Medicine, Reading Hospital, Reading, PA
4Indiana Regional Medical Center, Indiana, PA

BACKGROUND: Left atrial occlusion devices are now recommended for
patients with atrial fibrillation with an elevated risk of stroke but cannot tolerate
oral anticoagulants due to bleeding risk. Despite increasing utilization of
Watchman's device in age more than 80 years, limited data exist about in-
hospital outcome.
METHODS: The national inpatient sample (NIS) was queried for all
hospitalizations with a primary coded diagnosis of atrial fibrillation/flutter
during the year 2016-2019. Hospitalizations for implantation of a percutaneous
left atrial appendage occlusion were selected based on (ICD 10 code
02L73DK). We categorized age into 80 years and above (older) and less than
80 years (younger). Composite outcome of total complications was defined as
presence of any of the following: death, stroke, major bleeding, pericardial
effusion, post-operative hypotension, cardiac arrest, postprocedural congestive
heart failure, implant displacement/leak, and systemic embolism. Associations
of the additional outcomes: length of stay, pericardial effusion, death, and
major in-hospital complications were estimated as odds ratio (OR) after mul-
tivariate logistic regression models adjusted for sex, race, median household
income, and 38 Elixhauser comorbidities.
RESULTS: A weighted estimate of 60,350 LAAO procedures was identified
from 2016 to 2019 in the US. Unadjusted analysis revealed a higher likelihood
of total complications among the older group. However, this was attenuated
after multivariate adjustment [OR 1.12, 0.98-1.27]. Pericardial effusion and
length of stay between the two groups didn't differ before or after adjustment
analyses. Death after the procedure, however, was marginally elevated in both
unadjusted [OR 2.83, 1.09 – 7.30] and adjusted [2.65, 1.02 – 6.87] analyses
(Figure 1).
CONCLUSIONS: Based on this original research, older age group (>=80
years) is not associated with any difference in overall in-hospital
complications. Still, it has marginally elevated post-procedure mortality com-
pared to the younger age.

INCREASING INCLUSION IN RESEARCH: UNDERSTANDING
OLDERADULTS’WILLINGNESS TOPARTICIPATE INCLINICAL
RESEARCH
Jade Refuerzo1; Zoe Phillips3; Harriet Fisher1,4; Blake Boadi1,5; Aisha
Langford2; Sondra Zabar2; Karyn Marsh6; Joshua Chodosh2; Lisa Altshuler1
1Medicine, NYU Langone Health, New York, NY
2Medicine, New York University School of Medicine, New York, NY
3General Internal Medicine, NYU Langone Health, New York, NY
4Rush University Medical Center, Chicago, IL
5Bowdoin College, Brunswick, ME
6Neurology, NYU Langone Health, New York, NY. (Control ID #3715835)

BACKGROUND: Older adults are often underrepresented in clinical re-
search, despite experiencing a disproportionate burden of disease and co-
morbidities. Consequently, many treatment methods and recruitment strategies
are less generalizable to people ages 65 and older. Disparities in research
involvement are further exacerbated for medically underserved
populations—racial and ethnic minorities and low-income households—and
lack of representation is particularly troubling for clinical trials studying health
concerns more prevalent in older adults and minority groups. To achieve
greater diversity and inclusion in research, we conducted individual interviews
to better understand older adults’ perspectives on participating in research.
METHODS: A list of potential study participants (individuals aged 65 and
older) was compiled from partner community-based organizations. If a partic-
ipant consented to an interview, they were asked demographic and qualitative
questions aimed at understanding their willingness to participate in clinical
research. All interviews were recorded, transcribed, and qualitatively analyzed
in Dedoose by three team members.
RESULTS: Of 30 individuals contacted, 10 consented to be interviewed. 7
identified as female and 3 asmale; 5 identified asWhite, 1 as Asian, 2 as Black/
African American, and 1 as Other; and 9 reported previous and/or current
participation in research. Notably, 8 interviewees viewed research participation
as an opportunity to “contribute to science,” and most reported that health
concerns (their own or those of family/friends) were a primary factor influenc-
ing their participation. In one respondent’s words; “[interested participants]
feel that the study may benefit the next generation, their children or
grandchildren.” All interviewees currently participating in research discovered
it through family/friends or social connections established in trusted
institutions. Five respondents indicated monetary compensation was a benefit
of participating in research but not a key motivating factor (e.g., “[compensa-
tion] can be very valuable, but I would be part of it even if I wasn’t paid.”). One
participant, who identified as Black and female, had never participated in
research but expressed interest and recommended there be greater efforts to
facilitate diversity in research.
CONCLUSIONS: Insight from interviews––developing trust, openly ac-
knowledging concerns, and ensuring participants feel valued––are among
many factors that affect older adults’ willingness to participate in research.
Observations will be used to inform strategies to improve recruitment, reten-
tion, and equity in access to clinical research trials. Challenges in recruitment
are evidenced by our small sample size and difficulty reaching older adults
who had never participated in research. We expect to expand the size and
diversity of our sample as we plan to conduct additional in-person interviews.

IN-HOSPITAL OUTCOMES ASSOCIATED WITH RIGHT HEART
CATHETERIZATION IN HOSPITALIZED PATIENTS WITH SEP-
TIC SHOCK
Rhythm Vasudeva1; Abhiram Challa1; Nicholas Tuck1; Mohinder Reddy
Vindhyal2. 1Internal Medicine, University of Kansas School of Medicine
Wichita, Wichita, KS; 2Cardiology, University of Kansas School of Medicine,
Kansas City, KS. (Control ID #3715792)

BACKGROUND: Close hemodynamic monitoring is critical in the manage-
ment of septic shock. The role of right heart catheterization (RHC) in patients
with septic shock remains controversial. This study examines in-hospital
outcomes for patients with septic shock who undergo RHC.
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METHODS: Patients ≥ 18 years with a diagnosis of septic shockwere identified
in the National Readmissions Database (NRD) between 2016 and 2017. Patients
who underwent RHC during their hospital stay were then identified, and patients
with cardiogenic shock were excluded. The nearest propensity matching method
was employed on a 2:1 ratio for several demographic, social and clinical
variables, including acute heart failure. Subsequently, in-hospital outcomes were
compared between patients who underwent RHC versus those who didn’t, using
t-test and chi-squared test as appropriate. Appropriate ICD-10 codes were used,
and statistical significance was set at 0.05.
RESULTS: A total of 1975 patients with septic shock were identified to have
undergone RHC, with a mean age of 62 years and 43% identifying as females.
Patients who underwent RHC had a higher prevalence of chronic kidney
disease, heart failure, coronary artery disease, obesity, coagulation disorders,
electrolyte abnormalities, and alcohol use. After matching, patients with septic
shock who underwent RHC had a higher mortality (42.8% vs 31%, p < 0.001),
increased association with an acute kidney injury (71.5% vs 62.4%, p < 0.001),
greater use of vasopressors (9.1% vs 5.8%, p < 0.001), higher rates of ischemic
stroke (5.4% vs 2.9%, p < 0.001) and paroxysmal atrial fibrillation (25.3% vs
21.4%, p =0.002), longer hospital stay (23.3 days vs 15.3 days, p < 0.001) and
higher hospital costs ($434,214 vs $206,210, p <0.001), when compared to
patients who didn’t undergo RHC . There were no differences in the occur-
rence of hemorrhagic stroke.
CONCLUSIONS: Right heart catherization in patients with septic shock is
associated with increased mortality, morbidity, and resource utilization
outcomes. Our findings suggest limited utility of RHC in the setting of septic
shock. It should, however, be recognized that RHC may have only been
performed in high-risk populations and in centers where the procedure was
available. Other limitations include the administrative nature of the database
and the inclusion of patients with re-admissions.

INTEREST IN VIRTUAL REALITY TRIALS AMONG PATIENTS
WITH CHRONIC PAIN
Genevieve Bryant1; Dominic J. Dhaniram2; Hector R. Perez1
1Division of General Internal Medicine, Albert Einstein College of Medicine,
Bronx, NY
2The City College of New York CUNY School of Medicine, New York, NY.
(Control ID #3715280)

BACKGROUND: Promising new research has shown that virtual reality
(VR) may be effective for treating chronic pain. However, VR may be less
acceptable to populations that are underserved and have low technology use.
Given that VR is a promising new option for chronic pain, further study is
needed in these populations. To better design recruitment strategies for future
trials, understanding how patient characteristics predict interest in participating
in a VR trial for chronic pain is crucial.
METHODS:Weconducted a survey of participants in the Bronx, NY over the
telephone and in-person to evaluate factors associated with interest in partic-
ipating in a study of VR for chronic pain. We recruited adults over 18 with
chronic pain who spoke English using two methods: 1) by utilizing hospital
databases to identify potential participants based on ICD-10 codes, and 2) by
recruiting in-person at a general medicine chronic pain clinic. After initial
consent, participants completed a survey that assessed sociodemographics,
pain severity (PEG scale), use of and attitudes towards technology (Media
and Technology Usage Scale), their knowledge of VR, and their interest in
participating in a VR trial for chronic pain.We used t-tests or chi-square tests to
measure associations between participants with and without interest in partic-
ipating in a VR trial for chronic pain.
RESULTS: Among 130 participants reached who met inclusion criteria, 23
participants (18%) consented. Average age was 57.3, 14 (61%) were female,
and 9 (39%) had a high school education or less. Six (26%) were non-Hispanic
White, 5 (22%) were non-Hispanic Black, and 10 (44%) were Hispanic of any
race. Nineteen (83%) reported at least moderate pain in the last week, andmean
PEG score was 6.4/10. On average, participants reported using text messaging
at least once per day, while smartphone and e-mail use was limited to once per
week. Though most participants (n=16, 70%) had heard about VR, few (n=3,
13%) had ever used VR and fewer had heard about its potential use for pain
(n=1, 4%). Most participants (n=17, 74%) reported being at least somewhat

interested in participating in a VR trial for chronic pain. Among those who did
not have interest in participating, 2/6 (33%) reported not understanding how
VR could reduce pain symptoms. Sociodemographics, educational level, pain
severity, smartphone usage, and attitudes towards technology were not signif-
icantly associated with interest in participating.
CONCLUSIONS: In this sample of relatively low technology users with
chronic pain, most participants knew of VR but few knew about its potential
use for pain. Most participants reported at least being somewhat interested in
participating in future VR trials, and those without interest reported gaps in
understanding how VR could help. This research shows high interest in
participation in VR trials, and points to the importance of incorporating
education to modify knowledge gaps in future recruitment strategies.

INTERNETSEARCH INTEREST IN LABVALUES INCONTEXTOF
THE 21ST CENTURY CURES ACT - A SEARCH ENGINE TRENDS-
BASED ANALYSIS
Pavan P. Shah1,2; Galen Shi1,2; Madeline Hooper4,2; Nicole Bocskocsky2;
Peter S. Glass3,2
1School of Medicine, Johns Hopkins University, Baltimore, MD
2Elaborate Health, New York, NY
3Department of Anesthesiology, Stony Brook University, Stony Brook, NY
4College of Medicine, USF Health Morsani College of Medicine, Tampa, FL

BACKGROUND: In recent years, the US healthcare system has implemented
new avenues for patients to directly access health data. With the enactment of
the 21st Century Cures Act on 4/5/2021, health systems are now required to
release personal health data, including laboratory results, directly to patients.
While direct–release labs have increased patient engagement, there is concern
that patients may not have access to adequate resources to interpret these values
and correspondingly may utilize the internet as a source for information. This
study aimed to analyze trends in search interest for lab-related terms in the
United States over the past two years.
METHODS: Google Trends (Google. Available: http://www.google.com/
trends/) was queried for weekly search interest scores from 12/22/2019-12/
12/2021. Data was collected for ten individual lab values ("HbA1C", "Estro-
gen", "WBC", "TSH", "FSH", "LDL", "LH", "Cortisol", "Cholesterol", and
"HDL"), along with two general healthcare terms ("health" and "healthcare")
and two lab panel names ("CBC" and "CMP") as comparison groups. Unpaired
t-tests were used to compare search interest for each term between the pre-
Cures (12/22/2019-4/3/2021) and post-Cures (4/4/2021- 12/12/2021) periods.
Linear regression was used to determine trends in average search interest for
each variable category over the two-year period.
RESULTS: Search interest scores for nine out of ten individual lab values
significantly increased in the post-Cures period (p<0.05). There was no differ-
ence in search interest for any of the four general health terms or lab panels
(p>0.05). Linear regression demonstrated a positive slope for averaged search
interest in individual lab values (p<0.0001) and a non-significant slope for
averaged search interest in general health terms (p=0.28) and lab panel names
(p=0.36) (Graphic).
CONCLUSIONS: Internet search interest regarding individual lab values has
increased in recent years, while search interest in general healthcare terms has
remained stable. This suggests patients are utilizing the internet as a source
when interpreting their lab data. It is important to further explore how patients
are engaging with health data documentation, such as lab results, to ensure
utilization of clinically-credible educational resources.
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IN THEIR OWN WORDS: PERSPECTIVES OF IPV SURVIVORS IN
THE ARISE STUDY ON SAFETY AND HEALING
Anita S. Hargrave1; Carol Dawson-Rose2; FionaNg2; Jessica J. Valdez2; Leigh
Kimberg1
1Internal Medicine, University of California San Francisco, San Francisco, CA
2University of California San Francisco School of Medicine, San Francisco,
CA. (Control ID #3706502)

BACKGROUND: Intimate partner violence (IPV) describes many forms of
harm including physical, sexual, psychological, economic, and stalking by a
current or former intimate partner. Women within the safety net system have
approximately two times the risk of experiencing IPV or sexual violence
compared to the general population. IPV occurs in the context of structural
drivers of violence which limit resources and safety options – and it is
associated with negative health implications over the lifetime. Studies have
showing that screening for IPV may be one mechanism of preventing and
mitigating the impact of experiencing IPV. However, more research is needed
to understand what current policies, programs and practices within healthcare
settings are beneficial, detrimental or insufficient to promote safety and healing
for women experiencing IPV.
METHODS: We conducted independent, semi-structured interviews of 45
women enrolled in the ARISE Study cohort. Participants were patients in San
Francisco Health Network (SFHN) clinics who identified as adult women aged
18 to 64 who had been experiencing IPV within the 12 months prior to
enrollment. The SFHN is the public health care safety net delivery system in
San Francisco. We conducted a combined inductive and deductive thematic
analysis of our qualitative data to examine a range of expected and unexpected
individual and structural factors related to experiences of violence, survival and
safety strategies, methods of coping or healing, and interactions with
healthcare.
RESULTS:We identified several common themes from the interviews, which
were tied to intrapersonal, interpersonal, and systemic barriers and facilitators
to safety and healing. Intrapersonal factors included shame, guilt, fear, and
minimization of one’s own experience. Interpersonal factors included (1)
Perceivedmotivations, empathy, and sociocultural understanding of healthcare
workers; (2) Length and quality of relationships with clinicians; (3) Repeated
or forced requests for disclosure without therapeutic alignment. Systemic
factors included (1) Fears regarding confidentiality and police or CPS involve-
ment leading to incarceration of the intimate partner or forced separation from
children; (2) Flexibility in type of appointment, proximity to clinic and time
constraints in clinic; (3) Options for shelter/housing, childcare, case manage-
ment and access to confidential IPV counseling provided in clinical settings;
(4) Competing demands to care for children or family.
CONCLUSIONS: The healthcare setting has the potential to prevent and
diminish the impact of IPV. However, many women experiencing IPV do
not benefit from this support due to interpersonal and systemic barriers that
they encounter in the healthcare setting. Successful trauma informed
transformations within healthcare systems must address both to improve safety
and healing for survivors.

IS TELEHEALTH EFFECTIVE FOR DIABETES CARE FOR THE
UNDERSERVED, MINORITY AND COMPLEX PATIENTS
Sherrie H. Kaplan2,1; Nairi Berner1; Andrew Reikes1; Alpesh Amin1; Robert
Wilson2,1; Sheldon Greenfield2,1; Wenjun Fan3
1Department of Medicine, University of California Irvine, Irvine, CA
2Health Policy Research Institute, University of California Irvine, Irvine, CA
3Medicine, University of California Irvine, Irvine, CA. (Control ID #3711802)

BACKGROUND: The rapid conversion to telehealth services as an alterna-
tive to in-person ambulatory care in response to COVID-19 required abrupt
adaptations by patients with diabetes and their providers, that may have
resulted in poorer outcomes for subgroups of the population.
METHODS: We conducted a longitudinal population study from a diabetes
registry with clinical and administrative data maintained for all patients with
diabetes seen at an academic medical center. From this registry, we identified
all patients seen at least once in the year before and after 03/20/20 at any of the

16 ambulatory care clinics at this site (n=9760) who also had ≧ 1 HbA1c value in both

periods (n=4710), and those with ≧ 2 visits and ≧ 2 HbA1c values in the same periods
(n=1553). We compared patient characteristics (age, gender, race/ethnicity,
Charlson comorbidity score), clinic site [Federally Qualified Health Centers
(FQHCs) vs. other ambulatory care sites], total number of ambulatory visits and

number of telehealth visits, mean HbA1c mean value and % in poor control (HbA1c ≧ 9%) for both
groups of patients. We used odds ratios for bivariate comparisons and logistic
regression for multivariable analyses.
RESULTS: The mean age of patients with ≧ 1 visit in the pre-post periods was 62.5 [SD 14.0], 47%

were female, 40% were Hispanic, 28% had a Charlson score greater than the
median, 37% were seen at an FQHC, and 18.9% had poor glycemic control (HbA1c

≧9%). Characteristics for patients with ≧ 2 visits were comparable. Poor control was more likely

among those seen at FQHC sites (OR=3.17, p<.0002), those ≧65 years (OR=3.53, p<.0001), those with
substantial comorbidity (Charlson ≧ median value, OR=1.40, p=.0011), Hispanic patients (OR=3.08,

p<.0001) and those seen by telehealth (OR=1.59, p<.0001). Results for patients with ≧ 2 visits and

corresponding HbA1c values were comparable. Parameter estimates from the logistic regression model

predicting HbA1c ≧ 9% were all statistically significant and in the expected direction for
the variables considered.
CONCLUSIONS: Telemedicine is currently being considered for continua-
tion as an accepted, efficient and safe mode of healthcare delivery. However, it
may not be effective for specific subgroups of patients with chronic diseases
such as diabetes in which patient partnership and the provider patient relation-
ship are key to optimizing outcomes. Further, advances in the delivery of
telehealth care, including easily accessed high quality technologies are needed
to ensure that remote healthcare delivery does not further increase disparities in
health outcomes, particularly for the poor, underserved, minorities, elderly and
those with complex diseases.

KEY STAKEHOLDERS EXPERIENCES WITH SUPPORTING
VETERANS’ SOCIAL NEEDS WHEN TRANSITIONING FROM
HOSPITAL TO HOME WITH HOME HEALTH CARE: NOVEL
FINDINGS FROM THE TRANSITIONS NURSE PROGRAM
Marguerite Daus1; Ariel Holstein1; Michaela McCarthy1; Roman A. Ayele1;
Deisy Hernandez Lujan1; Lexus L. Ujano- DeMotta1; BrianneMorgan1; Heidi
Sjoberg1; Christine D. Jones1,2
1Denver-Seattle Center of Innovation (COIN), Eastern Colorado Health Care
System, Aurora, CO
2Medicine, University of Colorado, Denver, CO. (Control ID #3710420)

BACKGROUND: Veterans have unique needs related to their military service
that may exacerbate their risk for adverse clinical outcomes. Veterans’ social
needs (e.g., access to healthy food, housing, transportation, financial insecurity)
are particularly understudied and affect their ability to safely transition from
hospital to home. To better understand these factors, we interviewed stakeholders
who have major roles facilitating Veterans’ transitions from hospital to home
with home health care (HHC). We aimed to examine the barriers to meeting
Veterans’ social needs during these transitions for those receivingHHCgiven the
unique perspective of HHC staff and their access to the home environment.
METHODS: Qualitative data were collected through interviews with
Veterans Affairs (VA) and HHC stakeholders. Participants were asked about
care coordination between VA and HHC providers and the social needs of
Veterans in their transition from hospital to home. We conducted one-on-one
interviews with VA stakeholders, HHC staff, a social worker, and a chief
medical officer. Interviews were recorded, transcribed, and analyzed induc-
tively using thematic analysis with ATLAS.ti 9.0.
RESULTS: To date, we have conducted 10 interviews at 4 VAMedical Centers
(VAMCs) with 4 VA stakeholders (hospitalists [n=2], chief medical officer
[n=1], social work coordinator [n=1], and 6 HHC staff/clinicians). Several
themes emerged from stakeholder interviews: 1. Access to HHC for Veterans:
insurance status and rurality affected Veterans’ ability to receive HHC, resulting
in not receiving necessary care upon transition home, 2. Lack of social support:
VA staff experienced difficulties finding an agency to provide HHC for Veterans
without caregivers or other social support which affected Veterans’ ability to
return home, 3. Limited staff capacity: both HHC agencies and VAMCs had
staffing issues that resulted in missed opportunities for community resource
referrals addressing social needs and care coordination, 4. Lack of interagency
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communication: HHC providers lack a pathway to report social needs to VA
providers, resulting in Veterans’ social needs going unmet.
CONCLUSIONS: The VA is uniquely positioned to work with HHC agen-
cies to detect and address Veterans’ social needs given its national, integrated
health care system. To facilitate this process, considerations should include
streamlined pathways for Veteran access to HHC, programming to facilitate
social support, increased staffing for care coordination and community re-
source referral, and clear, closed-loop communication between VA and HHC
providers. These barriers will inform intervention development for future
implementation projects among VAMCs across the nation.

LEADERSHIP PERSPECTIVES ON TELEMEDICINE IMPLEMEN-
TATION IN THE LOS ANGELES SAFETY NET DURING THE
COVID-19 PANDEMIC
Alejandra Casillas1; Elizabeth Wang1; Anshu Abhat2; Griselda Gutierrez2;
Arleen F. Brown1
1Medicine, David Geffen School of Medicine @ UCLA, Los Angeles, CA
2Los Angeles County Department of Health Services, Los Angeles, CA.
(Control ID #3715766)

BACKGROUND: Safety net health care systems (which disproportionately
serve racial/ethnic minority, low-income, and/or Limited English Proficient
(LEP) populations) care for patients who face a multilevel “digital divide.” The
transition to telemedicine prompted by the Coronavirus-19 disease (COVID-
19) pandemic facilitated continuity of care in some settings. However, most
safety net health systems were left ill-prepared to address challenges to digital
uptake among their patients, individuals who already face language and
literacy barriers that negatively impact health access and health outcomes.
Because there is little evidence on telemedicine implementation strategies in
safety nets, we examined perspectives from leadership and frontline healthcare
workers in the Los Angeles County Department of Health Services (LAC
DHS), the second largest safety net in the United States, regarding facilitators
and barriers for effective and patient-centered telemedicine implementation in
a safety net setting.
METHODS: We conducted 20 in-depth interviews with LAC DHS
physicians, nurses, medical/nursing directors, and administrative leadership
between October 2020 and December 2020. Interview scripts included
questions about telemedicine experiences, technology, staff resources, needs,
and facilitators for their implementation, (focusing on video visits). Qualitative
analyses involved a deductive approach, with thematic summaries of transcript
content using Atlas.ti software.
RESULTS: Each of the 5 major LAC DHS centers (encompassing diverse
health settings across all of Los Angeles county) were represented among the
participants. Based on these interviews, a process map was developed-
outlining the numerous staff and patient steps needed to achieve a single
LAC DHS telemedicine video visit, alongside identified facilitators and
barriers. Themes surrounding telemedicine implementation were identified at
the patient, clinic/provider, health system levels with accompanying exemplar
quotations. These included: preparedness for digital access and utilization
(patient), staff empowerment to implement visits (clinic/provider),
telemedicine technology infrastructure (system), among others.
CONCLUSIONS: Telemedicine implementation in the safety net setting will
require a team-based approach, and patient, clinic, and health system level
themes must be considered when disseminating telemedicine services across
safety net settings. In particular, participants emphasized prioritizing “high-
touch” efforts to enroll patients in their health portal as an entry to digital health
engagement/education, and facilitating access to telemedicine visits.
Participants also highlighted robust workflows, having defined staff
telemedicine “champions,” and multidisciplinary teams that could focus on
telemedicine access for patients. Future research will also need to focus on
safety net patients’ experiences with telemedicine access and quality.

LEADING CAUSES OF DEATH AMONG CHINESE AMERICANS,
2006-2017
Natalie Wang1,4; Ethan Bakal2,4; Ngan Nguyen3,4

1Department of Computational and Systems Biology, University of California
Los Angeles, Los Angeles, CA
2Department of Biology, New York University, New York, NY
3Department of Psychology, Fulbright University Vietnam, Ho ChiMinh, Viet
Nam
4Center for Asian Health Research and Education, Stanford University School
of Medicine, Stanford, CA. (Control ID #3709372)

BACKGROUND: Chinese Americans are the largest Asian American sub-
group and one of the fastest growing major ethnic groups in the United States.
Previous mortality research on Chinese Americans is limited and has often
aggregated this population into a larger “Asian American” umbrella group that
distorts the true nature of Chinese American mortality. Filling this knowledge
gap is critical to addressing the major potentially preventable causes of death in
this fast-growing community. Our study therefore describes the leading causes
of mortality among Chinese Americans for the years 2006-2017 and compares
trends in mortality by sex, nativity, and with non-Hispanic whites (NHWs).
METHODS: This was a retrospective observational study using 2003 U.S.
Standard Death Certificate data from the National Vital Statistics System
(NVSS) and population data from the American Community Survey (ACS)
for the years 2006-2017. We examined the leading causes of death in 134,062
Chinese Americans, stratified by biological sex and nativity, compared to
21,345,286 Non-Hispanic white (NHW) decedents. We calculated the propor-
tion of each cause within the ten leading causes of death. Additionally, we
reported annual, 12-year age-adjusted mortality rates (AMRs) per 100,000
person-years with 95% confidence intervals for each cause, and used annual
AMRs to determine trends over time through linear regression.
RESULTS: From 2006-2017, both foreign-born and U.S.-born Chinese
Americans had a lower all-cause mortality burden compared to NHWs. The
three leading causes of death (heart disease, cancer, and cerebrovascular
disease) accounted for nearly three-fourths of the ten leading causes of death
across race and nativity. Heart disease was the leading cause of death among
NHWs and the second leading cause of death among Chinese Americans,
whereas cancer was the leading cause of death among Chinese Americans and
the second leading cause among NHWs. For both sexes, U.S.-born Chinese
Americans had higher rates of mortality due to heart disease (98.21 compared
to 80.44 per 100,000 person-years), while foreign-born Chinese Americans
had relatively higher rates of mortality due to cancer (113.3 to 100.55 per
100,000 person-years).
CONCLUSIONS: There was a small but observable difference in mortality
between foreign-born and U.S.-born Chinese Americans, in which the foreign-
born group had a slightly higher mortality burden than the U.S.-born one.
Furthermore, Chinese Americans and NHWs differ in their ranking of heart
disease and cancer in leading causes of death. Despite this, the mortality burden
overall was lower forChineseAmericans compared to theNHWreference group.

LIKELIHOOD OF LUNG CANCER SCREENING BY POOR
HEALTH STATUS AND RACE/ETHNICITY IN US ADULTS, 2017-
2020
Alison S. Rustagi1; Amy Byers3,4; Salomeh Keyhani2
1Medicine, University of California San Francisco, San Francisco, CA
2Medicine, University of California at San Francisco, San Francisco, CA
3Psychiatry and Behavioral Sciences, University of California San Francisco,
San Francisco, CA
4Research Service, San Francisco Veterans Affairs Health Care System, San
Francisco, CA. (Control ID #3715068)

BACKGROUND: Lung cancer screening (LCS) can prevent lung cancer
death through surgical resection of early-stage cancers. It is unknown whether
baseline health –which can affect surgical candidacy – is associated with LCS.
Though LCS is more efficacious for Black individuals, it is unknown whether
racial disparities exist in LCS. We sought to determine whether poor health is
associated with LCS, and whether racial/ethnic disparities exist with LCS
independent of health.
METHODS: This cross-sectional study used data from the 2017-2020 Be-
havioral Risk Factor Surveillance System (BRFSS). Individuals 55-79 years,
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with ≥30 pack-year smoking history, and current smokers or those who quit
within 15 years were included. Lung cancer survivors were excluded. The
primary exposures were self-rated health status and race/ethnicity. The primary
outcome was receipt of LCS. Logistic regression models were used to quantify
associations.
RESULTS: Of 14,550 individuals, representing 3.68 million Americans,
17.0% (95% confidence interval (CI): 15.1- 18.9%) reported LCS. Health
status was associated with LCS: 25.2% (95% CI: 20.6-29.9%) of those in poor
health vs 7.6% (5.0-10.3%) of those in excellent health reported LCS
(p<0.001). Adjusted for sociodemographic factors, functional status, and
comorbidities, self-rated health remained a significant correlate of LCS (aOR
1.19 per each one- step decline in health, 95% CI: 1.03-1.38), and Black
individuals were 53% less likely to report LCS than white individuals (aOR
0.47, 95% CI: 0.24-0.90). Results were robust in sensitivity analyses using
number of comorbidities to quantify health status.
CONCLUSIONS: LCS is more common among those who are less likely to
benefit from screening due to poor underlying health. Further, racial/ethnic
disparities were evident after accounting for health status, with Blacks nearly
half as likely as whites to report screening. Screening efforts should focus on
reaching healthier and non-white individuals.

LONGITUDINAL CHARACTERIZATION OF PRESENTATION
CLINICAL TRAITS IN PATIENTSDURING INDEXANDAT LEAST
ONEREADMISSION POST-ACUTECOVID-19 HOSPITALIZATION
John Edwin D. Sia, Precious Idogun, Dillan Patel, Karen Hamad, Wilhelmine
Wiese-Rometsch
Graduate Medical Education, Florida State University, Sarasota, FL

BACKGROUND: COVID-19 patients at hospitalization exhibit heteroge-
neous risk factors putatively associated with hospital mortality. However,
stability of risk stratification across readmission (ReAdm) remains unclear.
We evaluated longitudinal patterns in presentation clinical traits at index
COVID-19 hospitalization and subsequent ReAdm(s).
METHODS: Under IRB exemption, discharge electronic medical records
underwent extraction of presentation demographics, anthropometrics, labora-
tory results, and ICD-10 codes. Univariate logistic regression was used to test
association (p<.05) of putative clinical traits with COVID-19 hospitalization
mortality. Continuous data summarized with median [IQR] were compared
using Kruskal-Wallis K statistic. Discrete data summarized as counts or
proportions were compared with chi-squared test. Confounders statistically
balanced included age, sex, race, comorbidities, and attendant local 4-surges of
pandemic. Statistical significance was Bonferroni corrected for multiple
contrasts at .017.
RESULTS: Among patients discharged alive not to hospice between
March 18, 2020 and September 30, 2021, 4430 underwent index COVID-19
hospitalization. Incident with at least one subsequent ReAdm was experienced
respectively by 630 and 166 patients. There was no difference in median age
76 [62,85] years among 45% woman distributed across Whites (82%), Blacks
(9%) and other races (9%). Time to incident and first subsequent ReAdm
respectively was 14 [4,59] vs 21 [6,54] days. Prominent comorbidity preva-
lence sustained included hypertension (54%), diabetes (34%), chronic pulmo-
nary disease (29%), obesity (24%), and coagulopathy (15%). Significant
differential comorbidity prevalence manifested sequentially with deficiency

anemias (26%, 32%, 49%) and heart failure (23%, 28%, 38%). Notable at two
or more ReAdms and consistent with some comorbidity patterns, is signifi-
cantly worsening hypoalbuminemia, anemia, neutropenia with increasing cre-
atinine, pBNP and D-dimer.
CONCLUSIONS: Patients undergoing ReAdm demonstrated that character-
izing trends in SARS-CoV-2 evoked clinical traits may reveal mitigable
features of post-acute COVID-19 syndrome. Evaluating linkage between
biomarkers and comorbidities across ReAdm patterns can identify those of
value for estimating a given outcome.

LONGITUDINAL CLINICAL TRAITS OF HEART FAILURE
PAT IENTS READMITTED POST COVID - 1 9 INDEX
HOSPITALIZATION
Katherine Burns1; Bobby Malik1; Ricardo Villasmil1; Zachary Whiteside1;
Wilhelmine Wiese-Rometsch2; Karen Hamad2
1Internal Medicine Residency, Florida State University College of Medicine,
Tallahassee, FL
2Graduate Medical Education, Florida State University, Sarasota, FL

BACKGROUND: Severe acute respiratory syndrome-coronavirus-2 (SARS-
CoV-2) has substantial morbidity and mortality in patients with heart failure
(HF). Hospital mortality exceeds 30% in the American Heart Association’s
COVID-19 Cardiovascular Disease registry. We characterized clinical traits
associated with progression to critical illness (PCI, ICU admission or hospital
death) during index and subsequent hospitalizations in SARS-CoV-2 infected
patients with extant HF.
METHODS: Electronic health records underwent extraction of demographics,
anthropometrics, vital signs, laboratory tests, and ICD-10-CM-based
Elixhauser comorbidity categories. Univariate logistic regression was used to
identify features associated with PCI. Continuous data summarized with
median [IQR] were compared using Kruskal-Wallis test and discrete data with
chi-squared test. Confounders statistically balanced included age, sex, race,
COVID-19 directed treatment, and 4-waves of pandemic.
RESULTS: Among HF patients admitted between March 14, 2020 and
September 30, 2021, 530 underwent index COVID-19 hospitalization. Among
those, 111 were readmitted once, and 43 readmitted at least twice. Index
admission median age was 75 [65-84] years, body mass index (BMI) 29.5
[24.9-35.3], and time to readmission 247.7 [44.7-784.1] days. Subsequent time
to readmission was 34.7 [5.7-92] days. Most common admission comorbidities
were hypertension (81%), diabetes (43%), renal failure (42%), obesity (38%),
chronic pulmonary disease (36%), and deficiency anemia (32%). The most
common comorbidities at second readmission were renal failure (60%), defi-
ciency anemia (53%), diabetes (40%), and chronic pulmonary disease (40%).
PCI occurred in 32% of index admissions, 21% of first readmissions, and 14%
of second readmissions. Hospital death or discharge to hospice occurred in
28%, 18%, and 23% of readmissions respectively.
CONCLUSIONS: Days to readmission declined revealing impact of inflam-
mation and immunomodulation caused by SARS-CoV-2. Although hyperten-
sion was the most common comorbidity at index admission it was the least
common at subsequent readmissions. This may represent improved control or
death of those poorly controlled. Renal failure being the most common
comorbidity at second readmission may represent worsening function due to
SARS-CoV-2 infection and injury or worsening HF syndrome. Progressively
worsening pBNP and hsTnI likely reflect direct myocyte injury by heightened
entry of SARS-CoV-2 viral particle due to expression of angiotensin-
converting enzyme 2. HF patients should be urged to undergo SARS-CoV-2
vaccination with apropos boost.
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LONGITUDINAL PATTERNS OF POPULATION AND
INDIVIDUAL-LEVEL HEALTH-RELATED SOCIAL NEEDS
Nancy Haff1,2; Gauri Bhatkhande1; Dana D. Antol2; Charron Long2; Andrew
Renda3; William Shrank3
1Center for Healthcare Delivery Sciences (C4HDS); Division of
Pharmacoepidemiology and Pharmacoeconomics, Brigham and Women's
Hospital Department of Medicine, Boston, MA
2Healthcare Research, Humana Inc, Louisville, KY
3Bold Goal & Population Health Strategy, Humana Inc, Louisville, KY.
(Control ID #3715710)

BACKGROUND: While almost half of US adults report a health-related
social need (HRSN), little is known about how an individual’s HRSNs change
over time. Existing research on HRSNs has mostly focused on cross-sectional
studies and has been geographically localized. To overcome these limitations,
we examined longitudinal patterns of HRSNs among a large nationwide cohort
of Medicare beneficiaries.
METHODS: We used data from a longitudinal nationwide cohort of
individuals ≥65 years of age enrolled in Humana Medicare Advantage plans.
Four surveys were administered approximately quarterly between Q4 2019 to
Q4 2020 and asked validated questions about financial strain, food insecurity,
loneliness or social isolation, housing insecurity, poor housing quality, utility
insecurity, and unreliable transportation. We restricted our analyses to those
who responded at least in part to all 4 surveys. We used Sankey plots to
visualize transitions in individual patients’ total number of reported HRSNs
over time. We also used baseline patient characteristics drawn from medical
and pharmacy claims data to characterize 3 distinct groups: 1) no HRSN across
all quarters, 2) any fluctuation between 0 and ≥1 HRSN, and 3) ≥1 HRSN
across all quarters.
RESULTS: Of 18,881 individuals, the overall number reporting HRSNs was
relatively consistent over time. Specifically, financial (29.6-31.3%), food
(18.7-19.8%), and housing quality (15.9-17.3%) were the most frequent needs
across each quarter. However, when characterized at the individual level,
patients reported substantial fluctuations in need: 27.7% reported no HRSNs
in all four quarters; 45.5% fluctuated between having 0 and ≥1 HRSN across
the four quarters; 26.8% reported ≥1 HRSN in all 4 quarters. For example, of
those who reported one HRSN in Q1, 44.8% transitioned to no need in Q2.
Demographic and clinical characteristics differed across the three groups. For
example, female gender, Black race/ethnicity, residence in the South, and
higher comorbidity burden were disproportionately represented in those
reporting ≥1 HRSN in each quarter, followed by those with fluctuating needs.
CONCLUSIONS: In this nationwide survey of health-related social needs
among Medicare beneficiaries, while the overall prevalence of HRSNs was
consistent over time, we observed marked fluctuation in individuals’ needs
during the year observed. This fluctuation occurred over all quarters and did
not change after the COVID-19 pandemic began. Our findings have important
ramifications for health systems or communities that wish to offer support for
these patients. In some populations, screening for needs may have to happen
more frequently than typically done at present. Support may need to be offered
rapidly as patients experience a change in need. Key demographic and clinical
characteristics also appear to differ for patients experiencing consistent or
fluctuating needs, which could be used as potential identifiers for those at
greatest need.

LONGITUDINAL RELATIONSHIPS AND RACIAL DISPARITIES
BETWEEN A HISTORY OF INCARCERATION AND HYPERTEN-
SION AND DIABETES RISK
Rachel Engelberg1,2; Joy D. Scheidell1; Maria R. Khan1
1Population Health, NYU Langone Health, New York, NY
2Internal Medicine, NYU Langone Health, New York, NY. (Control ID
#3707469)

BACKGROUND: Adults with a history of incarceration are known to have
increased rates of hospitalization and death due to cardiovascular causes.
However, less is understood about the longitudinal relationships between
incarceration and subsequent development of cardiovascular disease risk

factors of hypertension and diabetes, particularly among minority populations.
In this study, we evaluated the influence of incarceration in early adulthood on
the development of hypertension and diabetes in mid-adulthood among differ-
ent racial/ethnic subgroups.
METHODS: We performed a secondary data analysis using the National
Longitudinal Survey of Adolescent Health (Add Health) to determine whether
a history of incarceration reported in early adulthood (ages 24-32) predicts an
increased risk of hypertension and diabetes measured at mid-adulthood (ages
33-43). The primary exposure was lifetime history of incarceration. Primary
outcome measures were hypertension (defined by systolic blood pressure >
140 mmHg, diastolic blood pressure > 90 mmHg, or self-reported use of anti-
hypertensive medication), isolated systolic blood pressure > 140 mmHg, and
diabetes (hemoglobin a1c > 6.5%). Findings were analyzed by racial and
ethnic subgroups (non-Hispanic White, non-Hispanic Black, Hispanic/Latinx
and Asian) using Poisson regression modeling to identify disparate outcomes
among prevalence and risk.
RESULTS: Formerly incarcerated non-Hispanic Black and Hispanic/Latinx
participants saw a higher prevalence of hypertension when compared to never
incarcerated peers within the same racial/ethnic subgroup (51.0% compared to
39.5% among non-Hispanic Black, 30.4% compared to 18.9% among
Hispanic/Latinx). In adjusted models, there was evidence that a history of
incarceration may be associated with a systolic blood pressure > 140 mmHg
among non- Hispanic Black (Adjusted risk ratio (ARR): 1.3, 95% confidence
interval (CI): 0.8-2.4) and Asian groups (ARR: 2.8, CI: 0.9-8.9) but not among
non-Hispanic White or Hispanic/Latinx groups. Formerly incarcerated
Hispanic/Latinx participants saw a higher prevalence of diabetes (28.2%
compared to 12.6% among never incarcerated Hispanic/Latinx participants),
with adjusted analyses suggesting Hispanic/Latinx groups with a history of
incarceration trend toward being twice as likely to develop diabetes than their
never incarcerated peers (ARR: 1.9, CI: 0.9-3.8).
CONCLUSIONS: Pre-existing racial/ethnic disparities among hypertension
and diabetes may be exacerbated by the criminal legal system. Our findings
support a trend of increased risk for hypertension, elevated systolic blood
pressure, and diabetes among minority populations who experience incarcer-
ation. Further research is needed to elucidate causal mechanisms and underly-
ing etiologies for correctional-related health disparities among minority
populations.

LONG-TERM OUTCOMES OF A ONE-YEAR HYPERTENSION
QUALITY IMPROVEMENT PROGRAM IN A LARGE HEALTH
SYSTEM
Elizabeth Pfoh3; Jarrod E. Dalton1; Robert Jones2; Michael B. Rothberg3
1Cleveland Clinic, Cleveland, OH
2Value Based Operations, Cleveland Clinic, Cleveland, OH
3Internal Medicine, Cleveland Clinic, Cleveland, OH. (Control ID #3712174)

BACKGROUND: Quality improvement (QI) programs can improve care
processes in the short term, but whether these improvements persist once
programmatic support ends is unknown. Understanding whether primary care
sites can uniformly retain improvements over time and across locations can
inform resource allocation. We previously reported that a QI program reduced
elevated blood pressure (BP) among primary care patients, mainly through
medication intensification. Our objective is to identify whether practices
maintained these gains after the program ended and report the extent to which
the rate of BP control and medication intensification varied across practice
sites.
METHODS: We conducted a retrospective cohort study at a large integrated
health system. We included adults who had a primary care visit between 2015
and 2019 and a diagnosis of hypertension. The one-year QI program occurred
in 2016. Our primary outcome was BP control (<140/90 mmHg) at the last
reading of 2015 (pre-implementation), 2016 (at the end of the program) and
2019 (3-year follow-up). Additionally, we identified the adjusted percent of
individuals who received medication intensification within 30 days of an
elevated BP reading. To examine variation in control across locations, we
identified the predicted probability of control for each patient using amultilevel
logistic regression model, which included year, demographic, health
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characteristics, and practice site. We then calculated the average predicted
control for each practice every year. Finally, we grouped practices by the
proportion of their patients whose BP was below 140/90mmHg in 2016:
lowest-performing (<75%), middle (≥75%-<85%), and highest-performing
(≥85%).
RESULTS: The dataset contained 184,981 patients. From 2015-2019, the
percent of patients in control increased from 74% to 82%. In 2015, 38% of
patients with elevatedBP receivedmedication intensification. This increased to
44% in 2016 and 50% in 2019.
The percentage of patients in control varied by location (from 62% to 91% in
2016 and 68% to 90% in 2019). All but one practice had a substantial increase
from 2015 to 2016, and most maintained the gains. Between 2015 and 2016,
the lowest-performing practices averaged an 8% increase in control and a 2%
increase between 2016 and 2019. The highest performing practices averaged a
6% increase between 2015 and 2016 and a 0.05% increase between 2016 and
2019, suggesting a ceiling effect between 85% and 90%. Higher-performing
practices were significantly more likely to intensify medications than lower-
performing practices.
CONCLUSIONS: Clinical practices maintained gains from a QI program
three years after it ended. However, there was substantial variation across
practices. Low-performing locations have room for improvement and should
be the focus of additional QI efforts.

LOWER THE FLAG: AN INVESTIGATION INTO BEHAVIORAL
ALERTS IN THE ELECTRONIC HEALTH RECORD
Zoe Kopp1; Irina (Era) Kryzhanovskaya2; Maria E. Garcia3
1General Internal Medicine, University of California San Francisco, San
Francisco, CA
2Medicine, University of California San Francisco, San Francisco, CA
3General Internal Medicine, University of California, San Francisco, San
Francisco, CA. (Control ID #3715731)

BACKGROUND: Electronic health record (EHR) behavioral alerts (BAs) are
prominent, often permanent, unstructured communication tools used to notify
providers about patient incidents. Initially developed by the Veterans Admin-
istration to inform staff of violent incidents and help plan safety interventions,
BAs included brief instruction and referenced a specific medical progress note.
Despite thirty years of existence, only one published policy exists to direct BA
use, and no research exists on BA content. This study examined 1) the
demographic characteristics of primary care patients with BAs and 2) the
content, tone, and perceived intention of BAs in one academic health system.
METHODS: Demographic characteristics for patients with a BA were com-
pared to the general patient population at the largest University of California
San Francisco (UCSF) Health primary care practice. The EHR-generated title
and text were qualitatively examined for all active BAs at this practice. Using
modified grounded theory, three researchers separately coded each flag; 31
inductive codes were then grouped into themes, and discrepancies were
resolved via consensus.
RESULTS: Out of 27,023 patients, 517 (2%) had a total of 620 BAs. Statisti-
cally significant differences were found between patients with and without BAs:
patients with BAs were more likely to be male, be Black, have public insurance,
and have a psychiatric or substance use diagnosis. Themes related to BA content
included “directive,” “care coordination,” and “limitation,” as BA authors pro-
vided instruction on how to interact with the patient in the future. The most
common theme for patient behavior was “aggression,” in 27% of BAs, followed
by "criminalization," describing the patient's behavior as criminal and requiring
the use of law enforcement, in 14% of BAs, and “overuse of the medical system”
in 8% of BAs. Patient’s medical history was seen in the themes “substance use,”
“medical diagnoses,” and “psychiatric diagnoses,” used in 28%, 23% and 10%
of BAs, respectively. Coding of the BA’s tone resulted in the themes “venting,”
“punishing,” “labeling” and “advocating.” The themes of perceived intention,
“warning,” “limitation,” “care coordination,” “directive,” and “safety creation,”
were often intertwined and overlapping.
CONCLUSIONS: BAs appear to use stigmatizing language, often pass
responsibility to the reader (for patient care, limiting of health resources, or
taking aggressive safety precautions), and reflect a dissonance between a
patient-specific approach and a one-size-fits-all directive. This study suggests

that BAs have a potential for bias and exposes how a tool meant to facilitate
coordinated care can result in stigmatization without clear safety improvement.
Written notes can bias provider attitudes and behaviors: health systems must
reform this tool, provide policy to guide its use, and ensure education to
enhance clear communication.

LOW VOLUME CLINICS PREFERENTIALLY BENEFIT FROM
TIME-BASED BILLING OF OUTPATIENT VISITS
Tyler Miksanek, George Weyer, Neda Laiteerapong
Pritzker School of Medicine, University of Chicago, Chicago, IL. (Control ID
#3711615)

BACKGROUND: A major component of primary care provider (PCP) reim-
bursement is Evaluation and Management (E/M) services, which historically
have been determined by the complexity of medical decision making (MDM).
In 2021 E/M guidelines gave providers the option to bill based off total time
spent on a visit to address the significant amount of time spent on activities
(e.g., chart review, documentation, and coordination of care) not reimbursed
with MDM-based billing. However, since individual providers spend different
lengths of time on an average patient visit, this new system of reimbursement
has the potential to inequitably affect providers.
METHODS: We used 2021 Medicare reimbursement rates to estimate the
total E/M revenue a PCP could earn in a year based on time-based and
traditional MDM-based billing. We modeled daily clinic schedule templates
with different visit lengths (new/return patients: 20/10, 30/15, 40/20, 60/30, 90/
45 minutes) to determine the number of visits each PCP would have per year.
We used 2019Medicare billing data to estimate what percent of visits would be
billed at each E/M level under MDM-based billing. Through a literature
review, we calculated the fraction of a PCP’s day spent on tasks not reimbursed
with MDM-based billing, allowing us to account for the monetary value of
tasks newly reimbursable with time-based billing.
RESULTS: With MDM-based billing, E/M revenue varied inversely with
visit length. With time-based billing, E/M revenue remained relatively similar
across varying visit lengths, meaning that visit length was not correlated with
total E/M revenue. E/M revenue was greatest with shorter visit lengths (20/10
or 30/15 minutes); with MDM-based billing; in contrast, E/M revenue was
highest with longer visit lengths (40/20 minutes and longer). Overall, the
revenue advantage of time-based billing increased with increasing visit length.
CONCLUSIONS: Providers with longer patient visits are more likely to see a
revenue increase from the time-based billing option than providers who have
shorter patient visits. For the visit lengths studied, there was no association
between E/M revenue and visit length with time-based billing. As such,
providers with longer patient visits could further extend their visit lengths
without a noticeable drop in E/M revenue. Because clinics with different
lengths of patient visits benefit differently from time-based billing, time-
based billing might exacerbate current health inequalities.

LUNGCANCERSCREENINGELIGIBILITYANDUSEAMONGU.S.
MILITARY VETERANS VERSUS NON-VETERANS, 2017-2020
Alison S. Rustagi1,2; James K. Brown1,4; Amy Byers5,6; Salomeh Keyhani3,2
1Medicine, University of California San Francisco, San Francisco, CA
2Medical Service, Division of General Internal Medicine, San Francisco
Veterans Affairs Health Care System, San Francisco, CA
3Medicine, University of California at San Francisco, San Francisco, CA
4Medical Service, Division of Pulmonary, Critical Care, and Sleep Medicine,
San Francisco Veterans Affairs Health Care System, San Francisco, CA
5Psychiatry and Behavioral Sciences, University of California San Francisco,
San Francisco, CA
6Research Service, San Francisco Veterans Affairs Health Care System, San
Francisco, CA. (Control ID #3715073)

BACKGROUND: Lung cancer screening (LCS) can prevent death from lung
cancer, among those healthy enough for thoracic surgery; screening is more
efficacious for Black individuals. The Veterans Health Administration (VHA)
aims to fulfill Veterans’ large unmet need for LCS. Understanding whether and
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how LCS-eligible veterans differ from non- veterans, and how veterans use
LCS compared to non-veterans, would provide useful public health informa-
tion to tailor VHA’s programs to maximize veterans’ benefit. We sought to
compare Veterans versus non-veterans eligible for LCS and how LCS use
differs between these groups.
METHODS: Using 2017-2020 data from the Behavioral Risk Factor Surveil-
lance System (BRFSS), we compared health and demographic factors among
non-veterans and Veterans eligible for LCS (age 55-79, ≥30 pack-year smok-
ing history, current smokers or quit within 15 years, no prior lung cancer)
stratified by age. Next, we examined the association of LCS with health and
demographic factors among Veterans and non-veterans.
RESULTS: Of 14,536 eligible respondents representing 3.68 million
Americans, 23% were Veterans. Among those 55- 64 years, Veterans rated
their health more favorably (p=0.02): 12.3% (8.6-17.3%) of Veterans had
‘poor’ health, versus 15.3% of non-veterans (13.3-17.4%). Poorer health, more
comorbidities, and functional limitationswere associated with LCS in Veterans
and non-veterans: 36.0% (24.3-47.7%) of Veterans in ‘poor’ health were
screened versus 7.5% (2.1- 12.9%) in ‘excellent’ health (p<0.001). White
Veterans were more likely than non-white Veterans to report LCS (21.7%,
17.7-25.7% versus 6.2%, 2.5-10.0%; p<0.001). Racial disparities were not
seen in non-veterans.
CONCLUSIONS: Veterans may have greater potential benefit from LCS, as
they are likely healthier than other heavy smokers. But LCS use in veterans is
correlated with poorer health, which can undermine its effectiveness. Marked
screening disparities exist between white and non-white veterans, despite
increased screening efficacy among Black inidividuals. These results highlight
the value of VHA’s efforts to expand LCS, and support additional outreach to
screen healthier, non-white veterans.

MEASURING CONTINUITY OF CARE FOR PATIENTSWITH DIA-
BETES: WHICH TYPE OF PROVIDER VISITS TO INCLUDE?
Kevin R. Riggs4,1; Caroline A. Presley4; April Agne4; Carrie R. Howell4; Lei
Huang2; Emily B. Levitan3; Andrea Cherrington4
1VA Clinic Birmingham, Birmingham, AL
2The University of Alabama at Birmingham School of Public Health,
Birmingham, AL
3Epidemiology, University of Alabama at Birmingham, Birmingham, AL
4The University of Alabama at Birmingham Division of Preventive Medicine,
Birmingham, AL. (Control ID #3711816)

BACKGROUND: Continuity of care measures are widely used to evaluate
quality of healthcare delivery, including for patients with diabetes. However,
which type of provider visits are included varies, with some studies only
including primary care or disease specific visits and others including visits
with all provider types. The purpose of this study was to determine whether the
type of provider visits included in a continuity of care measure affects relative
continuity levels and association with emergency department (ED) visits in
low-income adults with diabetes.
METHODS: This was a retrospective study of Alabama Medicaid adminis-
trative data. We included adult beneficiaries with diabetes who had at least 3
outpatient visits with primary care and endocrinology providers in each of
2018 and 2019. Continuity was measured using the Continuity of Care index
(COC), which measures dispersion of visits across a group of providers over a
period of time, with higher scores a patient has more visits are with fewer
different providers. We calculated COC alternatively using primary care and
endocrinology visits (narrow) or using all visits with any provider type (broad).
To measure relative continuity, we grouped participants into tertiles and
assessed tertile reassignment using alternative COC measures. To measure
the association of COC with ED visits, we constructed separate multivariable
logistic regression models using the narrow and broad COC measures. For
each month in 2019, we examined whether there was an ED visit, and used the
COC for the preceding 12 calendar months as the independent variable.
Models included age, gender, race, Charlson index, and whether there was
an ED visit in the previous 12 months as covariables and accounted for
multiple observations per person using generalized estimating equations.
RESULTS: A total of 9578 participants were included in the final analyses.
Comparing continuity using the narrow and broad COC measure grouped into

tertiles, only 51.6% of participants remained in the same tertile with each
measure, and the weighted Kappa was 0.37. In multivariable logistic regres-
sion, COC was weakly associated ED visits with similar findings using the
narrow and broad COC measure (odds ratio of the least fragmented vs most
fragmented tertile was 0.93 and 0.91, respectively, with p<0.05 for each).
CONCLUSIONS: Continuity of care measured by a widely used index
differed substantially depending on which type of provider visits were includ-
ed, with nearly half of participants assigned to a different tertile when calcu-
lated using only primary care and endocrinology visits compared to visits with
any provider type. The importance of this variation is uncertain, as continuity
was weakly associated with future emergency department visits using either
measure. More research is needed to determine which provider specialties
should be included in measures of continuity when researching the quality of
healthcare.

M E A S U R I N G U T I L I Z A T I O N A N D C O S T S O F
ESOPHAGOGASTRODUODENOSCOPY OVERUSE IN A LARGE
URBAN ACADEMIC HEALTHCARE SYSTEMUSING ELECTRON-
IC HEALTH RECORD DATA
Chad Villaflores1; Courtney Reynolds2; Vishnu Nair8; Julia C. Arbanas3;
Madeline Treasure4; Samuel A. Skootsky5; Chi-Hong Tseng6; Kevin
Ghassemi2; Folasade May7; Catherine Sarkisian1; John Mafi2
1General Internal Medicine and Health Services Research, University of
California Los Angeles, Los Angeles, CA
2Medicine, University of California Los Angeles, Los Angeles, CA
3Medicine –GIM&HSR, University of California Los Angeles David Geffen
School of Medicine, Los Angeles, CA
4Internal Medicine, University of California Los Angeles, Los Angeles, CA
5Medicine, UCLA-University of California at Los Angeles, Los Angeles, CA
6Medicine, University of California Los Angeles David Geffen School of
Medicine, Los Angeles, CA
7Digestive Diseases, UCLA, Culver City, CA
8Stanford Medicine, Stanford, CA. (Control ID #3715236)

BACKGROUND: Esophagogastroduodenoscopies (EGDs) performed for
initial evaluation of uncomplicated gastroesophageal reflux disease (GERD)
exemplify medical overuse that raises costs and can harm patients. With the
overall goal of enabling efficient identification of overuse, we leveraged the
EHR data to develop an automated “eMeasure” and tested its ability to identify
and quantify the costs of EGD overuse.
METHODS: To build the automated “eMeasure,” 2 gastroenterologists and 2
general internists operationalized multidisciplinary EGD appropriateness criteria
using the evidenced-based American College of Gastroenterology guidelines for
GERDmanagement (see below).Wemeasured the performance of the eMeasure
using manual chart review as the “gold standard” with a retrospective cohort of
518 patients aged ≥18 years with a diagnosis of GERD referred for initial EGD at
a large urban academic health system between January 1, 2019 and December
31, 2019. We conducted manual chart reviews for a random sample of 200
patients in the cohort to identify EGD overuse. An initial EGD was considered
overuse if therewas not a guideline-based indication. Appropriate EGDsmet 1 of
the following criteria: (1) alarm symptom present (e.g., bleeding, iron deficiency
anemia, weight loss, esophageal stricture, vomiting, dysphagia, abdominal swell-
ing); (2) completion of 8 weeks of proton pump inhibitor therapy; or (3) elevated
risk of Barrett’s esophagus, defined as the presence of any 3 risk factors (i.e., age
>50 years, male, smoking, GERD ≥5 years, BMI >30). We calculated costs
using 2021 physician and facility fee rates for Medicare, which pays $933 per
EGD performed in a hospital (CPT code 43235).
RESULTS: Among 518 EGDs performed for patients with uncomplicated
GERD during the study period, the eMeasure identified 83 (16%) meeting
criteria for overuse. Compared with manual chart review, the eMeasure’s
sensitivity for detecting overuse was 43% (95% CI 22-64%), and specificity
was 93% (95% CI 89-97%). When comparing the eMeasure across 16 clinic
sites, 62 (74.6%) of low-value EGD referrals originated from 2 clinics (12.5%
of clinics). The 83 overused EGDs cost an estimated $77,439, including
$15,355 in patient out-of-pocket costs.
CONCLUSIONS: This guideline-based automated eMeasure successfully
identified initial EGD overuse with high specificity in this retrospective cohort
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at a large urban health center. Overuse occurred frequently and increased costs
for payers and patients. Most referrals for EGD overuse originated from a small
subset of clinics, informing future targeted QI interventions. This open-source
eMeasure should be tested prospectively across multiple health systems with a
goal to improve sensitivity. It has the potential to facilitate automated moni-
toring of overuse at health systems across the U.S.

MEDICAL JOURNEYOFPATIENTSWITHPCOSANDOBESITY: A
CROSS-SECTIONAL SURVEY OF PATIENTS AND PCPS
Katherine Sherif1; Jamie Coborn2; Anthony Hoovler2; Lisa Gill3
1Department of Medicine, Thomas Jefferson University Sidney Kimmel Med-
ical College, Philadelphia, PA
2Novo Nordisk Inc, Plainsboro, NJ
3Department of Obstetrics, Gynecology and Women's Health, University of
Minnesota Medical School Twin Cities, Minneapolis, MN. (Control ID
#3689444)

BACKGROUND: Polycystic ovary syndrome (PCOS) presents with varied
symptoms making it difficult to diagnose. Previous survey research demon-
strated that patients with PCOS report dissatisfaction with the diagnostic
process.
Patients with PCOS are more likely to have overweight or obesity. The
interplay between PCOS and metabolism is complex; PCOS contributes to
obesity and achievingweight loss can alleviate or resolve PCOS.Wewanted to
understand the role of primary care physicians (PCPs) in the diagnosis and
treatment of patients with PCOS and obesity.
METHODS: A cross-sectional online survey was completed by 251 patients
with PCOS and obesity (BMI ≥30 kg/m2) and 305 healthcare professionals
(PCPs, obstetr icians/gynecologists, reproductive and general
endocrinologists). Here we report descriptive analysis of the patients and 75
PCP respondents.
RESULTS: In the most common patient journey, 51% of patients were
diagnosed in the same month they had initial discussions about symptoms
with a healthcare professional. However, the remaining 49% of patients waited
an average of 34 months for a diagnosis. Among all healthcare providers
surveyed, PCPs were the least comfortable diagnosing PCOS. Compared to
PCPs not specializing in obesity, PCPs specializing in obesity diagnosed a
greater proportion of their patients with PCOS themselves (obesity specialists:
62% vs non-obesity specialists: 38%) and initiated PCOS treatment for a
greater proportion of patients (obesity specialists: 57% vs non-obesity
specialists: 42%). For ongoing management of PCOS symptoms in patients
with obesity, PCPs reported they recommend metformin (92%), lifestyle
changes (81%), oral contraceptives (78%), spironolactone (77%), specific diets
(62%), anti-obesity medications (55%), letrozole (31%) and/or
medroxyprogesterone (28%). Compared to non-obesity specialists, PCPs spe-
cializing in obesity estimated that they refer a greater proportion of patients to a
medical weight loss program (29% vs 15%) and prescribe anti-obesity
medications to a greater proportion of patients (31% vs 15%). According to
PCPs, difficulty with obesity management (47%), lack of treatment efficacy
(41%), and change in insurance coverage (35%) were the top reasons that
patients with PCOS and obesity stopped seeing them for PCOS management.
CONCLUSIONS: Empowering PCPs to confidently diagnose and treat
patients with PCOS and obesity may improve time to diagnosis and interven-
tion. Increasing obesity management education and support for PCPs may
offer a path to improved outcomes for patients with PCOS and obesity.

MILD COGNITIVE IMPAIRMENT ANDMILD ALZHEIMER’S DIS-
EASE: THE MEDICAL JOURNEY FROM THE PATIENT, CARE
PARTNER AND PHYSICIAN PERSPECTIVE
Stephen Brunton1; Ganesh Gopalakrishna2; Susan Alford3; Carol Hamersky3;
Anup Sabharwal3; Jeremy Pruzin2
1Primary Care Education Consortium, Winnsboro, SC
2Banner Alzheimer’s Institute, Phoenix, AZ
3Novo Nordisk Inc, Plainsboro, NJ. (Control ID #3710027)

BACKGROUND: Currently the sixth leading cause of death in the U.S. and
themost common form of dementia, Alzheimer’s disease (AD) is a progressive
neurodegenerative disease that typically presents symptomatically as mild
cognitive impairment (MCI) or mild Alzheimer’s disease. The aim of this
study was to better understand the journey of patients with MCI/mild AD by
identifying key medical touchpoints including pathways taken for diagnosis
and treatment, and identifying opportunities to improve the medical journey for
patients with MCI/mild AD.
METHODS: A U.S.-population-based, anonymous, cross-sectional, online
survey was conducted with 103 patients with self-reported diagnosis of MCI/
mild AD, 150 care partners of patients with MCI/mild AD, and 101 primary
care physicians (PCPs).
RESULTS: Themost common patient journey (73% of patients) was an initial
discussion with a physician, followed by diagnosis, and treatment. In the most
common patient journey, patients and care partners reported symptom onset at
an average age of 72 years (standard deviation, SD = 8.48) and it took an
average of 15 months (SD = 3.83) after symptom onset until concerns were
discussed with a doctor. Patients/care partners reported the primary reasons for
delaying initial discussions were patient’s attributing symptoms to normal
aging (49%) and patient unwillingness to admit they were experiencing a
cognitive/memory issue (44%). In the most common patient journey, the
majority of patients and care partners (64%) reported they had an initial
discussion about symptoms with a PCP, yet only about half of those patients
were diagnosed (33%) or treated (39%) by PCPs. Almost all PCPs (92%)
believed that cardiometabolic conditions may contribute to risk for developing
MCI/mild AD. Half of patients (47%) and one-third (35%) of care partners
believed underlying medical conditions are risk factors for MCI/mild AD.
Patients/care partners reported the most common comorbidities included hy-
pertension (25%), dyslipidemia (16%), type 2 diabetes (15%), and depression
(15%). In newly diagnosed patients, treatments most commonly prescribed/
recommended by PCPs included mental exercises (81%), medications to
manage comorbidities (81%), general improvements in lifestyle (80%), and
acetylcholinesterase (AChE) inhibitors (71%). Less than half (42%) of PCPs
reported receiving formal training in diagnosing and managing MCI/mild AD.
CONCLUSIONS: The medical journey of patients with MCI/mild AD can be
improved significantly. Patients wait an average of 15 months from symptom
onset to their first appointment; PCPs most often do not diagnose or treat MCI/
mild AD and are not specifically trained to do so. There is opportunity to
educate patients and PCPs to increase recognition of symptoms, treat modifi-
able risk factors and increase rates of early diagnosis and treatment.

MIXEDMETHODSEVALUATIONOFTHE INITIAL IMPLEMENTA-
TION OF A MEDICAID ACCOUNTABLE CARE ORGANIZATION
PROGRAM TO ADDRESS FOOD AND HOUSING INSECURITY
Jessica L. McCurley3,1; Vicki Fung2,1; Douglas E. Levy2,1; Sydney Howard3;
Christine Vogeli2,1; Anne N. Thorndike3,1
1Harvard Medical School, Boston, MA
2Mongan Institute Health Policy Research Center, Massachusetts General
Hospital, Boston, MA
3Division of General Internal Medicine, Massachusetts General Hospital,
Boston, MA. (Control ID #3705620)

BACKGROUND: States and health systems are investing in programs to
address patients' unmet social needs, such as food and housing insecurity, but
there has been limited evaluation of the implementation of these programs. In
2020, Massachusetts initiated the Flexible Services (Flex) program to provide
funding to Medicaid accountable care organizations (ACOs) to address food
and housing insecurity through community resources. The study objective was
to examine initial implementation of Flex (March 2020-July 2021), using the
Reach, Efficacy, Adoption, Implementation, Maintenance (RE-AIM)
framework.
METHODS: This mixed-methods evaluation was part of LiveWell, a longi-
tudinal study assessing the impact of Flex on community health center patients
aligned with two large hospitals within MassGeneral Brigham (MGB) in
Boston, MA. ACO participants were screened annually for food and housing
insecurity. To assess reach, we examined Flex enrollment using electronic
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health record data of enrollees ≥21 years old. Eligibility criteria for Flex
included: 1) enrollment in MGBMedicaid ACO, 2) food or housing insecurity
identified by screening or clinical encounter, and 3) a complex health condition
(e.g., uncontrolled diabetes, depression). To assess implementation, adoption,
and effectiveness, we conducted qualitative interviews with Flex enrollees
(N=16) and health system staff (N=15).
Interviews were analyzed using the Framework Method.
RESULTS: Of 44,417 ACO enrollees, 693 (2%) were enrolled in Flex in the
first 17 months. A total of 19,275 (43%) of ACO enrollees and 521 (75%) of
Flex enrollees completed annual screening for food/housing insecurity. Mean
ACO participant age was 40 years (SD: 14); 62% were female; 32% were
Hispanic. Mean Flex enrollee age was 46 years (SD: 13); 81% were female;
54% were Hispanic. Implementation challenges included complex eligibility
requirements, administrative burden (e.g., tracking, documentation), COVID-
19 factors (e.g., reduced clinic visits), and coordinating with community
organizations. Facilitators included raising staff awareness to increase referrals,
administrative funding for enrollment staff, adaptive strategies to identify
eligible patients, and streamlined communication with community
organizations. Flex enrollees reported improvements in healthy eating and
food security. Patients who were able to select food or meals based on their
preferences reported higher satisfaction. Patient-reported housing support in-
cluded assistance with utility bills and affordable housing applications.
CONCLUSIONS: To improve reach, adoption, and effectiveness in diverse
populations, states and health systems implementing programs to address
social needs should consider expanding screening for food and housing inse-
curity, minimizing administrative burden, providing funding for enrollment
staff, and tailoring programs to patient preferences.

MODERATING STRUCTURAL FACTORS AND THE ASSOCIA-
TION BETWEEN ARREST STATUS AND SUICIDALITY IN A NA-
TIONALLY, REPRESENTATIVE SAMPLE IN THE UNITED
STATES, 2015 – 2018
Tyler D. Harvey, Ben Howell
General Internal Medicine, Yale School of Medicine, New Haven, CT

BACKGROUND: Annually in the U.S., eleven million people cycle through
incarceration. Following incarceration, individuals are at heightened risk of
mortality, and particularly, death by suicide, compared to the general popula-
tion. Limited research has focused the suicidality continuum, including suicidal
thoughts, plans, and attempts, as it relates to arrest and the potential role of
structural factors in exacerbating poor mental health following arrest. We
aimed to: 1) examine the association between arrest status and suicidality
among a nationally representative sample, and 2) investigate if this relationship
is moderated by structural factors.
METHODS:We used data from theNational Survey on Drug Use and Health,
a nationally representative cross- sectional survey of people aged 12 and up.
We limited our analysis to adults >18 and pooled data from 2015 through
2018. Our independent variable was arrest status: never arrested (n=126,780),
ever arrested but not in past 12 months (n=22,834), or arrested in past 12
months (n=4,723). Our dependent variables were suicidality in past 12 months,
including suicidal thoughts, suicidal plans, and suicidal attempts. Our
moderators were housing insecurity, governmental welfare program receipt,
food stamp receipt, financial insecurity, and lack of health insurance. We used
multivariable logistic regressions controlling for covariates and estimated
average marginal effects. Survey weights to address complex survey design
were applied in analyses.

RESULTS: Recently arrested individuals experienced higher rates of suicidal
thoughts, plans, and attempts compared to those ever and never arrested
(Figure 1). In our adjusted models, recently arrested individuals were 5.5%
(95%CI: 4.3 - 6.8%) more likely to report suicidal ideation, 3.5% (95%CI: 2.4
- 4.5%) more like likely to report suicidal plans, and 2.9% (95%CI: 2.2 - 3.6%)
more likely to report suicidal attempts compared to never arrested individuals.
Housing insecurity (p=0.005), governmental welfare program receipt
(p=0.023), and food stamps receipt (p=0.047) significantly moderate the
relationship between arrest status and suicidal ideation.
CONCLUSIONS: Addressing the social needs of recently arrested
individuals, such as housing security, may play a protective role in preventing
suicidality.

MULTIDISCIPLINARY DOCUMENTATION AND THE UTILIZA-
TION OF ICD-10 Z-CODES FOR SOCIAL DETERMINANTS OF
HEALTH
Alexander Choi1; Yongkang Zhang2; Jing Li2; Sri Lekha Tummalapalli2
1Medicine, Weill Cornell Medicine, New York, NY
2Population Health Sciences, Weill Cornell Medicine, New York, NY. (Con-
trol ID #3715657)

BACKGROUND: Despite their importance for clinical care and research,
social determinants of health (SDOH) are poorly captured in structured fields
in clinical and administrative data. In 2015, the ICD-10 coding system allowed
for SDOH to be captured as nine diagnosis codes ranging from Z55-Z65 (“Z
Codes”). However, an analysis of 2017 Medicare claims showed that only
1.4% of fee-for-service beneficiaries had Z codes documented. SDOH are
often collected and documented by multidisciplinary care team members
(e.g. social workers, case managers). In February 2018, the American Hospital
Association confirmed that medical coders could use notes from non-physician
care team members as documentation for Z coding, which could increase Z
code utilization. In this study, we examined whether the multidisciplinary
documentation policy change was associated with increased Z coding in
hospitalized patients.
METHODS: Data from hospitalized adults (age ≥ 18) in the National Inpa-
tient Sample (NIS) years 2016 to 2019 were analyzed, consisting of all-payer
administrative data approximating a 20% stratified sample of all discharges
from U.S. community hospitals. We performed segmented regression analysis
to estimate the impact of the multidisciplinary documentation policy using an
interrupted time series design. Multivariable linear regression adjusted for
patient characteristics, including age, sex, race/ethnicity, elective vs. non-
elective admission, payer type, urbanicity, and median household income
quartile of patient ZIP code. Analyses accounted for the complex survey design
of the NIS and within-hospital clustering.
RESULTS: A total of 24,217,539 hospital discharges between 2016 to 2019
were included in the analysis. Discharged patients were a mean 58 years of age,
58% female, 67% non-Hispanic white, 15% non-Hispanic Black, and 11%
Hispanic. A total of 23% of hospitalizations were elective and 84% were for
patients residing in metropolitan areas.
Primary payers included commercial (27%), Medicare (48%), and Medicaid
(18%). Only 2.3% of hospitalizations had a Z code across the study period. The
most frequently used Z code was Z59 Problems related to housing and
economic circumstances (60% of hospitalizations with Z codes). In an
interrupted time series analysis adjusted for patient characteristics, we found
the policy change was associated with a 0.23% (95% CI: 0.21% to 0.25%,
p<0.001) slope increase per year in Z coding, and was not associated with a
statistically significant level change.
CONCLUSIONS: A multidisciplinary documentation policy change was
associated with increased Z code utilization, although effects were modest
and overall Z coding remained low. Improving the utilization of SDOH-related
Z codes may facilitate robust research efforts in health disparities and allow
medical providers to provide more equitable healthcare. Leveraging multidis-
ciplinary care in systems-based policy changes could accelerate population
health initiatives.
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MULTIGROUP INTERRUPTED TIME SERIES ANALYSIS TO AS-
SESS THE EFFECT OF US ECONOMIC RECOVERY IN 2021 ON
THE RACIAL DISPARITY IN FOOD SCARCITY
Sae X. Morita1,2; Hirotaka Kato3
1Medicine, City University of New York, New York, NY
2St. Barnabas Hospital, New York, NY
3University of Kentucky Medical Center, Lexington, KY

BACKGROUND: Food insecurity is an important social determinant of
health that links to various health conditions and exacerbated by the COVID-
19 pandemic. Our previous (unpublished) study showed a progress on the food
scarcity prevalence among US adults after December 2020 when US economy
started recovering quickly. We developed a hypothesis that the rapid US
economic recovery has had a greater impact on the food scarcity in the
vulnerable groups (Hispanic/Black).
METHODS: We conducted a secondary data analysis of nationwide US
adults using Household Pulse Survey (HPS) from the US Census Bureau.
HPS asks about impacts of COVID-19 pandemic on daily lives among US
adults. Bi- weekly data tables summarize national estimates of food security
and racial differences in their responses. Food scarcity is defined as those
reporting “sometimes” or “often” not enough to eat in the last 7 days. We
performed multigroup interrupted time series analysis to compare the effect of
US economic recovery that began in December 2020 on the racial disparity in
food scarcity.We chose the vulnerable group (Black/Hispanic) as the treatment
group and White as the control group.
RESULTS: Among nearly 250,000,000 US adults per 2 weeks, 63% was
White, followed by 17% Hispanic, and 5%Black. The food scarcity rate in the
control group was incremental by 0.3% per 2 weeks in the pre-intervention
period (b = 0.003, p < 0.001) but it started decreasing by 0.4% per 2 weeks in
the post-intervention period (b = -0.004, p < 0.001). Figure shows the effect of
economic recovery on the food scarcity rate between races. Black/Hispanic
group had 0.10- point higher rate of food scarcity at the beginning (b = 0.10, p
< 0.001) but showed an additional 0.5%-point decrement per 2 weeks in food
scarcity rate on top of the baseline effect of 0.4% decrement (b = -0.005, p =
0.019) in the post- intervention.
CONCLUSIONS: The gap in food scarcity between White and Hispanic/
Black groups decreased after US economy started recovering in December
2020. Our results indicate that the economic recovery provided the vulnerable
group with additional benefits to reduce food scarcity.

NAFL CIRRHOSIS IN PRIMARY CARE PATIENTS WITH DIABE-
TES: HIGH PREVALENCE AND FREQUENCY OF SEVERE CLINI-
CAL OUTCOMES
Janet N. Chu1; Rena K. Fox1; Max L. Goldman2; Kendall Islam1; Lauren
Ross1; Danielle Brandman3
1Internal Medicine, University of California San Francisco, San Francisco, CA
2Medicine, San Francisco VA Health Care System, San Francisco, CA
3University of California San Francisco, San Francisco, CA. (Control ID
#3711957)

BACKGROUND: Early detection of nonalcoholic fatty liver (NAFL) and risk
stratification of patients with advanced disease is essential in primary care
(PC), as fibrosis stage is the strongest predictor of cirrhosis. In biopsy-proven
NAFL, the Fibrosis-4 (FIB-4) score (age, AST, ALT, platelets) is a non-

invasive tool with moderate sensitivity/specificity for advanced fibrosis. Given
the estimated prevalence of NAFL is 25% in the general population, FIB-4 has
potential utility in PC to avoid invasive and expensive fibrosis testing for all
NAFL patients. However, no study to date has evaluated the validity or ability
of FIB-4 to characterize NAFL cirrhosis in the PC setting.
METHODS: We created a retrospective cohort of all adults with diabetes
(DM) and NAFL cirrhosis followed in a PC practice. Using the electronic
medical record (EMR), we identified all patients with DM, excluded any with
hepatitis B, hepatitis C, or alcohol use disorder, and extracted relevant demo-
graphic and clinical data. An annual FIB-4 for each patient was calculated from
2015-2020. All imaging studies from 2000-2020 were then text searched for
“cirrhosis” using natural language processing. All patients with a previous
ICD-code for “cirrhosis” and/or radiology study describing cirrhosis had a
manual chart review performed by two investigators to confirm evidence of
both 1) cirrhosis by imaging, Fibroscan, and/or biopsy, and 2) presence of
NAFL. Using the highest FIB-4 score for each patient, we categorized each
patient as either high or low/indeterminate FIB-4 using the accepted cut-off of
2.67. We compared relevant sociodemographic and clinical characteristics
between those with high vs. low/indeterminate FIB-4 using appropriate statis-
tical tests.
RESULTS: Of 26,602 PC patients, 3,028 had DM and 51 (1.7%) had NAFL
cirrhosis. Themean age was 71 (SD 13), 53% identified as women, 42%Asian
American, 28%White, and 22% Latinx. About 75% had public insurance and
40%preferred a non-English language. 85%were overweight/obese. ICD code
for NAFLD/NASH or cirrhosis was never charted in 33% and 30%, respec-
tively; 40% were never seen by hepatology. Though all cohort patients had
cirrhosis, 41% had low/indeterminate FIB-4 scores. The high FIB-4 group had
significantly more patients with ascites and higher number of complications
(including death, hospitalization for clinical decompensation, or HCC) relative
to low/intermediate FIB-4 patients (37% vs 10%, respectively, p=0.029).
CONCLUSIONS: This retrospective study found a high prevalence of NAFL
cirrhosis in PC patients with DM, but that the FIB-4 score alone would not
identify 41% of them. Furthermore, 30-40% of these patients with cirrhosis
were unrecognized based on the lack of both ICD codes and referral to
hepatology; yet 25% had complications including decompensated events or
HCC. Though FIB-4 was associated with more severe disease, it is essential
that accurate algorithms and tools be developed for PCPs to be able to
intervene early, before the onset of cirrhosis.

NATURALHISTORYOFVETERANSAFFAIRSHOME-BASEDPRI-
MARY CARE
Samuel T. Edwards3,1; Meike Niederhausen2; Allison O'Neill3; Apoorva
Salvi3; Avery Z. Laliberte3; Bruce Kinosian4
1Oregon Health & Science University, Portland, OR
2OHSU-PSU School of Public Health, Oregon Health and Science University,
Portland, OR
3Portland VA Medical Center, Portland, OR
4University of Pennsylvania, Philadelphia, PA

BACKGROUND: Veterans Affairs (VA) home-based primary care (HBPC)
provides comprehensive longitudinal primary care at home to patients with
complex, chronic disabling disease, with an interdisciplinary team. While
HBPC enrollment is associated with lower hospitalization rates and health care
costs, a comprehensive examination of patient characteristics and trajectories
of care settings and outcomes over time is lacking.
METHODS:We performed a descriptive quantitative study of patients newly
enrolled in HBPC in fiscal year 2015. We extracted information on
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demographics, comorbidities, functional status, social supports from VA and
Medicare data in FY2015 and examined hospitalization, long term care use,
hospice enrollment and mortality from FY2015-17. We present results using
descriptive statistics, and longitudinal outcomes across care settings using
color coded heat maps.
RESULTS: We identified 11,640 new HBPC enrollees in FY 2015, with a
mean age of 77.8 years (Standard Deviation [SD] 11.4), and mean HCC score of
2.98 (SD 1.82). Most common diagnoses included diabetes (48.4%), depression/
anxiety (44.7%), pulmonary disease (40.4%), and dementia (40.0%). 65% of
patients required assistance withmobility or were bed disabled, and 53% had two
or more deficits in activities of daily living. 47.4% have caregiver limitations or
no caregiver, 29.8% of patients lived alone and 25% resided in a socially
deprived area. A sample of care trajectories are presented in the figure. Mean
days enrolled in HBPC was 221.8 days (SD 54.4) and 15.4% of patients had
been discharged by 6 months. The average proportion of patient time spent in a
community based setting (i.e not in institutional care) was 86.0% (SD 22.0%). At
six months after enrollment, 52.0% of patients had been hospitalized at least
once, 5.7% had transitioned to institutional long term care, and 6.0% had died,
and 54.9% of decedents had received hospice care.
CONCLUSIONS:HBPC patients are older, have a high prevalence of chronic
disabling conditions, significant functional deficits, limited social supports,
and often live in deprived settings. HBPC patients frequently hospitalized, but
are transitioned to long term care infrequently, and patients that die often have
concurrent hospice care. As a substantial proportion of HBPC patients are
discharged within six months, a better understanding of how HBPC programs
align patient selection criteria with program capabilities is needed.

NEGATIVE ATTITUDES WITHIN MEDICAL RECORDS OF
PERSONSWITH VERSUSWITHOUT SERIOUSMENTAL ILLNESS
Maria Grajeda Martinez, Mary Catherine Beach, Gail L. Daumit, Karly A.
Murphy
Medicine, Johns Hopkins University, Baltimore, MD. (Control ID #3709593)

BACKGROUND: People with serious mental illness (SMI) are less likely to
receive guideline-concordant care for somatic conditions compared with the
general population. Implicit bias is associated with differential care to vulner-
able populations, and medical records may be a vehicle for perpetuating
negative attitudes towards persons with SMI.
METHODS: We analyzed randomly selected progress notes from an ambu-
latory internal medicine clinic at an urban academic medical center in 2017
from patients with SMI (N=50) and a control population without SMI matched
on age, sex, and race (N=50). We defined SMI as schizophrenia, bipolar
disorder, or major depressive disorder with psychosis, extracted from encoun-
ter diagnoses, medical history, problem list, or note text.We performed content
analysis of the notes’ free text and classified text into categories representing
similar meanings. We compared frequency of categories across those with vs.
without SMI using Fisher’s exact test.
RESULTS: The 100 patients were 67% female, 91% Black, with a mean age
of 65.9 years. Notes were from 63 clinicians. We identified positive and
negative language across three domains: (1) patient as a person, (2) provider’s
opinion about the patient, and (3) decision-making approach. Positive lan-
guage that described patients as persons apart frommedical diagnoses included
compliments or positive attributes and was present in a similar number of notes
across groups (SMI: n=14 vs. non-SMI: n=13; p=1.00). Negative language
reflected the physician questioning or minimizing a patient’s credibility and
lived experiences and was more prevalent in notes for persons with SMI than
without (SMI: n=10 vs. non-SMI: n=2; p=0.03). Positive language that con-
veyed physicians’ feelings described concern for patient’s health, approval of
patient’s actions, or mitigated blame did not differ across groups (SMI: n=35
vs. non-SMI: n=37; p=0.82). Negative language suggested disapproval or
frustration with a patient and was not observed at different frequencies across
groups (SMI: n=6 vs. non-SMI: n=2; p=0.3). Finally, language provided
insight into the clinicians’ decision-making approach. Positive language allud-
ed to shared decision-making and did not differ across groups (SMI: n=12 vs.
non-SMI: n=11; p=1.00). Negative language that emphasized unilateral au-
thority of the physicianwas observed at qualitative but not statistically different
frequencies (SMI: n=13 vs. non-SMI=7; p=0.2).

CONCLUSIONS:While not common, negative language reflecting the phy-
sician minimizing or questioning patient credibility occurred more frequently
in notes for patients with SMI than without. Given that patients with SMI
report experiencing stigma from healthcare providers, work is needed to
understand the complexity of these findings and whether negative attitudes
conveyed in notes are associatedwith poorer quality of care. Greater awareness
for providers is needed when writing and caring for patients with SMI.

ONLINE DESCRIPTION OF SERVICES PROVIDED IN ADULT
SURVIVORSHIP PROGRAMS ACROSS U.S. ACCREDITED CAN-
CER CENTERS
Andrea Anampa-Guzmán1; Pamela Contreras-Chavez3; Maryam Lustberg4;
Larissa Nekhlyudov2
1Medicine, Universidad Nacional Mayor de San Marcos, Clarerence Center,
NY
2Internal Medicine, Brigham & Women's Hospital, Boston, MA
3Dana-Farber Cancer Institute - St. Elizabeth's Medical Center, Boston, MA
4Yale School of Medicine, New Haven, CT. (Control ID #3707746)

BACKGROUND: There are 17 million cancer survivors in the United States.
While most survivors are cared for primary care settings, cancer centers serve
as a resource for clinical and psychological services. Cancer centers are
required to implement a survivorship program to become Commission on
Cancer (CoC)-accredited. Over 90% of people living with cancer access
information online to make informed healthcare decisions. We aimed to assess
the content of survivorship program websites of CoC-accredited cancer centers
in the United States.
METHODS: Of the 1254 CoC-accredited centers, we sampled 226
institutions based proportionately on the 2019 new cancer cases by state.
Website pages of the institutions’ survivorship programs were assessed for
information and services offered using the COC standard 4.8.
RESULTS: 43% (n=98) of the cancer centers did not have a survivorship
program website. We assessed 169 cancer survivorship programs from 128
institutions; 9% described more than one program. The Standard 4.8 services
most frequently mentioned were nutritional services (65%), care plans (64%),
and psychology services (55%). The least mentioned services were treatment
summaries (20%), referrals to specialists (20%), and seminars for survivors
(17%). On average, five essential services were provided. The majority (72%)
of the programs were aimed at adult survivors, while 8% targeted adult
survivors of pediatric cancer. Most of the programs targeted patients who have
completed treatment (63%), whereas 8% of programs offered services to those
with metastatic disease.
CONCLUSIONS: More than forty percent of CoC-accredited programs did
not include information about cancer survivorship programs on their websites.
The offered services varied across institutions. Expansion of online informa-
tion may help both survivors and their primary care providers to understand
and access needed supportive services.

ORGANIZATIONAL CLIMATE RELATED TO PATIENT-
PERPETRATED SEXUAL HARASSMENT: VA PRIMARY CARE
PROVIDER PERSPECTIVES
Karissa Fenwick1; Jeanette Shekelle2; Susan M. Frayne2,4; Diane V. Carney2;
Elizabeth M. Yano1,3; Alison Hamilton1,3; Ruth Klap1
1Center for the Study of Innovation, Implementation, and Policy, VA Greater
Los Angeles Healthcare System, Los Angeles, CA
2Center for Innovation to Implementation, VA Palo Alto Health Care System,
Palo Alto, CA
3University of California Los Angeles, Los Angeles, CA
4School of Medicine, Stanford University, Stanford, CA. (Control ID
#3705676)

BACKGROUND: Patient-perpetrated sexual harassment toward Veterans
Affairs (VA) healthcare providers is common and adversely affects provider
wellbeing, workforce outcomes, and patient care. Organizational climate—
shared perceptions about an organization’s practices, policies, and
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procedures—is one of the most important predictors of harassment prevalence.
We conducted a brief pilot survey assessing provider perceptions of VA’s
organizational climate related to patient-perpetrated sexual harassment.
METHODS:Wedeveloped the survey instrument based on existingmeasures
assessing providers’: 1) experiences with patient-perpetrated sexual harass-
ment; 2) beliefs about VA’s responses to patient-perpetrated harassment of
staff; and 3) perceptions of VA’s climate related to each of four different
perpetrator-target pairings (patient-perpetrated harassment of staff; patient-
perpetrated harassment of patients; staff-perpetrated harassment of staff; and
staff-perpetrated harassment of patients). We administered the survey using
REDCap to primary care providers (staff physicians, nurse practitioners, and
physician assistants) at 15 facilities in the VAWomen’s Health Practice-Based
Research Network in 2021.We compared proportions using t-tests in Stata 17.
RESULTS: A total of 105 providers completed the survey (response rate =
31%). Seventy-one percent of providers experienced patient-perpetrated sexual
harassment in the past six months. Provider beliefs about VA’s responses to
patient-perpetrated harassment of staff were mixed. For example, most
providers (56%) agreed that VA creates an environment where patient-
perpetrated harassment of staff is recognized as a problem (vs. 31% disagreed,
14% unsure), but most (53%) disagreed that VA offers adequate guidance for
responding to patient-perpetrated harassment of staff (vs. 30% agreed, 17%
unsure). Providers perceived VA’s climate related to patient-perpetrated ha-
rassment of staff as significantly less positive compared to its climate related to
other perpetrator-target pairings. For example, fewer providers (45%) per-
ceived that VA takes action to prevent patient-perpetrated harassment of staff
compared to staff- perpetrated harassment of staff (85%, p < .01) and staff-
perpetrated harassment of patients (73%, p <. 01).
CONCLUSIONS: Providers experienced high levels of patient-perpetrated
sexual harassment, expressed mixed beliefs about VA’s responses to it, and
perceived VA’s organizational climate as more tolerant of patient-perpetrated
harassment of staff compared to other forms of harassment. These findings
have ramifications for provider capacity to effectively respond to and cope with
patient-perpetrated harassment, which in turnmay inhibit VA’s ongoing efforts
to create a safe, inclusive environment of care.

OUTCOMES OF FUNGAL INFECTIONS IN COVID-19
ADMISSIONS
Christopher Kaleekal2; Gagan Kumar1
1Critical Care, Northeast Georgia Health System Inc, Gainesville, GA
2Rutgers Preparatory School, Somerset, NJ. (Control ID #3715558)

BACKGROUND: COVID-19 has increased awareness of fungal infections
among hospitalized patients. With the use of multiple immune-modulating
drugs in COVID-19 along with COVID-19 related immune suppression, the
risk of fungal infections is high. We studied fungal infections in COVID-19 to
identify patterns to aid in preventive measures.
METHODS: We included all COVID-19 positive adult patients (≥18 years)
hospitalized between March 1, 2020, to October 1, 2021. Fungal infections
were deemed positive if they developed fevers, leukocytosis along with pos-
itive cultures (blood, respiratory or urine).Candida albicanswas considered to
be causative if either blood cultures were positive or positive cultures from 2
sites and antifungals were administered. Outcomes studied were rates,
organisms involved, and in-hospital mortality. We used multivariable logistic
regression models to examine characteristics associated with the development
of fungal infections. Variables used in the model included patient demograph-
ics (age, gender, race), comorbidities (congestive heart failure, diabetes
mellitus, chronic obstructive pulmonary disease, end- stage renal disease,
cirrhosis, and cancer), medications used to treat COVID-19 (ivermectin,
hydroxychloroquine, steroids, tocilizumab, baricitinib), the severity of disease
(4C score, use of invasive mechanical ventilation (IMV), acute kidney injury
(AKI) requiring hemodialysis), and presence of central venous catheters.
RESULTS: Of 7508 admissions with COVID-19, 82 (1.1%) acquired fungal
infections. Fungal infections developed in 61(3.7%) of the 1642 intensive care
unit (ICU) admissions and 21 (0.4%) of the 5866 non-ICU admissions. Among
the fungal infections - 33 were Candida albicans, 28 were non-candida
albicans, 19 were molds and 2 were cryptococcus.

Fungal infections were associated with the use of IMV (Odds Ratio (OR) 13.3,
95% confidence interval (CI) 6.7-26.3, p<0.001), steroids (OR 2.4, 95%CI 1.6-
3.6, p<0.001), and AKI requiring hemodialysis (OR 2.2, 95%CI 1.2-4.1,
p=0.01).
Of the 5866 non-ICU admissions, in-hospital mortality was significantly
higher in those with fungal infections (65% vs 7.3%, p< 0.001). Similarly,
among the 1642 ICU admissions, in-hospital mortality was significantly higher
in those with fungal infections (64% vs 37%, p<0.001).
On logistic regression analysis, fungal infections were associated with higher
in-hospital mortality (OR 2.0; 95%CI 1.1- 3.6, p=0.03). Of the fungal
infections, molds were associated with higher in-hospital mortality (OR 4.4,
95%CI 1.2- 16.4) while Candida albicans (OR 2.4, 95%CI 0.9-6.4, p=0.08)
and non-albicans candida (OR 1.2, 95%CI 0.5-3.3, p=0.66) did not reach
significance.
CONCLUSIONS: Fungal infections are rare in hospitalized COVID-19
patients but ten times more common in ICU admission. Fungal infections were
associated with IMV, steroids, and AKI requiring hemodialysis. Molds were
associated with higher in-hospital mortality.

OVERUSE OF COMMON TESTING AND TREATMENT IN OLDER
ADULTS: SELF-REPORTED, PERCEPTION OF PEER, AND ACTU-
AL OVERUSE
Theresa A. Rowe1; Tiffany Brown4; Ji Young Lee3; YawA. Peprah5; Lucia C.
Petito6; Jeffrey A. Linder7; Jason N. Doctor8; Daniella Meeker9; Noah J.
Goldstein10; Craig R. Fox11; Stephen Persell2
1Department of Internal Medicine and Geriatrics, Northwestern University,
Chicago, IL
2Medicine, Northwestern University, Evanston, IL
3School of Medicine, Northwestern University, Chicago, IL
4Department of Medicine; Division of General Internal Medicine and
Geriatrics, Northwestern University Feinberg School of Medicine, Chicago, IL
5General Internal Medicine, Northwestern Universiry, Chicago, IL
6Preventive Medicine, Northwestern University, Chicago, IL
7Division of General Internal Medicine and Geriatrics, Northwestern Univer-
sity Feinberg School of Medicine, Chicago, IL
8University of Southern California, Los Angeles, CA
9Preventive Medicine, Pediatrics, University of Southern California Keck
School of Medicine, Los Angeles, CA
10UCLA, Los Angeles, CA; 11Anderson School of Management, UCLA, Los
Angeles, CA. (Control ID #3715623)

BACKGROUND: Clinician overuse of diagnostic testing and treatment in
older adults is common. The objective of this study was to examine the
relationships between clinician-reported overuse based on choices in clinical
vignettes, impressions of their peers’ choices, and actual overuse in practice.
METHODS: Survey analysis of197 clinicians participating in a clinical trial to
curtail overuse of diagnostic testing and treatment in older adults. Clinicians were
provided with clinical vignettes on three topics: 1) Prostate cancer screening in
men aged ≥ 76 years with PSA testing (PSA); 2) Urine study ordering in older
women aged ≥ 65 without genitourinary signs or symptoms (UA/UC); and 3)
Treatment of diabetes with insulin and/or oral hypoglycemics in older adults with
aHbA1C<7(DM).We classified a clinician as a self-reported overuser when one
or both of the clinician-selected actions in two vignettes per topic represented
overuse of a test or treatment. Actual rates of clinician overuse for all three topics
were collected from EHR data for a year preceding the survey.
RESULTS:Among participants, n=122 (62%)were women and n=158 (80%)
were physicians. Most participants were trained in internal medicine (n=116;
59%), n=82 (42%) had over 20 years of clinical experience, and the majority
practiced in a suburban setting (n=112; 57%). Clinicians commonly selected
responses to vignettes indicating overuse, PSA n=132/187 (71%), UA/UC
n=157/187 (84%), and n=DM 104/183 (57%). Clinicians self-reporting over-
use had higher overuse in practice by 7.6%, 4.7%, and 4.0%, p = 0.061, 0.048,
0.031 respectively. Clinicians who overused predicted that many more of their
peers overused. When asked about “optimal” care, fewer clinicians thought
optimal care choices included overuse, PSA n=57/188 (30%), n=96/186 UA/
UC (52%), n=95/184 DM (52%).
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CONCLUSIONS: Clinician self-reported overuse on 3 common clinical
scenarios in older adults was high. There was a strong association between
self-reported overuse, perception of peer overuse, and observed overuse. Past
studies show that peer effects can influence medical decisions. Altering
clinicians’ perceptions of peer behavior could be explored as a strategy to
reduce unnecessary testing and treatment in older adults.

PAINDRIVINGNON-MEDICALUSEOFPRESCRIPTIONOPIOIDS:
IDENTIFYING A POPULATION AT RISK
Michele Buonora2,1; William Becker3,1
1Department of Medicine, Yale University School of Medicine, New Haven,
CT
2HSR&D Center for the Study of Healthcare Innovation, Implementation, &
Policy, VA Connecticut Healthcare System - West Haven Campus, West
Haven, CT
3Internal Medicine, VA Connecticut Healthcare System PRIME Center, West
Haven, CT. (Control ID #3716205)

BACKGROUND: In context of the ongoing opioid epidemic and significant
barriers to comprehensive, multimodal pain treatment, individuals who engage
in the non-medical use of prescription opioids (NMUPO) due to pain are at
increased risk for life-threatening consequences such as development of opioid
use disorder (OUD) or overdose. The present study aims to determine the
prevalence of, and describe demographic and clinical characteristics of,
persons who report pain as a motivating factor for NMUPO in order to
highlight an opportunity to improve access to multimodal pain treatment
including buprenorphine as a means of overdose prevention.
METHODS: Cross-sectional study design using data extracted from the
National Survey on Drug Use and Health (NSDUH) years 2018-2020. Survey
respondents were included if they were 18 years or older and reported pain as a
motivating factor for NMUPO (defined as use in any way not directed by a
doctor, including use without a prescription of one's own medication; use in
greater amounts, more often, or longer than told to take a drug) in the past year.
We used proportions, accounting for survey weighting, to describe the demo-
graphic and clinical characteristics of the study population. Prevalence of
buprenorphine treatment was determined using reported past-year
buprenorphine use, without misuse.
RESULTS: Between 2018 and 2020, the prevalence of NMUPO among
adults in the United States was 3.5%; 70.2% reported pain as a motivating
factor for use, representing an estimated 6.2 million Americans. Those who
reported pain as a motivating factor for NMUPO were 52.4% female, 67.0%
under 50 years old, and self-identified as 59.9% non- Hispanic White, 14.3%
non-Hispanic Black, and 19.9% Hispanic/Latino. Sixteen percent were unin-
sured. Forty-five percent reported one or more medical comorbidity, and
39.1% reported having a mental health comorbidity. Prevalence of
buprenorphine treatment among those who reported pain as a motivating factor
for NMUPO was 4.0%.
CONCLUSIONS:Among U.S. adults who report NMUPO, pain is commonly
reported as a motivating factor for use, and buprenorphine treatment is uncom-
monly reported despite being medically indicated. These results highlight the
need for person-first interventions to expand access to buprenorphine as part of
comprehensive, multimodal treatment plan – and as a means of overdose
prevention – for persons currently at risk for overdose in the setting of pain.
Furthermore, results suggest routine screening for NMUPO among patients
with pain as a strategy to identify those at increased risk for overdose, given the
high prevalence of pain among individuals reporting NMUPO.

PARTICIPANT OUTCOMES IN DIABETES PREVENTION
PROGRAMS DELIVERED VIA AN ACADEMIC-COMMUNITY
COLLABORATION MODEL
Maya S. Venkataramani1,2; Katherine L. Michalski1,2; Megan Brown1,2;
Christin Hill2; Rhonda F. Chatmon4; Kathy Pettway3; Alice R. Sliwka5; Jeanne
M. Clark1,2
1Division of General Internal Medicine, Johns Hopkins University School of
Medicine, Baltimore, MD

2Johns Hopkins Brancati Center for the Advancement of Community Care,
Johns Hopkins University, Baltimore, MD
3Johns Hopkins HealthCare LLC, Hanover, MD
4American Heart Association Inc, Baltimore, MD
5Chase Brexton Health Services Inc, Baltimore, MD. (Control ID #3697861)

BACKGROUND: Structured lifestyle interventions that promote weight loss
are one of the most effective means of delaying or preventing type 2 diabetes.
To address the growing type 2 diabetes epidemic, the Centers for Disease
Control and Prevention (CDC) have focused efforts on disseminating the
evidence-based National Diabetes Prevention Program (DPP) lifestyle inter-
vention. Using an academic-community partnership model, the Johns Hopkins
Brancati Center has had extensive experience delivering the DPP in
community-based settings to populations that disproportionately bear the
burden of diabetes-related disparities. We describe 12-month outcomes from
the Center’s DPP.
METHODS: We enrolled eligible adults (with overweight/obesity and ele-
vated diabetes risk) into a 12-month DPP using a CDC-approved curriculum
delivered by CDC-certified coaches between 2016 and 2019. We recruited
participants through community and payor outreach and provider referrals.
Program outcomes included retention, and, among retained participants, atten-
dance, mean%weight loss, achievement of ≥5%weight loss, and achievement
of ≥150 minutes/week of moderate or vigorous intensity physical activity. We
conducted bivariate analyses (Fisher's exact test for categorical variables or t-
test for continuous variables) of the association between baseline participant
characteristics and outcomes of retention and achievement of the weight loss
goal.
RESULTS: Across 16 DPP groups, a total of 168 participants attended ≥1
DPP session, and 115 (68%) were retained for at least 9 months. Among
retained participants, 83% were female, 85% were non-Hispanic Black, the
mean age was 57 years and mean BMI was 39.4 kg/m2. Mean weight loss was
5.7%; more than half (54%) of participants met/exceeded the 5% weight loss
goal and 41% reported an average of ≥150 minutes/week of physical activity
over 12 months. Gender, race and ethnicity, and baseline BMI were not
correlated with retention in the DPP. Higher age was associated with both
retention in the program (mean age 56.6 years for retained versus 48.6 for not
retained, p<0.001) andmeeting theweight loss goal at 12months (mean age 59
years for those achieving ≥5% weight loss versus 54 years for those with <5%
weight loss, p=0.02).
CONCLUSIONS: In a population at risk for diabetes disparities, an
academic-community partnership engaged and retained participants in the
DPP, with participants achieving clinically-significant weight loss that should
translate into diabetes risk reduction.

PATIENT, CAREGIVER, AND PROVIDER EXPERIENCESWITH A
TECHNOLOGICALLY ENABLED PILLBOX: A QUALITATIVE
STUDY
Evan Shannon1,3; Stephanie Mueller2; Jeffrey Schnipper2
1Division of General Internal Medicine and Health Services Research, Uni-
versity of California Los Angeles, Los Angeles, CA
2Division of General Internal Medicine and Primary Care, Brigham and
Women's Hospital Department of Medicine, Boston, MA
3Medicine, VA Greater Los Angeles Healthcare System, Los Angeles, CA.
(Control ID #3714234)

BACKGROUND: As part of a study to assess whether a technologically
enabled pillbox (Smart Pillbox) prescribed to patients at hospital discharge can
improve medication adherence and chronic disease biomarkers, we sought to
assess patient, caregiver and clinician experiences with the Smart Pillbox to
better understand benefits and potential barriers to implementation.
METHODS:We conducted a series of semi-structured phone interviews with
patients, patient caregivers, inpatient and outpatient clinicians who participated
in the Smart Pillbox Transition Study. The Smart Pillbox is a technologically
enabled device with pre-filled weekly medication trays that sends medication
reminders to patients and their caretakers via device chimes or text/phone/
email. A secure online platform associated with the device tracked whether
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medications were removed from the tray, and adherence reports were sent to
providers. We developed an interview guide using the Systems Engineering
Initiative for Patient Safety (SEIPS) framework. Interviews were conducted
between May 2018 and January 2019. We used content analysis to interpret
themes generated from the interviews. The authors independently coded
transcripts and have been meeting to identify emergent themes and resolve
discrepancies through consensus. We report here the analysis performed by ES.
RESULTS: We interviewed 6 patients, 2 caregivers, 5 inpatient and 2 outpa-
tient clinicians. The analysis was conducted using the domains of 1) Barriers to
implementation; 2) Points of success for the intervention and; 3) General
feedback regarding experience with the intervention. Points of success that
were frequently mentioned by patients and caregivers included useful alarms
(example quote: “Therewere some times where I hadn’t taken [mymedication]
and the alarm went off so then I got up and took it”), no signal issues, and ease
of use. Signal issues were also noted as barriers to implementation, as were
inappropriate alarms and portability issues. Other barriers included coordinat-
ing with pharmacists in the event of prescription changes. Barriers mentioned
by clinicians included patients who were poor fits for the intervention, logis-
tical difficulties with coordinating medication changes, and competing
demands at discharge. Inpatient providers specifically mentioned a lack of
outcome expectancy (example quote: “I never get to see the follow- up to see
how it would have impacted her adherence, or did it save her from missing
doses she should have received”).
CONCLUSIONS: Whereas patients and caregivers generally appreciated
having the Smart Pillbox, inpatient and outpatient clinicians endorsed key
barriers to successful implementation of this intervention. Reconciling these
disparate perspectives will be crucial if the Smart Pillbox or similar technology
is to be adopted as a tool to improve medication adherence during care
transitions. The emergent themes from these series of interviews likely apply
to other similar health information technology interventions.

PATIENT, FAMILYCAREGIVER, AND PROVIDER PERCEPTIONS
ON SELF-ASSESSMENT SCREENING FOR COGNITIVE IMPAIR-
MENT IN PRIMARY CARE: FINDINGS FROM A QUALITATIVE
STUDY
Julia Bandini1; Lucy Schulson1,4; Sangeeta Ahluwalia1; Jordan M. Harrison1;
Emily K. Chen1; Jin-Shei Lai2; Maria Edelen1,3
1RAND Corporation, Boston, MA
2Northwestern University Feinberg School of Medicine, Chicago, IL
3Brigham and Women's Hospital, Boston, MA
4Boston Medical Center, Boston, MA. (Control ID #3706228)

BACKGROUND:An estimated 15% to 20% of individuals aged 65 and older
havemild cognitive impairment, and roughly one third of individuals with mild
cognitive impairment will develop Alzheimer’s dementia. Assessing patients
for signs of cognitive impairment (CI) is part of theMedicare AnnualWellness
Visit, but themeans of assessment is at the discretion of the provider.While the
United States Preventative Services Task Force currently does not recommend
screening for cognitive impairment based on mixed evidence from
performance-based cognitive assessments, little is known about patient, family
caregiver, and provider perspectives around screening for CI using a patient-
reported measure of cognitive function. The purpose of this study was to
evaluate patient, family caregiver, and provider perspective on cognitive
screening through a brief self-assessment tool for the early detection of CI in
primary care. METHODS: We conducted four virtual focus groups with
primary care patients aged 65 and older (n=18) and family caregivers (n=5)
from one healthcare institution in the Northeast US to understand comfort
level, acceptability, and perceived importance of screening for CI. We also
conducted interviewswith primary care providers (n=11) from across the US to
gain insight into current processes of screening and perspectives on a self-
assessment screening tool for CI in primary care. This study is part of a larger
project to develop and validate a standardized self-administered screening tool
for early detection of CI in primary care.
RESULTS: While the majority of patient participants did not have prior
experiences with screening for CI, most expressed that they would be com-
fortable and would even “welcome” completing a self-assessment about their

memory. Both patient and family caregiver participants felt that early detection
may facilitate planning for the future. Providers reported that they do not use a
standardized tool to routinely screen patients for CI and supported the use of a
self-assessment CI screening tool because it would allow them to screen for CI
in an efficient, standardized way, mitigating some of the current challenges of
screening for CI.
CONCLUSIONS: The results suggest that routine screening of older adults
for CI through a self-assessment tool in primary care may be acceptable to
patients and family caregivers. Providers also strongly endorsed a self-
administered screening tool to help identify early cognitive impairment and
mitigate challenges associated with other types of screening tools.

PATIENT AND PROVIDER PERSPECTIVES ON IMPROVING
HIGH-RISK PATIENT MEDICATION ADHERENCE FROM A
VETERANS HEALTH ADMINISTRATION INTENSIVE PRIMARY
CARE DEMONSTRATION
Marian L. Katz1; Jeffrey E. Rollman1,2; Karleen Giannitrapani3; Susan E.
Stockdale4; Evelyn T. Chang5; Jean Yoon6
1Research, Veterans Health Administration, North Hills, CA
2Health Policy and Management, University of California Los Angeles, Los
Angeles, CA
3Center for Innovation to Implementation, Veterans Health Administration,
Menlo Park, CA
4HSR&D Center of Excellence, Greater Los Angeles VA Healthcare System,
Sepulveda, CA
5General Internal Medicine, VA- Greater Los Angeles, Los Angeles, CA
6HERC, Palo Alto VA, Menlo Park, CA. (Control ID #3712066)

BACKGROUND: Medication nonadherence is a common problem that can
lead to preventable emergency room visits, hospitalizations, and readmissions,
especially for patients at high-risk for poor outcomes. We aimed to understand
patient and intensive primary care (IPC) team member perspectives on factors
affecting high-risk patient medication adherence and of IPC impact on these
factors.
METHODS:We analyzed interview data from an implementation evaluation
of IPC providing enhanced case management for high-risk Veterans at 5 VHA
sites. IPC teams were interdisciplinary and featured small panels, schedule and
location flexibility (e.g., home visits), and expedited patient access (e.g., direct
phone lines). Using stratified quota sampling, we selected team members by
site and role (PCP, mental health, nurse, social worker, peer, clerk). We
randomly sampled patients at each site with 10+ IPC encounters and prescribed
medication for one or more chronic conditions (depression, diabetes, hyper-
lipidemia, hypertension). Interview transcripts were analyzed thematically by
two analysts for medication adherence issues and IPC impact. Themes were
refined through evaluation team discussions and IPC team feedback.
RESULTS: 16 IPC patients and 29 IPC team members participated. Factors
affecting medication adherence were divided into patient and provider
domains. The patient domain highlighted three main themes: pill burden,
inadequate medication management support at home and from healthcare
providers, and competing demands of other health and social conditions.
Provider domain comprised factors affecting PCP medication adherence sup-
port to patients and sorted into three themes: workload, incomplete information
about patients and resources, and factors beyond traditional PCP scope.
Patients and team members described IPC addressing factors in both domains
through direct services, enhanced communication and care coordination, and
leveraging the interdisciplinary team, enabled by resources not usually avail-
able to primary care teams. Some IPC strategies addressed factors in both PCP
and patient domains (e.g., communicating patient needs to PCPs) while others
addressed factors specific to each domain (e.g., patient support needs, PCP
information needs). These strategies were described by participants as improv-
ing adherence.
CONCLUSIONS: High-risk patients in primary care often lack needed med-
ication adherence support, including healthcare provider support that may be
challenging for PCPs to provide. IPC was described as meeting both patient
and PCP needs for support to perform their roles in medication adherence, by
filling care gaps, improving communication, and expanding interdisciplinary
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team roles. IPC strategies might be adapted to usual primary care contexts by
expanding the roles played by members of the primary care team and promot-
ing the perspective that medication adherence is not the responsibility of
patients alone but results from ongoing collaboration between patients and
primary care teams.

PATIENTEXPERIENCE INAN INTENSIVEPRIMARYCAREMAN-
AGEMENT PROGRAM FOR HIGH- RISK PATIENTS IN THE
VETERANS HEALTH ADMINISTRATION
Linnaea C. Schuttner1,4; Rong Guo2,5; Edwin S. Wong1,3; Elvira E. Jimenez6;
Melissa D. Klein7,8; Sudip Roy9; Ann-Marie Rosland10,11; Evelyn T. Chang2,5
1Health Services Research & Development, VA Puget Sound Health Care
System, Seattle, WA
2Greater Los Angeles Healthcare System, US Department of Veterans Affairs,
Los Angeles, CA
3School of Public Health, University of Washington, Seattle, WA
4School of Medicine, University of Washington, Seattle, WA
5Division of Internal Medicine and Health Services Research, University of
California Los Angeles, Los Angeles, CA
6Research, VAGLAHS-Center for the Study of Healthcare Innovation, Imple-
mentation & Policy (CSHIIP), Los Angeles, CA
7Medicine, Cleveland VA Medical Center, Shaker Hts, OH
8Case Western Reserve University School of Medicine, Cleveland, OH
9Primary Care Intensive Management Team, W.G. Bill Hefner VA Medical
Center- Salisbury, NC, Salisbury, NC
10VA Center for Health Equity Research & Promotion (CHERP), US Depart-
ment of Veterans Affairs, Pittsburgh, PA
11Division of General Internal Medicine, University of Pittsburgh, Pittsburgh,
PA. (Control ID #3703542)

BACKGROUND: The Veterans Health Administration (VHA) implemented
a primary care intensive management (PIM) program for high-risk patients
from 2014-2018. Eligible patients were at > 90th percentile of risk for hospi-
talization or death with > 1 VHA ER visit or hospitalization in 6 months.
Multidisciplinary PIM teams provided direct care for some patients and
consulted for primary care teams for others. We sought to examine high-risk
patient experiences associated with PIM implementation.
METHODS: PIM-eligible patients from 5 PIM and 10 non-PIMmatched sites
received a 2019 patient experience survey; 18.2% responded. PIM involve-
ment among high-risk patients was assessed at three levels: 1) PIM enrollees at
PIM sites; 2) non-enrollees at PIM sites; and 3) non-PIM site patients. Com-
posite scales assessed proportions of best responses (“top-box”) for: patient-
centered care (comprehensiveness, care coordination, self-management sup-
port (e.g., “I was asked about care barriers”); care experience (e.g., “I got
needed services”); and satisfaction (rating the primary care provider (PCP)
seen in the past 6 months). Multivariable models adjusted for facility (com-
munity- vs. hospital- affiliation, size, staffing ratios) and patient
(sociodemographics, comorbidity, self-rated health) characteristics, survey
timing, response clustering by site, and survey non-response.
RESULTS: Patients from PIM (n = 408) vs. non-PIM sites (n = 701) were
older (69.1 vs. 68.2y), more often non- Hispanic Black (40 vs. 31%), and less
educated (< high-school, 44 vs. 37%). Top-box respondents were: 23% for
care experience; 37-55% for patient-centered measures; and 53% for satisfac-
tion. In multivariable models, there was no difference in top-box responses for
care experience or patient-centered measures among patients across sites or by
PIM history. However, PIM enrollees were more satisfied with their PCPs vs.
non-enrolleeswithin PIM sites (aOR 2.36 (95%CI 1.15-4.85)). Patients at PIM
sites but not enrolled in PIM were less likely to report high satisfaction than
patients at sites without PIM programs (aOR 0.70 (0.50-0.97)). There was no
difference in satisfaction between high- risk patients with a history of PIM
enrollment and those from non-PIM sites (aOR 1.64 (0.81-3.33)).
CONCLUSIONS: Patient-provider relationships can affect health outcomes
and patient experience is an important dimension of high-quality care. Enroll-
ment in an VHA intensive case management model was associated with higher
satisfaction with their PCPs, among high-risk patients. Other metrics of patient
experience were not associated with PIM. While not examined in this study,

better satisfaction may be due to improved continuity or communication with
PIM enrolled patients.

PATIENT OUT-OF-POCKET COSTS FOR BRAND-NAME
CLINICIAN-ADMINISTERED DRUGS DOUBLED FROM 2009-2018
Hussain Lalani1,2; Aaron S. Kesselheim1,2; Rishi Desai1,2; Benjamin N.
Rome1,2
1Medicine, Division of Pharmacoepidemiology and Pharmacoeconomics, Pro-
gram On Regulation, Therapeutics, And Law (PORTAL), Brigham and
Women's Hospital, Boston, MA
2Harvard Medical School, Boston, MA. (Control ID #3709733)

BACKGROUND: High patient out-of-pocket (OOP) prescription drug costs
are associated with lower medication adherence and worse clinical outcomes.
High OOP costs have long been concerning for retail pharmacy prescriptions,
but injected or infused drugs administered by clinicians have become among
the highest-priced medications on the market, which may translate to increased
patient spending.We explored changes in OOP costs for brand-name clinician-
administered drugs from 2009-2018 among commercially insured patients.
METHODS: From a national commercial insurance claims database, we
identified 200 clinician-administered drugs with the highest spending in
2018. We excluded 47 generic or biosimilar drugs, 19 human products and
intravenous fluids (e.g., immunoglobulins, albumin), 5 drugs regulated as
medical devices (e.g., hyaluronic acid), 12 vaccines, 9 diagnostics (e.g.,
radiocontrast), and 36 drugs prescribed to fewer than 50 beneficiaries annually
to ensure stability of OOP cost estimates. From 2009-2018, we created annual
cohorts of patients with continuous health insurance enrollment for the entire
year and ≥1 outpatient medical claim for one of these drugs.We determined the
percent of patients with OOP costs and, in that subset, median annual OOP
costs (including coinsurance, deductibles, and copayments). In a secondary
analysis, we included OOP costs for medication administration fees billed on
the same day. Costs were adjusted to 2018 US dollars.
RESULTS:We identified 1.1 million patients who used one of the 72 brand-
name clinician-administered drugs. Median age was 53 years (interquartile
range [IQR] 44-59 years), 62% were female, and 5% were in high-deductible
health plans. Forty-six percent received these drugs in an office setting, 36% at
an outpatient hospital facility, and 18% in both places. The five highest overall
spending drugs in 2018 were infliximab (Remicade), pegfilgrastim (Neulasta),
aflibercept (Eylea), trastuzumab (Herceptin), and bevacizumab (Avastin). The
percent of patients who incurred any OOP costs increased from 43% in 2009 to
49% in 2018. Among those with OOP costs, the median annual spending
increased by 101%, from $263 (IQR $68-$965) in 2009 to $528 (IQR $134-
$1690) in 2018. Results were similar when we included drug administration
costs, with a change in non-zero median annual spending from $264 (IQR $80-
930) to $503 ($135-$1687).
CONCLUSIONS: Among commercially-insured patients, average spending
for patients with OOP costs doubled from 2009 to 2018 for brand-name
clinician-administered drugs. Insurers covered all drug costs for approximately
half of patients, but the share of patients contributing OOP costs increased over
time. These trends are likely due to increasing prices on existing drugs and the
entry of new expensive drugs over time. To reduce financial burden on patients
and improve access to essential medications, policymakers should change
coverage rules to protect patients, restrict price increases, and negotiate prices
for expensive medications.

PATIENT PERCEPTIONS AND CONSIDERATION OF UNMET SO-
CIAL NEEDSWHILST ACCESSINGMENTAL HEALTH PRIMARY
CARE SERVICES: A QUALITATIVE STUDY
Stephanie Loo1; Pablo Buitron de la Vega2; Megan B. Cole1; Christine Gunn3;
Jack Clark1
1Department of Health Law, Policy, and Management, Boston University
School of Public Health, Somerville, MA
2General Internal Medicine, Boston Medical Center / Boston University,
Dorchester, MA

JGIM S307



3Dartmouth Institute for Health Policy and Clinical Practice, Lebanon, NH.
(Control ID #3706247)

BACKGROUND: Patients’ active engagement in their health care is affected
by competing social needs. Health care providers responded by deploying
instruments to screen and evaluate unmet social needs. However, patients’
perceptions of being queried about their social circumstances using standard-
ized screening instruments as they seek mental health care are not well
understood.
METHODS: In-depth qualitative interviews were conducted with adult pri-
mary care patients in a large, urban safety net hospital. All had completed a
social needs screen during a primary care visit presenting with a mental health
concern (i.e., depression and/or anxiety) in the past year. Participants were
recruited by letters and telephone. Interviews were conducted by Zoom in
English. Interviews focused on patients’ experience of being screened for
social needs, their perceptions of eight domains of need probed by screener
(housing, food, medication affordability, transportation, utilities, childcare/
caregiving, employment, education), and the importance of these needs relative
to accessing medical care.
RESULTS: 148 individuals were approached; 30 participated: 19 self-
identified as female, 14 as Black/African American, 20 had at least some
college, and 14 were publicly insured. Participants strongly endorsed the
appropriateness of health care providers asking questions on social needs.
They felt that the information could help providers consider social needs in
recommending appropriate medical treatment and provide resources for unmet
needs. Ability to afford medications and employment were considered to be the
most important domains when managing healthcare, with the latter noted as
important for securing health insurance. Housing and food were also consid-
ered highly important, particularly in managing mental health needs.
Participants felt both to be inherent to a sense of overall safety with the absence
of either leading to greater mental health distress. Education was cited as the
least important domain, but patients found it ambiguous, referring either to the
security afforded by advanced formal education or problems of literacy in
understanding how to manage health concerns. Notably, participants that did
not receive help or referral follow-ups during initial screening ceased to
endorse unmet social needs in follow up screening.
CONCLUSIONS: Patients value being asked about their unmet social needs
and ascribe specific social need domains to mental health. The healthcare
system in return must be poised to respond and address reported needs. Failure
to do so may result in “double loss” wherein patients experience multiple
vulnerabilities; first at revealing an unmet need, and then not being assisted
with needs. This work revealed patients intentionally indicate that they have no
needs after experiencing gaps in the referral process. Screening and addressing
unmet social needs present an opportunity for enhancing patient-centered care
that takes account of patients’ lived experiences more comprehensively.

PATIENT PERSPECTIVESONHOME-BASEDCARE INCONJUNC-
TION WITH REMOTE MONITORING FOR MANAGING HEART
FAILURE
Jocelyn A. Carter1; Eric Isselbacher2; Karen Donelan1; Anne N. Thorndike1
1Medicine, Massachusetts General Hospital, Boston, MA
2Cardiology, Massachusetts General Hospital, Boston, MA. (Control ID
#3715361)

BACKGROUND: HF (heart failure) affects over 6 million people in the US
and contributes to high medical costs, mostly from acute hospitalizations.
Home-based care, such as community health worker (CHW) interventions,
and remote monitoring via digital platforms have each been identified as
promising strategies for managing HF outside the hospital, but little research
has been done to explore patient interest in and perceptions of the value of
these approaches as a combined intervention in helping them to manage their
HF.
METHODS:Qualitative interviews were conducted with 28 patients with HF
≥18 years old between 12/2020 and 3/2021. All participants were insured and
had ≥1 hospitalization within the prior 24 months. Patients were interviewed
by phone. Interview questions included 4 key domains: general HF

knowledge, the value of home-based care, patient experience with healthcare
technology and remote monitoring, and perceptions on managing HF at home.
Results were analyzed via Dedoose (software version 8.3.47b.exe, Los
Angeles, CA, 3/5/2021).
RESULTS: Participants were enrolled December 2020- March 2021. The
mean age (SD) of participants was 66.8 (6.2) years, and 11 (40%) were female.
The most common insurance was Medicare (24 participants [81%]). Patient
interviews revealed four major themes: (1) clear understanding of the home-
based care plan instructions provided by the clinical teams; (2) challenges
adhering to these plans (i.e., for medication, diet, and fluid management); (3)
barriers to implementing home care plans related to financial constraints and
needs for additional support; (4) willingness to use remote monitoring to
augment HF management at home, regardless of prior experience with tech-
nology. Additional analysis establishing relationships between these themes
and participant demographic and clinical characteristics will also be explored.
CONCLUSIONS: Results of this study suggest that patients with HF need
additional home-based support to maintain medication, diet and fluid intake
regimens and to help address barriers to following care plans, including
financial constraints. Most participants were willing to engage in remote
monitoring via digital platforms to manage their HF and this willingness was
irrespective of prior exposure to digital platforms. Combining remote moni-
toring with care for additional home-based support, delivered by CHWs, has
potential to improve outcomes. Additional research will be needed to deter-
mine the effect of combining home-based care with remote monitoring in
patients with HF.

PATIENT PERSPECTIVES ON PRIMARY CARE BEHAVIORAL
HEALTH INTEGRATION: VALUE, FACILITATORS, AND
BARRIERS
Anya Agrawal1; Erin Staab2; Daily Desenberg3; Neda Laiteerapong2
1School of Medicine, University of Chicago Pritzker School of Medicine,
Chicago, IL
2Department of Medicine, The University of Chicago Medicine, Chicago, IL
3Biological Sciences Division, The University of Chicago, Chicago, IL. (Con-
trol ID #3713361)

BACKGROUND: Though previous trials have supported the potential
benefits of behavioral health integration into primary care settings, few studies
have examined patients’ perspectives on these types of integration programs,
especially in large, urban hospitals systems. In 2015, the University of Chicago
Medicine (UCM) launched the Primary Care Behavioral Health Integration
Program (PC-BHIP) within its academic internal medicine teaching practice.
This study sought to directly ask patients with depression receiving primary
care at UCM about their perspectives on the value of behavioral health
integration into their primary care setting, and facilitators and barriers of
successful integration.
METHODS: Between June and August 2020, we conducted 13 semi-
structured interviews over Zoom with patients at UCM who had discussed
their depression symptoms with their primary care provider (PCP) in the past 5
years.
Participants were asked about their experiences of being screened for depres-
sion, discussing mental health with their PCP, and being referred to other
mental health providers. We analyzed qualitative data from the interviews
using grounded theory and constant comparative analysis.
RESULTS: Of the 13 participants, 10 were female and 3 were male. Eleven
self-identified as Black, 3 as White, 1 as Native American, and 1 as “Other”.
On average, participants were 53 years of age and had received care within the
Primary Care Group at UCM for 14.4 years. When considering the value of
primary care behavioral health integration, patients shared that it helps them
recognize mental health problems and navigate the mental health system,
emphasizes the connection between physical and mental health in a way that
lessens stigma, and eases conversations through a familiar, accessible setting
and established trust with their PCP. Patients reported facilitators of successful
integration centered around their relationship with their PCP at UCM and
collaboration between their PCP and their other mental health providers.
Patients enumerated several barriers to successful integration, which can be
clustered into structural barriers (e.g., appointment availability and insurance
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coverage) and interpersonal barriers (e.g., reestablishing therapeutic relation-
ship and lack of shared identities with providers).
CONCLUSIONS: The patient perspectives collected in this study affirm the
value integrating behavioral health into primary care settings has in making
behavioral health more accessible and comfortable for patients, especially
those who are underserved. Our findings also emphasize the importance of
population-level screening, provider-provider collaboration, and combating
structural barriers to care when designing similar integration programs in other
health systems.

PATTERNS OF USE OF AN MHEALTH INTERVENTION AMONG
OLDER VERSUS YOUNGER PEOPLE WITH HIV: ANALYSIS OF
USAGE, SOCIAL SUPPORT, AND NETWORK INTERACTIONS
Tabor E. Flickinger1; Breanna Campbell1; Chukwugozie M. Ejeh2; Brad
Joseph2; Allyson Timm2; Sonia Baee3; Debajyoti Datta3; Sheela V. Shenoi4;
Yulia Rozanova4; Rebecca Dillingham5

1Medicine, University of Virginia, Charlottesville, VA
2University of Virginia School of Medicine, Charlottesville, VA
3University of Virginia School of Engineering and Applied Science,
Charlottesville, VA
4Yale School of Medicine, New Haven, CT
5Medicine, University of Virginia, Charlottesville, VA. (Control ID #3715412)

BACKGROUND: People with HIV (PWH) in the United States are aging,
with high risk for negative health outcomes from social isolation. Mobile
health (mHealth) tools can help reduce isolation but may have lower uptake
among older users. PositiveLinks (PL) is a successful mHealth intervention that
promotes engagement with HIV care, social connection, and viral suppression
among PWH. PL includes an anonymous Community Message Board (CMB)
for peer-to-peer conversations. We investigated differences in PL usage and
exchange of social support between younger (less than 50 years) and older
(greater or equal to 50 years) members.
METHODS: Between June 2016 and March 2017, adult patients at our Ryan
White HIV clinic enrolled in PL and are referred to as “members”. At
enrollment, the PL app was installed on their own phone or a smartphone
was provided if needed; all members were trained in PL use. Usage outcomes
at 6 and 12 months included number of app launches and CMB posts. We
assessed the relationship between age groups and outcomes using chi-square
tests. CMB posts were analyzed qualitatively in Dedoose using an iterative
codebook to categorize forms of social support, adapted from previously
validated methods for social support assessment. Network diagrams were
created to visualize interactions among PLmembers by age group and whether
their CMB posts were seeking or providing social support.
RESULTS: Among 87 participants, 31(42.5%) were in the older age group.
This group was less likely to own a smartphone at baseline than younger
members(p=0.001).Most members identified asmale(62%) and as Black, non-
Hispanic(49%). Older members launched the app more often at 6 months
(445.5 versus 240.5 mean launches per participant, p<0.001) and 12 months
(712.3 versus 292.6 launches, p<0.001) compared to younger members. Older
members made more posts to the CMB at 6 months (47.4 versus 7.6 mean
posts per participant, p=0.02) and 12 months (77.5 versus 10.6 posts, p=0.04).
A total of 1861 CMB posts were analyzed qualitatively; 7% sought support
from others and 72% provided support. The most common type of support was
emotional support (64% of posts), followed by network support (21%) and
informational support (8%). We applied a network visualization to elaborate
the communication pattern among participants. The visualization emphasized
our findings and showed that four participants, who were in the older age
group, had more participation in terms of post generation than others. In
addition, the generated posts from these participants were mostly providing
support for the community.
CONCLUSIONS: Contrary to common expectations that older people have
lower uptake of mHealth, older PLmembers hadmore app use, includingmore
posts to the CMB, which was used to seek and provide social support. Older
individuals demonstrated durable app engagement, indicating that mHealth
can enable social connection among older people living with chronic disease.

PERCEPTIONSOFCOACHESAMONGPARTICIPANTS INA PEER
HEALTH COACH PROGRAM FOR VETERANS WITH
HYPERTENSION
Mayuree Rao1,2; George G. Sayre1,3; Karin Nelson1,2; Jennifer L. Williams1;
Tiffanie Fennell4,5; C. B. Kramer1,3
1Health services research & development, VA Puget Sound Health Care
System, Seattle, WA
2Department of Medicine, University of Washington, Seattle, WA
3Department of Health Systems and Population Health, University of
Washington School of Public Health, Seattle, WA
4Primary Care Clinic, VA Puget Sound Health Care System, Seattle, WA
5Department of Psychiatry and Behavioral Sciences, University of
Washington, Seattle, WA. (Control ID #3703571)

BACKGROUND: Peer educators have been shown to improve health
outcomes in cardiometabolic diseases. One mechanism is the formation of
trusting relationships between peer educators and participants; this process has
not been well-studied in the Veteran population. VetCOACH was a random-
ized controlled trial of a year-long intervention to reduce blood pressure among
Veterans with hypertension; Veteran health coaches conducted
home/telephone visits to provide education and support. We aimed to study
VetCOACH participants’ perceptions of the facilitators and barriers of their
relationships with coaches.
METHODS: Semi-structured interviews were conducted with Veterans 3-6
weeks after completing the VetCOACH program in 2018-2020. Two
researchers (MR, CBK) coded and performed thematic analysis of transcribed
interviews using Atlas.ti 8, reaching consensus after iterative discussion. All
veterans who completed the intervention were invited for interviews until
thematic saturation was achieved.
RESULTS: Interview participants (n=29) had mean age of 60 years (SD 8.6),
were 71% male, 55% white non- Hispanic, and had mean baseline systolic
blood pressure of 138 (SD 18). Three themes emerged from analysis: 1)
Coach’s professional behaviors: Coaches were seen as adaptable to scheduling
constraints and responsive when contacted between visits, behaviors which
promoted relationship development; 2) Coach’s professional role: Participants
viewed their coach as a peer with health training, filling a role distinct from a
friend or clinician. For most, this role facilitated trust, but one participant felt
the coach was unqualified and preferred discussing her health with a doctor;
and 3) Shared identity and experiences: Participants recognized characteristics
they had in common with their coach – e.g., Veteran status, race, and medical
problems – which facilitated friendship and personal connection. However,
one participant felt the coach’s personal problems impeded his reliability, and
another struggled with “losing a friend” at the end of the program.
CONCLUSIONS: For most Veterans in a health coaching program for
hypertension, the coach’s professional behaviors and role as well as shared
identity and experiences facilitated a positive, productive relationship. A few
found the coach’s role and experiences to be barriers to relationship develop-
ment. Future health coaching interventions may consider promoting
scheduling/communication flexibility, introducing the coach’s role as distinct
from the care team, and implementing a gradual, sensitive transition to program
completion. Future work will address how participant-coach relationships may
facilitate behavior change and reduce blood pressure in the VetCOACH
program.

PERSPECTIVES OF OLDER ADULTS ON DEINTENSIFYING DIA-
BETES MEDICATIONS
Scott J. Pilla2,5; Kayla A. Meza1; Nancy Schoenborn3; Cynthia Boyd2,6; Nisa
Maruthur4,6; Geetanjali Chander2,6
1General Internal Medicine, Johns Hopkins University, Baltimore, MD
2Medicine, Johns Hopkins University School of Medicine, Baltimore, MD
3Medicine, Johns Hopkins University, Baltimore, MD
4Medicine, Johns Hopkins University School of Medicine, Baltimore, MD
5Health, Behavior & Society, Johns Hopkins University Bloomberg School of
Public Health, Baltimore, MD
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6Epidemiology, Johns Hopkins University Bloomberg School of Public
Health, Baltimore, MD. (Control ID #3705576)

BACKGROUND: While many older adults with type 2 diabetes have tight
glycemic control beyond guideline- recommended targets, deintensifying
(stopping or dose-reducing) diabetes medications occurs infrequently and
patients’ views on deintensification are not understood. Therefore, we
conducted a qualitative study to explore the perspectives of older adults with
type 2 diabetes around deintensifying diabetes medications.
METHODS:This study used individual semi-structured interviews conducted
between January and June 2021. We recruited 24 adults aged ≥65 years with
type 2 diabetes taking one or more diabetes medication(s) and a hemoglobin
A1c (HbA1c) <7.5% from outpatient primary care, geriatrics, and diabetes
specialty practices. A maximal variation sampling strategy was used with
respect to diabetes treatment and the specialty of the treating physician, and
recruitment ended with thematic saturation. Interviews explored perspectives
on deintensifying diabetes medications and reactions to deintensification in
three clinical scenarios. Interview transcripts were independently coded by two
investigators and analyzed using a grounded theory approach wherein codes
emerged inductively from the data.We identified major themes and subthemes
and coded responses to the clinical scenarios as positive (in favor of
deintensification), negative, or ambiguous.
RESULTS: Participants’mean age was 74 years, half were women, the mean
HbA1c was 6.6%, and 58% used a sulfonylurea or insulin. The first of four
major themes was fear of losing control of diabetes, which participants
weighed against benefits of taking less medication (Theme 2). Few participants
viewed a glucose level below target as a reason for deintensification and a
majority would restart the medication if glucose increased. Some participants
were anchored to their current diabetes treatment (Theme 3), driven by unre-
alistic views of diabetes medication benefits or confusion about more permis-
sive glycemic control that presented barriers to discussing deintensification. A
trusting patient- provider relationship (Theme 4) was a major positive influ-
ence. In clinical scenarios, only 8% and 4% of participants viewed
deintensifying positively in the setting of poor health status and limited life
expectancy, respectively, whereas 75% viewed it positively in the setting of
high hypoglycemic risk.
CONCLUSIONS: For deintensification to be successful, there is a need for
new messaging that emphasizes individualized glycemic targets that may
change during a patient’s lifespan. Deintensification is an opportunity for
shared decision making, but providers must understand patients’ beliefs about
their medications and address misconceptions. A helpful framing for
deintensification may be to focus on hypoglycemia prevention.

PERSPECTIVES OF PRIMARY CARE LEADERS ON THE
CHALLENGES AND OPPORTUNITIES OF LEADING THROUGH
THE EARLY COVID-19 PANDEMIC
Samuel T. Edwards, Brian Park, Leah Gordon, Anais Tuepker
RELATE Lab, Oregon Health & Science University, Portland, OR. (Control
ID #3715837)

BACKGROUND: The initial onset of the COVID-19 pandemic presented
new challenges to primary care, but little is known about the experience of
practice leaders and their strategies for managing their teams as the crisis
unfolded. In this study, we qualitatively describe the experience of leaders in
a range of primary care delivery organizations, and their strategies for leading
their teams during the first year of the COVID-19 pandemic.
METHODS: Qualitative study - We performed semi-structured interviews
with a purposive sample of 15 clinical leaders in organizations in the United
States that deliver primary care between 9/15/2020 and 8/31/2021.
Organizations included academic health centers, federally qualified health
centers, non-academic health systems, and independent private practices.
Interviews were recorded and transcribed verbatim. An iterative grounded
review with open coding of transcripts was performed by the research team,
followed by analysis using an immersion/crystallization approach.
RESULTS: Early in the pandemic, leaders made many critical decisions at a
rapid pace despite uncertainty and constant change. Clinicians and staff

experienced fear regarding personal health, potential workplace exposures,
and job security, while also having a strong sense of purpose and wanting to
help with pandemic response. Leaders used multiple strategies for managing
their teams, including: 1) Being present, listening, acknowledging uncertainty
and showing vulnerability 2) Frequent, transparent communication regarding
uncertain and changing conditions, 3) Deepening relationships among team
members, and building new relationships within and across organizational
boundaries, and 4) Supporting emerging roles and changing decision making
systems by a) delegating work and elevating new leaders balanced with
personal involvement in problem solving and b) allowing employees to change
care processes independently. The experience of leaders was mediated by the
size and complexity of their organization, and their role within it. Leaders
noted that their organizations served as essential sources of reliable information
to patients, but also that in some cases, relationships with patients and com-
munities were stressed over disagreements over public health measures, mask
use and vaccines, leading to clinician and staff burnout. Fee for service
payment was noted as a barrier to effective pandemic response, and to primary
care function in general, while leaders of capitated organizations expressed
excitement over their ability to rapidly adapt.
CONCLUSIONS: Primary care leaders used strategies including being pres-
ent, listening and acknowledging uncertainty; frequent communication; en-
hancing relationships; and employing more transparent and participatory de-
cision making models. Such practices may persist, strengthening organization-
al capacity, but damaged relationships with patients and communities may
present ongoing challenges.

PHARMACIST INTERVENTION IN SMOKING CESSATION: RE-
ALITY OR JUST “BLOWING SMOKING"
Ariana Lyons1; Scott E. Sherman2
1Rutgers Robert Wood Johnson Medical School, Piscataway, NJ
2NYU Langone Health, New York, NY. (Control ID #3715186)

BACKGROUND: To extend the reach of primary care physicians, Collabo-
rative Practice Agreements (CPA) and Pharmacist Clinician Licenses (PCL)
have emerged as possible solutions to allow clinical pharmacists acting under a
protocol to perform specific patient care functions, such as smoking cessation
counseling. While studies have supported the efficacy of this approach, few
data are available on the frequency of their use.
METHODS: A list of pharmacies in the state of New Jersey (NJ) and New
Mexico (NM) was obtained through the GoodRx Gold membership program
list, which included 1,396 pharmacies in New Jersey and 151 in NewMexico.
We randomly selected 113 pharmacies in New Jersey, which we contacted
between December 2020 to March 2021. From New Mexico, we randomly
selected 104 pharmacies, which we contacted between February 2021 and
December 2021. Our interviewer-administered survey, which was designed to
assess practice in 2019 (pre-pandemic), included questions on the presence of a
CPA or PCL and the counseling provided (duration, frequency and type of
counseling).
RESULTS: In NJ, 83/113 (73%) pharmacies completed the survey, 17 de-
clined to participate and awaiting reply from
13. Only 8/83 pharmacies reported having a CPA in place. One pharmacy had
a CPA plan for diabetes medication management pre-pandemic but plans were
postponed due to COVID-19. Another pharmacy stated that they had a CPA
but declined any further participation in the survey. Of the remaining pharma-
cies participating in CPAs, 5 had agreements with physicians and 1 with nurse
practitioner along with physician assistant. Three pharmacies provided smok-
ing cessation counseling, two provided other counseling services and 1 solely
provided naloxone treatment. Among the pharmacies participating in CPAs,
they estimated completing 15-30 counseling interventions during 2019, with
interventions ranging 5 minutes to 15 minutes. The pharmacies that provided
smoking cessation counseling estimated less than 15 interventions in 2019,
ranging from 5 minutes to 30 minutes.
In NM, 61/104 (59%) pharmacies contacted, 24 declined to participate and
awaiting reply from 19. Of the 61 pharmacies that participated, 7 had a PCL
while the other 54 pharmacies did not. Of the pharmacies with PCLs, 4
declined further participation in the survey and of the remaining 3 pharmacies,
1 included smoking cessation counseling. Among the pharmacies recorded in
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the survey as participating in PCLs, they estimated 15 to 30 interventions
during 2019with interventions ranging 5minutes to 15minutes. The pharmacy
that provided smoking cessation counseling estimated less than 15
interventions per year ranging from 15 minutes to 20 minutes.
CONCLUSIONS: Pharmacists are effective at providing lifestyle counseling
and legal agreements exist to support their doing so. We found that this
potential remains vastly underutilized. Future studies should further examine
barriers to having pharmacists deliver lifestyle counseling and test
interventions to increase it.

PIPELINEPROGRAMSFORUNDERGRADUATE STUDENTSWHO
ARE UNDERREPRESENTED IN MEDICINE: A SYSTEMATIC
REVIEW
Kristina Kaljo2; Eliana Bonifacino3; Michael Braun2; Ragasnehith Maddula4;
Rita Sieracki4; Amy H. Farkas1,2
1General Internal Medicine, Medical College of Wiscponsin, Milwaukee, WI
2Kern Institute for the Transformation of Medical Education, Medical College
of Wisconsin, Milwaukee, WI
3Medicine, University of Pittsburgh, Pittsburgh, PA
4Medical College of Wisconsin, Milwaukee, WI. (Control ID #3690968)

BACKGROUND: Despite growing applications to US medical schools,
students who are racial and ethnic minorities remain underrepresented in
medicine (URiM). One effort to address these disparities has been the devel-
opment of pipeline programs aimed at improving the number of URiM
students matriculating into medical school. The objective of this review was
to describe the best practices for these programs.
METHODS: We searched Ovid Medline, PsycInfo, Scopus, and the Educa-
tion Resources Information Center, finalizing our search in January 2021. We
included peer-reviewed, published original papers that met our inclusion
criteria: 1) described a pipeline program for medical school enrollment, 2)
developed for undergraduate college students, 3) created for groups historically
marginalized or underrepresented in medicine, and 4) conducted within the
United States. Records published before 1996 were excluded as a previous
review included papers through 1996. Two reviewers independently evaluated
all records for eligibility and abstracted the data.
RESULTS: Our results returned 8,565 articles, 137 articles were evaluated in
full text review, and 25 articles met our inclusion criteria. The programs varied
widely in size with 14 programs serving 10 to 20 students per year. Many
programs were not able to include race or ethnicity as an admission criterion
and therefore relied on other markers of historical exclusion including family
income, zip codes, or first-generation college attendance. Other programs
recruited specific ethnic groups such as Native Americans (1 program) or
partnered with historically black university and colleges for recruitment.
Among the 10 programs that reported gender of their participants, all were
majority women. Program components involved a combination of didactic,
research and clinical opportunities. Programs highlighted that facilitator to the
success included mentorship, networking, mental health services, housing, and
financial support. The majority, 21, programs reported funding partnerships
including grants from large national funders such as National Institute of
Health, Department of Defense, and the Robert Wood Johnson Foundation.
Most programs (20) tracked educational outcomes and demonstrate success in
matriculating graduates into medical school. Five programs that presented
comparison data were able to demonstrate improved outcomes versus the
comparison groups.
CONCLUSIONS: There are a variety of successful pipeline programs for
URiM college undergraduate students described in the literature. While
programs components varied, many cited social supports as being key to the
success of their programs along with more traditional didactic and experiential
opportunities. This highlights the importance of a holistic approach and of

tailoring the programs more specifically to student need. While pipeline
programs may assist in increasing the number of URiM students in medicine
more must be done to shift our culture towards full inclusion.

PRECISION SLEEPMEDICINE:VARIATIONS IN SLEEPQUALITY
AMONG ASIAN AMERICANS IN THE NATIONAL HEALTH IN-
TERVIEW SURVEY (2006-2018)
Armaan Jamal1,2; Ryan Wang3,2
1Department of Biology, Johns Hopkins University, Baltimore, MD
2Center for Asian Health Research and Education, Stanford University School
of Medicine, Stanford, CA
3Department of Computer Science, Rice University, Houston, TX. (Control ID
#3716381)

BACKGROUND: More than one-third of the United States population
reports insufficient sleep, with Asian- Americans (AAs) reporting higher rates
of insufficient sleep than other racial/ethnic groups. Chinese, Asian Indian, and
Filipino ethnic groups make up 64% of the AA population, and 7% of the US
population. To date, there are limited studies that have examined sleep patterns
and outcomes among disaggregated AA ethnic subgroups. The aim of this
observational study was to elucidate the patterns and influences affecting sleep
among disaggregated AAs to promote precision sleep medicine.
METHODS: We analyzed self-reported sleep quality measures from the
National Health Interview Survey (NHIS) between 2006-2018 for AAs [Chi-
nese (n=11,056), Asian Indian (n=11,249), Filipino (n = 13,211)], and non-
Hispanic white (NHW) adult populations (n=523,184). Using stepwise logistic
regression, we examined five sleep measures (hours of sleep per day, number
of days of reported trouble falling asleep, staying asleep, waking up rested, or
taking sleep medication in the past week) among disaggregated AA subgroups
while controlling for demographic, socioeconomic, and health variables.
NHWs were used as the reference. Additionally, we conducted subsetted
stepwise logistic regression analyses by race and sleep outcome to assess
positive and negative factors impacting sleep outcomes by race/ethnicity.
RESULTS: In the NHIS cohort, 29.2% of NHWs, 26.4% of Chinese, 24.5%
of Asian Indians, and 38.4% of Filipinos report insufficient sleep. Compared to
NHW, Filipinos were more likely to report insufficient sleep (OR 0.58, CI95%:
[0.53-0.62]), and had more trouble falling asleep (1.21, [1.05-1.38]) than
NHWs. Chinese and Asian Indians had less trouble staying asleep and falling
asleep compared to NHWs (Chinese:(0.67, [0.58-0.77]), (0.78, [0.67-0.91])
and Asian Indians: (0.51, [0.44-0.59]), (0.72, [0.62-0.82])). Additionally, we
found that in disaggregated AAs, being foreign-born had a positive association
with sleep outcomes while poor health status, poor mental health, and presence
of another medical comorbidity had negative impacts on sleep outcomes.
CONCLUSIONS:We found the greatest burden of insufficient sleep among
Filipinos and better sleep outcomes among Chinese and Asian Indians. By
disaggregating NHIS AA data, we identified important differences in sleep
outcomes amongst different AA populations. Future research should identify
reasons for these disparities, including issues around cultural self-reporting, to
create culturally tailored primary care practices and public health interventions
to address sleep inequities and to promote precision sleep medicine.

PREFERENCES OF LATINX PRIMARY CARE PATIENTS AND
FAMILY MEMBERS REGARDING DISSEMINATION OF DIABE-
TES AND CHRONIC KIDNEY DISEASE HEALTH EDUCATION
MATERIALS
Maritza Luzanilla, Jasmine Santoyo-Olsson, Celia P. Kaplan, Elizabeth
Macias-Romo, Giselle Aguayo Ramirez, Veronica Yank
Medicine, University of California San Francisco, San Francisco, CA
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BACKGROUND: Latinx adults with diabetes mellitus (DM) or chronic
kidney disease (CKD) are at high risk for disease progression. Interventions
involving family members are effective but rarely developed. We explored
Latinx patients’ and family members’ preferred dissemination strategies for
DM/CKD health education materials.
METHODS: Adult Latinx primary care patients with DM or CKD and their
family members participated in focus groups and interviews in English or
Spanish that informed linguistic and cultural adaptation of multi-modal DM/
CKD health education materials (brochures, posters, videos, emails) on opti-
mal medication and lifestyle management. Semi- structured discussion guides
elicited feedback on where and how participants would like to encounter
materials in their daily lives. Spanish audio-transcriptions were translated and
cross-checked by bilingual researchers. Thematic analysis of transcripts was
applied.
RESULTS:Of 63 participants [49 (78%) patients, 14 (22%) familymembers],
32 (51%) were women, 26 (41%) interviewed in Spanish, 34 (54%)
commented on DM materials and 29 (46%) on CKD materials. Five themes
on dissemination strategies were identified (Table). While younger/English-
preferred participants were more likely to desire digital delivery options and
older/Spanish-preferred participants were more likely to endorse paper or
television- based materials, both groups desired multiple format and language
options to facilitate sharing with family members with technology or language
proficiencies different than their own. Participants suggested that materials be
disseminated in private spaces (e.g., homes); public places that commonly
serve as areas of education or congregation (schools, restaurants, public
transit); traditional healthcare environments (clinic waiting rooms); and both
older (television) and newer (website, email, social media) technology
platforms.
CONCLUSIONS: Primary care Latinx patients and family members desired
multi-modal dissemination options for receiving and sharing DM/CKD edu-
cational materials in private, public, and healthcare settings and different
technology platforms. Health education materials for Latinx adults may be
more acceptable and have a bigger impact if they are designed to be suitable for
family dissemination and non-healthcare settings.

PRESCRIBER AND PRACTICE CHARACTERISTICS ASSOCIAT-
ED WITH SUPPORT FOR OFFICE- BASED METHADONE:
FINDINGS FROM A NATIONAL SURVEY
Minhee Sung1,8; Anne C. Black8,7; Derek Blevins9; Brandy F. Henry10,2;
Kathryn Cates-Wessel3; Michael A. Dawes4; Holly Hagle5; Paul J. Joudrey1;
Todd Molfenter6; Frances R. Levin9; David A. Fiellin1; E. Jennifer
Edelman1,11
1Program in Addiction Medicine, Yale School of Medicine, New Haven, CT
2College of Education, The Pennsylvania State University - University Park
Campus, University Park, PA
3American Academy of Addiction Psychiatry, East Providence, RI
4Boston University School of Medicine, Boston, MA
5Addiction Technology Transfer Center, Kansas City, MO

6Center for Health Enhancement Systems Studies, University of Wisconsin-
Madison, Madison, WI
7Department of Internal Medicine, Yale School of Medicine, New Haven, CT
8VA Connecticut Healthcare System PRIME Center, West Haven, CT
9New York State Psychiatric Institute, Division on Substance Use Disorders,
Columbia University Irving Medical Center, New York, NY
10School of Social Work, Columbia University, New York, NY
11Center for Interdisciplinary Research on AIDS, Yale University School of
Public Health, New Haven, CT. (Control ID #3712283)

BACKGROUND: Methadone reduces opioid-related harms and overdose
deaths in those with opioid use disorder (OUD) yet in the US is restricted to
federal and state-regulated opioid treatment programs (OTPs). Methadone
access remains limited, particularly in rural settings. We sought to determine
prescriber and practice characteristics associated with support for provision of
methadone through office-based settings.
METHODS:We performed a secondary analysis of theOpioid Use Disorder
Provider COVID-19 Survey, a survey collaboratively developed with multi-
stakeholder input to explore the impact of COVID-19-related practice changes
among X-waivered buprenorphine prescribers. Data were collected from July
to August 2020 electronically and analyses herein were restricted to prescribers
who provided outpatient, longitudinal care for adults with OUD. The outcome
variable was selecting “The opportunity for patients to receive office-based
methadone” when asked “Which of the pandemic-related federal policy
changes or new policy changes would you like to be continued after the
pandemic?” Sequential multivariable logistic regression analyses were
performed to determine prescriber and practice characteristics associated with
support for the opportunity for patients to receive office-based methadone.
RESULTS: Among invited participants, 1,900 initiated and completed the
survey. Among the 739 respondents included in the analysis, 52% were men,
60% were ≥50 years old, 81% were White, 39% were board certified in
Addiction Medicine/Psychiatry, 44% were practicing in family medicine or
internal medicine, and 20% in psychiatry. Nineteen percent had prescribed
medications to treat OUD (MOUD) for ≥15 years, 20% had ordered metha-
done previously, and 21% worked in OTPs. Twenty-nine percent indicated
support for office-based methadone. In sequential multivariable logistic regres-
sion models, factors associated with support for office-based methadone,
compared to being White, were being Asian (AOR=2.23; 95% [CI] = 1.01,
5.04), Black/African-American (AOR=3.36; 95% [CI] = 1.30, 8.71); having
prescribed MOUD for ≥15 years (OR=2.06; 95% [CI] = 1.15, 3.66) compared
to 0-5 years; having ordered methadone previously (AOR=1.71; 95% [CI] =
1.03, 2.83) or having prescribed injectable naltrexone previously (AOR=1.70;
95% [CI] = 1.14, 2.56) compared to not prescribing MOUD previously; and
working in an academic medical center (AOR=1.87; 95% [CI] = 1.11, 3.14)
compared to working in other clinical practice settings.
CONCLUSIONS: Nearly a third of X-waivered buprenorphine prescribers
supported provision of office-based methadone, specifically prescribers of
Asian, Black, or African-American backgrounds, who had spent a longer time
treating OUD, and had experience providing methadone. Future efforts should
explore pathways to include office-based methadone to improve access to
OUD treatment.

PREVALENCE AND DISTRIBUTION OF LOW-VALUE TECHNOL-
OGY IN US HOSPITALS AND MARKETS
Paula Chatterjee1; Diksha Brahmbhatt2; William Schpero3
1Medicine, University of Pennsylvania, Philadelphia, PA
2Weill Cornell Medicine, New York, NY
3Population Health Sciences, Weill Cornell Medicine, New York, NY. (Con-
trol ID #3716052)

BACKGROUND: Identifying sources of low-value care remains a critical
priority for reducing health care costs and potential harms to patients. As
hospitals contribute to an enlarging portion of health care spending, it is
important to understand how they, specifically, might be investing in technol-
ogies that may be profitable but of little benefit to patients. In this study, we
examine how hospitals nationally have adopted low-value technologies,
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whether certain market characteristics were associated with uptake, and wheth-
er adoption of low-value technologies was associated with subsequent hospital
finances.
METHODS: This observational study from 2010-2018 examined hospital
investments in five low-value technologies: proton beam therapy, full-field
digital mammography, computer-assisted orthopedic surgery, virtual
colonoscopy, and robotic surgery. Data were obtained from the American
Hospital Association’s Annual Survey, Medicare Cost Reports, Dartmouth
Atlas, and American Community Survey. We described trends in hospital
technology investments over time and characteristics of hospitals with high
(4-5 technologies) vs. low (0-1 technologies) adoption. We then calculated
correlation coefficients to examine the relationship between high prevalence of
low-value technologies in a hospital referral region and various market-level
characteristics. Lastly, we examined the impact of hospital investments in low-
value technologies on hospital finances (operating margins, total margins)
using ordinary least squares regression with hospital fixed effects.
RESULTS: The sample included 3,461 acute care hospitals. The percent of
hospitals adopting at least 1 low-value technology increased from 62.2% in
2010 to 82.1% in 2018. The technology with the largest absolute growth in
uptake was robotic surgery (20.5% in 2010 to 50.0% in 2018). Hospitals that
adopted more low-value technologies were more likely to be large (68.3% of
hospitals with 4-5 technologies vs. 3.4% of hospitals with 0-1 technology),
non-profit (82.7% vs. 59.9%), teaching (79.0% vs. 60.5%) hospitals located in
urban areas (94.7% vs. 40.9%). Hospital markets with the highest prevalence
of low-value technology adoption were in the Northeast and Southeast. The
only market- level factors correlated with adoption of low-value technology
were the total number of admissions. Adoption of all or any of these technol-
ogies was not associatedwith significant changes in hospital operatingmargins
or total margins.
CONCLUSIONS: The share of US hospitals adopting low-value technology
has increased over time, with approximately 4 in 5 hospitals in the United
States adopting at least one form of low-value technology as of 2018. There
were no significant financial improvements among hospitals adopting these
technologies compared to hospitals that did not. Taken together, these findings
suggest that adoption of low-value technologies among US hospitals is be-
coming increasingly common but may be of little benefit to hospital finances.

PREVALENCE AND FACTORS ASSOCIATED WITH NON-
ALCOHOLIC FATTY LIVER DISEASE (NAFLD) IN LEAN
INDIVIDUALS DETECTED BYVIBRATIONCONTROLLEDTRAN-
SIENT ELASTOGRAPHY AMONG US ADULTS: RESULTS FROM
NHANES 2017-2018
Zayd A. Razouki1; Xiaotao Zhang2; Jessica P. Hwang3; Natalia Heredia4
1General Internal Medicine, MD Anderson Cancer Center, Houston, TX
2Epidemiology, MDAnderson Cancer Center, Houston, TX; 3General Internal
Medicine, MD Anderson Cancer Center, Houston, TX
4School of Public Health, The University of Texas Health Science Center at
Houston, Houston, TX. (Control ID #3715443)

BACKGROUND: Background: Non-Alcoholic Fatty Liver Disease
(NAFLD) can occur in lean individuals with body mass index (BMI)<25 kg/
m2 Our goal is to examine the prevalence and the factors that are associated
with lean NAFLD using Vibration controlled transient elastography (VCTE)
with controlled attenuation parameter (CAP), which estimates steatosis and
fibrosis more accurately than liver ultrasound.
METHODS: We conducted a cross-sectional study using aggregated data
from the 2017-2018 cycle of NHANES. We included adults (age ≥20 years)
with BMI<25 kg/m2 who completed both the survey and medical examination
and had complete VCTE data. We also excluded participants with evidence of
alternative liver disease etiologies.
RESULTS: The final sample included 1,049 participants. The prevalence of
lean NAFLDwas 6.2% and the prevalence of significant lean NAFLD fibrosis
was 3.7%, corresponding to 3.1 million and 0.1 million U.S. adults, respec-
tively. In multivariable analyses, advanced age was associated with lean
NAFLD.Metabolic syndrome (OR=6.8, 95%CI 3.0- 15.5), and its component,
including elevated fasting glucose (OR=4.1, 95%CI 2.1-7.9), and elevated

triglycerides (OR=3.8, 95%CI 1.7-8.5) were independently associated with
increased odds for lean NAFLD. In addition, compared to those with adequate
physical activity, those with inadequate physical activity had higher odds for
NAFLD (OR=2.9, 95%CI 1.2-7.1).Trunk fat was independently associated
with lean NAFLD (100 unit increase OR[NH1] =1.07, 95%CI: 1.04-1.10).
Conclusion: Lean NAFLD is prevalent in the US and is highly associated with
metabolic syndrome and some of its components. However, a sizable portion
do not have metabolic abnormalities which may lead to under recognition of
lean NAFLD.
CONCLUSIONS: Lean NAFLD is prevalent in the US and is highly associ-
ated with metabolic syndrome and some of its components. However, a sizable
portion do not have metabolic abnormalities which may lead to under recog-
nition of lean NAFLD.

PRIMARY CARE PHYSICIANS REPORT MULTIPLE DEFICIEN-
CIES IN FOLLOWING UP ABNORMAL CANCER SCREENING
TEST RESULTS
Steven J. Atlas5; Anna N. Tosteson3; Timothy E. Burdick3; Adam Wright2;
Erica S. Breslau1; Tin Dang5; Amy Wint5; Rebecca E. Smith3; Li Zhou4;
Jennifer Haas5
1Division of Cancer Control and Population Sciences, National Cancer Insti-
tute, Rockville, MD
2Vanderbilt University Medical Center, Nashville, TN
3TDI, Dartmouth College Geisel School of Medicine, Hanover, NH
4Medicine, Brigham and Women's Hospital, Boston, MA
5Medicine, Massachusetts General Hospital, Boston, MA

BACKGROUND: Primary care networks have focused on improving the
delivery of preventive cancer screening but pay less attention to systematically
ensuring timely follow-up of abnormal screening test results (“abnormal
screens”). Little is known about primary care practitioner (PCP) perceptions
of barriers to completion of abnormal screens. We surveyed PCPs from three
PC networks about factors influencing the timely follow-up of abnormal
screens for breast, cervical, colorectal (CRC) and lung cancer prior to an
NCI-funded intervention trial (ClinicalTrials.gov NCT03979495).
METHODS: Survey of PCPs (physicians and advanced practice clinicians)
from 44 practices prior to beginning study enrollment. Topics included:
perceptions of who is responsible for abnormal screens, mechanisms to track
whether follow-up has been obtained, difficulty scheduling and barriers to
follow-up, practice resources to assist with follow-up, and satisfaction with the
process of managing abnormal screens.
RESULTS: Overall, 275 (56.7%) PCPs completed the survey (site range:
34.9-71.9%) with more female PCPs (62%) and general internists (73%). Most
PCPs felt responsible for managing abnormal screens regardless of the cancer
test (63.6% breast, 66.5% cervical, 69.8% CRC and 81.1% lung). PCPs
reported limited support for following up overdue abnormal screens. Standard
processes such as automated reports, reminder letters or outreach workers were
reported by <36% of PCPs. Except for breast biopsies, <50% of PCPs reported
it was “very easy” to schedule diagnostic procedures or specialist visits for
patients with abnormal screens. Major barriers to follow-up of abnormal
screens across cancer types included limited EHR tools (range 28.5-36.5%)
while 50% of PCPs felt that there were major social barriers to receiving care
for abnormal screens for CRC. When asked to rate their overall satisfaction
with the process of managing patients with an abnormal screen in the past year,
less than half reported that they were very satisfied, with satisfaction being
greatest for breast cancer (46.9%) and lowest for cervical (21.8%) and lung
cancer (22.4%, figure).
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CONCLUSIONS: PCPs reported important deficiencies in managing the
follow-up of abnormal cancer screening test results. These findings support
the need for comprehensive systems to promote timely follow-up of abnormal
cancer screening results using a PC focused approach.

PRIOR INCARCERATION IS ASSOCIATEDWITHPOORMENTAL
HEALTH AT MIDLIFE: FINDINGS FROM A NATIONAL LONGI-
TUDINAL COHORT STUDY
Benjamin Bovell-Ammon1,2; Aaron Fox4; Marc LaRochelle3
1General Internal Medicine, Boston Medical Center, Boston, MA
2The Miriam Hospital, Lifespan Health System, Providence, RI
3General Internal Medicine, Boston University School of Medicine, Boston,
MA
4Medicine, Albert Einstein College of Medicine, Bronx, NY. (Control ID
#3707812)

BACKGROUND: The relationship between incarceration and mental health
sequelae later in life is not well understood. We used data from a unique
longitudinal cohort study to assess whether prior incarceration is associated
with worse mental health outcomes at age 50.
METHODS:Weperformed a retrospective cohort study using four decades of
data (1979-2018) from the National Longitudinal Survey of Youth 1979
(NLSY79), which is an ongoing, nationally representative cohort study ad-
ministered by the Bureau of Labor Statistics. NLSY79 included participants
whowere 15-22 years of age in 1979, and follow-up surveys occurred annually
until 1994 and every two years since. The exposure of interest was any prior
incarceration, identified if participants had been residing in a jail or prison at
the time of any survey administration. Five mental health outcomes reflecting
self-reported diagnoses and current symptom burden were measured for each
individual once they turned 50 (2008-2018). Self-reported diagnoses included:
1) any past mental health diagnosis, 2) any past depression diagnosis, and, if a
past depression diagnosis, 3) whether they had suffered from depression in the
past 12 months. Current measures of symptom burden included: 4) depressive
symptoms, measured using abbreviated Center for Epidemiologic Studies
Depression scale, dichotomized as high (>8) vs. low (≤7); and 5) mental
health- related quality of life, measured using the SF-12 Mental Component
Score (MCS), a continuous outcome.We usedmultivariable logistic regression
(for the four dichotomous outcomes) and linear regression (for SF-12 MCS)
models to estimate the association between prior incarceration and each
outcome, adjusting for complex survey sample design and for gender,
race/ethnicity, and baseline characteristics including socioeconomic status,
substance use, and criminal activity.
RESULTS: We included all 7,893 participants (out of original 9,964) who
completed the mental health assessment at age 50, of whom 51%were female,
31% non-Hispanic Black, and 19% Hispanic. By 50 years of age, 578 (7%)
had experienced at least one incarceration. Prior incarceration was significantly
associated with a greater odds of having any past mental health diagnosis
(adjusted OR [AOR] 2.0; 95% CI 1.5-2.7), past depression diagnosis (AOR
2.0; 95%CI: 1.4-2.7), past-year symptomatic depression (AOR 2.3; 95%CI:
1.7-3.2), and currently high depression symptom score (AOR 1.5; 95%CI: 1.2-
2.0). Incarceration was also associated with a lower (worse) mental health-
related quality of life score (adjusted beta -2.2; 95%CI -3.4, -1.1; range of
scores: 8-70).
CONCLUSIONS: In this large, nationally representative cohort, prior incar-
ceration was associated with worse mental health at age 50 across five distinct
outcomemeasures, when controlling for baseline social determinants of health.
These consistent findings suggest that incarceration may be an important, if
under-recognized, social determinant of mental health disparities.

PROFESSIONAL IDENTITY ESSAYS IDENTIFY CHALLENGES
FOR ENTERING MEDICAL STUDENTS
Lisa Mayevsky1; Stephanie Zhang1; Elizabeth L. Wargo1; Lynn Buckvar-
Keltz1; Adina Kalet2; Verna Monson1; Lisa Altshuler1
1General Internal Medicine, New York University Grossman School of Med-
icine, New York, NY

2Medical College of Wisconsin, Milwaukee, WI. (Control ID #3716192)

BACKGROUND: Professional identity formation (PIF) is a critical part of
medical education. PIF among medical students has been shown to vary as
measured by the Professional Identity Essay (PIE), an assessment based on
Kegan’s theory of adult development and Bebeau’s developmental model of
professional identity. The PIE consists of written responses to nine prompts
designed to elicit what students understand to be expectations from themselves,
the profession, and society, as well as potential challenges in meeting these
expectations. We sought to identify what themes arise for incoming medical
students considering how to develop a strong professional identity.
METHODS: Students at NYU complete the PIE as part of an ongoing
professionalism curriculum. We examined the PIEs of 93 students entering
NYU Grossman SOM in 2019, all who consented to using educational data as
part of a medical education registry. Two independent readers conducted a
thematic analysis of these PIEs.
RESULTS: Six overarching domains were identified: “Challenges/Conflicts,”
“Current and Future Personal Skills and Resources,” “Professional Norms/
Values/Ideals,” “Sources of Information About Ideal Physician,” “Emotions
Expressed,” and “Emotional Tone.” Mental health is commonly expressed as
an anticipated challenge. Students aspire to build resilience, yet they enter
medical school with little experience of failure: “In high school/college (and
especially as a premed), failure was essentially not an option.” Students rarely
identify their colleagues as a source of advice and support. While students
recognize the importance of self-care, there is less certainty around incorpo-
rating it into a busy schedule: “It has often been an issue for me to forego my
physical and emotional health in the pursuit of my goals and responsibilities.”
In addition, this fear of failure is most often associated with the challenge of a
global “loss of trust” in medicine. Students fear that making a mistake will lead
to an overall loss of trust in physicians, causing further mental health
challenges and consequences for their career such as derailment, termination,
or criminal or civil litigation.
CONCLUSIONS: Given that mental health issues have been exacerbated
since 2019 by the COVID-19 pandemic, educators must be aware of and
address the conflict between demanding medical school expectations and the
individual expectation that students maintain their mental health through self-
care. Further, students often enter medical school with a strong reliance on their
individual competency. Thus, the pandemic may also represent an opportunity
for medical schools to emphasize the importance of teamwork, the need for
system improvements, and leadership capacity among physicians. Medical
educators should actively build peer support and community to cultivate
resilient physicians.

PSYCHOSOCIAL AND STRUCTURAL FACTORS AND ENGAGE-
MENT IN CARE AMONG SEXUAL MINORITY MEN ACROSS RA-
CIAL IDENTITIES
Daniel S. Teixeira da Silva1; Pablo K. Valente4; Lisa Hightow-Weidman5;
Keneth Mayer2; Katie Biello4; José Bauermeister3
1General Internal Medicine, University of Pennsylvania, Philadelphia, PA
2Harvard Medical School, Boston, MA
3University of Pennsylvania School of Nursing, Philadelphia, PA
4Brown University School of Public Health, Providence, RI
5University of North Carolina at Chapel Hill School of Medicine, Chapel Hill,
NC. (Control ID #3715971)

BACKGROUND: Sexual minority men (SMM) experience a disproportion-
ate burden of chronic disease that vary across racial identities. Psychosocial
and structural factors impact engagement in care among populations with
sexual and racial minority identities. However, few studies have examined
differences in the relationship between psychosocial and structural factors and
engagement in care among SMM across racial identities.
METHODS: Cross-sectional study of HIV-negative SMM (N = 737) aged
between 16-24 years. The primary outcomewas forgoing care when needing to
see a healthcare provider in the past year. Exposures included community
violence, everyday discrimination score (0-10), medical mistrust score (0-5),
food insecurity, and mental health. We conducted descriptive analyses using
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Chi-squared and Ranksum tests, and race-stratified binominal logistic regres-
sion adjusting for health insurance and education.
RESULTS: Participants were 43% non-Hispanic (NH) White, 21% non-
Hispanic or Hispanic Black, and 36% other people of color, 75% had greater
than high school education, 91% had health insurance, 92% experienced day-
to-day discrimination, and 21% forwent care. Compared to NH White and
other people of color, participants who identified as Black reported higher
everyday discrimination scores (p≤0.0001) and medical mistrust scores
(p≤0.001), and experienced higher levels of food insecurity (p≤0.0001) and
community violence (p≤0.0001). In the race stratified regression analysis, there
were significant differences in the association of psychosocial and structural
factors and forgoing care across racial identities. (Table 1)
CONCLUSIONS: In bivariate analysis, Black participants experienced higher
levels of psychosocial and structural factors. Race-stratified analysis revealed
differences in the association of these factors with forgoing care among SMM
across racial identities, not appreciated in the analysis limited to the total study
population. Our findings may support efforts to engage SMM in care.

PSYCHOSOCIAL PREDICTORS OF ALCOHOL AND SUBSTANCE
USE IN COLLEGE YOUTHWITH TYPE 1 DIABETES
Rebecca K. Tsevat1; Elissa R. Weitzman2; Lauren E. Wisk3
1Internal Medicine and Pediatrics, University of California Los Angeles David
Geffen School of Medicine, Los Angeles, CA
2Pediatrics, Harvard Medical School, Boston, MA
3General Internal Medicine & Health Services Research, University of
California Los Angeles David Geffen School of Medicine, Los Angeles, CA.
(Control ID #3715676)

BACKGROUND: Adolescents and young adults (AYA) with chronic
diseases face unique challenges during the college years and may consume
alcohol and other substances as a mechanism for coping with stressors. In this
study, we assessed the prevalence of alcohol and other substance use and
evaluated psychosocial predictors of these behaviors in college youth with type
1 diabetes (T1D).
METHODS: College youth with T1D were recruited via social media and
direct outreach into a multi-national, web- based study. Participants answered
validated questions about alcohol and substance use, and they completed
validated measures of depression and anxiety (PHQ-2 and GAD-2), illness
acceptance (ICQ), interpersonal support (ISEL), and resilience (GRIT). De-
scriptive statistics and multivariable regression were used to evaluate alcohol
and substance use behaviors as a function of psychosocial factors while
adjusting for age and sex.
RESULTS: Participants (N=138) attended 85 universities across 30 states and
Canada; the average age was 20.5 years old (SD=1.5), 80.4%were female, and
82.6% were white non-Hispanic. Participants scored an average of 1.36 ± 1.54
and 2.22 ± 1.79 on measures of depression and anxiety, respectively; higher
scores indicated greater symptoms. They demonstrated moderate illness ac-
ceptance (33.66 ± 8.31), interpersonal support (13.44 ± 3.26), and resilience
(2.94 ± 0.62), with higher scores indicating greater values. The majority
(84.1%) endorsed lifetime alcohol use, while 31.2% had binged alcohol over
the past 2 weeks, 21.7% had ever used tobacco cigarettes/cigars, 15.9% had
ever used e- cigarettes, and 41.3% had ever used marijuana. In bivariate
analyses, higher depression scores were positively associated with lifetime
cigarette/cigar use (p=0.02) and marijuana use (p=0.03). Greater illness accep-
tance was negatively associated with lifetime e-cigarette use (p=0.03) and
marijuana use (p=0.01). Higher resilience scores were negatively associated
with marijuana use (p<0.01) and past two-week binge drinking (p=0.05).
Depression (OR 1.31, 95%CI 1.04-1.66), illness acceptance (OR 0.96,
95%CI 0.91-0.99), and resilience (OR 0.32, 95%CI 0.17-0.60) persisted as
predictors of marijuana use after adjustment for age and sex.
CONCLUSIONS: The prevalence of alcohol and other substance use is
significant among college youth with T1D. Depression and anxiety may confer
an increased risk of engaging in these behaviors, while illness acceptance,
interpersonal support, and resilience may be protective. Providers should
address these psychosocial factors in order to curb unhealthy substance use
in this population.

PULMONARY AND CARDIAC SMOKING-RELATED HISTORY
IMPROVES ABSTINENCE RATES IN SMOKERS
Zain Khera, Scott E. Sherman
Department of Population Health, NYU Langone Health, New York, NY.
(Control ID #3715583)

BACKGROUND: Tobacco use continues to take the lives of many each year,
and targeted interventions to subpopulations who need them the most can
counter this health burden. One such subpopulation is those who have expe-
rienced a teachable moment in the form of a smoking-related diagnosis, as
these patients may have a greater drive to quit smoking. Using data from the
CHART-NY trial, we assessed whether hospitalized patients with previous
cardiac or pulmonary conditions directly related to smoking had greater rates of
abstinence post-discharge.
METHODS: CHART-NY was a randomized comparative effectiveness trial
comparing a more intensive versus a less intensive smoking cessation inter-
vention after hospital discharge at a city hospital and federal hospital in New
York City. We included participants who completed 2 and 6 month follow-up
surveys in the trial. We divided them into a smoking-related history group and
a nonsmoking-related history group based on cardiac or pulmonary conditions
encountered in a retrospective chart review. We then conducted chi-squared
analyses to compare baseline characteristics and a complete case analysis on
self-reported 30-day abstinence at 2 and 6month follow-up to yield odds ratios.
We also constructed logistic regression models to analyze the predictive value
of smoking-related conditions on abstinence. These included univariatemodels
for abstinence outcomes with a smoking-related comorbidity score consisting
of the number of smoking-related conditions and multivariate models
consisting of all the smoking-attributable conditions examined.
RESULTS: At baseline, there were 597 with a smoking-attributable history
and 1021 without such history. Patients with smoking-related history tended to
be older, reported poorer health, and had less psychiatric comorbidities. Those
abstinent at 6 month follow-upwere more likely to have a smoking-attributable
history (OR=1.40, 95% CI 1.09-1.81). When separated based on intervention,
this only held true for the intensive counseling treatment group (OR=1.53, 95%
CI 1.08-2.17). In the univariate regression model, the smoking-related
comorbidity score was significant at 6 months (p=0.03), and the multivariate
logistic regression model showed significance for myocardial infarctions in
predicting abstinence at 6 months (p=0.03).
CONCLUSIONS: Smokers who have experienced smoking-related health
conditions are more likely to benefit from smoking cessation counseling,
especially more intensive counseling. Having multiple conditions had an
additive effect in predicting long-term abstinence after intervention, and having
a myocardial infarction had the greatest long-term predictive value on
abstinence.

QUALITATIVE STUDY OF EXPERIENCES AMONG LIVER
TRANSPLANT RECIPIENTS WITH EARLY VS. STANDARD
TRANSPLANT TIMELINES FOR ALCOHOL-ASSOCIATED LIVER
DISEASE
Emily Gao1; Holly Nishimura2; Heidi Hutton3; Geetanjali Chander4; Mary E.
McCaul3
1Internal Medicine, Johns Hopkins Bayview Medical Center, Baltimore, MD
2Department of International Health, Johns Hopkins University Bloomberg
School of Public Health, Baltimore, MD
3Department of Psychiatry and Behavioral Sciences,, Johns Hopkins Medi-
cine, Baltimore, MD
4Internal Medicine, Johns Hopkins Medicine, Baltimore, MD. (Control ID
#3714871)

BACKGROUND: Alcohol-related liver disease is one of the major
indications for liver transplant. The majority of liver transplant centers in the
U.S. conventionally require that patients with alcohol-related liver disease
achieve 6 months of alcohol abstinence before consideration for transplant.
However, in severe alcoholic hepatitis non-responsive to medical treatment,
many patients die before 6-months from presentation to medical care if they do
not receive a transplant. Several studies have demonstrated that transplanting
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select patients without waiting for the standard 6months of abstinence does not
increase their risk of graft failure compared to the standard timeline.
METHODS: Between August 2019-March 2021, 3 researchers conducted 18
in-depth interviews (IDIs) with acute LT recipients (n=11) with <6 months of
alcohol sobriety and standard LT recipients (n=7) with >6 months of alcohol
sobriety prior to transplant. Using a combination of inductive and deductive
coding, 2 researchers identified salient themes related to pre-transplant alcohol
use patterns, illness onset, perceptions and beliefs about alcohol use disorder in
general, and perceptions of their own alcohol use, incentives for alcohol use,
post-transplant life, treatment for alcohol use disorder, mental health, stigma,
and suggestions to improve recovery for alcohol-related transplant recipients.
One researcher coded all 18 interviews.
RESULTS: The majority of respondents described stigma, which could occur
pre- and post-transplant. Respondents recounted experiences of internalized,
perceived, and anticipated stigma related to alcohol use disorder and status as a
transplant recipient. Respondents, regardless of transplant wait time, reported
experiencing perceived and anticipated stigma from healthcare providers pre-
and post-transplant. They also reported anticipated and experienced stigma by
friends, family, and community members. For some, anticipated stigma influ-
enced motivation to participate in group recovery programs like Alcoholics
Anonymous. Many patients expressed an interest in transplant support groups.
CONCLUSIONS: Patient’s descriptions of lived experience leading up to,
during and after transplant showed that stigma is a major theme in seeking
alcohol use disorder treatment and during the post-transplant recovery period.
Experiences of stigma should be taken into account when considering how to
support patients with alcohol related liver disease before and after transplant.

RACE/ETHNICITY, POVERTY, AND THE GEOGRAPHIC DISTRI-
BUTION OF PLASMA DONATION CENTERS IN COOK COUNTY,
IL
Nikhil Umesh1; Marco Rivas1; Monica E. Peek2; Elizabeth L. Tung2. 1Pritzker
School of Medicine, University of Chicago Pritzker School of Medicine,
Chicago, IL; 2Section of General Internal Medicine, University of Chicago,
Chicago, IL.

BACKGROUND: Blood plasma has become an increasingly valuable global
commodity, yet the U.S. accounts for 94% of the paid plasma supply. No
studies to date have explored structural disparities in domestic plasma dona-
tion. This study examined the spatial organization of plasma donation centers
in Cook County, IL, and explored differences by neighborhood racial/ethnic
composition and poverty.
METHODS: Data from the American Community Survey (2019 5-year
estimates) were used to examine the racial/ethnic composition and poverty
status of each census tract in CookCounty, IL. Census tracts were classified as:
White-majority, Black-majority, Hispanic majority, and mixed/integrated-
majority. Poverty status was classified as poor (<200% FPL) or non-poor
(>200% FPL) using median annual household income. The dependent variable
was geographic distance to the nearest plasma donation center from each
census tract’s population center, with close proximity defined as <5.0km.
Logistic regression models were used to calculate odds ratios.
RESULTS: In Cook County, IL, we observed 14 plasma donation centers
across 1319 census tracts. Mean travel distance to the closest plasma donation
center was 8.0 km. Census tracts classified as close proximity (<5.0km) were
predominantly located in Black and Hispanic majority census tracts (n=324
[65.9%]). Poverty status was associated with higher odds (OR 2.12; 95% CI,

1.69 – 2.67) of being located within close proximity to a plasma donation
center. In unadjusted and adjustedmodels, Blackmajority (AOR 3.29, 95%CI,
2.27 – 4.76) and Hispanic majority (AOR 4.90, 95% CI, 3.41 – 7.05) census
tracts had higher adjusted odds of being located within close proximity to
donation centers. Geographic analysis (Fig, 1) additionally indicated that
donation centers were predominantly located on the South and West Sides of
Chicago.
CONCLUSIONS: In Cook County, IL, plasma donation centers were dispro-
portionately located near Black majority, Hispanic majority, and poor census
tracts relative to White majority and non-poor tracts. Racial/ethnic disparities
persisted even in models adjusting for poverty. Geographic analyses corrobo-
rate historical and contemporary trends of residential segregation by
race/ethnicity, raising concerns about a structural pattern of exploitation.

RACIAL DISPARITY AND TREND OF FOOD SCARCITY AMID
COVID-19 PANDEMIC
Sae X. Morita1,2; Hirotaka Kato3
1Medicine, City University of New York, New York, NY
2St. Barnabas Hospital, New York, NY
3University of Kentucky Medical Center, Lexington, KY

BACKGROUND: Food insecurity is a part of social determinants of health
associated with various health conditions. Increase in households with food
insecurity has been reported in the COVID-19 pandemic, but the racial dis-
parity and trend of food insecurity during the pandemic remains unclear.
METHODS:We conducted an exploratory data analysis of Household Pulse
Survey (HPS) from the US Census Bureau. HPS is a biweekly survey of
nationally representative samples of adults in the households. US Census
Bureau defines “food scarcity” as respondents who reported “sometimes” or
“often” not enough to eat in the last 7 days. We created time series plots of the
following national estimates over 34 weeks from June 2020 to September
2021: proportion of (1) food scarcity, (2) at-risk of food scarcity, (3) food
sufficient groups stratified by race as well as (4) sources of money to buy food
(5) experienced/expected unemployment in 4 weeks.
RESULTS: Of an estimated average of 249,546,185 US adults per survey,
62.5% were White, 17.1% Hispanic, 11.4% Black, 5.2% Asian, and 3.8%
Other. Age between 25-54 was the most common (51.6%) while 22%were 65
and older. Female comprised 51.6%. On average, 12.1% of Hispanic, 14.0% of
Black, and 11.3% of Other adults were classified as having food scarcity as
compared to 5.3% of White and 3.1% of Asian adults. Time series plots
(Figure) suggested that the proportion of food scarcity was incremental from
June to December 2020 and began decreasing after December 2020. This trend
was seen across all racial groups, but the gaps in food scarcity rates narrowed
between Black/Hispanic and White races.
CONCLUSIONS: US adults/households suffered from food scarcity amid
COVID-19 pandemic but there have been improvements in food scarcity after
December 2020. We hypothesize that the observed improvement was not
because of food assistance but because US economy started recovering and
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they started gaining regular income sources. Racial disparity, however,
remains to be the concern especially for Black and Hispanic populations.

REASONS FOR STATIN NON-THERAPY AMONG PATIENTS
WITH CORONARY HEART DISEASE IN A LARGE CARDIAC RE-
HAB COHORT
Akul Arora1; Nima Keyvan1; Chih-Wen Pai2; Eric J. Brandt2; Melvyn
Rubenfire2
1University of Michigan Medical School, Ann Arbor, MI
2Cardiovascular Medicine, University of Michigan Michigan Medicine, Ann
Arbor, MI

BACKGROUND: Statin therapy is indicated for nearly all patients with
coronary heart disease (CHD) undergoing cardiac rehab (CR). However, some
patients in CR report not being on a statin. We explored the frequency and
reason for statin non-therapy in our CR cohort.
METHODS:We performed an observational study of patients in the Univer-
sity of Michigan CR database from 01/2011-02/2020. We performed chart
review on all patients at CR for CHD and recorded their reasons for statin non-
use. Presence of non-statin lipid-lowering therapy was also noted.
RESULTS: There were 157 cases out of 1984 (7.9%) where patients were
reportedly not on a statin at CR entry. Among these, 58 were prescribed a statin
in their medical chart and 18 were on non-statin therapy. The most common
reason for not being on a statin were symptoms without a laboratory abnor-
mality (e.g. myopathy, myalgia, or joint pains; n=38; 40.4%). Other reasons
were myositis or rhabdomyolysis, patient refusal, liver function test abnormal-
ity, not indicated, allergy, and cirrhosis (Table). Only 5 of the 9 with liver
function test abnormality met guidelines of statin- induced liver abnormalities.
No documented reason for statin nonuse could be found for 25 cases. There
were 15 cases where patients began a statin during CR.
CONCLUSIONS:Among patients reporting not being on a statin at CR entry,
many were prescribed a statin or could later tolerate a statin. Themost common
documented reason for statin nontherapy were statin symptoms without labo-
ratory abnormalities. Clinicians should continue to be educated that statin
related pain impacts muscles and not joints.

REGIONALIZATION OF INITIAL CARE AND IMPROVED SUR-
VIVAL OF BREAST CANCER PATIENTS
Ann Nattinger2; Emily L. McGinley3,2; Liliana E. Pezzin1
1Institute for Health and Equity, Medical College of Wisconsin, Milwaukee, WI
2Medicine, Medical College of Wisconsin, Milwaukee, WI
3Center for Patient Care and Outcomes Research, Medical College of
Wisconsin, Milwaukee, WI

BACKGROUND:Women of lower socioeconomic status with breast cancer
typically have worse survival than their more affluent peers, and are about
twice as likely to die within 5 years after diagnosis of the cancer. Low SES
breast cancer patients are also more likely to undergo surgery in low-volume
facilities. In 2009, the New York (NY) Medicaid program enacted a policy
precluding payment for breast cancer surgery for its beneficiaries treated in
facilities performing fewer than 30 breast cancer surgeries annually. We
examined the effectiveness of this reimbursement-based regionalization policy.
METHODS: From the population-based NY State Cancer Registry, we
identified 37,822 women aged 64 years old or younger who developed stage
I-III breast cancer during 2004-2008 or 2010-2013 and linked to NY state
hospital discharge data. A multivariable difference-in-differences approach
was used to estimate the mortality of Medicaid beneficiaries relative to that
of commercially or otherwise insured women unaffected by the policy, after
adjusting for differences in the composition of the two populations with respect
to demographic characteristics, comorbid conditions, and extent of disease.
RESULTS: This policy affected 64 facilities in 40 counties in 2010 and by
2019, 84 facilities in 35 counties were excluded. Women treated during the
post-policy years had slightly lower 5-year overall mortality than those treated
pre- policy; the survival gain was significantly larger for Medicaid beneficia-
ries (p=0.018). Women enrolled in Medicaid had a greater reduction than
others in breast cancer-specific mortality (p=0.005), but no greater reduction
in other causes of death (p=0.50). Estimates of the magnitude of the NY
regionalization policy effect (Figure 1) indicate that Medicaid beneficiaries
had a 28.8% adjusted decline in overall mortality and a 31.8% decline in breast
cancer-specific mortality compared to declines of 8.9% and 2.6%, respectively,
among women without Medicaid coverage.
CONCLUSIONS: A statewide regionalization policy promoting initial care
for breast cancer in higher volume facilities was associated with better survival
for the Medicaid population targeted. Given these impressive results and those
from prior research, policy makers in other states may consider adopting
similar policies to improve breast cancer outcomes and reduce socioeconomic
disparities therein.

REGION OF ORIGIN MAY AFFECT OUTCOMES OF HISPANIC
PATIENTS WITH NON-SMALL CELL LUNG CANCER IN THE
UNITED STATES
Nadeem Bilani1; Martin E. Garcia1; Debbie M. Fermin1; Tais Bertasi2; Ra-
phael Bertasi2; Jose S. Aguilar-Gallardo4; Marita Yaghi3; Rafael Arteta-Bulos3
1Internal Medicine, Icahn School of Medicine at Mount Sinai Department of
Medicine, New York, NY
2Medicine, Icahn School ofMedicine at Mount Sinai Department of Medicine,
New York, NY
3Hematology-Oncology, Cleveland Clinic Florida, Weston, FL
4Department of Medicine, Mount Sinai Morningside Hospital, New York, NY
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BACKGROUND: Social determinants of health that have been studied thor-
oughly include insurance status, race, and ethnicity. There are over 50 million
self-identifying Hispanics in the United States. This, however, represents a
heterogenous population. We used a national registry to investigate for signif-
icant differences in outcomes of Hispanic patients with non-small cell lung
cancer in the United States by region of origin.
METHODS:We identified a cohort of Hispanic patients in the United States
with non-small cell lung cancer (NSCLC) for which region of origin was
documented using the 2004-2016 National Cancer Database dataset. This
included patients from: Cuba, Puerto Rico, Mexico, South or Central America,
or the Dominican Republic. We performed multivariate logistic regression
modeling to discover whether origin was a significant predictor of cancer
staging at diagnosis, adjusting for age, sex, histology, grade, insurance status,
and facility type. Race was not included due to a non-significant association
with stage at diagnosis at the bivariate level in this cohort. Consequently, we
used Kaplan- Meier modeling to identify whether overall survival (OS) of
Hispanic patients differed by origin.
RESULTS: Of n=12,557 Hispanic patients with NSCLC in the United
States: n=2,071 (16.5%) were Cuban, n=2,360 (18.8%) were Puerto Rican,
n=4,950 (39.4%) were Mexican, n=2,329 (18.5%) were from South/
Central America, and n=847 (6.7%) were from the Dominican Republic
in origin. After controlling for the aforementioned covariates, we found
that origin was a significant predictor of staging at diagnosis (p=0.015).
Puerto Ricans were less likely to be diagnosed at advanced stages com-
pared to Cubans (OR: 0.82; 95% CI: 0.69-0.98; p=0.026). We also identi-
fied that origin was a significant predictor of overall survival in this cohort
(log-rank p-value <0.001), even when controlling stage at diagnosis. Do-
minican patients with early-stage NSCLC exhibited the highest 5-year OS
(63.3%), followed patients from South/Central America (59.7%), Puerto
Rico (52.3%), Mexico (45.9%), and Cuba (43.8%).
CONCLUSIONS: Primary care physicians meticulously construct continuity
in the medical care for patients in the community. This empowers these
physicians, including internists, to understand how differences in background,
culture or religion impact a patient’s relationship with medicine. In this study,
we suggest that region of origin may be an important determinant of outcomes
in patients with cancer.

RELATIONSHIPS BETWEEN VACCINE CONFIDENCE AND VAC-
CINE UPTAKE AT A STUDENT-RUN CLINIC FOR THE UNIN-
SURED IN EAST HARLEM
Christian Stevens1; Allen Zheng1; Kasopefoluwa Y. Oguntuyo1; Talia Swartz2
1Microbiology, Icahn School of Medicine at Mount Sinai, New York, NY
2Icahn School of Medicine at Mount Sinai Department of Medicine, New
York, NY. (Control ID #3715836)

BACKGROUND: The East HarlemHealth Outreach Partnership (EHHOP) is
a student-run clinic that serves a particularly vulnerable patient population
lacking access to basic health insurance, largely because many do not meet
USA residency requirements. COVID-19 has exacerbated the existing health
disparities faced by our patients, who are predominantly Black and/or
Hispanic/Latino living in East Harlem, one of the hardest hit neighborhoods
in NYC. We hypothesized that high engagement in longitudinal care through
the student-run clinic is associated with especially high rates of vaccine
confidence and vaccine uptake.

METHODS: This study included phone interviews with 63 EHHOP patients
between 12/13/20 and 3/3/21. We asked 14 questions in order to measure
vaccine confidence, COVID-19 sentiment, and patient trust. Patients were ages
21-78 with an even distribution of male and female patients. Most interviews
were conducted in Spanish with professional translators, and the survey was
created both in English and Spanish. All questions were scored on a 1-5 scale
of agreement with a given. Patients were then followed through December of
2021 in order to ascertain vaccine uptake over time.
RESULTS: 95.2% of those interviewed are now confirmed to be vaccinated
(60/63), 3.2% have refused (2/63), and only 1.6% have unknown status (1/63).
Both patients who chose not to be vaccinated had responded theywere unlikely
to get the COVID-19 vaccine.
When comparing those likely to get the vaccine versus those whowere not, the
most highly significant differences in scores came when asking whether
patients are more likely to take the vaccine due to their physician
recommending it, and when asked whether they generally trusted those
recommending they get the vaccine (p = 4.8E-5 and 4.3E-6 respectively).
The next most significant differences were in perceptions of whether the
vaccine would be effective and whether they felt the vaccine was created too
quickly (p = 3.3E-2 and 5.3E-3 respectively).
We also have precise day of first dose information for 51/60 vaccinated
respondents. While there may be confounders, we found that choosing to be
vaccinated earlier correlated most significantly with whether individuals were
likely to take the vaccine, whether the trusted those recommending the vaccine,
and whether they felt the vaccine was created too quickly (p = 3.6E-2, 1.5E-2,
and 1.4E-2 respectively).
CONCLUSIONS: These data indicate that the strongest predictors of vaccine
uptake rate and timing are not just vaccine confidence in general, but specif-
ically trust in those recommending the vaccine. This indicates that even in the
context of marginalized populations often underserved by the healthcare
system, longitudinal trust-building relationships may be a significant part of
successful vaccine uptake. Those with the highest burden of disease should be
given preferential treatment with high-quality, longitudinal care, and such care
is shown to make a great difference in the context of vaccine uptake.

REMOTE MANAGEMENT OF HOME DWELLING PATIENTS
WITH COVID-19WITH PULSE OXIMETRY VS SUBJECTIVE DYS-
PNEA ALONE: A RANDOMIZED CLINICAL TRIAL
AnnaU.Morgan1; Kathleen Lee4; Krisda H. Chaiyachati2; RuiyingA. Xiong3;
Austin S. Kilaru4; Andrew Parambath1; Ari B. Friedman4; Dina Abdel-
Rahman4; Jeffrey Ebert4; Julianne Reilly1; ChristinaO'Malley5; JudyA. Shea1;
Nandita Mitra6
1Medicine, University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA
2Medicine, University of Pennsylvania, Philadelphia, PA
3Department of Internal Medicine, University of Pennsylvania, Philadelphia,
PA
4Emergency Medicine, University of Pennsylvania Perelman School of Med-
icine, University of Pennsylvania Perelman School of Medicine, Philadelphia,
PA, US, academic/medsch, Philadelphia, PA
5Penn Medicine, Philadelphia, PA
6Biostatistics, uninversity of pennsylvania, Philadelphia, PA. (Control ID
#3714446)

BACKGROUND: Reports of silent hypoxia in patients with Covid-19 have
raised concerns that patients monitored at home should receive pulse oximeters
to objectively measure oxygen saturation rather than relying on subjective
dyspnea as an indicator of clinical deterioration.
METHODS: In this pragmatic randomized control trial, patients with
suspected or confirmed Covid-19 were randomly assigned (1:1) to receive a
text message based remote monitoring program (“Covid Watch”) or the
program supplemented with SpO2 monitoring using a home pulse oximeter
(“COVID Watch + Pulse Oximetry”). Covid Watch is a an automated 14-day
text program that enquires about patients’ symptoms of dyspnea. The primary
outcome was days alive and out of hospital (DAOH) at 30 days.
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RESULTS: A total of 1056 patients (611 Covid-19 positive) were assigned to
receive automated remote monitoring of both peripheral oxygen saturation
(SpO2) levels and self-reported symptoms of dyspnea and 1041 (606 Covid-19
positive) to receive symptom monitoring alone. Among Covid-19 patients, the
addition of SpO2 monitoring provided no significant difference in mean
DAOH at 30 days (29.38 vs 29.46; difference -0.08; 95% CI, -0.37 to 0.21).
Patients in the intervention arm were more likely to use more clinical resources
such as telephone calls and telemedicine visits. These finding were consistent
across subgroups defined by race, age, and clinical status.
CONCLUSIONS: SpO2 monitoring added no clinical value to subjective
assessments of dyspnea in an automated text- message remote monitoring
program of Covid-19 patients, while simultaneously increasing utilization of
clinical resources. These findings reveal that home pulse oximetry may be
ineffective and inefficient in supporting the management of Covid-19 patients
in outpatient settings relative to remotely monitoring symptoms of dyspnea
alone.

REPORTED BELIEFS ABOUT COVID-19 VACCINES AMONG UN-
VACCINATEDHISPANIC ADULTSUTILIZING A FREECLINIC IN
ORLANDO, FLORIDA
Thomas M. Knapp1; Caridad Hernandez2; Jeffrey Simpson1; Kailee
Hernandez1; Catalina Esguerra3; Bieu T. Mach3; Lindsay A. Taliaferro1
1College of Medicine, University of Central Florida, Orlando, FL
2Clinical Sciences, University of Central Florida, Orlando, FL
3University of Central Florida, Orlando, FL. (Control ID #3689713)

BACKGROUND: Subgroups of the general population, including Hispanic/
Latinx individuals, report higher rates of COVID-19 vaccine hesitancy than
Non-Hispanic White individuals. The purpose of this study involved identify-
ing factors that influence attitudes toward COVID-19 vaccines among unvac-
cinated Hispanic adults utilizing a free community clinic in Orlando, Florida.
METHODS: FromMay 2021 to July 2021, we used convenience sampling to
recruit 20 self-identified Hispanic adults who were unvaccinated to complete
an individual, semi-structured interview. We developed the interview guide
based on constructs from the Health Belief Model. Interviews ranged from 15
to 60 minutes in duration and were conducted in-person or via telephone in
Spanish or English, depending on participant preference. Interviews were
audio-recorded, transcribed, translated (when necessary), and qualitatively
analyzed using inductive content analysis to identify recurring themes.
RESULTS: Of the 20 participants in this study, 65% were female (n=13) and
they ranged from 21 to 73 years of age (median age =42.5). We identified three
primary themes in participant responses regarding their beliefs about COVID-
19 vaccines: 1) trust and clarity of COVID-19 vaccine information 2) personal
contextual factors and 3) lack of confidence, yet willingness, to get vaccinated.
Participants reported receiving information on COVID-19 vaccines from var-
ious sources, but the trustworthiness and clarity of this information were
concerns for participants. Most participants indicated preferring information
from government-based sources and scientific professionals over information
from news outlets or social media. We found personal contextual factors, such
as underlying health conditions, immigrant status, and personal perceptions of
COVID-19, to be recurring themes for not getting a COVID-19 vaccine.While
some variation existed in participants’ attitudes towards COVID-19 vaccines,
participants indicated feeling a lack of confidence in these vaccines. However,
most participants also indicated a willingness to be vaccinated in the future.
CONCLUSIONS: Overcoming vaccine hesitancy in vulnerable populations,
such as the Latinx community will require addressing issues of message clarity
through trusted sources while considering an individual’s personal context.
Health care professionals can begin by initiating discussions with patients to
understand individual circumstances and concerns and provide information on
COVID-19 vaccines that clarify confusion points and are personally relevant to
patients.

RIFAXIMIN IMPROVES BOTH ABDOMINAL PAIN AND
BLOATING IN PATIENTSWITH IRRITABLEBOWELSYNDROME
WITH DIARRHEA (IBS-D): A COMPOSITE ENDPOINT ANALYSIS
OF TWO PHASE 3, RANDOMIZED, PLACEBO-CONTROLLED
TRIALS
Brian E. Lacy1; Lin Chang2; Satish S. Rao3; Jennifer J. Merkel4; Zeev
Heimanson4; Gregory S. Sayuk5
1Mayo Clinic, Jacksonville, FL
2University of California Los Angeles David Geffen School of Medicine, Los
Angeles, CA
3Augusta University Medical College of Georgia, Augusta, GA
4Salix Pharmaceuticals, Bridgewater, NJ
5St. Louis Veterans Affairs Medical Center, St. Louis, MO

BACKGROUND: Abdominal pain and bloating are 2 of the most common
and bothersome symptoms in patients (pts) with IBS-D. The nonsystemic
antibiotic rifaximin is indicated for the treatment of IBS-D in adults.
Thresholds for clinically meaningful outcomes for bloating (independently
and in combination with other abdominal symptoms [ie, pain]) have not been
clearly delineated. The current analysis evaluated rifaximin efficacy in improv-
ing both abdominal pain and bloating using various thresholds to define
response.
METHODS: This was a pooled post hoc analysis of two phase 3, identically
designed, randomized, double-blind trials. Adults with IBS-D received
rifaximin 550 mg TID or placebo (PBO) for 2 weeks, followed by a 4-week,
treatment-free phase to evaluate response. Abdominal pain and bloating were
separately rated daily (0 [“not at all”] to 6 [“a very great deal”]). Composite
response for both abdominal pain (mean weekly improvements from baseline
of ≥30%, ≥40%, and ≥50%) and bloating (mean weekly improvements from
baseline of ≥1, ≥2, or ≥3 points; or ≥30%, ≥40%, or ≥50%) for ≥2 of the first 4
weeks post-treatment was evaluated. P values were determined using the
Cochran-Mantel-Haenszel method.
RESULTS: 1258 pts (mean age, 45.9 y; 72.3% female) were included
(rifaximin [n=624], PBO [n=634]). Baseline scores for rifaximin and PBO
groups were similar for mean daily abdominal pain (3.2–3.3) and bloating
(3.2–3.3). It was previously reported that a higher percentage of pts treated with
rifaximin had a ≥30% improvement from baseline in abdominal pain vs PBO
for ≥2 of the first 4 weeks post-treatment (51.9% vs 42.6%; P<0.001). In the
current assessment, analysis of the individual component of bloating showed
that a significantly greater percentage of pts treated with rifaximin vs PBO had
a ≥1-point improvement (49.0% vs 39.4%; P=0.0006) or ≥30% improvement
(49.2% vs 39.4%; P=0.0005) from baseline for ≥2 of the first 4 weeks post-
treatment. For the composite endpoint, a significantly greater percentage of pts
treated with rifaximin were responders for abdominal pain and bloating vs
PBO for ≥2 of the first 4 weeks post-treatment using varied response
definitions (Table).
CONCLUSIONS: A 2-week course of rifaximin for IBS-D led to significant
improvements in both abdominal pain and bloating. This finding was consis-
tent across multiple response thresholds, including more rigorous abdominal
pain thresholds that exceed the current FDA guidance standard (≥30% im-
provement from baseline).
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RISKFACTORSASSOCIATEDWITHTHECLINICALOUTCOMES
OF ACUTE AND POST-ACUTE COVID-19 IN ADULT PATIENTS
Tristan Jordan1; Juan Salazar2; John Dobbs1,3; George P. Morcos1; Maria W.
Wu1; Praphopphat Adhatamsoontra1; ChristopherWalker1; Dhruvil Prajapati1;
Ian C. Miller1; Warren W. Acker1; Hana Akselrod1; Aileen Chang1; Adrienne
N. Poon1
1Department of Medicine, The George Washington University School of
Medicine and Health Sciences, Washington, DC
2The George Washington University Milken Institute of Public Health,
Washington, DC
3Johns Hopkins University Bloomberg School of Public Health, Baltimore,
MD. (Control ID #3715251)

BACKGROUND: During the COVID-19 pandemic, most attention has been
focused on the acute phase of the disease, but lingering symptoms from the post-
acute sequelae of COVID-19 (PASC) merit concern. The George Washington
University COVID-19 Recovery Clinic is documenting these presentations to
better understand PASC and its precipitating factors. The group implemented
definitions for six phenotype categories: pulmonary, cardiac, connective tissue,
vascular, central nervous system (CNS), and other. This research seeks to identify
pre-existing factors that could affect disease severity, understand their effect on
PASC symptoms at 6-15 months post-infection, and determine associations
between patient history and PASC phenotypes.
METHODS: An IRB-approved, retrospective cohort study was performed
from charts of adult patients with persistent symptoms after acute COVID-19.
Data were abstracted from clinical history prior to COVID-19 diagnosis,
during acute COVID-19, and during the post-acute phase, including laboratory
results and responses from mental health assessment tools. PASC phenotypes
were determined clinically and hospitalization was used as a proxy for disease
severity.
Descriptive statistics, unadjusted odds ratios, and significance tests (Fisher's
exact test, Chi-square test, and Mann- Whitney U test) were calculated using
RStudio (4.1.1).
RESULTS: Study participants with persistent symptoms at 6-15 months post-
infection (n=116) had a mean age of 45.16 (SD 13.23), of which 70% were
female, 60% were Caucasian, 12% were African-American, 9% were Asian,
and 3% were Hispanic/Latino. When including all patients who had persistent
symptoms at 1-15months post-infection, those with obesity (BMI ≥30) or type
2 diabetes were much more likely to undergo a severe acute phase of COVID-
19 (OR 12.75; 95% CI 1.91-84.95; p=0.02; n=61 and OR 34.67; 95%CI 4.43-
271.46; p<0.001; n=61 respectively). At 6-15 months post-infection, those
suffering from a pulmonary PASC phenotype were more likely to have
smoked (OR 3.27; 95% CI 1.18-9.11; p=0.02; n=91). At the same period,
those presenting with at least one CNS phenotype had a significantly higher
level of C-reactive protein (CRP) than those without a CNS phenotype pre-
sentation (Mean 3.70 mg/L, SD 5.19 vs. Mean 1.26 mg/L, SD 2.36; p=0.009;
n=53). Additionally, acute phase severity was not significantly associated with
the presence of PASC.
CONCLUSIONS: Our research further demonstrates the increased risk of
severe acute COVID-19 among patients with obesity and type 2 diabetes.
Furthermore, we show that those with a smoking history were more likely to
continue to have pulmonary symptoms of COVID-19 at 6-15 months post-
infection. Additionally, our study suggests that there may be a relationship
between CRP and persistent CNS symptoms. A better understanding of these
associations can help predict the full burden of COVID-19 and improve
clinical guidance.

RISKFACTORS FOR 6-MONTHMORTALITY INMEDICAREBEN-
EFICIARIESWITHHEART FAILUREDISCHARGEDWITHHOME
HEALTH SERVICES
Christine D. Jones1,2; Angela Moss1; Carter Sevick1; Marisa Roczen1;
Madeline R. Sterling3; Amy Yu1; Prateeti Khazanie1
1Medicine, University of Colorado Denver School of Medicine, Aurora, CO
2VA Eastern Colorado Health Care System, Aurora, CO
3Medicine, Weill Cornell Medicine, New York, NY. (Control ID #3705003)

BACKGROUND: For older adults with heart failure (HF) transitioning from
the hospital, skilled home health (HH) is a frequent source of nursing and
therapy support. Over 1/3 of Medicare beneficiaries with HF are discharged
with HH services and have a high comorbidity burden, functional deficits and
high risk for poor outcomes. Yet, it is unclear howmany andwhich HF patients
discharged with HH die within 6 months of hospital discharge. Therefore, we
examined these questions for Medicare beneficiaries with HF discharged from
hospitals with HH to identify which patients may benefit from palliative and
hospice supports.
METHODS: We performed a retrospective longitudinal cohort analysis in a
100% Medicare sample for patients with HF discharged from a hospital from
January 2017 to June 2018 with HH services initiated within 7 days of
discharge. Patient and index hospitalization characteristics (e.g., age, gender,
length of stay) and post discharge HH Outcome and Assessment Information
Set characteristics (e.g., cognition, functional status) were chosen as covariates
a priori.
Multivariable Cox regressionmodels with robust standard errors to account for
clustering within hospitals were used to assess factors associated with 6-month
mortality. Statistical analysis was completed in SAS 9.4. All statistical tests
were two-sided with a 0.001 significance level.
RESULTS:We identified a total of 282,609 hospitalized patients with HF and
discharged with HH services initiated within 7 days of discharge. Over half of
the patients were female (55%), 66%were >75 years old, 79%werewhite non-
Hispanic, median hospital length of stay was 5 days, 24% were dually-eligible
for Medicare and Medicaid, and 39% had ICU-level care during their hospi-
talization. Within this cohort, 15.5% (43,821) died within 6 months of hospital
discharge.
Variables most strongly and significantly associated with 6-month mortality
included: age >85 (HR 1.64, 99.9% CI 1.56-1.72), a HH-assessed status of
“serious” compared to “stable” condition (HR 1.64, CI 1.44-1.87), uninten-
tional weight loss of >10 lbs over 12 months (HR 1.46, CI 1.38-1.54), inability
to speak clearly (HR 1.42, 1.19-1.69), need for home respiratory treatments
including home oxygen (HR 1.41, CI 1.35-1.46), cancer as a comorbidity (HR
1.37, CI 1.31-1.42), and the need for feeding assistance at home (HR 1.32, CI
1.24-1.40).
CONCLUSIONS: Factors associated with 6-month mortality for older HF
patients discharged with HH included advanced age, serious illness, weight
loss, diminished ability to communicate or self-feed, need for respiratory
support, and cancer. Patients with these risk factors may warrant additional
palliative and hospice support while receiving HH services.

SAVING FOR FUTURE HEALTH CARE EXPENSES: A NATIONAL
SURVEY OF US ADULTS AGE 50-80
Jeffrey T. Kullgren1,2; Preeti Malani2; Matthias Kirch2; Dianne Singer2; Erica
Solway2; A. Mark Fendrick2
1VA Ann Arbor Healthcare System, Ann Arbor, MI
2University of Michigan, Ann Arbor, MI. (Control ID #3715759)

BACKGROUND: Affording health care is a major concern for many older
adults. One possible way to prepare for future health care expenses is to save
money, particularly in a tax-advantaged account like a Flexible Spending
Account (FSA) or Health Savings Account (HSA). For older adults, little is
known about who has a tax-advantaged savings account, who is saving for
health care, and why some are not saving for health care.
METHODS: In January 2021, 2,023 Ipsos KnowledgePanel® participants
50-80 years of age completed an online survey as part of the National Poll on
Healthy Aging (completion rate 78%). Respondents were asked if they have an
FSA or HSA and whether in the last 12 months they had saved for health care
in an FSA, HSA, or bank account. Those who had not saved for health care
were asked why. Multivariable logistic regression was used to estimate
associations between respondents’ age, gender, race/ethnicity, income, educa-
tion, health insurance, and health status and having an FSA or HSA, saving for
health care, and reasons for not saving for health care. Marginal estimates of
the adjusted prevalence of each outcome are reported as a function of
respondents’ characteristics. All analyses used sample weights to generate
nationally representative estimates.
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RESULTS:AmongUS adults age 50-80, 11.7% had an FSA and 7.2% had an
HSA. Individuals with at least a bachelor’s degree (15.4%) or a household
income of at least $100,000 (16.4%) were more likely to have an FSA.
Similarly, those with at least a bachelor’s degree (10.4%) or a household
income of at least $100,000 (9.5%) were more likely to have an HSA. Nearly
one-third of US adults age 50-80 (29.0%) had saved for health care in the last
12 months. Individuals with at least a bachelor’s degree were more likely to
have saved (33.9%) and those with a high-deductible health plan were less
likely to have saved (24.1%). The most common reasons for not saving were
already having enough savings to cover health care expenses (40.0%), not
being able to afford saving (27.0%), and not perceiving a need for health care
(17.6%). Not being able to afford saving was more common among people
with annual household incomes less than $30,000 (45.9%) and those in fair or
poor physical health (36.2%).
CONCLUSIONS:FewUS adults age 50-80 have a tax-advantaged account to
save for health care, and those that do have higher levels of education and
income.While some older adults feel they have enough savings to cover health
care expenses, many feel they cannot afford to save, particularly those with
lower incomes or who are in worse health. As health care costs continue to rise,
policymakers should help more older adults benefit from financial incentives to
save for health care and, for those who are unable to save, pursue other ways to
reduce financial barriers to needed care.

SECONDARY ANALYSIS OF CHOOSEWELL 365 TO DETERMINE
IF THE EFFECT OF A WORKPLACE HEALTHY EATING INTER-
VENTION IS ASSOCIATEDWITHEMPLOYEES’BASELINE FOOD
CHOICES
Maggie R. Salinger1; Douglas E. Levy3,2; Jessica L. McCurley1,2; Emily D.
Gelsomin4; Eric B. Rimm5,6; Anne N. Thorndike1,2
1General Internal Medicine, Massachusetts General Hospital, Boston, MA
2Harvard Medical School, Boston, MA
3Mongan Institute Health Policy Center, Massachusetts General Hospital,
Boston, MA
4Nutrition and Food Services, Massachusetts General Hospital, Boston, MA
5Departments of Epidemiology & Nutrition, Harvard University T H Chan
School of Public Health, Boston, MA
6Channing Division of Network Medicine, Brigham and Women's Hospital,
Boston, MA

BACKGROUND: Workplace cafeteria nudges, such as traffic-light labels,
improve food choices, but it is unknown if these behavioral interventions
benefit all employees equally. We examined whether the ChooseWell 365
(CW365) intervention effects differed according to the healthfulness of cafe-
teria purchases in the year prior to enrollment.
METHODS: This was a secondary analysis of the CW365 randomized trial
that enrolled 602 employees of a Boston hospital and tested a 12-month
intervention (+12-month follow-up) to improve diet and prevent weight gain.
Within an existing system of traffic-light food labels, the intervention added
weekly personalized feedback on food purchases (email) plus monthly peer
comparisons and financial incentives for healthy items (postal). Workplace
purchases were weighted by color category (red=0, yellow=0.5, green=1) to
create healthy purchasing scores (HPS). Healthy eating index scores (HEI-15)
were based on two 24-hour dietary recalls. HPS and HEI-15 were scaled 0-100

(higher=healthier). We compared intervention effects on 12- and 24-month
changes in HPS (primary outcome), HEI-15, and body mass index (BMI)
among groups defined by baseline HPS tertiles (T3=healthiest). We compared
demographic and health indicators across HPS tertiles (chi2, ANOVA).
Adjusting for baseline characteristics, we used multivariable linear regression
to assess intervention effects across tertiles (F-test).
RESULTS:Mean (SD) baseline HPS values were T1: 54 (8), T2: 69 (3), and
T3: 82 (5). Compared to T2/T3, employees in T1 (least healthy baseline HPS)
were younger; had lower education levels; were more likely to be male and
Black; and had higher baseline prevalence of obesity, hypertension, and pre/
diabetes. The figure shows changes in HPS (A) and HEI-15 (B) by tertile in the
intervention arm relative to the control arm. Intervention effects on BMI did
not differ by tertile.
CONCLUSIONS: The CW365 intervention improved the quality of cafeteria
purchases with heterogeneity in effect among employees with variable dietary
habits. Workplace cafeteria nudges can support healthy food choices in diverse
populations.

SHARE, TRUST, ORGANIZE, PARTNER, THE COVID-19
CALIFORNIA ALLIANCE (STOP COVID-19 CA): COMMUNITY
ENGAGEMENT AS A DISTRIBUTIVE APPROACH TO ADDRESS
THE COVID-19 PANDEMIC’S CRISES AND DISPARITIES AMONG
CALIFORNIA’S MOST VULNERABLE- HOW WELL DID WE DO,
AND WHERE TO GO NEXT?
Alejandra Casillas1; Lisa Goldman Rosas2; Savanna Carson1; Allison
Orechwa5; Gemma North5; Mona AuYoung1; Gloria Kim1; Jesus A.
Guereca6; Stefanie D. Vassar3; Keith C. Norris4; Arleen F. Brown1
1Medicine, David Geffen School of Medicine @ UCLA, Los Angeles, CA
2Health Research and Policy, Stanford University, Palo Alto, CA
3Division of Internal Medicine & Health Service Research, UCLA, Los
Angeles, CA
4Medicine, UCLA, Los Angeles, CA
5University of Southern California, Los Angeles, CA
6Scripps Health, San Diego, CA. (Control ID #3708233)

BACKGROUND: California is the most populous state in the United States
(US), with 40 million residents and a global economy that would be the 5th

largest. California is also known for dramatic disparities in wealth and health-
with some of the richest and poorest communities in the world just a few miles
apart. As such, the traumas of the Coronavirus-19 disease (COVID-19) pan-
demic have fallen starkly and unevenly across this state.
An equitable and just pandemic response calls for a “distributive approach” to
close the gaps on these disparate COVID- 19 experiences. The National
Institutes of Health (NIH) responded in such a way- with the Community
Engagement Alliance (CEAL) as an NIH platform for real-time community-
engaged COVID-19 strategies. The NIH CEAL asked for the development of
state teams to engage communities, and California was one of the first states to
answer this call. STOP COVID-19 CA was established in September 2021 to
advance equity in COVID-19 research, clinical practice, and public health for
California’s most under-resourced racial/ethnic minority groups. This study
evaluates the early impacts of the Alliance, from the perspective of its partic-
ipating sites and partnered community-based organizations (CBOs).
METHODS: 11 university sites (and their 68 affiliated CBOs) were sent a
qualtrics survey in August 2021. We requested at least one academic/CBO
response from each of the 11 sites. We conducted a mixed methods evaluation
of the responses: analysis of monthly acitivity reports from sites (9/2020-8/
2021) and summary of their perceptions regarding impact.
RESULTS: We received responses from 17 academic investigators and 17
CBOs. In the aggregate, STOP COVID-19 CA partnerships reported >18,000
surveys and 40 focus groups and reached an estimated 25,000 vulnerable
Californians in >500 COVID-19 town halls and vaccine events. In the survey,
academic and CBOs emphasized that the Alliance expanded community
networks and broadened access to culturally specific COVID-19 messaging
and vaccine outreach strategies. They noted accelerated knowledge sharing by
learning from the successes and challenges of other sites’ COVID-19
initiatives. Academic partners described leveraging the STOP COVID-19
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CA network as a platform to reach local, state, and federal policymakers.
CBOs expressed concerns about bureaucracy delaying funding for time-
sensitive COVID-19 CBOs-driven initiatives. Both groups also highlighted
the potential for the Sustainability of this Alliance and the need for flexible
resources to address the health disparities, conditions, and social determinants
of health that predispose their communities to high rates and poor outcomes
from COVID-19.
CONCLUSIONS: STOP COVID-19 CA represents a new and potentially
sustainable community engagement model for addressing disparities in
multiethnic/multicultural and geographically dispersed communities.

SIGN OF THE TIMES: COMMUNITY-ENGAGEMENT TO REFINE
A CARDIOVASCULAR MHEALTH INTERVENTION THROUGH A
VIRTUAL FOCUS GROUP SERIES DURING THE COVID-19
PANDEMIC
Jissy Cyriac1; Ashok Kumbamu4; Lora E. Burke5; Sarah Jenkins6; Sharonne
N. Hayes2; Clarence Jones7; Lisa A. Cooper8; Christi A. Patten9,3; LaPrincess
C. Brewer2,3
1Internal Medicine, Mayo Clinic Department of Internal Medicine, Rochester,
MN
2Department of Cardiovascular Medicine, Mayo Clinic Minnesota, Rochester,
MN
3Center for Health Equity and Community Engagement Research, Mayo
Clinic Minnesota, Rochester, MN
4Robert D. and Patricia E.Kern Center for the Science of Health Care Delivery,
Mayo Clinic Minnesota, Rochester, MN
5School of Nursing, University of Pittsburgh, Pittsburgh, PA
6Division of Clinical Trials and Biostatistics, Department of Quantitative
Health Sciences, Mayo Clinic Minnesota, Rochester, MN
7Hue-Man Partnership, Minneapolis, MN
8Medicine, Johns Hopkins University School of Medicine, Baltimore, MD
9Department of Psychiatry and Psychology, Mayo Clinic Minnesota,
Rochester, MN. (Control ID #3709562)

BACKGROUND: African-Americans (AA) are underrepresented in mobile
health (mHealth) intervention research studies which can perpetuate health
inequities and the digital divide. A community based, user-centered approach
to designing mHealth interventions may increase their sociocultural relevance
and effectiveness, especially with increased smartphone use during the
COVID-19 pandemic. We aimed to refine an existing mHealth intervention
via a virtual focus group series for use in a randomized controlled trial (RCT)
aiming to improve cardiovascular health (CVH) in AAs.
METHODS:AA community members (N=15) from churches inMinneapolis
and Rochester, Minnesota were enrolled in a virtual, 3-session focus group
series over 5 months to refine an existing CVH focused mHealth application
(FAITH! App). Participants completed a baseline electronic survey capturing
sociodemographics, mobile technology use, and electronic health information
sources prior to start of focus groups. Participants accessed the FAITH! App
via their smartphones and received a Fitbit synced to the app. Participants
engaged with multimedia CVH focused education modules, a sharing board
for social networking, and diet/PA self-monitoring. Participant feedback on
app features prompted iterative revisions to yield a refined app. Primary
outcomes were app usability (assessed via Health Information Technology
Usability Evaluation Scale [Health-ITUES], range 0-5) and user satisfaction
which were evaluated via electronic survey after the final focus group. A
predetermined goal of mean overall Health-ITUES score of ≥4 was set for
the app to advance for use in the RCT.
RESULTS: Participants (mean age [SD] 56.9 [12.3] years, 13, 86.7% female)
attended a mean 2.8 focus groups (80% attended all sessions). Participant
feedback resulted in app refinements to increase visual appeal, increase diver-
sity and gender balance in testimonial videos, further improve ease of diet/PA
self-monitoring, and add fitness videos as well as a moderated sharing board.
The revised FAITH! App achieved a mean overall Health-ITUES score of ≥4
(mean 4.39, range 3.20-4.95). Participants positively rated updated app con-
tent, visual appeal, and use of social incentives to maintain engagement.

Increasing user control and further refinement of the moderated sharing board
were identified as areas for future improvement.
CONCLUSIONS: Virtual focus group data can improve usability and in-
crease participant satisfaction in mHealth lifestyle interventions aiming to
promote CVH in AAs.

SINGLE-LEAD ARRHYTHMIA DETECTION THROUGH MA-
CHINE LEARNING: A CROSS-SECTIONAL EVALUATION OF A
NOVEL ALGORITHM USING REAL-WORLD DATA
Henry Mitchell1; Nicole Rosario1; Carme Hernandez1,2; Stuart R. Lipsitz1,3;
David Levine1,3
1General Internal Medicine, Brigham and Women's Hospital Department of
Medicine, Boston, MA
2Hospital Clinic de Barcelona, Barcelona, Catalunya, Spain
3Harvard Medical School, Boston, MA. (Control ID #3706818)

BACKGROUND: Computer-assisted interpretation of single-lead electrocar-
diogram (ECG) is the preliminary method for clinicians to flag and further
evaluate an arrhythmia of clinical importance for acutely ill patients. Critical
scrutiny of novel detection algorithms is lacking, particularly in external real-
world datasets. The goal of this study is to evaluate a hybrid machine learning
model’s ability to classify 8 arrhythmias from a single-lead ECG signal for
acutely ill patients.
METHODS: Cross-sectional external retrospective evaluation of a previously
trained hybrid machine learning model against an ECG reading team. The
ECG was analyzed in 60-second strips. Strips were drawn from patients in
home hospital care (acute care delivered at home as a substitute for traditional
hospital care) at 2 hospitals in Boston, Massachusetts, USA. The participants
were acutely ill patients requiring hospital-level care between June 12, 2017
and November 23, 2019.We tested each arrhythmia for sensitivity, specificity,
accuracy, positive predictive value (PPV), negative predictive value (NPV), F1
score, and false positive rate (FPR) for each arrhythmia, all arrhythmias, and a
false negative rate (FNR) for strips where the DNN did not find an arrhythmia.
All strips were reviewed by certified cardiac technicians with cardiologist
overread.
RESULTS: The model analyzed 2,680,162 minutes of single-lead ECG data
from 423 patients and identified 691,478 arrhythmias. Patients had a mean age
of 70 years (standard deviation, 18), 60% were female, and 45% were White.
At detecting any arrhythmia, the model had sensitivity 98% (95%CI, 97.8% to
98.3%), specificity 100% (95% CI, 99.7% to 99.9%), accuracy 98% (95% CI,
98.2% to 98.7%), PPV 100% (95%CI, 99.9% to 100.0%), NPV 93% (95%CI,
92.4% to 93.5%), and F1 score 99% (95% CI, 98.8% to 99.2%). Performance
was best for pause (F1 score, 99% [95% CI, 99.1% to 99.7%]) and worst for
paroxysmal supraventricular tachycardia (PSVT) (F1 score, 92% [95% CI,
90.6% to 92.5%]). The DNN’s FPR for any arrhythmia was 0.2% (95% CI,
0.14% to 0.33%), ranging for specific arrhythmias from 0.4% (95% CI, 0.19%
to 0.65%) for pause to 7.2% (95% CI, 6.3% to 8.2%) for PSVT. The FNR for
any arrhythmia was 1.9% (95% CI, 1.7% to 2.2%) and the F1 score for any
arrhythmia was 98.4% (95% CI, 98.2% to 98.7%). Across specific
arrhythmias, the mean F1 score was 96.7% (95% CI, 96.5% to 97.3%), the
mean PPV was 94% (95% CI, 94.1% to 95.2%), and the mean NPV was
99.8% (95% CI, 98.8% to 99.1%).
CONCLUSIONS: A previously trained DNN was effective at classifying
common cardiac arrhythmias from a single- lead ECG in real-world data.

SNOWBALL GROUP USABILITY TESTING: A NOVEL METHOD
FOR PRAGMATIC MULTI-SITE TESTING
Katherine Dauber-Decker1; Sundas Khan5; Fatima Malik1; Jeffrey Solomon1;
Ruth Agbakoba4; Lynn Xu4; Paul Smith8; Wendy Halm8; Pranisha Gautam-
Goyal2; Eun Ji Kim2,1; Thomas McGinn5,6; Rachel Hess7; David A.
Feldstein3; Devin Mann4; Safiya Richardson4
1Northwell Health Feinstein Institutes for Medical Research, Manhasset, NY
2Donald and Barbara Zucker School of Medicine at Hofstra/Northwell,
Manhasset, NY
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3Medicine, University of Wisconsin- Madison School of Medicine and Public
Health, Madison, WI
4NYU Langone Health, New York, NY
5Baylor College of Medicine, Houston, TX
6CommonSpirit Health, Chicago, IL
7University of Utah Health, Salt Lake City, UT
8University of Wisconsin-Madison, Madison, WI. (Control ID #3714499)

BACKGROUND:Usability testing is important for developing technological
tools but is often skipped to save time. We developed Snowball Group
Usability Testing, a method to conduct rapid, successive rounds of testing with
fewer person hours. We applied our method to the multi-site development of
two clinical decision support (CDS) tools.
METHODS: Our study was conducted at four academic institutions and in
two electronic health records (EHRs): Epic and Allscripts TouchWorks. We
developed two CDS tools for outpatient registered nurses (RNs) to reduce
unnecessary antibiotic prescribing in patients with upper respiratory
symptoms. The tools were based on evidence-based decision rules: the
Heckerling Rule for pneumonia and the Centor Score for strep pharyngitis.
Each institution conducted a group think aloud session for each tool with 3-4
RNs and documented results in a pre- templated format. Sessions were
conducted by a main moderator using Microsoft Teams, Cisco Webex, or
Zoom. Each RN worked with a moderator in their individual virtual breakout
room, where the RN used the tool prototype to work through mock clinical
cases using the think aloud method. Participants then answered debriefing
questions about the tool in a focus group setting. Each institution shared results
with the other three institutions to enable rapid tool iteration prior to their own
testing (snowballing). Institutions needing more feedback completed second
sessions for further assessment.
RESULTS: Participants found the CDS tools useful but identified areas for
improvement, including changes in wording, formatting, andworkflow. Group
sessions enabled us to observe common views among participants more easily
than when trying to draw parallels between individual sessions. Changes from
the first site were incorporated and refined at future sites. For example, RN
instructions were highlighted and the order in which choices were presented to
RNs was refined at the second site before testing. Some changes were not
transferrable between sites due to EHR limitations, such as automating calcu-
lator results and changing order sets.
CONCLUSIONS: Snowball Group Usability Testing enabled us to rapidly
obtain and share feedback on CDS tools prior to implementation. While group
sessions were more logistically challenging to schedule, due to the need to
synchronize clinician and study team schedules, our novel method enabled us
to obtain feedback that would have previously taken several hours’ worth of
sessions in a single, 60-90-minute session per institution. Our newmethod will
expedite the usability testing process for tool development, improving
timelines for creating useful, usable tools with high end-user adoption.

SOCIAL MEDIA RECRUITMENT OF SURVIVORS WHO HAVE
LOST SOMEONE TO SUICIDE AFTER PRESCRIPTION OPIOID
CHANGE: PILOT STUDY
Stefan Kertesz1,2; Allyson L. Varley1,2; Caitlin Wolford-Clevenger2; Adam
Gordon3,4; Kevin Riggs1,2; April Hoge1; Yogesh Dwivedi2; Beth Ruf2; Thom-
as Joiner5
1Birmingham Veterans Affairs Medical Center, Birmingham, AL
2UAB Heersink School of Medicine, Birmingham, AL
3VA Salt Lake City Health Care System, Salt Lake City, UT
4University of Utah Hospital, Salt Lake City, UT
5Florida State University, Tallahassee, FL. (Control ID #3710710)

BACKGROUND: Some research reports suicides occurring after prescription
opioids are stopped, reduced or started. Large databases, however, do not offer
data to qualitatively assess individual suicide histories. Qualitative study of
individual deaths could be informative, if survivors, who may include friends
or family, can be recruited. The purpose of this pilot study was to evaluate the
feasibility of using social media to recruit survivors, and to gather preliminary
data on the types of suicides that are reported through this method.

METHODS: A team of researchers, patient advocates, and suicide experts
created a 45-item online survey to assess characteristics of respondents, and of
suicides they believe occurred after an opioid prescription change. It includes 4
screening items (eg. Do you believe that someone close to you died by suicide
after a change in pain medication?). The 41 other items include relationship to
the decedent, the decedent’s use of pain medication and method of death.
Recruitment involved postings by two investigators on Facebook, Reddit,
Twitter, often with the phrase “Have you lost someone with pain to suicide?”
It also included outreach by a patient advocate.
RESULTS: From November of 2020 to August 2021, there were 60 instances
of a respondent passing the 4-item screener and answering at least one more
question. As sample size varied by item, unique denominators are reported.
There were 48 decedentswhere both gender (30 male, 18 female) and race (42
White, 6 Other) were reported, from 30 US states. Average decedent age was
50.3 (range 21-77, n=47). For these 48, 38 were "very confident" that the death
was an "intentional act of suicide", with 3 affirming lower levels of confidence,
and 7 not responding. When asked to specify, 35 of 41 respondents said
opioids had been reduced or stopped, but 2 said they had been increased,
and 4 said they didn't know.
Among 48 respondents, 31 responded “Yes” to whether they “consider
yourself to be in a family relationship” with the person who died, while 17
responded “No”. Of those 31, 21 endorsed common family relationships
(sibling, parent, child, spouse, etc). However, 6 of 31 described the relationship
as “friend” and 4 as “self”. Among 41 respondents, 12 asserted they had legal
authority to request medical records about the person who died, while 5 were
unsure, and 24 said they lacked such authority. A total of 45 reached the end of
the survey, with 35 (78%) agreeing to be contacted for future study.
CONCLUSIONS: This pilot study suggests that public recruitment to engage
people who have lost someone to suicide is possible. It shows that respondents
may include friends, family, and persons who have not died by suicide, but
who may be at risk. Many potentially informative respondents may lack
authority to obtain medical records. Formal research beyond the pilot stage,
as is planned, requires professional outreach and organizational partnerships,
as well as safety plans to respond to persons who may be thinking about
suicide.

SOUTHEASTERN COLLABORATION TO IMPROVE BLOOD
PRESSURE (BP) CONTROL
Monika M. Safford1; Andrea Cherrington2; Doyle M. Cummings3; Muna
Anabtawi2; Erica Richman4; Alyssa d. Adams3; Elizabeth Baquero1; Joanna
B. Ringel1; Orysya Soroka1; Suzanne Oparil5; James Shikany5
1Department of Medicine, Weill Cornell Medical College, New York, NY
2The University of Alabama at Birmingham College of Arts and Sciences,
Birmingham, AL
3East Carolina University, Greenville, NC
4Family Medicine, University of North Carolina at Chapel Hill, Chapel Hill,
NC
5Medicine, University of Alabama at Birmingham, Birmingham, AL. (Control
ID #3713763)

BACKGROUND: AA residents of the rural Southeast face particularly steep
challenges to achieving BP control. Peer coaching (PC) improves self-care for
chronic diseases but has not been tested in AA hypertensive residents in this
region. Area primary care practices are resource constrained and have little
training in quality improvement (QI) or population health management, the
focus of practice facilitation (PF). We tested the hypothesis that PC or PF alone
or in combination results in better BP control than enhanced usual care (EUC)
among AA with persistently uncontrolled hypertension (mean systolic BP
>140 in the year prior to enrollment plus research-grade BP on enrollment
>140/90).
METHODS: This 4-arm cluster randomized controlled trial engaged 69 rural
primary care practices in AL and NC, enrolling 25 AA participants (ppt) per
practice. Ppts at PC practices worked for one year with a trained PC on a
structured telephone-delivered program on hypertension self-care. PF practices
worked with a facilitator for 1 year to implement >4 QI activities to improve
BP control. All practices received an algorithm for BP medication titration
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customized to AAs, a laptop, and access to a novel patient education system.
All ppts received a home BP monitor. Baseline, 6-month, and 12-month data
included research-grade BP, surveys, and medical record data.
RESULTS: Of 248 practices contacted, 39 were ineligible, 99 declined to
participate, and 41 were in process when the target number of 69 practices was
reached (final sample: 16 EUC [342 ppts], 12 PF [260 ppts], 17 PC [332 ppts],
15 PF+PC [275 ppts]). Nearly half (48%) of practices were FQHCs reporting
that 21% of their patients lacked health insurance. Of 1592 randomized ppts,
1336 (84%) completed 12-month follow-up; their mean age was 58+12 years,
62% were women, 22% had <HS education, 45% reported income <$20,000,
and mean baseline BP was 156/90 mm Hg. We trained 82 PCs and 5
facilitators. Of 804 ppts receiving PC, 484 (60%) completed the core
components of the intervention. No intervention arm achieved significantly
better BP control than EUC, overall or by any pre-specified subgroups.
However, PC resulted in 5.3 mm Hg (95% CI -9.3, -1.2) lower SBP vs EUC
for ppts <60 years (a pre- specified subgroup analysis); compared to EUC, a
greater proportion of ppts <60 years who received PC improved their diet (36%
vs. 21%, p<0.01) and adherence to medications (43% vs. 33%, p=0.04).
Facilitators succeeded in implementing >4 QI activities over the year-long
intervention in all PF practices and estimates of monthly practice-level BP
control increased from 55% to 61% over the year (p<0.01). Medications were
intensified in only 38% of ppts regardless of intervention arm.
CONCLUSIONS: Neither PC nor PF resulted in better BP control among
rural AA patients enrolled in this trial, overall or for any prespecified
subgroups. However, PC resulted in improved SBP for ppts age <60 years
despite a relatively high rate of PC intervention noncompletion.

SPECIALTY CARE USE AMONG ADULTS WITH AND WITHOUT
LIMITED ENGLISH PROFICIENCY: A NATIONAL PERSPECTIVE
Jessica Himmelstein1,4; Christopher Cai2,4; David Himmelstein3,4; Stephanie
Woolhandler3,4; David Bor1,4; Samuel L. Dickman5,6; Danny McCormick1,4
1Internal Medicine, Cambridge Health Alliance, Cambridge, MA
2Brigham and Women's Hospital Department of Medicine, Boston, MA
3Hunter College, New York, NY
4Harvard Medical School, Boston, MA
5Planned Parenthood South Texas, San Antonio, TX
6The University of Texas at Austin, Austin, TX. (Control ID #3715574)

BACKGROUND:Adults with limited English proficiency (LEP) face greater
barriers to accessing many medical services than English proficient (EP)
adults. However, language-related differences in the use of outpatient care
across the full spectrum of physician specialties have not been studied. We
compared outpatient visit rates to physicians in 28 specialties by people with
LEP vs EP.
METHODS:We analyzed data on adults (age >17) from the Medical Expen-
diture Panel Survey (MEPS) (pooled 2013- 2018), which collects data on
health care use and expenditures from a nationally representative sample of
the non-institutionalized US civilian population. Our exposure was having
LEP, defined as taking the survey in a language other than English. Our main
outcome was specialty-specific visit rates. We examined LEP: EP visit rate
ratios for each specialty and three categories of specialties; 1) primary care, 2)
medical subspecialties, and 3) surgical specialties.
Among respondents with commonmedical conditions, we also compared LEP
vs. EP visit rates to specialists commonly treating those conditions (e.g.,
diabetes and ophthalmology). All analyses used multivariable negative bino-
mial regression models to adjust for age, sex and self-reported health status. In
sensitivity analyses we additionally controlled for income, insurance and
education.
RESULTS: Our sample included 149,611 adults, of whom 24,169 had LEP.
Patients with LEP were underrepresented in 26 of 28 specialties. Disparities
were particularly large for: pulmonology (ARR, 0.26; 95% CI, 0.20 - 0.35),
orthopedics (ARR, 0.35; 95% CI, 0.30 - 0.40), otolaryngology (ARR, 0.40;
95% CI, 0.27 - 0.59) and psychiatry (ARR,
0.43; 95% CI, 0.32 - 0.58). Disparities were larger for medical subspecialties
(ARR, 0.41; 95%CI, 0.36 - 0.46) and surgical specialties (ARR, 0.46; 95%CI,
0.42 - 0.50) than for primary care (ARR, 0.76; 95% CI, 0.56 to 0.79). Among
individuals with specific common chronic conditions, LEP-EP disparities in

visits to specialties treating those conditions generally persisted. Additional
adjustment for income, education and insurance reduced but did not eliminate
the gaps we observed.
CONCLUSIONS: Patients with LEP have markedly lower outpatient visit
rates to physicians in most specialties, particularly medical subspecialties and
surgical specialties. Addressing these language-based inequities will require
reforms to clinical priorities and public policies.

TALKING ABOUT HISTORY OF INCARCERATION: ENGAGING
PATIENTS & HEALTHCARE PROVIDERS IN COMMUNICATION
(THINC)
Ankita Patil1; Harika Dabbara1; Monik C. Jiménez1,2
1Medicine, Brigham and Women's Hospital, Boston, MA
2Harvard Medical School, Boston, MA. (Control ID #3716233)

BACKGROUND: Incarcerated individuals in state and federal facilities dem-
onstrate an elevated prevalence of chronic disease conditions which are likely
to persist post-release. Health care providers may not be trained on how
exposure to incarceration may influence patient health outcomes and patient-
provider communication. We aim to examine healthcare providers' education
and confidence in interviewing patients about history of incarceration and
addressing their specific needs.
METHODS:A random sample of healthcare providers from three profession-
al tracks (nurse practioner (NP), physician assistant (PA), and medical doctor
(MD)) in the Department of Medicine at Brigham & Women’s Hospital were
invited to participate. Each received a link to an anonymous, web-based self-
administrated survey by email. The pre-piloted survey collected the following
data: training in providing care for patients who are or were incarcerated,
confidence in interviewing patients regarding history of incarceration and in
understanding the unique exposures these patients may experience, perception
of how information of a patient’s history of incarceration may inform their
clinical care, and demographic information. Quantitative data were reported as
frequencies or relative frequencies and 5-point Likert scale responses were
categorized as low (do not/slightly), moderate (moderately), high (very
strongly/extremely). This study was exempt fromMass General Brigham IRB.
RESULTS: 400 healthcare providers were invited to participate by email and
115 agreed (29%). Among respondents, 41% were PAs, 32% were NPs, and
26% were MDs. Few received formal training in caring for patients in a
correctional facility (11%) or in a community setting (9%), but the importance
of such training was deemed “high” by 50% of respondents. Most respondents
(74%) reported that they currently cared for formerly incarcerated patients.
While most respondents did not ask their patients about prior history of
incarceration (81%), when asked about comfortability in doing so, 60%
reported low levels of comfort. If reason for incarceration was shared, 47%
were “unsure” if theywould document it in the electronic medical record. Most
providers (76%) reported high agreement that incarceration impacted health,
but 64% reported low confidence levels in addressing the needs of patients
with a history of incarceration and 54% believed it led to significant health care
access barriers.
CONCLUSIONS: Healthcare workers recognized incarceration as a detri-
mental health exposure. However, providers reported low levels of confidence
in understanding and addressing the unique needs of patients who experienced
incarceration. Findings support the need for further training regarding how to
discuss and address the needs of patients who have experienced incarceration,
which would support efforts towards achieving equitable healthcare.

TALKING THE TALK: EXAMINING RACIAL AND ETHNIC
INEQUITIES IN PATIENT-CLINICIAN COMMUNICATION
Carine Davila1,2; Miranda Ravicz3; Carolina Jaramillo2; Stephanie H. Chan5,4;
Zamawa Arenas6; Elizabeth McCarthy6; Brian D. Feltz7; Erica Wilson1,2
1Internal Medicine/Palliative Care, Massachusetts General Hospital, Boston,
MA
2Harvard Medical School, Boston, MA
3Internal Medicine, Pediatrics, Massachusetts General Hospital, Boston, MA
4Blue Cross Blue Shield of Massachusetts, Boston, MA
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BACKGROUND: Effective patient-clinician communication is critical to
delivering high quality health care. Blacks and Hispanics experience discrim-
ination leading to health inequities in the US, including around communication
and shared decision-making. This large nationwide study examined people’s
experiences of care across various population subgroups, with a focus on
serious illness. Our hypothesis was that people’s prior experiences of feeling
heard and understood will influence how willing they are to speak up in future
health care encounters, and that individuals’ lived health care experiences
would differ by race and ethnicity.
METHODS: Using a mixed methods approach, we conducted a quantitative
survey in April toMay 2021 of a nationally representative sample of US adults.
The survey, offered online or by phone in English and Spanish, assessed how
often people reported specific health care experiences. We used pairwise two-
tailed z-tests to assess differences in outcomes. We then held qualitative
discussions through an online platform in June and August 2021 to explore
these themes and then conducted content analysis.
RESULTS: 1,854 adults completed the survey; 580 adults engaged in the
online platform. Of surveyed adults, median age was 47 years (18-95, SD 17),
955 were female (52%), 1218 (66%) were non-Hispanic White, 193 (10%)
were non- Hispanic Black, and 288 (16%) were Hispanic. Blacks and
Hispanics were less likely than Whites to trust doctors to do what is right for
them (66% and 68% vs. 78%, P<0.01 each). Hispanics were less likely than
Whites to feel treated with dignity and respect (72% vs. 88%, P<0.01). The
frequency of feeling treated unfairly was similar across groups (Whites 14%,
Blacks 19%, and Hispanics 17%; not significant). Blacks (18%) and Hispanics
(17%) were more likely to report being talked down to or made to feel inferior
compared to Whites (6%) (P<0.01 each). Hispanics were more likely (16%)
than Whites (9%) to leave a health care visit feeling unsure about their
medications or next steps (P<0.01). Both Blacks (17%) and Hispanics (18%)
were more likely thanWhites (10%) to be afraid to speak up and ask questions,
for fear it would impact their care (P=0.03 and P<0.01). In qualitative
discussions, all participants valued a collaborative approach to care; Blacks
and Hispanics especially valued kindness, empathy, lack of judgment, and
being treated as important and worthy of care.
CONCLUSIONS: Positive and negative health care experiences can be trust-
building or trust-eroding. Yet, trust is a key component of caring patient-
clinician relationships. These findings show that Blacks and Hispanics’ nega-
tive experiences influence the patient-clinician relationship and erode trust. It is
important that clinicians take into account people's past experiences in health
care. Clinicians should focus on creating an environment where respectful and
empathetic communication promotes trust-building, which will promote a
patient’s willingness to speak up in future care.

TEAM-BASED CARE STRATEGIES FOR HYPERTENSION CON-
TROL: A META-ANALYSIS
Kelsey B. Bryant1; Yiyi Zhang2; Andrew E. Moran2; Brandon K. Bellows3
1Internal Medicine, Icahn School of Medicine at Mount Sinai, New York, NY
2Medicine, Columbia University, New York, NY; 3Medicine, Columbia Uni-
versity, New York, NY

BACKGROUND: Hypertension (HTN) control rates continue to decline
despite availability of effective treatment. Team-based care (TBC)may include
non-physician teammembers who can titrate antihypertensivemedications and
improve HTN control. A meta-analysis was conducted to better understand the
impact of TBC with or without non- physician medication titration on HTN
control at 6 months.
METHODS: A literature search was conducted in PubMed to identify ran-
domized control trials using TBC in the US published since 1/1/2003. Included
studies were compromised of participants with uncontrolled HTN at baseline
and reported outcomes at 6 months. A random effects model synthesized
percent BP controlled <140/90 mmHg in trial arms and estimated odds ratios
(OR) of HTN control with TBC vs. usual care overall and stratified by
physician vs. non- physician medication titration. A leave-one-out sensitivity
analysis was performed.
RESULTS: Ten studies were included with a total of 2,614 patients. Mean age
was 59.9, 41.5% female, 62.9% White, and mean baseline SBP was 146.6
mmHg. At 6 months, HTN control was 22.5 percentage points higher (95%CI
11.0%-33.9%) with TBC than usual care (OR 2.8, 95%CI 1.8-4.4). Likelihood
of HTN control with TBC vs. usual care was higher with non-physician
titration (OR 5.0, 95%CI 2.2-11.3) compared with physician titration (OR
1.9, 95%CI 1.3-2.9)[Figure]. Leave-one-out sensitivity analyses did not sub-
stantially change these estimates.
CONCLUSIONS: This clinical trials meta-analysis found the odds of HTN
control more than two-fold higher using TBC compared with usual care. TBC
strategies with non-physician team members titrating medications were partic-
ularly effective in achieving HTN control, possibly related to less clinical
inertia. This analysis included only high-quality randomized trials based in
clinical practice, but was limited by heterogeneity of intervention designs. To
inform TBC implementation, additional research is needed on the cost-
effectiveness of TBC and processes underlying its effectiveness.

TELEHEALTH VERSUS IN-PERSON PRIMARY CARE VISITS
POST-EMERGENCY DEPARTMENT (ED) DISCHARGE:
ASSOCIATIONS WITH RETURN TO ED OR HOSPITALIZATION
Vivek Shah1; Chad Villaflores4; Linh H. Chuong5; Richard K. Leuchter2;
Catherine Sarkisian2,3
1School of Medicine, University of California Los Angeles David Geffen
School of Medicine, Los Angeles, CA
2Department of Medicine, University of California Los Angeles, Los Angeles,
CA
3Division of Geriatric Medicine, University of California Los Angeles David
Geffen School of Medicine, Los Angeles, CA
4General Internal Medicine and Health Services Research, University of
California Los Angeles, Los Angeles, CA
5University of California Los Angeles Jonathan and Karin Fielding School of
Public Health, Los Angeles, CA. (Control ID #3706054)

BACKGROUND: Ensuring appropriate outpatient follow-up is a mainstay of
Emergency Medicine to avoid poor patient outcomes. During the COVID-19
pandemic, many post-ED discharge visits were rapidly transitioned from in-
person to telehealth. Our study investigates the associations between ED
recidivism or subsequent hospitalization after either telehealth or in-person
visits follow-up visits. We hypothesize that telehealth visits are less successful
than in- person visits at preventing either outcome.
METHODS: This retrospective study used electronic health record data from
an urban academic health system. All adult patients were included if they
presented to either of two in-system EDs between 1/1/20 – 10/31/21 with a
chief complaint of chest pain, syncope, abdominal pain, or altered mental
status. If patients had multiple ED visits, only their first was included. The
post-ED follow-up window was restricted to two weeks. We used multivariate
logistic regressions, which controlled for patient age, sex, race, ethnicity,
primary language, insurance type, and social vulnerability index, to estimate
the association between the type of post-ED follow-up and two outcomes
within 30 days after the follow-up appointment: 1) returning to the ED or 2)
hospitalization.
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RESULTS:Of 23,856 ED visits that met criteria, 10,180 (42%) had follow-up
telehealth visits, 3,925 (16%) had in- person follow-up, and 9,760 (40%) had
no follow-up. A total of 2,119 (9%) patients returned to the ED after their
follow-up: 12% of whom had telehealth visits, 7% had in-person visits, and 6%
had no follow-up visit. 684 (3%) of patients were admitted: 6% of those with
telehealth visits, 2% with in-person visits, and 0.2% with no follow-up visit.
Compared to having no visit, telehealth visits were associated with an adjusted
OR (aOR) of returning to the EDof 2.7 (95%CI, 2.4 - 3.1), and in-person visits
were associated with an aOR of 1.8 (95% CI, 1.5 - 2.1). Compared to those
with an in-person visit, telehealth follow-up was associated with an aOR of 1.5
(95% CI, 1.3 - 1.8) of returning to the ED. Compared to having no visit,
telehealth visits were associated with an aOR of 27.8 (95%CI, 17.4 - 44.4), and
in-person visits were associated with an aOR of 12.1 (95% CI, 7.2 - 20.1) of
hospitalization. Compared to those with an in-person visit, telehealth was
associated with an aOR of 2.3 (95% CI, 1.8 - 2.9) of hospitalization. All aORs
were significant with p < 0.001.
CONCLUSIONS: Telehealth follow-up visits were associated with higher
odds of returning to the ED and hospitalization compared to in-person visits;
though some of this association is likely due to patients who are sicker
choosing telemedicine over in-person, this finding also suggests in-person
follow-up may be more effective than telehealth at decreasing repeat ED visits
and hospitalizations. Further analysis that adjusts for patient comorbidities and
illness severity will help us to better understand the impact of post-ED follow-
up on ED recidivism and hospitalization.

TELEPHONE OUTREACH ENHANCES RECRUITMENT OF UN-
DERREPRESENTED SERIOUSLY ILL PATIENTS
Aaron J. Chau1; Rebecca L. Sudore2; Ron Hays3; Chi-Hong Tseng3; Kanan
Patel2; Fernando J. Sanz Vidorreta3; Victor Gonzalez3; Maryam Rahimi1; Lisa
Gibbs1; Anne Walling3; Neil Wenger3
1Medicine, University of California Irvine, Irvine, CA
2Medicine/Geriatrics, University of California, San Francisco, San Francisco,
CA
3Medicine, University of California, Los Angeles, Los Angeles, CA. (Control
ID #3715653)

BACKGROUND: Patients experiencing systemic patterns of disadvantage
are underrepresented in research, especially concerning potentially sensitive
topics such as advance care planning (ACP). It is unknown whether telephone
outreach improves participation among these historically underrepresented
patients. We assessed the effect of telephone outreach in addition to standard
mail survey recruitment in a population-based ACP pragmatic trial at three
academic health systems in California.
METHODS:English and Spanish-speaking primary care patients with serious
illness (metastatic cancer, organ failure, ALS, adults with a serious condition
over age 75) and no recent ACP were invited by mail to participate in a
longitudinal survey study. Patients who did not initially respond were called
by staff up to 3 times to remind them of the mailed survey or help complete the
survey over the telephone. We examined the effect of telephone outreach on
the participation of underrepresented patients and the recruitment of a more
representative sample by assessing demographic characteristics.
RESULTS: Across the health systems, 5,998 seriously ill patients were mailed
surveys. The mean age was 72 years and mean Social Vulnerability Index (SVI)
was 0.38 (range 0-1, with 1 being most vulnerable). Patients were 52% male,
14% non-English speaking, 53% White, 18% Hispanic, 11% Asian, 9% Black,
and 9% other race/ethnicity. We obtained completed surveys from 1,212 patients
(20% response rate); 428 (35%) enrolled only after telephone outreach. Patients
recruited only after telephone outreach compared tomail only were more socially
vulnerable (SVI 0.41 v 0.35, P < .001), and included a greater proportion of
Hispanic, Black andOther race/ethnicity (35% v 28%, P = .008) and non-English
speakers (13% v 8%, P =.01). There were no statistically significant differences
in age or gender. The inclusion of patients recruited after telephone outreach
resulted in a sample that better represents the baseline population vs mail only in
terms of racial/ethnic minorities (36% baseline population, 30% with outreach,
28%without outreach), non-English language (14%, 10%, 8%, respectively) and
SVI (0.38, 0.37, 0.35, respectively).

CONCLUSIONS: Telephone outreach for a population-based survey in a
large, pragmatic trial concerning a potentially sensitive research topic (i.e.,
ACP) significantly enhanced recruitment of underrepresented seriously ill
patients. For longitudinal and pragmatic studies, additional outreach is likely
needed to ensure inclusion and representativeness.

THE ASSOCIATION BETWEEN BUNDLED PAYMENT PARTICI-
PATION AND RACIAL DISPARITIES IN MEDICAL EPISODE
OUTCOMES
Said Ibrahim2; Erkuan Wang1; Yueming Zhao1; Deborah S. Cousins1; Amol
Navathe1
1Medical Ethics and Health Policy, University of Pennsylvania, Philadelphia,
PA
2Northwell Health, New Hyde Park, NY. (Control ID #3712282)

BACKGROUND: Value-based payment models may reduce long-standing
disparities if care redesign benefits racial minorities. But payment models
could also exacerbate disparities if redesign (e.g., discharging patients to the
lowest appropriate intensity of post-acute care) creates disproportionate
challenges for minority groups. Unfortunately, there is little evidence about
how prominent payment models such as bundled payments affect disparities
among racial minorities such as Black individuals. As a cornerstone payment
model, Medicare’s Bundled Payments for Care Improvement (BPCI) program
was associated with stable quality and decreased costs for medical condition
episodes across all patients. However, these effects may mask changes in
disparities between Black and non-Black patients.
METHODS:We used 2011-2016Medicare claims to conduct a difference-in-
differences analysis among patients admitted to propensity-matched BPCI and
Non-BPCI hospitals for acute myocardial infarction, congestive heart failure,
pneumonia, and chronic obstructive pulmonary disease. Condition-specific
propensity matching mitigated differences between BPCI and non-BPCI
hospitals. We examined whether Black versus non-Black patients experienced
differential changes at BPCI versus non-BPCI hospitals in the primary
outcomes of 90-day post-discharge mortality and unplanned readmissions,
and secondary outcomes of total episode spending and utilization outcomes.
We used multivariable linear probability models that were adjusted for patient
and time-varying market factors, included hospital and quarter-year fixed
effects, and used robust, hospital-clustered standard errors.
RESULTS: Among 471,421 patients, Black patients represented 12% of
patients at 226 BPCI hospitals and 15% of those at 700 non-BPCI hospitals.
In unadjusted analysis, 90-day mortality among Black patients decreased by
0.2 percentage points (pp) at BPCI hospitals and increased by 0.4 pp at non-
BPCI hospitals. 90-day readmissions among Black patients decreased by
2.1 pp and 0.4 pp at BPCI and non-BPCI hospitals, respectively. In adjusted
analysis, BPCI participation was not associated with statistically significant,
differential changes in 90-day mortality (-0.02 pp, -0.81 to 0.77 pp) or
readmissions (-1.1 pp, -2.2 to 0.08 pp) for Black versus non-Black patients.
Black and non-Black patients did not exhibit differential changes in total
episode spending or utilization measures.
CONCLUSIONS: Episode mortality or readmissions for medical condition
episodes did not differentially change for Black and non-Black patients. As
some of the first evidence about disparities under value-based payment models,
these findings may allay concerns about worsened disparities in medical
condition bundles.

THE ASSOCIATION BETWEEN PHYSICIAN GROUP PARTICIPA-
TION IN BUNDLED PAYMENTS AND CHANGES IN EPISODE
OUTCOMES
Joshua M. Liao4; Qian Huang2; Erkuan Wang1; Kristin A. Linn3; Jingsan
Zhu1; Deborah S. Cousins1; Amol Navathe1
1Medical Ethics and Health Policy, University of Pennsylvania, Philadelphia,
PA
2Medical ethics and Health policy, University of Pennsylvania, Philadelphia,
PA

JGIMS326



3Biostatistics, Epidemiology, and Informatics, University of Pennsylvania,
Philadelphia, PA
4University of Washington School of Medicine, Seattle, WA. (Control ID
#3712254)

BACKGROUND:Bundled payments have garnered widespread participation
from physician group practices (PGPs) and hospitals. However, while hospital
participation has been well-studied and shown to achieve savings with stable
quality, there is a dearth of data about PGP participation. This knowledge gap
is notable given that PGP participation in other payment models, such as
accountable care organizations, has been associated with stronger effects than
hospital participation. Therefore, we compared changes in episode outcomes
for PGPs and hospitals participating in the Bundled Payments for Care Im-
provement (BPCI) program.
METHODS: We used 2010-2017 Medicare claims and generalized linear
models to conduct a difference in-differences analysis of patients receiving
care under BPCI via propensity-matched BPCI vs Non-BPCI physicians and
BPCI vs Non-BPCI hospitals for the 10 highest volume episodes (5 surgical, 5
medical). This quasi-experimental analysis mirrored a 2x2 factorial random-
ized trial in which patients received care from either PGPs in BPCI, Hospitals
in BPCI, both (i.e., receiving care at BPCI hospitals from BPCI PGP
physicians), or neither. The primary outcome was 90-day total episode spend-
ing. Secondary outcomes were 90-day readmissions and 90-day mortality.
There were nondivergent trends in outcomes in the pre-BPCI period.
RESULTS: Our matched sample included 620,857 patients receiving care
from 7,270 physicians in BPCI PGPs, 631,140 patients receiving care from
379 BPCI Hospitals, 74,240 patients receiving care from both BPCI PGPs and
Hospitals, and 1,268,933 patients receiving care outside of BPCI (SMD<0.1
for all PGP and hospital characteristics). Compared to patients receiving care
outside of BPCI, episode spending was differentially lower for those receiving
care under BPCI PGPs (adjusted difference-in-differences [aDID] -$576, 95%
CI -$709 to -$442, p<0.001), hospitals (aDID-$1083, 95%CI -$1211 to -$954,
p<0.001) and both PGPs and hospitals (aDID -$1447, 95% CI -$1764 to
-$1129, p<0.001). Savings were larger for BPCI Hospitals than PGPs (p
<0.001). Compared to patients receiving care outside of BPCI, mortality was
differentially lower for patients receiving care from BPCI PGPs (aDID -0.6%,
95% CI -0.8% to -0.4%, p<0.001) and BPCI Hospitals (aDID -0.7%, 95% CI
-0.9% to -0.5%, p<0.001). Readmissions were differentially lower among
patients cared for by BPCI Hospitals but not those cared for by BPCI PGPs.
CONCLUSIONS: PGP participation in bundled payments was associated
with episode savings and lower mortality. Savings were smaller than
hospital-associated savings, while mortality was comparable. Unlike in other
payment models, hospitals may have advantages compared to PGPs in bundled
payments.

THE ASSOCIATION OF BROADBAND ACCESS WITH CHANGES
IN USE OF PRIMARY CARE DURING THE COVID-19 PANDEMIC
Amy M. O'Shea1,2; Aaron Baum3; Bjarni Haraldsson1; Ariana Shahnazi1;
Matthew R. Augustine4,5; Kailey Mulligan1,6; Peter J. Kaboli1,2
1VA Office of Rural Health, and Center for Access and Delivery Research and
Evaluation (CADRE), Iowa City VA Medical Center, Iowa City, IA
2Department of Internal Medicine, The University of Iowa Roy J and Lucille A
Carver College of Medicine, Iowa City, IA
3Department of Health System Design and Global Health, Icahn School of
Medicine at Mount Sinai, New York, NY
4Geriatric Research Education and Clinical Center, James J Peters VAMedical
Center, New York, NY
5Department of Medicine, Icahn School of Medicine at Mount Sinai, New
York, NY
6Department of Biostatistics, The University of Iowa College of Public Health,
Iowa City, IA. (Control ID #3704095)

BACKGROUND: In the Veterans Health Administration (VA), use of
telemedicine (i.e., VA Video Connect-VVC and telephone) has expanded
rapidly during the COVID-19 pandemic. Though telemedicine is widely
available in primary care (PC), broadband speeds required for video

telemedicine may limit access. The goal of this work is to identify disparities
in telemedicine uptake based on broadband accessibility.
METHODS: The study cohort includes veterans with an outpatient PC
encounter classified as VVC, telephone, or in- person. Encounters were cate-
gorized as pre- (Oct 2016-Feb 2020) or post-onset of the COVID-19 pandemic
(Mar 2020- Mar 2021). Patient characteristics included demographics (age,
gender, race, ethnicity), residential rurality, and Area Deprivation Index.
Broadband access, measured by the Federal Communications Commission,
was classified at the census block as having inadequate (≤25/3 Mbps), ade-
quate (25/5), or optimal (100/100) download/upload speeds. For each veteran,
we count visits completed per quarter by modality. The primary analysis
estimates the association between a patient’s quarterly PC visit count by visit
type and a post-COVID indicator variable, the patient’s broadband access
category, and their interaction adjusted for patient and geographic covariates
using a Poisson model. Huber-White robust standard errors were clustered at
the census block.
RESULTS: On average, total PC visits increased in the post-pandemic period
from 48.0 to 49.7 quarterly visits/100 patients. Post-pandemic, patients with
inadequate broadband had 50% fewer video-based and 20% more in-person
PC encounters per patient than those with optimal broadband (Table). Adjusted
analyses estimated the change post- pandemic versus before in patients’
quarterly count of PC visits; patients living in census blocks with optimal
broadband, compared to patients living in census blocks with inadequate
broadband, significantly increased use of VVC visits (incident rate ratio
(IRR)=1.3, 95% CI=(1.2,1.5); P<0.001) and significantly decreased use of
in-person visits (IRR=0.8, 95% CI=(0.8,0.8); P<0.001).
CONCLUSIONS:With service delivery changes during the pandemic, higher
broadband connectivity resulted in significantly higher use of video visits and
fewer in-person visits. These results suggest access to broadband is an impor-
tant determinant of video-based telemedicine. Future work should link these
differences in telemedicine access to clinical outcomes.

THE ASSOCIATION OF CHILDBIRTH WITH FAMILY MEDICAL
DEBT
Aaron Birnbaum, Roopa Balachandar, Alexandra Berg, Jordan Cahn,
Stephanie M. Hastings, Mathew Makansi, Emily Romano, Ayesha H.
Sundaram, Ariel Majidi, Danny McCormick, Adam Gaffney
Internal Medicine, Cambridge Health Alliance, Cambridge, MA

BACKGROUND: Financial strain is common following the birth of a child.
However, it is unknown whether childbirth in the US is associated with
accumulation of medical debt, an outcome which can harm family welfare at
a crucial period for the health, development, and well-being of both parents and
children.
METHODS:We analyzed responses of women ages 18-49 from the 2019 and
2020 National Health Interview Survey. We used multivariable logistic
regressions (controlling for age, region, self-reported health status, education,
and family income) to examine the association of childbirth within the past 12
months with two family-level outcomes: problems paying medical bills and
being unable to pay medical bills, in both the overall study population and
among those with private insurance. Among postpartum women, we also
examined the association of maternal gestational diabetes or asthma, income,
race, and insurance status with each debt outcome.
RESULTS: Our study population included 12,163 reproductive age women
(645 with a live birth within the past 12 months). Relative to women without a
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recent childbirth, those with a recent birth were younger and more likely to be
Hispanic, married, and have Medicaid.
In the overall population, 19.8% of women with a recent birth reported
problems paying medical bills compared with 15.1% of women without a live
birth (Adjusted Odds Ratio [AOR] 1.50 [95% CI 1.15, 1.95]) (Table). Women
with a recent birth were also more likely to be unable to pay medical bills
relative to women without a recent birth (AOR 1.47; p=0.02). Results were
similar among privately insured women.
Among women with a recent birth, having gestational diabetes was associated
with 2.69-fold (95%CI 1.16, 6.25) higher adjusted odds of being unable to pay
medical bills and asthma was associated with 2.75-fold higher odds (95% CI
1.23, 6.11). Lower income, Black and Hispanic, and uninsured women also
had higher rates of debt, but of these, only income was independently associ-
ated with outcomes.
CONCLUSIONS:Childbirth is associated with a significant burden of family
medical debt in the US, particularly among low-income women and those with
common conditions. Policy solutions to reduce out of pocket costs, ensure
continuous coverage, and protect family welfare in the peripartum period are
needed.

THE ASSOCIATION OF PRESCRIBED LONG-ACTING VERSUS
SHORT-ACTING OPIOIDS AND MORTALITY AMONG OLDER
ADULTS
Minhee Sung1,2; Jimin Smirnova3; Wenjun Li4,5; Weisong Liu4; Robert
Kerns6,2; Joel Reisman5; Hong Yu5,4; William Becker2,1
1Program in Addiction Medicine, Yale School of Medicine, New Haven, CT
2VA Connecticut Healthcare System PRIME Center, West Haven, CT
3Department of Computer Science, University of Massachusetts Lowell,
Lowell, MA
4Department of Computer Science and Center for Biomedical and Health
Research in Data Science, University of Massachusetts Lowell, Lowell, MA
5VA Bedford Healthcare System Center for Healthcare Organization and
Implementation Research, Bedford, MA
6Department of Psychiatry, Yale School of Medicine, New Haven, CT. (Con-
trol ID #3712275)

BACKGROUND:Opioids continue to be prescribed for older adults in whom
chronic pain is prevalent. Long-acting opioids (LAO) – compared to non-
opioids prescribed to treat non-cancer related pain – are associated with
increased risk of all-cause mortality. It is unclear if all-cause mortality differs
by prescription of LAO vs. short-acting opioids (SAO), an important consid-
eration in older patients because they may have altered drug metabolism and
pharmacodynamics. Therefore we sought to determine the association of LAO
vs. SAO prescribed for non-cancer related pain with all-cause mortality among
older adults.
METHODS: We performed a retrospective cohort study of Veterans ≥55
years old receiving LAO or SAO and care nationally through the Veterans
Health Administration (VHA) from 2014-2018. The sample was matched
using propensity scores for receiving new prescriptions of LAO or SAO,
defined as no prior LAOor SAO receipt in the previous 180 days.We excluded
participants with malignancies other than basal cell and squamous cell carci-
nomas. The outcome measure was all-cause mortality as determined from the
VHA Cooperate Data Warehouse (CDW). Differences in all-cause mortality
between the LAO and SAO groups were analyzed using multivariable logistic
regressions for the propensity-matched sample.
RESULTS: Among 132,697 patients, 10% were newly prescribed LAO and
90% SAO. The median age was 62 years, 96% were men, and 80% were
White. Prevalence of the covariates post-traumatic stress disorder (PTSD),
major depressive disorder, bipolar disorder, drug use disorders, hepatitis C
infection, diabetes, chronic obstructive pulmonary disease (COPD), and cir-
rhosis were higher in patients prescribed LAO vs. SAO. Prevalence of schizo-
phrenia was lower in patients prescribed LAO vs. SAO. Prevalence of alcohol
use disorder, cardiovascular disease, and chronic renal insufficiency was
similar between the two groups. Average morphine equivalent daily dose
(MEDD) was 55 mg for patients prescribed LAO vs. 22 mg for SAO. Patients
receiving LAO had a 76% increased odds for all-cause mortality compared to

those receiving SAO (UOR 1.76[95% CI, 1.68-1.86]) without covariate ad-
justment and a 68% increased odds (AOR 1.68[95% CI, 1.58-1.78]) when
controlling for covariates.
CONCLUSIONS: LAO were less commonly prescribed than SAO for older
adults. However, the average MEDD was higher if prescribed LAO vs. SAO.
Being prescribed LAO was associated with a significantly increased odds for
all- cause mortality compared to SAO among older adults. Clinicians may
consider deprescribing LAO to treat non-cancer related pain for their older
patients given its increased risk of death in this vulnerable population.

THE COMPREHENSIVE PRIMARY CARE PLUS DID NOT IM-
PROVE QUALITY OR SPENDING FOR THE PRIVATELY INSURED
Adam Markovitz1; Roslyn C. Murray2
1Medical School, University of Michigan Michigan Medicine, Ann Arbor, MI
2Health Management and Policy, University of Michigan School of Public
Health, Ann Arbor, MI. (Control ID #3706242)

BACKGROUND: In 2017, Medicare introduced the Comprehensive Primary
Care Initiative (CPC+), an ambitious multi-payer reform that provides primary
care practices with upfront, flexible care management fees intended to facilitate
care delivered outside of traditional face-to-face visits (e.g., electronic
communications). Practices are also eligible for financial incentives based on
health care use and quality performance. While the CPC+ has been evaluated
in Medicare, little is known about the impact of this public-private partnership
on private enrollees.
METHODS: We used 100% claims and enrollment data from 2013 through
2020 from two large insurers in Michigan to test the impact of the CPC+ on
spending and quality. First, using difference-in-differences (DID) methods, we
compared changes in annual spending for enrollees attributed to CPC+ versus
non-CPC+ clinicians, before and after the clinician joined the CPC+. DID
models used an intention-to-treat framework to capture clinicians’ staggered
entry to and from the CPC+ from 2017 through 2020. Second, using analogous
DID methods, we compared changes in performance for 6 measures of quality
included in the CPC+: breast cancer screening, cervical cancer screening, and 4
diabetes measures (e.g., A1c testing). Finally, we tested whether the impact of
the CPC+ on spending and quality varied across pre-specified characteristics,
such as participation in prior primary care innovations.
RESULTS: From 2013 through 2020, CPC+ and non-CPC+ enrollees con-
tributed 989,645 and 2,555,439 enrollee- years, respectively. In the pre-CPC+
period, average annual spending was $7,263 and $9,136 for CPC+ and non-
CPC+ enrollees, respectively. In DID models, the CPC+ was not associated
with change in annual spending (DID, -$45 per beneficiary per year, 95%
confidence interval [CI], -$146, $57). In the pre-CPC+ period, overall quality
performance was 52.6% and 50.5% for CPC+ and non-CPC+ enrollees,
respectively. In DID models, the CPC+ was not associated with a change in
overall quality performance (-0.1 percentage point, 95%CI, -0.6, 0.4) or any of
the 6 individual performance measures. Changes in spending and quality did
not vary systematically across CPC+ cohort, region, or participation in prior
primary care innovations.
CONCLUSIONS: In this study of the impact of the CPC+ on the private-
sector in Michigan, we report three main findings. First, the CPC+ was not
associated with change in annual spending. Second, the CPC+ was not asso-
ciated with change in overall quality performance or any of the 6 individual
performance measures. Third, changes in spending and quality did not vary
systematically across prespecified subgroups. This analysis adds to existing
evidence that CPC+ may cost payers money in the short-term and without
concomitant improvements to care quality. At the same time, more research is
needed to determine the potential for value-based reforms to improve spending
and quality of care in the private market.

THE EFFECT OF PEER COMPARISON FEEDBACK ON OPIOID
PRESCRIBING AMONG CLINICIANS WITH INACCURATE SELF-
PERCEPTIONS
Chuxuan Sun2; Charles Rareshide2; Zijun Shen3; Amol Navathe1
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1Medical Ethics and Health Policy, University of Pennsylvania, Philadelphia,
PA
2University of Pennsylvania, Philadelphia, PA
3Center for Health System Research, Sutter Health, Sacramento, CA. (Control
ID #3712096)

BACKGROUND: Peer comparison feedback can be effective in nudging
clinicians to decrease opioid prescribing. However, it is unknown if peer
comparisons are more effective among clinicians with inaccurate self-
perceptions about their prescribing habits versus others. We examined this
question as part of a large pragmatic trial evaluating whether peer comparison
feedback, with or without individual audit feedback, can reduce the number of
pills per opioid prescription.
METHODS: Our analysis used data from a cluster randomized factorial trial
conducted among 438 emergency department and urgent care clinicians. The
four arms were individual audit feedback (about the number of prescriptions
with >30 pills), peer comparison feedback (about the number of pills per
prescription and proportion of encounters with an opioid prescription, relative
to that of practice site peers), both (combined), or neither (usual care). The
primary outcome was the change in the number of pills per prescription.
We also conducted a baseline survey among trial participants about opioid
prescribing. To evaluate whether the impact of feedback nudges varied by
clinicians’ prescribing self-perceptions, we used surveys to identify clinicians
perceiving themselves as high prescribers compared to their peers (response of
4 or 5 on Likert; 1=Very Low to 5=Very High) and baseline prescribing data to
identify actual high prescribers (top quintile of pills per opioid prescription;
>19 pills). We defined discordant prescribers as those with discrepant survey
responses and baseline prescribing data (i.e., higher actual prescribing than
perceived). Interaction terms between this discordance indicator and trial arms
(e.g., discordance*peer comparisons arm)were used in adjusted analyses using
generalized mixed effects models.
RESULTS: Of 438 clinicians, 241 completed the baseline survey. Forty-five
(19%) were discordant prescribers. In adjusted analyses, among clinicians
receiving peer comparison feedback, discordant prescribers exhibited a differ-
entially greater decrease of 1.7 pills per prescription than non-discordant
clinicians (95% CI -3.2 to -0.2 pills). Similarly, in the combined arm, discor-
dant prescribers had a differentially greater decrease of 2.2 pills per prescrip-
tion than non-discordant clinicians (95% CI -3.9 to -0.6 pills). These reflected
larger effect sizes than statistically significant trial main effects of -0.8 pills per
prescription in the peer comparison feedback arm and -1.2 pills per prescription
in the combined arm. There were no differential changes in the individual audit
feedback arm.
CONCLUSIONS: The impact of feedback nudges was concentrated among
clinicians with inaccurate pre-existing self- perceptions, with effects larger than
those in the overall trial. Feedback information may prompt behavior change
by correcting clinicians’ self-perceptions.

THE EFFECTSOF ANEVADAOPIOID PRESCRIBING POLICYON
CHANGES IN OPIOID PRESCRIBING PRACTICES
Sarah A. Friedman, Sarah Hartzell, Madalyn Larson, Callista Chim, Sijia Qiu
School of Public Health, University of Nevada Reno, Reno, NV. (Control ID
#3711268)

BACKGROUND: In January 2018, Nevada (NV), a state heavily impacted
by the opioid crisis, joined other states in legislating parameters for opioid
prescribing. The comprehensive law sought to change how doctors approached
opioid prescriptions. As many of the law’s provisions map to CDC guidelines
for pain care, we investigated changes in guideline-concordant opioid prescrib-
ing for Medicaid beneficiaries associated with the NV law.
METHODS: Using NV and CO Medicaid pharmacy and professional claims
(2016–2019), we implemented an interrupted time series analysis with a
comparison group (CO) to determine whether the law change was associated
with two sets of outcomes: those mandated by the law (naïve opioid
prescriptions under 90 MME and overlapping prescriptions of opioids and
benzodiazepines) and those not mandated but recommended by the CDC
(naïve opioid prescriptions under 50 MME, and prescription of immediate-

release formulations for opioid naïve patients). From 40,877,844 patient-
months (non-cancer, primary care patients), we studied each outcome among
a subset of observations for which the outcome is recommended by guidelines.
We examine intercept (i.e. level immediately following the law) and slope
changes (additional change in each month of the post period). We report
differences in predicted probabilities over time and between states (average
marginal effects), based on logistic regression models controlling for patient
age, sex, presence of mental health conditions or substance use disorders, and
the Elixhauser comorbidity score.
RESULTS: Following the law, compared to patients in CO, decreases in level
and/or slope of opioid prescribing practices advised against by the CDC were
observed in NV: 1) Opioid naïve patients were significantly less likely to have
MME>50 (level: -0.02, 95%CI: -0.03, -0.01; slope: -0.006, 95%CI: -0.007,
-0.005) and MME>90 (slope: -0.001, 95%CI: -0.002, -0.001); and, 2) Patients
with opioid or benzodiazepine prescriptions were less likely to have
overlapping benzodiazepine and opioid prescriptions (level: -0.003, 95% CI:
-0.006, -0.004; slope: -0.002, 95% CI:-0.0023, -0.0018). Among patients with
naïve opioid prescriptions for chronic conditions, the use of immediate release
opioid formulations (recommended by CDC guidelines) was less likely in NV
(level: -0.019, 95%CI: -0.026, -0.012), compared to in CO, following the law,
although the predicted probability of this outcome was relatively high before
and after the law (>0.95).
CONCLUSIONS: This research finds that state policies can increase
guideline-concordant opioid prescribing (lower doses and fewer overlapping
opioid and benzodiazepine prescriptions) and provides mixed evidence that
such policies can increase receipt of guideline-based care beyond measures
required by law. Notably, the policy reduced prescriptions to not only the
mandated <90 MME, but also, to the CDC-recommended <50 MME thresh-
old. However, use of immediate release formulations decreased, against CDC
guidance.

THE IMPACT OF A NEVADA OPIOID PRESCRIBING LAW ON
PATIENTS’ OPIOID DOSE LEVEL CHANGES: A SURVIVAL
ANALYSIS STUDY
Sarah A. Friedman
School of Public Health, University of Nevada Reno, Reno, NV. (Control ID
#3715415)

BACKGROUND: Opioid overdose risks increase as dosage increases. The
CDC recommends that providers reassess benefits and risk when increasing a
dose to 50 morphine milligram equivalents (MME) or more per day. Nevada
Assembly Bill 474 (AB474) implemented in January 2018 established policies
for prescribing controlled substances in Nevada. AB474 restricts practitioners
from prescribing over 90 MME per day and requires doctors to conduct risk
assessments before prescribing higher dosages. This study examined the
impact of AB474 on the time to increase or decrease patients’ dose level,
hypothesizing that after AB474, we would observe 1) low dose patients are less
likely to have dose increases and 2) high dose patients are more likely to have
dose decreases.
METHODS:Nevada and ColoradoMedicaid prescription claims were used to
compare time to change in opioid doses before and after the law in the
treatment state (NV) and the comparison state (CO). We ran Cox proportional
hazard models stratified by dose levels (low doses: below 90 MME; high
doses: over 90 MME), to investigate hazard ratios to dose change. A time
indicator distinguished between prescriptions before versus after AB474, and a
state indicator distinguished between NV versus CO. We controlled for
patients’ age, gender, presence of mental health condition or substance use
disorders, and Elixhauser comorbidity score. Sandwich estimators were used to
determine significance since prescriptions were clustered within patients.
RESULTS:As hypothesized, among prescriptions below the 90MME thresh-
old, following AB474, the hazard ratio to increase doses above 90 MME
dropped 10.39% (p-value <0.0001) in Nevada, while in Colorado, the hazard
ratio to increase doses dropped only 2.1% (p-value <0.0001). However, among
prescriptions at or above the 90 MME threshold, following AB474, the hazard
ratio to decrease doses below the threshold dropped 0.13% (p-value <0.0001)
in Nevada, while in Colorado, the hazard ratio to decrease doses increased
11.32% (p-value<0.0001).
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CONCLUSIONS:Nevada AB474 significantly impacted lower dose patients
by decreasing the hazard ratio of dose escalation. However, the law has not
effectively promoted dose reduction for high dose patients in Nevada. It may
be that high dose patients are being referred to specialists who are more
comfortable prescribing higher doses. Further research on provider-level
patterns should be studied.

THE IMPACT OF LANGUAGE BARRIERS ON UNPLANNED HOS-
PITAL READMISSIONS AND EMERGENCY DEPARTMENT
REVISITS: A SCOPING REVIEW
Janet N. Chu1; Urmimala Sarkar1; Jill Barr-Walker2; Elaine Khoong1
1Medicine, University of California San Francisco, San Francisco, CA
2ZSFG Library, UCSF, San Francisco, CA. (Control ID #3715530)

BACKGROUND: Patients with language barriers experience worse quality of
care and more adverse medical events. While some studies have shown higher
hospital readmission and emergency department (ED) revisit rates among
patients with language barriers, prior literature has had limited sample size,
reducing the power to detect differences. We aimed to review the literature on
differences in hospital readmission and ED revisit rates by language.
METHODS: We used PubMed, Embase, and Google Scholar to conduct a
systematic search in January 2021. We included studies that reported one of
two outcomes (ED revisits or hospital readmissions) among patients with
language barriers. Two reviewers performed abstract and article screening,
determined final article inclusion, and completed data extraction. Reviewers
resolved any discrepancies for abstract and full text screening as well as
collaboratively reviewed extracted data to ensure agreement. We used the
Newcastle-Ottawa Scale to assess study quality. We will perform a meta-
analysis on the subset of studies that reported 30-day readmission rates among
adults.
RESULTS: Our literature search yielded 3,374 articles; 32 were included in the
final analysis. 18 studies included readmissions as the outcome of interest, 7 had
ED revisits, and 7 had both readmission and ED revisits. The majority were
observational studies; 4 studies were non-randomized experimental studies.
Language barriers were defined in various ways, including language preference,
primary language, or a validated assessment of English proficiency using a
standardized questionnaire. 7 of 23 adult studies and 3 of 9 pediatric studies
found statistically significant differences for readmission rates or ED revisits
among patients with and without language barriers. The average quality score
was 7 (SD 1.5) out of 9. Of the 11 studies included in the meta-analysis, only 3
reported statistically significantly higher readmission rates.
CONCLUSIONS: There was no standard approach to defining or collecting
language barrier data. Results of whether language barriers impact
readmissions or ED revisits is mixed, though this may be due to difference in
study quality or small sample sizes.

THE IMPACT OF LANGUAGE CONCORDANCE ON CANCER
COMMUNICATION
Celyn Bregio3; Morgan Baird1,4; Leah S. Karliner2; Lisa C. Diamond1
1Immigrant Health and Cancer Disparities Service, Memorial Sloan-Kettering
Cancer Center, New York, NY
2Medicine, UCSF, San Francisco, CA
3University of Chicago Pritzker School of Medicine, Chicago, IL
4NYU Langone Health, New York, NY. (Control ID #3716039)

BACKGROUND: Approximately 9% of the United States population has
limited English proficiency (LEP). Patients with LEP experience challenges
attaining quality healthcare and have worse health outcomes. Matching
patients with a language-concordant clinicians and working with professional
interpreters can effectively reduce healthcare disparities for LEP populations.
LEP patients with cancer are more likely to lack awareness of their cancer
diagnoses, experience delays in cancer treatment, and have inadequate infor-
mation about clinical trials and recruitment. We aimed to use the Roter
Interaction Analysis System (RIAS), which evaluates clinical interactions
using qualitative coding and quantitative analysis, to investigate the association

of language-concordant versus language-discordant cancer care for LEP
patients presenting for an initial oncology visit at three minority-serving
hospitals in New York City. We hypothesized that the quality of communica-
tion between Spanish language-concordant (SLC) clinicians and cancer
patients would be comparable to English language-concordant (ELC), and that
both would be higher than language discordant patient-clinician pairings.
METHODS:We used the RIAS to code interactions between 34 patients and
16 physicians. The pairings were stratified into dyads: ELC (n=12); assisted
language communication (ALC, n=11, physicians using professional
interpreters); partial language concordance (PLC, n=4, non-fluent physicians
communicating in Spanish), and SLC (n=7). A trained bilingual coder ana-
lyzed the recordings using established RIAS codes. We report mean utterances
for each metric and speaker.
RESULTS: Compared to other dyads, SLC physician-patient interactions
were heavily centered on biomedical talk. SLC physicians had almost 2-fold
greater mean utterances about biomedical information than ELC physicians,
despite patients in both groups having similar mean utterances in biomedical
questions. Patients in the SLC group also had a higher tendency to engage in
positive behavior (e.g., laughs, direct approval, compliments, agreements, and
understanding). Partnership/facilitation was the same for both ELC and SLC,
while mean utterances in this metric were lower in the ALC and PLC
categories.
CONCLUSIONS: SLC may facilitate the establishment of a more effective
and empathetic relationship between oncology physicians and LEP patients
who prefer to communicate in Spanish. Our analysis indicates that physicians
with the ability to provide care in Spanish can deliver more comprehensive
biomedical counseling. Future research should further explore the impact of
language on cancer-specific health outcomes.

THE IMPACT OF MASCULINITIES ON BARRIERS AND
FACILITATORS TO DEPRESSION CARE AMONG LATINO MEN
IN PRIMARY CARE SETTINGS: A QUALITATIVE STUDY
Nathan A. Swetlitz1,2; Morgan Rivera3; Mishen Liu3; Anna Fernandez1,2; Jodi
Halpern2; Maria E. Garcia4
1School of Medicine, University of California San Francisco, San Francisco, CA
2Public Health, University of California Berkeley, Berkeley, CA
3University of California Berkeley, Berkeley, CA
4General Internal Medicine, University of California San Francisco, San
Francisco, CA

BACKGROUND: Increasing evidence suggests men are underdiagnosed
with and undertreated for depression compared to women in primary care,
despite a higher risk of dying by suicide. Greater subscription to traditional
masculinities (e.g. self-reliance, stoicism) has been associated with higher
depression severity and stigma and lower rates of help-seeking and provider
recognition. Latino men often receive inadequate depression care and are
underrepresented in research. This exploratory study examined how
masculinities shape barriers and facilitators to depression care among Latino
men in San Francisco Bay Area primary care settings.
METHODS:We recruited primary care patients who self-identified as Latino
men, spoke English or Spanish, and screened positive for depressive symptoms
on the PHQ-2 or had a history of depression. Semi-structured interviews were
conducted between December 2020 and August 2021, transcribed, and ana-
lyzed using thematic analysis.
RESULTS: Thirteen participants were interviewed (10 in English and 3 in
Spanish). They varied in education, income, country of origin, and sexual
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orientation. Six barriers and six facilitators at the stages of self-recognition,
seeking help, and depression treatment were identified (see Figure). The most
common barriers were Depression Goes Against Tradit ional
Masculinities—"To be a man means to be strong, to never cry”—and It’s
Difficult to Recognize Men’s Pain—“Being Latino, the surgeon treated me
like a stupid man.” Themost common facilitators wereComorbidities Promote
Physician Recognition and Treatment—“With all your issues you’re probably
depressed”—Life Events Justify Depression—“My medical conditions have
made me feel that way. I’m not searching for reasons [for my
depression]”—and Help-Seeking is Masculine—“Seek help for yourself be-
cause nobody will give it to you unless you get it on your own.”
CONCLUSIONS: Participants described masculinities as a set of dynamic
constructs that impact important barriers and facilitators to depression care. To
maximize Latino men’s engagement in depression care, we may need to
develop new approaches for clinicians to acknowledge and engage with the
ways masculinities function as a social determinant of depression, shaping
recognition of, seeking help, and engaging in treatment for depression.

THE IMPACTOFTHEACAMEDICAID FEEBUMPON INFLUENZA
VACCINATION RATES AMONG U.S. TEENS – EVIDENCE FROM
THE NATIONAL IMMUNIZATION SURVEY-TEEN 2011-2015
Felippe O. Marcondes1; Mary Price2; AlexMcDowell2; Joseph P. Newhouse2;
John Hsu2; Vicki Fung2
1Division of General Internal Medicine, Massachusetts General Hospital,
Roxbury, MA
2Mongan Institute Health Policy Center, Massachusetts General Hospital,
Boston, MA. (Control ID #3715463)

BACKGROUND: Annual rates of influenza vaccination remain suboptimal
and for adolescents are the lowest among pediatric populations. The Afford-
able Care Act (ACA) temporarily increased Medicaid reimbursements to
providers for vaccine administration in 2013-2014; some states chose to extend
these fee increases after 2014. The objective of our study is to assess the impact
of these increases on influenza vaccination rates among adolescents with
Medicaid.
METHODS: This cross-sectional study used data on provider-reported influ-
enza vaccination receipt from the 2011- 2015 National Immunization Survey-
Teen (NIS-Teen) for adolescents ages 13 to 17 withMedicaid. We used annual
data from the Medicaid Analytic eXtract (MAX) files andMedicaid State Plan
Amendments for 18 states to obtain fees for vaccine administration codes with
and without physician counseling (CPT 90460 and 90471, respectively). We
assessed the association between fees and annual influenza vaccination rates
using a difference-in-difference approach to compare changes in influenza
vaccination rates for adolescents living in states with larger (>$7) vs. smaller
(<$5) changes andwith temporary (2013-2014 only) vs. extended (2013-2015)
changes in Medicaid reimbursement rates. We used linear probability models
with individual-level random effects, adjusting for state, annual time trends,
and individuals’ sociodemographic characteristics and health care utilization (#
outpatient visits, vaccine facility type).
RESULTS: In this sample of 9,016 adolescents with Medicaid, 34.9% were
White, 24.6% Black, 30.7% Hispanic, and 60.2% had household incomes
below poverty in 2011. In the pre-policy period (2011), Medicaid fees for
vaccine administration varied substantially across states (mean=$11,
range=$6-$21 for CPT 90460); fees increased to a mean of $22 in 2013-
2014 (range=$20-$24). Annual influenza vaccination rates varied across states
and over time, with a mean of 19.2% in 2011, 21.9% in 2013, and 20.8% in
2015. At baseline, vaccination rates were higher for adolescents in states in the
highest vs. lowest fee tertile (25.6% vs. 21.5%, p<.001). In difference-in-
difference analyses, adolescents living in states with larger and extended
reimbursement increases for CPT 90460 had higher rates of influenza vacci-
nation in 2013-2014 vs 2011-2012 compared with states with smaller increases
(diff-in-diff= 7.3 percentage points, 95% CI 1.0-13.7). There were no signif-
icant differences for adolescents living in states with temporary fee increases or
for CPT 90471.
CONCLUSIONS: Influenza vaccination rates were low among adolescents
with Medicaid throughout the study period. Increasing vaccination

reimbursement rates did not increase annual influenza vaccination overall.
States with a larger extended reimbursement increase had higher rates of
vaccination in 2013-2014.

THE IMPACT OF VACCINATION ON COVID-19 INFECTION RE-
QUIRING HOSPITALIZATION
Sheharyar Minhas1,2; Maira Malik3
1Internal Medicine, Baptist Memorial Hospital-Memphis, Memphis, TN
2Rollins School of Public Health, Emory University, Atlanta, GA
3East Tennessee State University James H Quillen College of Medicine,
Johnson City, TN. (Control ID #3706031)

BACKGROUND: On December 31, 2019, several cases of pneumonia-like
illness were attributed to a seafood wholesale market in theWuhan province of
China. On January 7, 2020, public health officials in China confirmed that
these cases were caused by the novel severe acute respiratory syndrome
coronavirus 2, SARS-CoV-2, also referred to as covid-19. As of December
19, 2021, there have been approximately 827,246 deaths and 51,723,483 cases
in the United States. Covid-9 has disproportionately affected the underserved
communities. On December 14, 2020, the first coronavirus vaccine was given
in United States to Sandra Lindsey, an ICU nurse, in New York City. As of
December 19, 2021, approximately 241,205,528 or 72.7% of the population
has received at least one dose and overall 203,727,446 or 61.4% of the
population has been fully vaccinated against the coronavirus. Mississippi has
among the lowest rates of covid-19 vaccination with approximately 1,435,238
or 47% of population being fully vaccinated on December 17, 2021.
METHODS: Medical records of all patients admitted at Baptist Memorial
Hospital in Desoto, Mississippi. with a diagnosis of covid-19 infection be-
tween May 2021 and October 2021 were reviewed. EPIC electronic health
records system was used to obtain the patient information. Covid-19 rapid
antigen and PCR test results were used for analyzing the information. Patient
charts were analyzed to retrieve specific vaccination information: no vaccina-
tion, one vaccine, two vaccines, time of last vaccination. Only adults aged 18
years and older were included in this study.
RESULTS: 180 of 187 inpatients admitted for Covid-19 infection denied any
history of Covid-19 vaccination. 5 of 7 vaccinated patients admitted for Covid-
19 infection were immunocompromised (cancer chemotherapy, immunosup-
pressive therapy, etc). Only 2 of vaccinated patients admitted for Covid-19
infection were not immunocompromised.
CONCLUSIONS: The best way to prevent coronavirus infection is to get
vaccinated. Vaccination prevents mortality and severe illness from Covid-19
infection requiring inpatient hospitalizations. Our study at the largest tertiary
care hospital in Desoto, Mississippi, finds that nearly all patients admitted with
Covid-19 infection during our study period were either unvaccinated or im-
munocompromised. Our study reaffirms the that if enough people get vacci-
nated, the viral transmission rate will slow sand there will be less morbidity and
mortality. People who are fully vaccinated are at a much lower risk of getting
the virus. “Fully vaccinated”means you have had all doses of the vaccine and it
has been at least 2 weeks since the last dose.

THE INTEGRALROLEOFCOMMUNITYHEALTHWORKERS TO
OVERCOME LOW-INCOME PATIENT RECRUITMENT
BARRIERS IN CLINICAL TRIALS
Elizabeth M. Vaughan1; Salim S. Virani2; Craig A. Johnston3; Mahmoud Al
Rifai1; Susan L. Samson4; Vanessa Schick5; Aanand D. Naik6
1Medicine, Baylor College of Medicine, Houston, TX
2Health Services Research and Development (152), Michael E Debakey VA
Medical Center Health Services Research and Development, Houston, TX
3University of Houston System, Houston, TX
4Mayo Clinic, Jacksonville, FL
5The University of Texas Health Science Center at Houston School of Public
Health, Houston, TX
6HoustonHSRDCenter of Excellence,Michael E. DeBakeyVAMC,Houston,
TX. (Control ID #3707349)
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BACKGROUND: Recruitment barriers have resulted in an underrepresenta-
tion of low-income populations in clinical trials, increasing the difficultly of
predicting the number needed to contact (NNC) to achieve recruitment goals.
Community HealthWorkers (CHWs) may be valuable research teammembers
to improve recruitment outcomes.
METHODS: Study staff (82% CHWs) contacted potential participants to
enroll in a randomized clinical trial that evaluated 6-month diabetes programs
at community clinics from 2015-2020. Individuals were uninsured, low-
income Latino(a) adults with type 2 diabetes or prediabetes. Using the mean
of the four cohorts, outcomes included a formula to estimate the NNC
(primary), CHW vs. physician outcomes, reasons to decline, show rates, and
study retention.
RESULTS: Staff identified 1075 potential participants primarily via electronic
medical record database. Physician, compared to CHW, was a significant
predictor of inability to contact participants [AOR 2.91, 95% CI 1.73, 4.90];
individuals were less likely to respond no to a physician (4.3%) than CHW
(18.6%) but more likely to show for CHWs (33.3% vs. 41.5%, respectively).
Nearly half (40.0%) could not be contacted, e.g., wrong number. A total of
30.6% responded yes, 19.1% no, 5.4% andmaybe. Many (61.6%) declined due
to inability to attend, e.g., work, transportation. Of theyes and maybe
responders, 54% and 91%, respectively, did not show. This resulted in a
14.5% call-to-study-entry rate and 93.2% retention at 6-months. Using these
data, we derived the NNC: NNC = Study (N)/0.145.
CONCLUSIONS: This study among low-income Latino(a) adults largely
involving CHWs as recruitment staff was associated with the ability to obtain
a NNC, high retention levels, and detailed individual responses. CHWsmay be
a pivotal resource to the success of recruitment and obtaining critical data in
disadvantaged populations for clinical trials.

THE LONGITUDINAL INFLUENCE OF PSYCHOSOCIAL
DETERMINANTS OF HEALTH ON ALL- CAUSE MORTALITY IN
OLDER US ADULTS
Mukoso N. Ozieh1; Joni S. Williams1; Leonard E. Egede2
1Medicine, Medical College of Wisconsin, Milwaukee, WI
2Medicine, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3716248)

BACKGROUND: Social risk factors are adverse social conditions associated
with poor health and health outcomes. Evidence supports the negative influ-
ence of individual psychosocial determinants (PSD)/risk factors such as de-
pression, stress, and discrimination on health outcomes. However, little is
known about the cumulative effect of PSD on health outcomes in US adults.
This longitudinal study examined the cumulative impact of PSD on all-cause
mortality in older U.S. adults.
METHODS: We analyzed data from the Midlife Development in the United
States (MIDUS) II biomarker series, a national longitudinal study of health and
well-being. We included 1,234 participants adults aged 18 and older. The
primary outcome was all-cause mortality. The main predictor variable was
psychosocial determinants which included five measures: 1) depression, 2)
perceived discrimination, 3) perceived stress, 4) social strain, and 5) anxiety
disorder. A continuous PSD score (0-5) and a categorical PSD score (0, 1-2,
3+) was constructed based on all five measures. Univariate and hierarchical
cox proportional hazard models was used to estimate the association between
PSD and all- cause mortality. All p-values were 2-sided and p<0.05 was
considered statistically significant. Statistical analysis was performed with
SAS version 9.4 (SAS Institute).
RESULTS: Every unit increase in PSD score and having three or more PSD
score was significantly associated with all- cause mortality after adjusting for
demographics, lifestyle variables and comorbidities (HR 1.28, 95% CI: 1.10 -
1.48 and HR 2.09, 95% CI: 1.18 - 3.72 respectively). PSD variables were then
examined separately adjusting for covariates, perceived stress (HR 1.99, 95%
CI: 1.99 - 3.34 was significantly and independently associated with all-cause
mortality, however, depression, perceived discrimination, social strain, and
anxiety disorder were not statistically significant.
CONCLUSIONS: Having three or more PSD is associated with increased
mortality over time in older US adults and specific PSD factors such as

perceived stress may be more detrimental. Our findings suggest that
interventions are needed to address PSD in this population.

THE RISKS OF CANNABIS USE AMONG VETERANS ON LONG-
TERM OPIOID THERAPY
SalomehKeyhani6,1; Tauheed Zaman2,1; AmyByers6,1; Erin E. Krebs4,5; Peter
C. Austin3
1San Francisco VA Health Care System, San Francisco, CA
2Addiction Psychiatry, University of California San Francisco, San Francisco,
CA
3Institute for Clinical Evaluative Sciences, Toronto, ON, Canada
4Center for Care Delivery and Outcomes Research, Minneapolis VA Health
Care System, Minneapolis, MN
5Medicine, University of Minnesota Medical School Twin Cities,
Minneapolis, MN
6Medicine, University of California San Francisco, San Francisco, CA. (Con-
trol ID #3713957)

BACKGROUND: Cannabis is marketed as a treatment for chronic pain
although the evidence base is limited. While cannabis use is commong among
individuals prescribed opioids, there is little data on the risks of cannabis use
among opioid users. Cannabis use could theoretically lead to a lower risk of
adverse events by reducing the amount of opioid used to manage chronic pain.
METHODS: Urine drug screening (UDS) for patients who receive opioids
was instituted in the VA in 2014. Cannabis is also measured in the UDS. We
conducted a retrospective cohort study and identified all Veterans between
2014 to 2019 in the VA on prescription opioids who received a UDS. We
excluded Veterans at end of life (e.g., receiving palliative care) in the year prior
to index UDS. We identified 312,164 Veterans who met inclusion criteria
(30,514 cannabis users and 267,106 nonusers). We estimated the propensity
for cannabis use and matched cannabis users to non- users. We used survival
analysis to estimate the association of cannabis use with 90-day (1) mortality
and (2) the combined outcome of emergency department (ED) visits, hospital-
ization or mortality. In a secondary analysis we limited the sample to Veterans
who had received long-term opioid therapy (LTOT) (>84 out of 90 days) and
repeated the above analysis.
RESULTS: Cannabis users were younger than non-users (mean age 57.8 vs
62.3). Comorbid conditions, including ischemic heart disease (15% vs 25%,
p<0.001), and chronic obstructive lung disease (19% vs 22%, p<0.001) were
less common among cannabis users compared to non-users. Adverse health
behaviors including tobacco use (55% vs 40%, p<0.001), and alcohol use
disorder (11% vs 8%, p<0.001) were more common among cannabis users.
Standardized differences for all variables were very small in matched samples.
Cannabis use was associated with increased rate of adverse events in all
samples; however, this association was strongest among Veterans 65 and older
on LTOT. Cannabis use was associated with an increased hazard of mortality
[1.54, 95% CI 1.05-2.23] and increased hazard of ED visits, hospitalization, or
mortality [1.10, 95% CI 1.01-1.20] among Veterans 65 and older on LTOT
(Table 1).
CONCLUSIONS: Cannabis use is associated with adverse health behaviors.
There is no evidence of benefit from cannabis use among opioid users.
Cannabis use may be associated with increased harms among older adults on
long- term opioids.

THE ROLE OF DIVERSITY IN THE EXPERIENCE OF HEALTH
SERVICES RESEARCH SEMINAR SERIES PARTICIPANTS
Katherine L. Chen1,4; Carlos Irwin Oronce2,1; Nancy Calderon3; Katherine L.
Kahn1. 1Division of General Internal Medicine & Health Services Research,
University of California Los Angeles David Geffen School of Medicine, Los
Angeles, CA; 2Medicine, VA Greater Los Angeles Healthcare System, Los
Angeles, CA; 3Neurobiology, University of California Los Angeles, Los
Angeles, CA; 4Department of Health Policy & Management, University of
California Los Angeles, Los Angeles, CA. (Control ID #3710584)
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BACKGROUND: Health services researchers often rely on academic
seminars to share their work, gather feedback, and connect with colleagues.
Whereas the format of these seminars has remained largely unchanged in
recent decades, the breadth of health services research (HSR) has grown, with
an increasing emphasis on diversity, equity, and inclusion (DEI). Little is
known about how HSR seminars are meeting the needs of this evolving field.
Our Division of General Internal Medicine & HSR, one of the most diverse in
the US, has hosted a seminar series since 1993. We sought to explore
differences in seminar-participant experiences by self-identification as an
underrepresented minority (URM).
METHODS: In consultation with faculty experienced in psychometrics, we
developed an anonymous, online survey assessing satisfaction with our sem-
inar series, perceived benefits of speaker/topic diversity, priorities for future
seminars, academic role, and URM status. Survey items used Likert scales
(5=highest satisfaction) and binary options. Potential participants included
individuals with valid email addresses who joined ≥1 virtual seminar in fall
2021. Survey invitations were emailed 12/2021 - 1/2022. We computed
summary statistics and compared outcomes by URM status using Kruskall-
Wallis and Fisher’s exact tests.
RESULTS: 52 (47%) of 111 unique seminar attendees completed surveys,
including 42% clinician-researchers, 17% trainees, and 13% staff. 37% iden-
tified as URM, 46% as non-URM, and 17% as other (unsure or preferred not to
say). Satisfaction with seminar quality, diversity, and format was high (medi-
an=5), and most participants reported that the seminars benefitted them via
access to new ideas (77%), methods (66%), and collaboration opportunities
(60%), with no differences by URMstatus. URMparticipants were more likely
to report benefitting by learning about engaging community stakeholders and
historically excluded populations (74%) vs. non-URM (38%) and other (22%)
participants (p=0.02). Priorities for future seminars differed by URM status
regarding the need to engage speakers/attendees outside our division (endorsed
by 68% of URM participants, 29% non-URM, 78% other; p=0.01), to increase
attention to community partnership and DEI in HSR (74% URM, 33% non-
URM, 33% other; p=0.02), and to emphasize population health and health
equity research (74% URM, 46% non-URM, 22% other, p=0.03). There were
no differences by URM status in prioritization of innovative format, methods
sessions, social media outreach, or networking.
CONCLUSIONS:While participants were uniformly satisfied with the HSR
seminar series, URM participants were more likely to report seminar-related
benefits and priorities that aligned with a mission of DEI. Although results are
prone to selection bias and limited by the single-institution sample, prioritizing
DEI values in HSR seminar development may support a diverse HSR work-
force, thus potentially enhancing the impact and translation of HSR for
historically excluded populations.

THE ROLE OF PCPS IN THE JOURNEY TO DIAGNOSIS AND
MANAGEMENT OF PATIENTS WITH HFPEF AND OBESITY
Carlos Campos1; Melissa Magwire2; Barry A. Borlaug3; Javed Butler4;
Anthony Hoovler5; Anup Sabharwal5; Sanjiv J. Shah6
1Family Medicine, The University of Texas Health Science Center at San
Antonio, San Antonio, TX
2Cardimetabolic Center Alliance, Saint Luke's Mid America Heart Institute,
Kansas City, MO
3Internal Medicine, Mayo Clinic Minnesota, Rochester, MN
4Medicine, University of Mississippi Medical Center, Jackson, MS
5Novo Nordisk Inc, Plainsboro, NJ
6Division of Cardiology, Department of Medicine, Northwestern University
Feinberg School of Medicine, Chicago, IL. (Control ID #3710038)

BACKGROUND: Patients with heart failure and preserved ejection fraction
(HFpEF) are frequently misdiagnosed, and many have obesity. We sought to
understand the medical journey of these patients and to better understand the
path to diagnosis and treatment.
METHODS: Healthcare providers (primary care providers (PCPs),
cardiologists, nurse practitioners, and physician assistants) and patients with
HFpEF and obesity in the U.S. completed an online survey in September 2020.
Here we report responses from PCPs (n=61) and patients (n=114).

RESULTS: Half (52%) of patients with HFpEF and obesity had initial
discussions about HFpEF symptoms with a PCP, yet only 11% received their
diagnosis from a PCP. The majority (62%) of PCPs view themselves as the
coordinator of care for patients with HFpEF and obesity, but only 20% of
patients view them as such. Most (75%) patients with HFpEF and obesity
experienced a gradual onset of symptoms with one quarter (25%) of patients
experiencing acute events leading to their diagnosis. For patients with gradual
symptom onset, reasons they did not discuss symptoms with a healthcare
provider sooner included: attribution of symptoms to normal aging or another
condition (40%), fear (36%), or unwillingness to admit a health issue (32%).
PCPs reported that on average they diagnose less than half (41%) of patients
with HFpEF themselves and refer half (52%) to a specialist or other healthcare
provider. Among PCPs who refer patients to specialists, they reported referring
to clinical cardiologists most frequently (89%). Most PCPs reported discussing
weight management at every visit (25%) or almost every visit (56%). Like
other healthcare providers, most PCPs reported that they explained the nega-
tive effects that excess weight has on overall health (90%) and on HFpEF
(84%), but PCPs were significantly more likely (44%) than clinical
cardiologists (24%) to discuss anti-obesity medications with patients (p <
0.05). PCPs reported recommending/prescribing the following to newly diag-
nosed patients: lifestyle changes (98%), diuretics (83%), ACE inhibitors
(80%), and beta-blockers (69%). Notably, 31% of PCPs reported prescribing
anti-obesity medications to these patients.
CONCLUSIONS: PCPs are the initial touchpoint for many patients with
HFpEF and obesity. However, PCPs are less likely to diagnose patients, and
more likely to refer them to a specialist. There is an opportunity to increase
diagnostic HFpEF education for PCPs as coordinated care between specialists
and PCPs to manage patients with HFpEF and obesity is paramount. PCPs
have a critical role in engaging patients in obesity management for the treat-
ment of HFpEF.

THEUSEANDCOSTOF LOW-VALUE SERVICES DELIVEREDTO
VETERANS THROUGH THE VETERANS HEALTH ADMINISTRA-
TION AND MEDICARE
Thomas R. Radomski1,2; Xinhua Zhao2; Elijah Lovelace2; Florentina E.
Sileanu2; Liam Rose3; Aaron Schwartz4; Aimee N. Pickering1,2; Jennifer A.
Hale2; Loren J. Schleiden5; Walid Gellad6,2; Michael J. Fine7; Carolyn T.
Thorpe2
1Division of General Internal Medicine, University of Pittsburgh School of
Medicine, Pittsburgh, PA
2Center for Health Equity and Promotion, VA Pittsburgh HealthCare System,
Pittsburgh, PA
3VA Palo Alto Health Care System, Palo Alto, CA
4Medical Ethics and Health Policy, General Internal Medicine, University of
Pennsylvania Perelman School of Medicine, Philadelphia, PA
5Center for Health Equity Research and Promotion, US Department of
Veterans Affairs Veterans Health Administration, Pittsburgh, PA
6Medicine, University of Pittsburgh, Pittsburgh, PA
7Center for Health Equity Researh and Promotion, VA Pittsburgh Healthcare
System, Pittsburgh, PA. (Control ID #3715570)

BACKGROUND: Low-value care is common in the Veterans Health Ad-
ministration (VA), resulting in wasteful healthcare spending and unnecessary
harm to Veterans. Nearly all VA beneficiaries aged ≥65 are dually enrolled in
Medicare, placing them at increased risk of receiving low-value services
outside VA. Our objective was to characterize the use and cost of low-value
services received by Veterans within VA and outside VA through Medicare.
METHODS: We compiled a national cohort of Veterans who were continu-
ously enrolled in VA and Medicare in fiscal years (FY) 2017-2018 and also
received care in VA in FY2018. We used administrative data to identify 29
low-value services across 6 domains: imaging, cancer screening, pre-operative
testing, diagnostic and preventive testing, cardiac testing, and surgery. Within
VA and Medicare, we determined the count of low-value services per 100
Veterans delivered in FY 2018 and the percentage of Veterans who received a
low-value service in VA, Medicare, or through both sources. To determine the
cost of care, we applied service-specific cost estimates based on average
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national reimbursement rates in Medicare, incorporating facility-fees and
related ancillary services (e.g., venipuncture for blood tests) when applicable.
RESULTS:Among the 1.4 million (M) dually enrolled Veterans in the cohort,
the mean age was 76 (SD 7.6), 97.9% were male, 84.3% were non-Hispanic
white, and 79.9% received any health service through Medicare in FY 2018.
Overall, 33.8% of Veterans received a low-value service, costing $140M.
Within VA, 19.1 services per 100 Veterans were delivered, affecting 16.5%
of Veterans at a cost of $38.8M. Within Medicare, 27.7 services per 100
Veterans were delivered, affecting 21.2% of Veterans at a cost of $101.5M.
A total of 3.9% of Veterans received low-value services from both VA and
Medicare. Except for cancer screening, low-value services were more com-
monly delivered through Medicare across all domains. For example, the total
count of low-value imaging tests delivered in VA was 4.6/100 Veterans,
whereas the count in Medicare was 14.5/100 Veterans. The most common
individual low-value service was unnecessary prostate cancer screening, with a
count of 11.1/100 Veterans in VA and 8.8/100 in Medicare. The costliest low-
value service was unnecessary percutaneous coronary intervention, costing
$11.5M in VA and $30M in Medicare.
CONCLUSIONS: Among a national cohort of Veterans dually enrolled in
VA and Medicare, 1 in 3 received a low- value service in FY 2018 at a total
cost of $140M. Except for cancer screening, most low-value services were
delivered via Medicare. These findings demonstrate the importance of under-
standingVeterans’ receipt of low-value services within and outsideVA tomost
effectively improve the overall value of care that they receive.

THE USE OF RACE IN MEDICAL DECISION-MAKING IS ASSOCI-
ATEDWITH BELIEFS REGARDING THE ETIOLOGY OF RACIAL
DIFFERENCES IN HEALTH OUTCOMES
Ebiere Okah1; Peter Cronholm6; Brendan Crow3; Anitra Persaud2; Andrea
Westby4; Vence L. Bonham5

1University of North Carolina at Chapel Hill School of Medicine, Chapel Hill,
NC
2University of Pennsylvania Perelman School of Medicine, Philadelphia, PA
3Mountain Area Health Education Center, Asheville, NC
4Family Medicine and Community Health, University of Minnesota Medical
School Twin Cities, Minneapolis, MN
5Social and Behavioral Research Branch, NIH, National Human Genome
Research Institute, Bethesda, MD
6Family Medicine and Community Health, University of Pennsylvania,
Philadelphia, PA. (Control ID #3706976)

BACKGROUND: Little is known regarding the relationship between
physicians' racial beliefs and their use of race in clinical care. Prior research
found that the belief in race as a biological trait was positively associated with
the use of race in medical decision-making. This study evaluates whether
attributing racial differences in health outcomes to genetics, culture, or social
conditions is associated with self-reported use of race in clinical practice.
METHODS: This is a cross-sectional analysis of the Council of Academic
Family Medicine Education Research Alliance 2021 general membership
survey. Only participants who identified as physicians practicing in the United
States (US) were included. Members completed demographic questions; the 7-
item Racial Attributes in Clinical Evaluation (RACE) scale (higher scores
imply greater use of race in clinical care); and 3 questions regarding the belief
that racial differences in genetics, culture (e.g., beliefs about health, value of
diet or exercise), or social conditions (e.g., income, education, environment)
explained racial differences in health outcomes. Spearman’s correlations and
three multivariable linear regressions were used to evaluate the relationship
between RACE and the belief that differences in genetics, culture, or social
conditions explained racial differences in health outcomes.
RESULTS: Of the 949 (22%) who completed the survey, 740 identified as
physicians practicing in the US. There was a positive correlation between
RACE and the belief that differences in genetics (ρ=0.62, p<0.001) and culture
(ρ=0.21; p<0.001) explained racial differences in health outcomes. RACEwas
negatively correlated with the belief that differences in social conditions
explained racial differences in health outcomes (ρ=-0.12; p=0.003). In separate
multivariable analyses controlling for age, gender, race, ethnicity, years since

graduating medical school, practice region, practice urbanity, practice institu-
tion, and practice in an underserved area, higher RACE was associated with
greater belief that differences in genetics (β=3.58; 95% CI=3.20,3.95) and
culture (β=1.57; 95%CI=0.99,2.15) explained differences in health outcomes.
However, the belief that differences in social conditions explained racial
differences in health outcomes was not associated with RACE.
CONCLUSIONS: Physicians who believed that genetic or cultural differences
between racial groups explained racial differences in health outcomes were more
likely to use race in clinical care. Further research is needed to determine how
race is differentially employed in clinical care depending on the belief in its
genetic or cultural significance. Additional research is needed to identify the
cultural differences that physicians believe exist between racial groups, how
these beliefs were developed, andwhether they are related to exposure to cultural
competency training. More work may be needed to shift providers from the
perspective of cultural competence to one of cultural humility.

TIMELY FOLLOW-UP AFTER POSITIVE LUNG CANCER
SCREENING
Dustin Kee2; Keith M. Sigel1; Juan P. Wisnivesky1; Minal S. Kale1
1General Internal Medicine, Icahn School of Medicine at Mount Sinai, New
York, NY
2Icahn School of Medicine at Mount Sinai, New York, NY. (Control ID
#3703205)

BACKGROUND: Clinical trials of LCS instituted rigorous follow-up
protocols for suspicious findings; adherence to these protocols may be impor-
tant for translating the benefits seen in the trials to the real-world. However,
there has been limited research on recommended follow-up after positive
screenings. Prior work focused on adherence to annual follow-up scans found
a range of 37% to 86% depending on the clinical setting, significantly below
rates seen in clinical trials. The objective of this study was to examine timely
adherence to the recommended follow-up after positive LDCT screening.
METHODS: This study included patients from two primary care practices
within an academic medical center in New York City. We excluded patients
who were imaged for other indications, including pneumonia or metastatic
cancer monitoring. A retrospective chart review of individuals who met the
USPSTF LCS eligibility and had a positive finding on a LDCT scan between
2013 and 2020 was conducted. These individuals were recommended for a
shorter interval (7, 30, 90, or 180 days) follow-up repeat CT, CT biopsy, or
PET/CT. Adherence was defined as completing the prescribed imaging within
14 days of the suggested time frame for 7-, 30-, and 90-day follow-up and
within 30 days for 180-day follow-up. Data abstracted included demographic,
personal health characteristics, healthcare utilization, LDCT, and any subse-
quent follow-up tests.
RESULTS: The sample included 106 patients who had a positive LDCT with
a median age of 65 years, 31% were White and 33% African American, and
62% female. Overall, 67 (63%) individuals were adherent to follow-up testing
within the recommended time frame.Median follow-up time was 34 days (IQR
30), 96 days (IQR 71), and 277 days (IQR 185) for recommended follow-up of
30, 90, and 180 days respectively. Adherence was 74%, 73%, and 36% for
individuals with recommended follow-up of 30, 90, and 180 days respectively.
The 7-day follow-up sample was too small for meaningful results. Among the
adherent, a higher proportion were female, English speakers, went to the
predominantly private, non-teaching vs. Medicaid teaching clinic, had shorter
recommended follow-up, and were prescribed CT biopsy or PET/CT (all
p<0.05). There were no significant differences found in age, insurance status,
comorbidities, smoking status, or pack year smoking history. Among 22
individuals with newly diagnosed lung cancer, 83% were adherent to follow-
up testing and 74% of the cancers were Stage 1A or limited stage.
CONCLUSIONS: In this sample of LCS patients, there was highly variable
adherence to recommended LCS follow-up despite concerning initial results.
This study suggests that there is not an efficient, systematic approach for LCS
follow- up, with delays in repeat testing potentially undermining the benefits of
early detection. Further investigation of barriers to adherence to recommended
follow-up could allow for intervention development to target this high risk
group of screening patients.
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TO THE STREET: THE IMPACT OF SOCIAL SERVICES ON
HOMELESSNESS DISPOSITION
Helene Rovnan1; Divya Venkat2; Amina Hamza1; Eric Marasco1; Elda Tutic1;
Talha Rashid1
1Internal Medicine, Allegheny Health Network, Pittsburgh, PA
2Internal Medicine, Allegheny General Hospital, Pittsburgh, PA. (Control ID
#3709831)

BACKGROUND: Approximately 567,715 people were homeless in the
United States in 2019 with several contributing factors including unaffordable
housing, the limited scale of housing assistance programs, poverty, lack of
affordable health care, domestic violence, mental illness, and addiction. Home-
lessness is a challenge for the safe dispositioning of patients after admission.
Homeless patients present sicker, have more co-morbidities, higher rates of
readmission, and poor compliance resulting in fragmented transitional care and
worse outcomes. The prevalence of mental illness and substance misuse is also
high. People who experience homelessness often have weaker social support
networks. Among people who entered shelters in 2017 who were not already
homeless, 51% had previously been staying with family or friends suggesting
that homelessness may result when social ties are exhausted. It is important that
clinicians identify available resources and address individual values and needs.
This quality improvement study aims to determine the relationship between
disposition from the hospital and hospital re-utilization based on disposition
and social work engagement.
METHODS: This is a retrospective quality improvement project. Patients
older than age 18 with a diagnosis of homelessness were identified via the
electronic medical record for a one year period. 1360 charts were reviewed for
age, race, admission diagnosis, discharge diagnosis, comorbidities, social
services consult, discharge disposition, and readmissions.
RESULTS: 1360 charts were reviewed. 23% were female, 77% were male.
Most patients were between 30 and 50 years old with 100 patients at the age of
42. 22% received a social services consult, whereas 78% did not. 65.1% of
homeless patients were discharged home. Of the 303 patients with a social
service consult, 62% were discharged home. In patients without a social
service consult 65.9% were discharged home. In patients who were discharged
to skilled nursing facilities, patients with social services consults had a higher
percentage of placement (14.5% vs 4.6%).
Readmissions occurred in 49.2% of patients who had a social service consult
and in 46.6% of patients without a consult.
CONCLUSIONS: In the homeless population, identifying and adressing
individual needs and values aggressively while admitted may improve post-
discharge care, outpatient follow up, overall health, and morbidity and
mortality.
Readmission rates may be decreased by addressing social determinants of
health. While no correlation was identified in healthcare utilization with a
social work consult, it is clear that when social services are engaged for
homelessness, fewer patients are discharged “home” or to the streets. As a
health care system, proper identification of patients suffering from homeless-
ness and safely dispositioning them, needs significant improvement. Patient-
specific needs need to be addressed in order to prevent readmissions and
improve patient outcomes.

TRAJECTORIES OF PERCEIVED SUSCEPTIBILITY TO COVID-19
OVER A YEAR: THE COVID-19 & CHRONIC CONDITIONS (C3)
STUDY
Lauren Opsasnick2; Laura M. Curtis2; Mary J. Kwasny1; Rachel O'Conor2;
Guisselle Wismer2; Julia Yoshino Benavente2; Rebecca Lovett2; Morgan
Eifler2; Stacy Bailey3; Michael Wolf2
1Preventive Medicine, Northwestern University, Chicago, IL
2General Internal Medicine and Geriatrics, Northwestern University Feinberg
School of Medicine, Chicago, IL
3General Internal Medicine and Geriatrics, Northwestern University, Chicago,
IL

BACKGROUND: The U.S. public health response to COVID-19 has been
widely criticized as having downplayed the potential implications COVID-19
could have on one’s personal health. Despite the unprecedented threat of
COVID-19, many individuals still believed that it was not at all likely that
they would become infected. We examined: (1) the yearlong trend of adults’
perceived susceptibility to COVID-19, (2) whether distinct trajectories
emerged, and (3) whether the trajectories differed by participant socio-
demographic characteristics.
METHODS: Participants from Chicago were recruited from one of five
ongoing NIH-funded studies managed by our research team. Data was collect-
ed at five timepoints, where participants were asked about their susceptibility to
COVID-19, in addition to their socio-demographic and health-related data. We
identified groups of individuals following similar progressions of perceived
susceptibility to COVID-19 and classified them into trajectory groups using the
traj command in Stata. Associations between participant characteristics and
their trajectory group were examined in bivariate analyses. Additionally, a
multivariable Poisson model was used to estimate relative risks of following a
certain trajectory.
RESULTS:Nearly two-thirds (62.2%) of participants perceived themselves to
be highly susceptible to COVID-19 from the onset of the pandemic (‘early
responders’) and sustained this over a year, 29.0% eventually perceived
themselves to be highly susceptible (‘late responders’), and 8.8% maintained
a low likelihood of susceptibility throughout the pandemic (‘non-responders’).
In multivariate analyses, compared to White participants, Latinx participants
were significantly more likely to be non-responders and report low likelihood
of perceived susceptibility (RR: 3.46; 95% CI: 1.19, 10.1), as were Black
participants (RR: 5.49; 95% CI: 2.19, 13.8).
CONCLUSIONS: A year into the COVID-19 pandemic, 1 out of 11
participants persistently did not think they might be susceptible and potentially
infected. Future studies are needed to understand reasons why certain
individuals, particularly those of racial/ethnic minorities, did not perceive
themselves at risk for infection.

TRENDS IN AVOIDABLE AND UNAVOIDABLE U.S. EMERGENCY
DEPARTMENT VISITS DURING THE COVID-19 PANDEMIC, 2019-
2021
John Mafi1; Sitaram Vangala2; Melody Craff3; Julia C. Arbanas1; Cyrus
Tabatabai1; Thomas Pu3; Katherine L. Kahn1
1Medicine –GIM&HSR, University of California Los Angeles David Geffen
School of Medicine, Los Angeles, CA
2Medicine, University of California Los Angeles, Los Angeles, CA
3MedInsight, Milliman Inc, Seattle, WA, US, Seattle, WA. (Control ID
#3715072)

BACKGROUND: Following early reductions in U.S. emergency department
(ED) care after the COVID-19 pandemic’s onset, it is unclear whether avoid-
able and unavoidable ED visits returned to expected rates, particularly for
socioeconomically disadvantaged Medicaid and dual eligible Medicare-
Medicaid patients. Further, the degree to which avoidable and unavoidable
ED visits are associated with hospitalizations during the pandemic is unknown.
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METHODS: In a retrospective cohort study of ED care patterns from Jan 1,
2019-Feb 28, 2021, we analyzed claims data from multiple U.S. payers from
MedInsight’s research database. Using difference-in-differences methods, we
assessed the degree to which ED use during the pandemic differed from
expected rates had the pandemic not occurred. We compared rate changes
between Jan-Feb 2020 and each subsequent 2-month timeframe during the
pandemic vs changes in the corresponding months in the year prior. We
stratified visits by avoidable vs unavoidable using MediCal avoidable ED visit
criteria, which flags visits that generally could have been managed by a
primary care physician (e.g., rhinitis, cystitis, administrative exams) had
patients had access to one. We tested the relationship between avoidable vs
unavoidable ED visits and hospitalization, and estimated age-sex adjusted
Poisson regressions of monthly use counts, offsetting for total patient-months
and stratifying by insurance.
RESULTS: We studied 14.5 million U.S. adults (mean age 53; 55% female)
using 11 million ED visits (6% avoidable, 94% unavoidable) in 2019-21.
Unavoidable visits had higher odds of hospitalization than avoidable visits in
each insurance group (for all groups: OR 2.8 [2.7-2.8]). In Mar-Apr 2020,
avoidable and unavoidable ED visits respectively declined similarly, to 68.1%
[67-69%] and 68.9% [68-69%] of expected rates. ByNov-Dec 2020, avoidable
visits declined further to 52.0% [51-53%], while unavoidable visits returned to
93.7% [93-94%] of expected rates. During pandemic wave 2 in Jan-Feb 2021,
avoidable and unavoidable visits declined to 45.1% [44-46%] and 82.2% [82-
83%] respectively and varied by insurance (Table).
CONCLUSIONS: Following declines early in the pandemic, unavoidable ED
visits nearly returned to expected rates by Nov-Dec 2020, only to decline again
during pandemic wave 2 in Jan-Feb 2021. In contrast, avoidable visits consis-
tently declined without rebound. While reductions in avoidable visits lower
unnecessary costs, persistent declines in unavoidable visits raise concern that
patients with more serious conditions may be delaying needed ED care,
particularly among socioeconomically disadvantaged groups.

TRENDS IN CONCURRENT USE OF ALCOHOL, TOBACCO, AND
MARIJUANA IN US ADULTS: 2010- 2019
Thanh C. Bui2; Phuc H. Le1
1Center for Value-based Care Research, Medicine Institute, Cleveland Clinic,
Cleveland, OH
2Oklahoma University Medical Center, Oklahoma City, OK

BACKGROUND: People who drink alcohol often use other substances at the
same time, increasing the risk of adverse health outcomes. Understanding their
polysubstance use pattern will be helpful for prevention efforts; yet, data on
concurrent use of alcohol, tobacco, and marijuana are limited. We aimed to
assess temporal trends in use of tobacco and marijuana in people with different
alcohol use levels.
METHODS: We conducted a retrospective cross-sectional analysis of the
2010-2019 National Survey on Drug Use and Health.We included adults aged
≥18 years and divided them into 4 subgroups based on alcohol consumption
levels in the past month: no use, some use (≤1 drink/day for women or ≤2
drinks/day for men), excessive use (>1 drink/day for women or >2 drinks/day
for men), and binge drinking (≥4/5 drinks per occasion for women/men). We
estimated the annual proportion of people using tobacco or marijuana for the 4
subgroups; trends were assessed using logistic regression with survey year as
an independent variable. We also examined risk factors associated with

marijuana use in people who drank alcohol excessively. All analyses were
accounted for complex survey design.
RESULTS: Final sample included 436,691 adults, half of whom were 35-64
years old. Forty-eight percent were male, 65% were White. From 2010-2019,
tobacco use decreased significantly in all groups (p<0.05); the reduction was
greatest (25%) in people with excessive alcohol use or binge drinking. Prev-
alence of marijuana use also increased significantly in all groups (p<0.05). Its
use increased more than 2 times in people who did not drink alcohol or who
drank within the recommended limit, and 1.5 times in those drinking exces-
sively or who had binge-drinking episodes (Figure). People with excessive
alcohol use or binge drinking were more likely to also use tobacco and
marijuana than those with no or some use. Finally, among people with
excessive alcohol use concurrent use with marijuana was positively associated
with younger ages (<25 years), beingmales, Whites, having household income
<$50,000, self- reported fair/poor health, or Medicaid insurance.
CONCLUSIONS: By2019, one-third of people with excessive alcohol use or
binge drinking used tobacco while one- fifth of them used marijuana. Complex
prevention and treatment efforts may be required to reduce concurrent use of
alcohol, tobacco, and marijuana in US adults.

TRENDS IN PRE-PREGNANCY HYPERTENSION AMONG
BIRTHING INDIVIDUALS BY RACE AND ETHNICITY IN THE
UNITED STATES, 1995-2019: ANAGE-PERIOD-COHORTANALYSIS
Natalie A. Cameron1; Lucia C. Petito2; Xiaoning Huang2; Philip Greenland2;
William Grobman3; Matthew J. O'Brien1; Simon Capewell4; Martin
O'Flaherty4; Donald M. Lloyd-Jones2,5; Sadiya S. Khan2,5
1Department of Medicine, Division of General Internal Medicine and
Geriatrics, Northwestern University Feinberg School of Medicine, Chicago, IL
2Department of Preventive Medicine, Northwestern University Feinberg
School of Medicine, Chicago, IL
3Department of Obstetrics and Gynecology, The Ohio State University,
Columbus, OH
4University of Liverpool Institute of Population Health, Liverpool, United
Kingdom
5Department of Medicine, Division of Cardiology, Northwestern University
Feinberg School of Medicine, Chicago, IL

BACKGROUND: Pre-pregnancy hypertension (HTN) is a leading risk factor
for adverse short- and long-term cardiovascular outcomes among birthing
individuals and their offspring. Over the past decade, prevalence of pre-
pregnancy HTN has nearly doubled with persistent racial and ethnic
disparities. To guide public health efforts, we conducted an age-period-
cohort analysis to examine trends in pre-pregnancy HTN.
METHODS: We included 38,554,181 nulliparous individuals aged 15-44
years old with a singleton live birth from 1995-2019 from the National Center
for Health Statistics. Age was defined as maternal age at delivery, period as
calendar year of delivery, and birth cohort as maternal birth year.We calculated
age effects as the cohort-specific prevalence of pre-pregnancy HTN in each 5-
year age group while adjusting for non-linear period effects. We calculated
period effects as the age-specific prevalence of pre-pregnancy HTN in each 5-
year period adjusted for non-linear cohort effects. We quantified birth cohort
effects as rate ratios comparing prevalence to the baseline birth cohort (1955-
1959) adjusted for age and non-linear period effects. We summarized overall
trends as age-standardized and age-specific annual percent change adjusted for
birth cohort. All analyses were stratified by self-reported race and ethnicity
group (Hispanic, non-Hispanic American Indian/Alaskan Native, non-
Hispanic Asian-Pacific Islander, non-Hispanic Black, non-Hispanic White).
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RESULTS: Prevalence of pre-pregnancy HTN was associated with age,
period and birth cohort overall and in each race and ethnicity group. Older
age at delivery was associated with a higher prevalence of pre-pregnancy HTN
in each birth cohort after adjustment for non-linear period effects. From 1995-
2019, prevalence of pre-pregnancy HTN increased with an annual percent
change of 4.2%/year (95% CI 4.1, 4.3) after adjustment for age at delivery and
birth cohort.
Comparing prevalence in the 2000-2004 birth cohort with the 1955-1959 birth
cohort, the cohort RRwas 6.4 (5.8, 7.1), and did not differ significantly by race
and ethnicity (FIGURE).
CONCLUSIONS: Individuals born between 2000-2004 were six times
more likely to enter pregnancy with HTN than those born 45 years prior.
Estimates were similar among race and ethnicity groups for maternal
period and cohort effects suggesting disparities have not narrowed in
pre-pregnancy HTN.

TRENDS IN THE UTILIZATION OF MEDICALLY APPROPRIATE
AND LOW-VALUE CARE DURING THE FIRST SIX MONTHS OF
THE COVID-19 PANDEMIC
Michelle S. Rockwelll1; Sitaram Vangala2; Jillian Capucao4; Kyle Russell4;
Beth Bortz5; A. Mark Fendrick6; John Mafi3
1Family & Community Medicine, Virginia Tech Carilion School of Medicine,
Roanoke, VA
2Medicine, University of California, Los Angeles, Los Angeles, CA
3Medicine, University of California Los Angeles, Los Angeles, CA
4Virginia Health Information, Richmond, VA
5Virginia Center for Health Innovation, Richmond, VA; 6University of
Michigan School of Public Health, Ann Arbor, MI

BACKGROUND: While the COVID-19 pandemic disrupted routine care
delivery, its impact on the quality and appropriateness of care remains less
clear. We evaluated trends in medically appropriate and low-value care among
commercially-insured Virginians from Mar-Sep 2020.
METHODS: Using the Virginia All-Payers Claims Database, we studied
claims data for commercially insured patients aged >18 yrs and
continuously-enrolled for ≥36 months. We used the Milliman MedInsight
Health Waste Calculator to classify 18 services as either medically appropriate
or low-value in aggregate and then stratified by clinical categories: preopera-
tive tests, diagnostic tests, procedures, preventive screenings, and
prescriptions. Using a difference-in- differences design, we compared utiliza-
tion rate changes between Feb 2020 and each subsequent month (through Sep
2020) vs changes during the correspondingmonths in 2019 (expected rates had
the pandemic not occurred). Results were also stratified by rurality (Rural-
Urban Commuting Area codes).
RESULTS: The primary cohort included 492,742 patients (55% female, 70%
40-64 yrs, 9% rural). While aggregated low-value care rates were significantly
lower than medically appropriate care vs expected in Apr-June, rates were
similar by Jul-Sep (Table). Compared with expected rates, low-value and
medically appropriate rates for preoperative tests, diagnostics, and procedures
were also similar by Sep 2020. In contrast, low-value preventive screening
rates (most common: annual EKG) were consistently higher than medically
appropriate screenings between July-Sep 2020 (relative diff range: 24-29%) vs
expected rates. Low-value and appropriate prescribing declined to 41.9% [40-
44%] and 62.9% [56-71%] of expected rates in May, and the former remained

below 65% through Sep 2020. Rural patients had consistently lower aggregat-
ed low-value and medically appropriate care rates than non-rural patients each
month between Mar-Sep 2020 (relative diff: 8-29%) vs expected rates.
CONCLUSIONS: Compared with expected rates, low-value care decreased
more than medically appropriate care in Mar-Jun 2020 but rebounded to
similar rates by Jul-Sep 2020. While prescribing patterns improved during
the pandemic, findings suggest worsening in the quality of preventive
screenings, as well as disparities in medically appropriate care in rural settings.

UNDERSTANDING MEDICAL UTILIZATION PATTERNS BASED
ON HEAT SENSITIVE COMORBIDITIES AND MAXIMUM DAILY
TEMPERATURES
Elizabeth J. Gillespie1,2; Kenneth Scott3; Abigail Steiner3
1University of Colorado Denver School of Medicine, Aurora, CO
2Denver Health, Denver, CO
3Denver Public Health, Denver, CO. (Control ID #3715807)

BACKGROUND: Extreme heat is the primary US weather-related cause of
death; vulnerable populations are inequitably exposed. Associations between
maximum daily temperature and individual-level health outcomes are poorly
characterized. We compared healthcare utilization during high heat (HH) and
non-HH periods for an urban, safety net population previously shown to
average 1.4X the heat vulnerability of county peers, stratified by pre-existing
heat- sensitive diagnoses (e.g., asthma, diabetes, or heart failure) and demo-
graphic characteristics.
METHODS: A retrospective longitudinal analysis among Denver Health
(DH) patients (aged > 4 years and seen > 2 visits at any DH facility during
the period 4/1/2016 – 12/25/2020) was conducted for Denver’s integrated,
public safety- net healthcare system. Electronic health record (EHR) demo-
graphic and clinical data identified 14 co-morbid conditions/risk groups (ICD-
10 based) recognized as heat-sensitive in the literature. Acute care utilization
was considered HH-associated (HHA) if a visit occurred on or within 2 days of
a HH day (temperature >90 degrees F) recorded at any of Denver’s 5 National
Oceanic and Atmospheric Administration weather stations. Mean acute care
utilization rates were calculated by HHA vs. non-HHA days and reported as
mean visits per person-year. An acute care utilization ratio (ACUR), compar-
ing mean acute care utilization rates HHA/non-HHA, was calculated for each
individual.
RESULTS: 230,895 individuals had at least 1 visit across the study period. Of
these, 82,599 individuals (49% Hispanic, 31% White, and 14% Black) met
study inclusion criteria; 55,290 of these were >18 years old. Of 1729 total
study days, 430(25%) were HH days; 525(30%) were HHA. A total of 81,045
acute visits were made; 25,723(36%) were HHA. Of HHA visits, 95% oc-
curred during the 2-day lag times. Individuals with a chronic condition had
higher mean HHA acute care utilization (mean [SD]) compared with those
with no condition (0.2 [0.6]), 1-3 conditions (0.3 [0.9]), and >4 conditions (0.5
[1.5]). Among these, only stimulant disorder, alcohol use disorder, and psy-
chosis, had significantly higher ACUR (1.2 [2.1], 1.1 [1.9], and 1.1 [1.8],
respectively) compared with groups not at risk for those conditions (0.3 [1.1],
0.2 [1.0], and 0.3 [(1.1], respectively).
CONCLUSIONS: For this safety-net population, high temperature periods
were associated with increased acute care utilization for specific heat sensitive
chronic disease groups. Further analyses are needed to determine whether
trends observed by this method may be useful to monitor further evidence of
heat vulnerability identifiable by demographic, clinical or neighborhood
characteristics.

UNDERSTANDINGTHEASSOCIATIONBETWEEN PATIENT SAT-
ISFACTION AND PROVIDER AND PATIENT GENDER AND
RACE/ETHNICITY CONCORDANCE
Aprill Z. Dawson1; Abigail Thorgerson1; Rebekah J. Walker2; Jennifer A.
Campbell3; Sanjay Bhandari4; Kurt J. Pfeifer5; Leonard E. Egede6
1Medicine, Medical College of Wisconsin, Milwaukee, WI
2Medicine, Medical College of Wisconsin, Milwaukee, WI
3General Internal Medicine, Medical College of Wisconsin, Milwaukee, WI
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4Internal Medicine, Medical College of Wisconsin, Milwaukee, WI
5Medicine, Medical College of Wisconsin, Milwaukee, WI
6Medicine, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3716186)

BACKGROUND: The Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAHPS) survey, was developed as a tool to provide
data about the in-patient care experience. Survey items include questions about
patients’ hospital experiences and overall hospital rating. Research has shown
higher satisfaction to be associated with racial/ethnic and gender concordance
among patients and providers and no association between satisfaction and
gender concordance. However, studies have not examined whether physician
or patient characteristics are drivers of these relationships. Therefore, the aim of
this study was to assess whether gender or race concordance among patients
and providers is associated with overall satisfaction with care of inpatients'
seen by general internal medicine (GIM) providers; and to determine whether
provider or patient characteristics are drivers of the relationship.
METHODS: HCAHPS survey data for inpatient stays from August 2016 to
August 2020 was analyzed. Patient independent variables including age,
race/ethnicity, sex, insurance, whether a translator was used, language,
Elixhauser comorbidity count, county of residence, and Epic risk score were
abstracted from electronic health records. Provider independent variables
included age, sex, race/ethnicity, years since medical school, years at medical
center, percent clinical effort, and faculty rank. Gender concordance was
created using 4 categories: both patient and provider are female, both patient
and provider are male, the provider is female and the patient is male, and the
provider is male and the patient is female. Similarly, a 4-category race con-
cordance variable was created: both patient and provider are white, both patient
and provider are non-white, the provider is white and the patient is non-white,
and the provider is non-white and the patient is white. The dependent variable,
patient satisfaction was defined using overall hospital rating (0-10) where
scores of 0 to 8 were ‘unsatisfactory’ and scores 9 to 10 were ‘satisfactory’.
Generalized mixed-effects logistic- regression, were used to investigate
associations of the characteristics of patients and providers with the top-box
satisfaction.
RESULTS: There were 42 providers across 1,303 patients encounters includ-
ed. The majority of providers were male (64%) andOther race/ethnicity (57%).
The majority of patients were female (57%) and non-Hispanic White (76%).
There were statistically significant differences between patient and provider
sex (p=0.007), race (p<0.001), and age (p<0.001). After adjusting for patient
and provider factors, there was no association between gender concordance
and patient satisfaction, nor race concordance and patient satisfaction.
CONCLUSIONS: There was no significant statistical association between
patient satisfaction and race/ethnicity concordance nor gender concordance
and patient satisfaction. Future research should be conducted to understand the
key drivers of patient satisfaction as measured by HCAHPS.

UNDERSTANDING THE JOINT EFFECT OF SOCIOECONOMIC
STATUS AND DIABETES ON BREASTFEEDING OUTCOMES
Lara Tang1; Lisa N. Kransdorf3; Lauren E. Wisk2,1
1University of California Los Angeles David Geffen School of Medicine, Los
Angeles, CA
2Division of General Internal Medicine and Health Services Research, Uni-
versity of California Los Angeles, Los Angeles, CA
3Department of Medicine, University of California Los Angeles, Los Angeles,
CA. (Control ID #3706683)

BACKGROUND: Prior studies have demonstrated the independent impact of
socioeconomic status (SES) and chronic medical conditions on breastfeeding.
Specifically, low SES and prevalent chronic disease are associated with lower
rates and shorter duration of breastfeeding. However, the interaction between
chronic conditions, like diabetes, and SES and its effect on breastfeeding
outcomes have not been well studied.
METHODS: This retrospective study was comprised of a cohort of women
sampled by the CDC’s Pregnancy Risk Assessment Monitoring System

(PRAMS) from 2016-2019 (N=156,965). SES was measured using household
income, which was categorized into four groups (Income ≤ $30k, $30,001-
$60k, $60,001-$90k, and ≥$90,001). Diabetes status was categorized as wom-
enwho had a diagnosis of diabetes (Type I or II) prior to pregnancy, gestational
diabetes only, or neither. Outcomes included prevalence of breastfeeding
initiation, mean duration, and receipt of breastfeeding education from a
healthcare provider prior to delivery. Descriptive statistics and multivariate
regression analyses were used, and all analyses applied survey weights to
account for PRAMS’ complex sampling design.
RESULTS: Overall, women of lower SES with diabetes prior to pregnancy
were less likely to initiate breastfeeding, and when they did breastfeed, they did
so for a shorter duration. Significant interactions were found between diabetes
and household income. The lowest rates of breastfeeding initiationwere among
women with diabetes in the lowest income group (77%) and the highest rates
were among women without diabetes in the highest income group (97%).
Furthermore, except for the $30,001-$60k group, within each income category,
positive diabetes status (Type I, II or gestational) was significantly associated
with lower breastfeeding rates (p=0.0086 for income ≤ $30k, p=0.0006 for
$60,001-$90k, and p=0.0063 for ≥$90,001). Additionally, within each income
group, the mean breastfeeding duration was significantly shorter for those with
diabetes compared to those without, except for within the highest income
group (p=0.0013 for income ≤ $30k, p<0.0001 for $30,001-$60k, and
p<0.0001 for $60,001-$90k). The shortest duration was observed for women
with diabetes in the lowest income group (mean of 10.6 weeks) while the
longest was among women without diabetes in the highest income group (14.5
weeks). And although there was no significant association between diabetes
status and breastfeeding education within each income group, higher income
groups were associated with a higher percentage of women receiving
breastfeeding information from a healthcare provider prior to delivery
(p<0.0001).
CONCLUSIONS: It is evident that women at the intersection of low SES and
positive diabetes status are vulnerable to poor breastfeeding outcomes, with
multiplicative risk for poor outcomes. Clinicians are in a position to educate
women with diabetes about breastfeeding and its potential challenges, and
enact early interventions to mitigate those challenges.

UNEQUAL DISTRIBUTION: ACCESS TO SARS-COV2 TESTING
SITES IN COMPARISON TO SARS- COV2 POSITIVITY RATES IN
MONROE COUNTYMARCH - OCTOBER 2020
Georgia Farrell1; Mahala Schlagman2; Tanzy Love3; Linda L. Clark4
1Internal Medicine, University of Rochester Medical Center, Rochester, NY
2Internal Medicine, University of Rochester Medical Center, Rochester, NY
3University of Rochester Medical Center, Rochester, NY
4Common Ground Health, Rochester, NY. (Control ID #3713918)

BACKGROUND: Over the course of the 20th century, Monroe County NY,
has developed into a community facing significant defacto segregation: a
central crescent of the city has lower economic indicators and a predominantly
minority community.We set out to analyze rates of SARS-COV2 aswell as the
distribution of SARS-COV2 testing sites across Monroe County during the
first wave of the pandemic (March 2020-Sept 2020). Our hypothesis was that
while disease rates would be higher in historical disadvantaged areas, the
distribution of testing resources would be less accessible. This is a potentially
novel methodology to demonstrate layers of unequal access to resources.
METHODS:We extracted data on the total number of SARS-COV2 cases by
zip code in Monroe County, NY from March 23 – October 21, 2020 and
SARS-COV2 testing sites from the Monroe County Department of Health
website.
Sociodemographic factors were taken from the 2015 American Community
Survey. We used geospatial analysis to assess the local spatial autocorrelation
of SARS-COV2 rates. We adapted a definition based on the USDA’s 4th

definition for food deserts to create a measure of “SARS-COV2 testing site
desert.” To overcome coordination of census tract level definitions with zip
code level data, we assumed an equivalency factor where we divided the total
zip code population by 4000 (average census tract size). We then tested
whether SARS-COV2 testing sites were accessible using this definition.
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RESULTS: There were statistically significant differences in local spatial
autocorrelation which allowed us to separate the county into “SARS-COV2
hot zones” and “SARS-COV2 cold zones.” The hot zones had a statistically
significant lower median income and a higher percentage of Black and His-
panic residents. The cold zones along the perimeter had a higher median
income and higher percentage of white residents (Mann Whitney p values <
0.05). Using the definition for SARS-COV2 testing site deserts, the hot zones
had less access to testing sites than the cold zones.
CONCLUSIONS: SARS-COV2 case rates were differentially distributed in
the first wave of the pandemic in Monroe County. There were significantly
higher positivity rates in areas with predominately black residents, lower
median incomes, and limited car access. These areas with higher SARS-
COV2 positivity rates also had lower initial access to SARS-COV2 testing
sites, creating an example of compounded inequity. Creating specific
definitions surrounding healthcare access that consider transportation and can
be rapidly analyzed may allow for more effective future resource allocation.
An early version of this analysis allowed healthcare systems and community
organizations to create pilot SARS-COV2 testing sites in areas with higher
rates of disease in real time. Using geospatial data analyses provides an
exciting potential way to model and impact change in equitable healthcare
delivery.

UPDATED COLORECTAL CANCER SCREENING GUIDELINES:
WHO IS ACTUALLY UP-TO-DATE?
Minira Aslanova1; Megan C. Buckley2
1Internal Medicine, Mount Sinai Beth Israel Hospital, New York, NY
2Internal Medicine, Lenox Hill Hospital, New York, NY. (Control ID
#3715668)

BACKGROUND: The NCI-Designated Cancer Centers (NCC) are recog-
nized as renowned leaders of cancer education for both health care
professionals and patients. The worldwide web often serves as the primary
source of information and guidance for patients on most up-to-date age-
appropriate cancer screening. With recent changes in the American Cancer
Society (ACS) guideline for initiating colorectal cancer screening decreasing
the age to 45 for average-risk adults, we aimed to analyze the websites of all 71
NCC for updated screening recommendations. We also sought to review how
many of the NCC provided patients with education on the risks/benefits
associated with various modes of colorectal cancer screening.
METHODS:We reviewed the websites of 71 NCC between 6/1/21-12/31/21
for updated colon cancer screening guidelines per the new ACS guidelines
(screening to begin at age 45). The content was categorized into websites with:
no mention of guidelines, old guidelines (start at age 50 and older), updated
guidelines, mention of screening options, mention of risks associated with each
screening method, and mention of benefits associated with each screening
method.
RESULTS: We analyzed the online content of 71 NCC. Only 27/71 centers
mentioned 45 as the new recommended age to begin colorectal cancer screen-
ing based on updated guidelines. 23 centers had the prior ACS guideline to
start screening at age 50, while 21 NCC had no mention of colorectal cancer
screening guidelines including recommended age to start. Of the 71 NCC, 47
centers explained the various modalities used for colorectal cancer screening
ie. colonoscopy, FIT, colo-guard, flexible sigmoidoscopy. 46 NCCmentioned
the benefits of screening for colorectal cancer, while only 21 mentioned the
risks associated with various modalities of screening.
CONCLUSIONS: By analyzing the NCC websites for updated ACS colo-
rectal cancer screening guidelines we were able to identify that an average of
30%of centers either have no information on screening age or are still referring
to old ACS guidelines to start at age 50. While an average 66% of centers
provide education on the various screening modalities and the benefits of
colorectal screening, only 29% of centers educate on the possible risks asso-
ciated with the screening modalities. Analysis of the available data on NCC
highlights the potential room for growth in health education and patient
awareness. National cancer centers serve as pillars of research and health
leadership, and its online content is an essential piece in improving health care
maintenance particularly in the form of education on age- appropriate cancer
screening.

USABILITY AND ACCEPTABILITY OF VIRTUAL REALITY FOR
CHRONIC PAIN MANAGEMENT IN SAFETY-NET SETTINGS
Marika Dy, Kristan Olazo, Sarah Lisker, Kim H. Nguyen, Courtney R. Lyles,
Urmimala Sarkar
Medicine, University of California San Francisco, San Francisco, CA. (Control
ID #3714802)

BACKGROUND: Virtual reality (VR) has been proven to be an effective
hypoalgesic for chronic pain. However, the majority of studies were conducted
in primarily White, well-resourced settings. This presents a barrier to clinical
uptake of VR among historically marginalized patients, who face disparities in
pain management.
METHODS: We conducted in-depth semi-structured interviews with diverse
patients who experience chronic pain. Patients were recruited from the multi-
disciplinary, referral-based Pain Clinic at Zuckerberg San Francisco General
Hospital and Trauma Center, which primarily serves Medicare, Medi-Cal, or
uninsured patients. All interviews were conducted in English with patients
living with chronic pain who agreed to test a commercially available VR
technology platform, AppliedVR. Interviews included questions about pain
management strategies, history of technology use, experiences and opinions
with VR, and motivators for future use. Using inductive coding, we developed
initial codes, which we refined after a second coding round to develop a
codebook. Using the Technology Acceptance Model, we deductively identi-
fied specific themes within each domain of the model to guide our qualitative
analysis.
RESULTS: We conducted a total of 15 interviews. 73% of participants
reported owning a smartphone and 60% reported requiring assistance from
family to use any technology and/or go on the Internet. In discussing their
current strategies, 87% reported using prescribed or over-the-counter medica-
tion to manage their chronic pain. Prior to participating in the study, no
participants had heard about or used VR for painmanagement, but the majority
were interested and willing to try it. Overall, the majority of participants had a
positive experience with VR and found the modules interesting and easy to
navigate. 87% of participants reported interest in using VR in the future at
home or in clinic, with the majority noting that they would use it in addition to
existing pain management strategies. Commonmotivators for VR use included
previous history with substance use, having exhausted all other options to
manage their pain, and curiosity with long-term effects. Barriers that impacted
VR usability included weight of the VR headset, module content was boring or
confusing, and difficulty with menu navigation.
CONCLUSIONS: Overall, VR was easy to use and distracted participants
from their chronic pain. Given its high usability and interest among patients as
an additional pain management strategy, VR should be more greatly utilized in
safety-net settings for diverse patients.

USING OBJECTIVE ELECTROCARDIOGRAPHIC DATA TO BET-
TER PREDICTMORTALITY IN PATIENTSHOSPITALIZEDWITH
COVID 19
Bobby Malik1; Katherine Burns2; Ricardo Villasmil1; Zachary Whiteside1;
Richard Walo1; Karla Baez1; Ryan Thompson1; Karen Hamad3; Wilhelmine
Wiese-Rometsch3
1Internal Medicine Residency at Sarasota Memorial Hospital, Florida State
University College of Medicine, Tallahassee, FL
2Internal Medicine Residency, Florida State University College of Medicine,
Tallahassee, FL
3Graduate Medical Education, Florida State University, Sarasota, FL. (Control
ID #3716239)

BACKGROUND: The impact of SARS-CoV-2 infection on intrinsic myo-
cardial conduction continues to be an area of focus amongst the medical
community. Our objective was to investigate if specific myocardial conduction
abnormalities were independently associated with mortality in patients hospi-
talized with COVID 19.
METHODS: Under IRB exemption, the electronic medical records of
COVID-19 patients (N=3840) undergoing index hospitalization were reviewed
to extract presentation ECG conduction data, demographics, and laboratory

JGIM S339



results (within 8h). This patient cohort was then separated into two groups
based on mortality vs. not (N=520). Logistical regression was used to test
association of ECG conduction intervals with mortality.
RESULTS: According to our nominal logistic fit for hospital mortality, Heart
Rate (HR) >100 (p=0.0007; LW 4.14), QRS duration > 120 ms (p=0.0053;
LW 2.27), and QTc prolongation (defined as QTc > 450ms in males; QTc >
460ms in females) (p=0.0089; LW 2.04) were independently associated with
higher risk of mortality. LogWorth (LW) calculations were included in an
effort to estimate the proportional effect each variable has on overall mortality.
LW > 2 were shown to be statistically significant with p< 0.05 with HR > 100
(LW 4.14) having the highest proportional effect on mortality followed by
QRSd (LW 2.27) then QTc prolongation (LW 2.04). PR interval> 200ms
(p=0.30) and QRS axis (p=0.15) were not associated with higher risk of
mortality.
CONCLUSIONS: Amongst our patient cohort, HR > 100, QRSd > 120ms,
and QTc prolongation (QTc > 450 in males; QTc > 460 in females) were each
independently associated with higher risk of mortality in patients hospitalized
with COVID 19. These findings support the use of objective ECG data in risk
stratifying patients hospitalized with COVID 19.

USING WEARABLE TECHNOLOGY TO INCREASE MINDFUL-
NESS: A QUALITY IMPROVEMENT PROJECT
Lara Kirkbride-Romeo2; Frances Palmer3; Danielle Sorrano4; Katherine
Morrison3; Kristin M. Jensen1
1Internal Medicine and Pediatrics, University of Colorado School of Medicine,
Denver, CO
2University of Colorado School of Public Health Department of Biostatistics &
Informatics, Aurora, CO
3Internal Medicine, University of Colorado Denver School of Medicine,
Aurora, CO
4Pediatric Nephrology, Children's Hospital Colorado, Aurora, CO. (Control ID
#3708665)

BACKGROUND: Employee wellness survey data from summer 2020 in our
Department of Medicine (DOM) reflected high rates of burnout and mental
health concerns. Mindfulness is known to help mitigate these conditions.
Through a quality improvement (QI) project, we trained healthcare workers
(HCW) in mindfulness using two wearable technology devices (Heartmath®
Inner Balance and the Muse 2) to assess the devices’ A) potential to increase
mindfulness and reduce negative mental health outcomes and B) acceptability
and usability among HCW.
METHODS: HCW in the DOM were invited to participate in this QI project
from January-May 2021. Participants used one of the wearable mindfulness-
training devices at their leisure for 6 weeks. Voluntary pre- and post-
participation surveys queried acceptability, usability, and the following
wellbeing scales: Patient Health Questionnaire-2; Generalized Anxiety
Disorder-7; Abbreviated UCLA Loneliness Scale 3-item; and the Mindfulness
Attention Awareness Scale-5.
Wilcoxon signed rank tests, Chi-squared, Fisher’s exact test, and frequency
analysis were used on pre-/post- participation surveys to evaluate results.
RESULTS: Seventeen persons participated in this QI project. Eight
participants completed both pre- and post- participation surveys whose results
are described here. Sixty-three percent expressed comfort with mindfulness
after 6 weeks; 88% indicated their device increased this comfort. All Inner
Balance participants found it easy to use, while only 25% of Muse 2 users
found it easy to use (p=<0.0001). One hundred percent of Inner Balance users
would recommend the device after using it while only 50% of Muse-2
participants would recommended it (p=0.0209). All wellbeing scales showed
trends toward improvements between pre- and post-participation values, al-
though no statistically significant differences were found.
CONCLUSIONS:We found that wearable mindfulness-training technologies
are both usable and acceptable among HCW.We also observed trends towards
increased mindfulness and improved wellbeing. Next steps will further refine
this intervention.

UTILIZING CLINICAL DECISION SUPPORT TO PREVENT CON-
TEXTUAL ERRORS: A RANDOMIZED CLINICAL TRIAL
Saul Weiner1,2; Alan Schwartz1
1Medicine, University of Illinois at Chicago, Chicago, IL
2Medical Services, Jesse Brown VA Chicago Health Care System, Chicago,
IL. (Control ID #3710837)

BACKGROUND: Contextual errors, caused by a failure to adapt care to
relevant patient circumstances and behaviors, are common, costly, and ad-
versely affect health care outcomes. Clinicians overlook relevant patient life
context because of a failure either to probe contextual red flags or to address
contextual factors in their care plans. The aim of this study was to determine
whether clinical decision support tools in the electronic medical record can
increase contextual probing, attention to contextual factors in care planning,
and improve health care outcomes, prospectively defined as the resolution of
the presenting contextual red flag.
METHODS: This was a randomized clinical trial of primary care patient
encounters with 40 attending internal medicine or family medicine physicians
at two academic medical centers with different electronic medical record
(EHR) systems. 570 patients were invited to participate from September
2018 to March 2021. They carried concealed audio recorders into their visits.
Patients in the intervention group completed a pre-visit questionnaire tethered
to the EHR that elicited contextual red flags and contextual factors. Positive
responses appeared in the physician’s note template in a “contextual care box”
(CCB) during the encounter. The EHR also culled contextual red flags from the
patient’s medical record, included them in the CCB, utilized passive and active
alerts, and proposed orders to the clinician to accept, all to facilitate
contextualization of care. Primary outcomes were the proportion of contextual
red flags probed and contextual factors addressed in the care plan, and the
outcomes of contextual red flags 4-6 months after the index visit adjusted for
study site and for multiple contextual red flags and factors within a patient visit
using mixed models.
RESULTS: Over 452 completed encounters, the intervention increased both
contextual probing (OR 2.1, 95%CI 1.1- 3.9) and contextualization of the care
plan (OR 2.6, 1-3-5.4 after controlling for whether a factor was identified by
probing or otherwise). Contextualized care plans in turn were more likely than
non-contextualized plans to result in improvement in the presenting red flag
(OR 2.1, 1.4-3.3) 4-6 months later, and less likely to result in worsening of the
presenting red flag (OR 0.66, 0.45-0.98). EHR alerts in the intervention group
also significantly increased probing of red flags that patients did not themselves
bring up during the visit (OR=3.6, 1.2-11.2) and were associated with less
chance of worsening of the presenting red flag (OR=0.15, 0.06-0.41).
CONCLUSIONS: CDS tools, which are widely utilized to guide clinical
decision making, are also effective at improving health care outcomes by
increasing clinician attention to patient life context in care planning.

VALIDITY OF THE CHINESE LANGUAGE VERSION OF THE PA-
TIENT HEALTH QUESTIONNAIRE-9 (PHQ-9) FOR DEPRESSION
SCREENING: A SYSTEMATIC REVIEW
Semhar M. Teklu2; Hallen Pham3; Maria E. Garcia1
1General Internal Medicine, University of California, San Francisco, San
Francisco, CA
2Molecular and Cell Biology, University of California Berkeley, Berkeley, CA
3Internal Medicine, University of Washington, Seattle, WA. (Control ID
#3715640)

BACKGROUND: Depression is a major public health issue, yet Chinese
Americans are less likely to be diagnosed and have their symptoms treated.
Chinese Americans with Limited English Proficiency (LEP) have higher
mental health needs than their English-proficient counterparts but have signif-
icantly lower rates of mental health service utilization.
Furthermore, the increase in anti-Asian hate crimes during the COVID-19
pandemic has increased the urgency to accurately detect depression in this
community. This systematic review examines the validity of the PHQ-9 for
depression screening in Chinese-speaking populations.
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METHODS: We conducted a systematic review of English and Chinese
articles in PubMed, Web of Science, Embase, and the PsycINFO databases
examining studies through September 2021. Studies were included if they:
evaluated the Chinese language PHQ-9, conducted a clinical interview (gold
standard) to diagnose depression and depressive symptoms, and included
measures of validity and efficacy of the PHQ-9. We included studies
conducted in the US and abroad, regardless of the Chinese language spoken,
as most relied on the same written Chinese PHQ-9. Three investigators
independently reviewed titles and abstracts for all citations to identify studies
that met inclusion criteria, which advanced to full-text review. Using a stan-
dardized data extraction form, we abstracted: country and setting, participant
characteristics, sample size, study design, years of study, gold standard uti-
lized, and outcome measures. Two investigators independently assessed the
study quality using the QUADAS-2 (which is specific for assessing potential
for bias in studies of diagnostic accuracy).
RESULTS: Our search identified 424 articles; 44 articles received a full text
review. Of those, 14 articles (N= 10,813 participants), conducted in Mainland
China (N=12), Hong Kong (N=1), and the United States (N=1), met inclusion
criteria and were included in the review. Studies were diverse in terms of
participant age, comorbidities, and setting. Gold standards used included:
MINI (N=7), SCID (N=6), and DSM-V (N=1). Overall, Cronbach’s alpha
ranged from 0.80-0.94 for included studies and optimal cutoff scores ranged
from 6-15. Studies had an overall low risk for bias.
CONCLUSIONS: While there were limited studies and variable reference
standards used, the Chinese language version of the PHQ-9 appears to be a
valid depression screening tool among Chinese-speaking populations in mul-
tiple countries and various clinical settings. Further research should explore the
optimal cut-off score for this population.

VALUES MATTER: LEADERSHIP QUALITY AND ALIGNMENT
WITH ORGANIZATIONAL VALUES INDEPENDENTLY PREDICT
PHYSICIAN WELL-BEING
Jonathan Arnold1; Jennifer Berliner2; Robert Feldman1; Scott D.
Rothenberger1; Andrew J. Klein1; Ian Barbash3; Jane Liebschutz1
1General Internal Medicine, University of Pittsburgh Department of Medicine,
Pittsburgh, PA
2Division of Cardiology, University of Pittsburgh School of Medicine,
Pittsburgh, PA
3Division of Pulmonary, Allergy, and Critical Care Medicine, University of
Pittsburgh School of Medicine, Pittsburgh, PA. (Control ID #3711166)

BACKGROUND: Although leadership effectiveness is known to impact
physician well-being, the independent role of physician alignment with insti-
tutional values in a large academic medical system is less clear. We examined
the relationship between local leadership, alignment with institutional values,
and physician burnout and professional fulfillment. We hypothesized that
physician assessment of the quality of their immediate leadership and their
alignment with institutional values will independently impact their well-being.
We also hypothesized that institutional values alignment moderated the impact
of local leadership quality on well-being.
METHODS: We analyzed the results of the Physician Wellness Academic
Consortium (PWAC) survey of physicians at one large academic health system
conducted in 2018 and 2020. We scaled the Stanford Professional Fulfillment
Index (well-validated to assess professional fulfillment and burnout) to a 0-10
scale. Respondents filled out the Mayo Clinic Participatory Management
Leadership Index to assess the quality of their immediate leader. We used a
single question on alignment of personal and organizational values from the 3-
item Stanford Values Alignment Scale. We dichotomized the 5-level leader-
ship quality and values alignment into “Low” (1-3) and “High” (4-5). We
modeled the associations of leadership quality and values alignment with
physician fulfillment and burnout in separate regression models adjusted for
provider demographics and specialty. We then explored moderating effects in
an interaction-based adjusted regression model including both leadership
quality and value alignment.
RESULTS: For 2020, we analyzed 1535 responses from 2514 potential non-
trainee physicians (61%). Respondents self-identified as white (77%), male

(56%), <50 years old (62%) and in practice for <15 years (54%). The highest
represented specialties were adult medicine (33%), surgery and anesthesia
(24%) and pediatrics (12%). Mean fulfillment score was 6.49 and mean
burnout score was 2.84.
High-quality leaders were associated with 1.5 point higher fulfillment and 1.1
point lower burnout scores; high value alignment was associated with 1.5 point
higher fulfillment and 1.2 point lower burnout scores. In the interaction-based
model, leader quality and value alignment each remained significantly and
independently associated with higher fulfillment (1.2 points and 1.1 points,
respectively; p<0.001) and lower burnout (0.9 points and 0.8 points, respec-
tively; p<0.001); the moderation effect was not significant. We found similar
results for 2018.
CONCLUSIONS: In our academic health system, we found that both leader-
ship quality and alignment of personal and organizational values were associ-
atedwith higher fulfillment and lower burnout in non-trainee physicians.When
modeled jointly, leadership quality remained significant but was not moderated
by values alignment.

VA PRIMARY CARE HEALTHCARE WORKER EMPLOYEE EN-
GAGEMENT, BURNOUT, AND TURNOVER INTENT DURING THE
COVID-19 PANDEMIC
Eric A. Apaydin1; Danielle Rose1; Michael McClean1; David C. Mohr2; Rong
Guo1; Susan E. Stockdale1
1CSHIIP, VA Greater Los Angeles Healthcare System, Los Angeles, CA
2CHOIR, VA Boston Health Care System Jamaica Plain Campus, Boston,
MA. (Control ID #3688426)

BACKGROUND: The COVID-19 pandemic drove burnout and turnover
among healthcare workers (HCWs), but working environments may have
differentially buffered or exacerbated the pandemic’s effects. Primary care
HCWs faced pandemic-related challenges, like changes in staffing and space
requirements, and a rapid shift to telehealth care. HCWs who were engaged at
their workplace may have had better well-being, despite these challenges. Our
aims were to measure the prevalence of burnout and turnover intent among
HCWs in VA primary care during the COVID-19 pandemic and; (2) to
understand the association between individual-level burnout, turnover intent,
and employee engagement, and facility-level COVID-19 burden, prior year
burnout, and telehealth.
METHODS:Weobtained data on burnout, turnover intent, employee engage-
ment, and individual demographics from the 2020 VA All Employee Survey
(AES) for 19,909 primary care HCWs (providers; registered nurses; clinical
associates; administrative associates) in 141 facilities. We linked these data at
the facility-level to burnout from the 2019 AES, COVID test and death rates
from the 2020 VA COVID Shared Data Resource, the proportion of telehealth
primary care visits from the 2020 VA Corporate Data Warehouse, and facility
complexity levels from the 2020 VHA Support Service Center. We modeled
relationships between burnout, turnover intent, employee engagement, demo-
graphics, and facility-level characteristics using logistic regressions with stan-
dard errors clustered by facility.
RESULTS: Thirty-seven percent of primary care HCWs reported burnout,
and 31% reported their intent to leave their job within two years. From March
to September 2020, by facility average, COVID tests were 56.5 per 1000
unique patients, COVID deaths were 0.46 per 1000 unique patients, and
approximately 29% of primary care visits were conducted by phone, video,
or other telehealth medium. Highly engaged employees were less likely to be
burned out (odds ratio [OR] 0.29; 95% confidence interval [CI] 0.28-0.33) and
had a lower intention to leave their job (OR 0.35; 95% CI 0.32-0.38). Greater
than average facility-level burnout in 2019was related to higher HCWburnout
in 2020 (OR 8.19, 95% CI 2.11-31.82), but 2019 and 2020 turnover intent did
not have similar relationship. High COVID tests and deaths, and telehealth
measures were not associated with burnout or potential turnover.
CONCLUSIONS: While COVID-19 burden and use of telehealth were not
associated with worse primary care HCW burnout or turnover intent, our
results suggest that interventions to improve employee engagement might
mitigate both outcomes. Burnout and turnover intent were high, but similar
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to pre-pandemic levels, indicating the persistent influence of non-COVID
drivers of these outcomes. Future research should focus on understanding
elements of the working environment that contribute to burnout and turnover,
and interventions should be developed to improve working environments, and
therefore HCW well-being, in primary care.

VARIATION IN LOW-VALUE SERVICE USE ACROSS VETERANS
AFFAIRS FACILITIES
Aaron Schwartz1; Florentina E. Sileanu2; Thomas R. Radomski3; Carolyn T.
Thorpe2
1Medical Ethics and Health Policy, General Internal Medicine, University of
Pennsylvania Perelman School of Medicine, Philadelphia, PA
2Center for Health Equity and Promotion, VA Pittsburgh HealthCare System,
Pittsburgh, PA
3Division of General Internal Medicine, University of Pittsburgh School of
Medicine, Pittsburgh, PA. (Control ID #3701853)

BACKGROUND: Use of low-value medical services varies widely across
health care facilities. However, it is unclear whether extensive variation exists
even within a national integrated delivery system like the Veterans Health
Administration (VA). Quantifying this variation could inform strategies for
discouraging low-value care, such as whether to adopt system-wide
interventions or interventions targeted at specific facility types.
METHODS: This retrospective cohort study of VA administrative data in-
cluded all Veterans with a FY2018 face-to- face VA health care encounter. We
attributed Veterans to the VA medical facility accounting for the plurality of
their health care encounters. Our primary outcome was the rate of use of 29
low-value services in 6 domains: cancer screening, diagnostic and preventive
testing, preoperative testing, imaging, cardiovascular testing and procedures,
and surgery.We calculated unadjusted facility-level rates of low-value services
use as the average annual count of low-value services per capita at each facility.
Adjusted facility-level rates were calculated via OLS regression including
covariates for Veteran sociodemographic and clinical characteristics. Variation
across facilities was quantified as the standard deviation of adjusted rates and
the ratio of rates at the 90th vs 10th percentile. We examined variation by
facility type according to facility characteristics such as size, facility complex-
ity, sub-specialist to generalist ratio, and VA Community Care participation.
We tested for associations between adjusted low-value service rates and facility
characteristics using OLS regression.
RESULTS: Among 139 facilities with 5,242,301 unique patients, the mean
rate of low-value service use was 20.0 services per 100 patients per year (S.D.
6.1). Rates ranged from 13.9 at the 10th percentile to 27.6 at the 90th percentile
(90th/10th percentile ratio 2.0, 95% CI 1.8-2.3). With adjustment for patient
covariates, variation across facilities narrowed (S.D. 5.2, 90th/10th percentile
ratio 1.8, 95% CI 1.6-1.9). Only one facility characteristic was associated with
increased low-value service use (higher rates of patients seeing non-VA
clinicians via VA Community Care, p=0.048), and none demonstrated an
independent association after adjustment for other facility characteristics.
Further, there was extensive variation within facility type.
CONCLUSIONS: In this retrospective cohort study, we found large variation
in the use of 29 low-value services across VA facilities. However, use of low-
value services was substantial even among facilities with lower rates. Further-
more, low-value service use was not highly concentrated within certain types
of facilities. The extensive variation suggests that facilities may benefit differ-
ently from interventions that reduce low-value service use. However, the
prevalence of low-value service use across facilities suggests that targeting
interventions to specific facility types would fail to address a substantial
portion of low-value services.

VETERAN DECISION-MAKING ABOUT USE OF VA AND NON-VA
HEALTH CARE SERVICES: A NATIONAL QUALITATIVE STUDY
Jeffrey T. Kullgren1,5; Claire H. Robinson4; Brittani Garlick1; Nora Metzger1;
Angela Fagerlin2,3; Megan E. Vanneman2,3; Tanner Caverly4,5; Eve Kerr1,5;
Jane Forman1
1VA Ann Arbor Healthcare System, Ann Arbor, MI

2VA Salt Lake City Health Care System, Salt Lake City, UT
3University of Utah Health, Salt Lake City, UT
4VA Ann Arbor Healthcare System, Ann Arbor, MI
5University of Michigan, Ann Arbor, MI. (Control ID #3715771)

BACKGROUND: Policy developments such as the creation of health insur-
ance exchanges, Medicaid expansion, and the Veterans Affairs (VA) MIS-
SION Act have provided Veterans with unprecedented health care choices.
These choices give Veterans opportunities to make decisions about use of VA
and non-VA health care that optimize the timeliness, affordability, quality, and
patient-centeredness of their care. However, these decisions also carry potential
for unintended consequences if they are not well-informed. Despite such high
stakes, little is known about how Veterans who do and do not use VA health
care make decisions about their care, what information they want to use in this
decision-making, and how provision of information to Veterans about their
health care options could be improved.
METHODS: We conducted semi-structured telephone interviews with 31
Veterans from across the United States. Recruitment materials were distributed
through email and social media, including Veterans Service Organizations.
Sampling was stratified by use in the last 12 months of VA care only, non-VA
care only, or both VA and non-VA care. Recruitment concluded when we
reached data saturation. Interviews were audio recorded and transcribed
verbatim.
Interview transcripts were coded using a deductive and inductive process that
was conducted by 2 experienced qualitative analysts in close consultation with
the study Principal Investigator and a qualitative methodologist. RESULTS:
Among the 31 participants, in the last 12 months 9 had used only VA health
care, 8 had used only non-VA health care, and 14 had used both VA and non-
VA health care. Nine were women and 8 were from a racial or ethnic minority
group. Some Veterans felt they had a choice about where to receive their health
care, but many others felt that VA care was their only option due to financial
and insurance constraints. Participants cited multiple factors that influenced
their health care decision-making including having health insurance, previous
care experiences, convenience, and the ability to research qualifications of
clinicians. Veterans used a wide variety of information sources in decision-
making about health care, including word-of-mouth recommendations,
Veterans organizations, websites and social media, and advice of medical
professionals. Many participants suggested that information about clinician
qualifications (e.g., credentials and ratings) and features of facilities (e.g.,
layout and care processes) would be helpful in decision- making about VA
and non-VA care.
CONCLUSIONS: This study is the first to assess the information use and
needs of Veterans who are users and non- users of VA health care. Helping
Veterans identify their health care options and providing information about
clinician qualifications and features of facilities should be explored as strate-
gies to improve health care decisions and outcomes.

VIDEO-TELECARE COLLABORATIVE PAIN MANAGEMENT
DURING COVID-19
Daniel Rogers4,1; Sara Edmond4,1; Joseph W. Frank3,2; Danielle
Wesolowicz4,1; Charlotte Nolan3; Allison Schroeder3; Caroline Falker4,1;
Audrey Abelleira4; Brent A. Moore4,1; William Becker5,1
1Yale School of Medicine, New Haven, CT
2Medicine, University of Colorado School of Medicine, Aurora, CO
3VA Eastern Colorado Health Care System, Aurora, CO
4VA Connecticut Healthcare System - West Haven Campus, West Haven, CT
5Internal Medicine, VA Connecticut Healthcare System, West Haven, CT.
(Control ID #3716070)

BACKGROUND: COVID-19 presents a barrier to high-quality treatment for
patients with chronic pain receiving long- term opioid therapy (LTOT) as
guideline-recommended approaches may be challenging to deliver. We
implemented a novel virtual care model, Video-Telecare Collaborative Pain
Management (VCPM) harnessing innovative clinical approaches: opioid reas-
sessment and tapering, buprenorphine switch and maintenance, and behavioral
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pain self- management. The primary aim of this study was to assess the
feasibility and acceptability of VCPM.
METHODS: VCPM is a multi-component intervention led by clinical phar-
macy practitioners (CPPs) supported by a collaborating physician and ap-
proved as a quality improvement project by the two participating VA IRBs.
Participants were VA patients on LTOT for chronic pain at ≥50 mg morphine
equivalent daily dose identified using a VA dashboard. We mailed eligible
patients letters describing the program, then called to invite them to schedule a
virtual appointment with a CPP. Following a standardized intake, an individ-
ualized plan was presented to patients. Interested patients continued virtual
follow-up for up to 90 days via video or phone, based on patient preference.
We assessed feasibility and acceptability based on 1) enrollment rate, defined
as completion of baseline visit; 2) retention rate, as indicated by engagement in
longitudinal care; 3) willingness to trial buprenorphine when recommended;
and 4) treatment satisfaction measured at three months post intake. We
assessed pain and other measures at 3-month follow up. RESULTS: Of 133
patients contacted, 44 completed an initial CPP visit (33%) and 19 engaged in
longitudinal care with VCPM (14%). Of those who engaged in VPCM, 11
trialed buprenorphine (58%), 7 reduced their opioid dose (37%), and 1 was lost
to follow up. 32/44 patients (73%) completed the 3-month survey. Patients
endorsed high satisfaction with both video (M = 4.3/5) and phone visits (M =
4.0/5). Patients who engaged viewed VCPM as successful (M = 7.0/10) and
would recommend (M = 7.6/10). Patients who attended multiple VCPM visits
(n = 16), compared to one visit, generally reported lower pain intensity (6.1/10
vs. 7.1), pain interference with enjoyment of life (6.0/10 vs 8.3) and general
activities (5.9/10 vs 7.3), reported higher quality of patient-provider interaction
(70.2/75 vs 64.1), and were more likely to report that their pain severity had
improved compared to 3 months ago (44% vs 19%). CONCLUSIONS:
Results partially supported feasibility and acceptability of VCPM. Enrollment
rates were low, perhaps due to recruitment strategies; we are exploring peer
outreach. Enrolled patients were satisfied and showed potential improvements
in pain-related functioning. Refining recruitment approaches and larger effec-
tiveness trials are underway.

VIRTUALLY DECIDED: A MIXED-METHODS EXPLORATION OF
PATIENT, PROVIDER, AND SYSTEM-LEVEL FACTORS INFLU-
ENCING VA CARDIOLOGISTS’ PROVISION OF TELEMEDICINE
Rebecca L. Tisdale1,2; Jacqueline M. Ferguson1; James Van Campen1,2;
Alison L. Greene1,2; Caroline Gray1; Charlie Wray3; Todd H. Wagner1,2;
Donna Zulman1,2
1Center for Innovation to Implementation (Ci2i), VA Palo Alto Health Care
System, Menlo Park, CA
2Stanford University School of Medicine, Stanford, CA
3Medicine, University of California San Francisco, San Francisco, CA. (Con-
trol ID #3705659)

BACKGROUND:Virtual cardiology care, defined as care delivered by phone
or video, expanded rapidly in the Veterans Health Administration (VA) at the
onset of the COVID-19 pandemic and remains a significant proportion of all
VA cardiology care. However, factors influencing whether a visit is conducted
virtually are poorly understood.
METHODS: In this mixed-methods study, we first analyzed a nationwide
cohort of Veterans who had a cardiology visit before COVID-19 (1/1/2019-3/
10/2020), some of whom had follow-up visits before COVID and others
afterwards (3/10-2020- 3/10/2021). We assessed the hazard of receiving
cardiology-related video care and any virtual care with a survival model
adjusted for baseline patient sociodemographic and clinical characteristics;
we performed analyses with and without adjustment for geographic region
via Veterans Integrated Service Network location (VISN). Then, we conducted
qualitative interviews with VA cardiologists to further characterize the varia-
tion identified in the hazard of video and virtual care utilization.
RESULTS: We analyzed 416,621 Veterans; average patient age was 69.1
years and 5.0% were female. Older, low- income, and rural-dwelling Veterans
had a lower hazard (i.e. time to event) of using video care (adjusted hazard ratio
for ages 75 and older 0.80, 95%CI 0.75-0.86; for low-income status 0.94, 95%
CI 0.89-0.98; for highly rural residents 0.77, 95% CI 0.68-0.87). The hazard
ratios for a video-based encounter varied across geographic regions, with

adjusted hazard ratios for use of video care as low as 0.06 (95% CI 0.04-
0.07) compared to the reference region with highest use of video care.
In our qualitative assessment, cardiologists (N=7) suggested patient, provider,
and system-level factors influencing visit modality. At the patient level,
clinicians perceived that older, lower-income, and rural-dwelling Veterans
had more difficulty accessing video technology, but also benefited dispropor-
tionately from virtual care from the convenience of avoiding travel to a VA
facility. At the provider level, clinicians preferred virtual care for routine
follow-up visits and visits for conditions when most pertinent information
could be collected from history (e.g. stable coronary artery disease). At the
system level, clinicians noted explicit and implicit nudges toward certain
modalities, such as differential productivity accounting (e.g. video visits
counting as more productivity units than phone visits) and praise for high
video care users, and differed in their perception of whether the system or
clinician primarily drove choice of visit modality.
CONCLUSIONS: Likelihood and timing of virtual cardiology care varies
across VA patients and sites due to patient, clinician, and system factors. VA
cardiologists perceive variability in the degree to which autonomy over visit
modality choice lies with providers versus the system. Policies intended to alter
visit modality mix should consider these types of influences as well as varying
autonomy in modality choice.

WE DIDN’T HAVE THAT PRIVILEGE LIKE OTHER PEOPLE:
LOW-INCOME MICHIGAN RESIDENTS’ EXPERIENCES OF
COVID-19 PANDEMIC HEALTH POLICIES.
Eric Steinbrook1; Susan D. Goold2
1University of Michigan Medical School, Ann Arbor, MI
2Internal Medicine/IHPI, University of Michigan, Ann Arbor, MI. (Control ID
#3714465)

BACKGROUND: Low-income individuals, particularly ethnic/racial minor-
ities, are at higher risk of contracting and dying from coronavirus disease 2019
(COVID-19) but little is known about their experiences with public health
policies. Here we report findings related to health equity of a study exploring
experiences of low-income Michigan residents during the pandemic.
METHODS:We conducted semi-structured phone interviews with Michigan
residents ages 18-65. with annual income below 200% of the federal poverty
level (FPL). Interviewees were selected to achieve balance in geographic
residence, age, gender, and race/ethnicity.
Interviews, conducted in English or Spanish, asked about: sources of COVID-
19 information, perceived risk of infection, protective behaviors, and
experiences with COVID-19 policies. Five team members independently
performed thematic analyses using Dedoose version 8.3.45, with 2-3 analysts
per interview. Analysts tagged excerpts with themes and subthemes, drafted a
codebook with inclusion and exclusion criteria and examples, and compared
coding until reaching consensus.
RESULTS: 24 people (11 men and 13 women), aged 20-65 years (mean=39)
participated. 9 participants were non- Hispanic white, 6 were Hispanic (4
interviewed in Spanish), 8 were African American, and 1 was Native Amer-
ican. 7 participants lived in rural areas. 3 of 21 themes with 9 subthemes
illustrated health equity implications. Interviewees described difficulty
protecting themselves and their family from COVID-19 (housing density,
multi-generational household, working in person), for instance “it’s a very
reduced space….we’re all like sharing the same environment and breathing the
same air…. infected people are separated, but we didn’t have that privilege.”
They talked about financial hardship (unreliable work, limiting expenses due to
financial stress, job loss due to pandemic, the need to work). A waiter said “So
first thing, they had to reduce the number of people who visit the
restaurant….You wouldn’t be getting that much income as you got during
the pre-COVID-19 period….” A man moved into his travel trailer “because I
can’t afford to rent a house anymore, you know? You’ve got to bring water
in…. In the winter, you don’t have electricity. So you’ve gotta…use a …a
ventless heater…and then buying extra gas to cook on and, you know, just
wondering if you’re gonna make it.” Interviewees also described resiliency
(social unity, feeling of security due to having health insurance), for instance “I
make sure that we do fun stuff even still with things shutting down.”
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CONCLUSIONS: This diverse group of low-incomeMichiganders described
difficulty protecting themselves from COVID-19 along with detrimental
impacts from the pandemic on housing and finances. To counter health
disparities exacerbated by the pandemic, policy needs to address overcrowded
housing, economic hardship, and risk accompanying in-person employment.

WEIGHT MANAGEMENT FOR AFRICAN AMERICAN BREAST
CANCER SURVIVORS IN A COMMUNITY-BASED PROGRAM
Nia S. Mitchell1,5; Erin Burks1; Laura J. Fish2,5; Leah Zullig3,4
1Department of Medicine, Duke University School of Medicine, Durham, NC
2Department of Family Medicine and Community Health, Duke University
School of Medicine, Durham, NC
3Department of Population Health Sciences, Duke University School of Med-
icine, Durham, NC
4Center of Innovation to Accelerate Discovery and Practice Transformation,
Durham VA Medical Center, Durham, NC
5Cancer Prevention and Control, Duke Cancer Institute, Durham, NC. (Control
ID #3714313)

BACKGROUND: In women with breast cancer, obesity contributes to both
breast cancer-specific and cardiovascular disease (CVD) mortality. For these
women, interventions targeting weight loss and physical activity are associated
with positive outcomes (e.g., lower breast cancer recurrence, CVD events, and
mortality). Compared to the general population, African American (AA)
women have higher rates of obesity, worse breast cancer and CVD outcomes,
and less weight loss in standard programs. The goal of this study is to assess
weight change of AA breast cancer survivors in a community-based weight
loss program.
METHODS: This is a prospective study of weight change of AA women
recruited through Sisters Network Triangle North Carolina (SNTNC), an affiliate
chapter of Sisters Network, Inc., a national AA breast cancer survivorship
organization, to start a chapter of Take Off Pounds Sensibly (TOPS). TOPS is a
national, low-cost, peer-led weight loss program. It costs less than $100 per year,
and it can help participants achieve clinically significantweight loss (≥5%of their
initial weight). Women aged ≥ 18 years with BMI ≥ 25 kg/m2 were eligible.
Since the pandemic, SNTNC holds meetings on Zoom. During an SNTNC
meeting, the study team held an information session to recruit women for a new
virtual TOPS chapter. TOPS usually consists of weekly peer-ledmeetings with
private weigh-ins with a weight recorder and group educational programming
on nutrition, physical activity, or behavior modification. Due to the pandemic,
self-reported weights were sent to the weight recorder before the virtual
meetings, where educational content was delivered. Official baseline and 3-
month weights were collected in-person by the study team.
Weight change was calculated as both the average difference and percentage
change from the baseline to 3 months. It was also categorized as significant
weight loss (SWL), ≥5%; weight stable (WS), 0 to <5%; or weight gain (WG).
RESULTS: Forty-five women attended the information session; 26 joined the
study; and 23 returned for the 3-month follow up. Retention at 3 months was
88%.Data are reported for 23 completers. Mean baseline age, weight, and BMI
were 60.5 years (SD=7.6), 92.4 kg (SD=13.5), and 34.3 kg/m2 (SD=4.1),
respectively. The mean weight change was -2.3 kg (SD=3.1), equal to -2.6%
(SD=3.5) of initial weight. Categorical results were as follows: 26% (6/23)
were in the SWL category, with an average weight change of -7.8% (SD=1.3);
48% (11/23) were in theWS category, with an average weight change of -1.6%
(SD=1.3); and 26% (6/23) were in the WG category, with an average weight
gain of 0.9% (SD=0.5).
CONCLUSIONS:AAbreast cancer survivors were successfully recruited to a
weight management study, where 74% of women achieved some weight loss
and 26% experienced clinically significant weight loss. Using a low-cost
weight loss program to provide weight loss support for AA breast cancer
survivors can improve weight management, which may lower breast cancer
recurrence and CVD events.

WHAT DOES HIGH QUALITY PRIMARY CARE OF TRANSGEN-
DER PEOPLE LOOK LIKE?

A COMPARISON OF PCP PREPAREDNESS AND COMMUNITY
NEEDS FOR GENDER-AFFIRMING CARE
Ren (Adrienne) C. DeBrosse1; Valerie Streeb2; Mary Catherine Beach3,4;
Amanda Bertram6; Sean Tackett6,5; Shabina Ahmed7; Helene F. Hedian6
1Johns Hopkins University School of Medicine, Baltimore, MD
2Johns Hopkins University School of Nursing, Baltimore, MD
3Johns Hopkins University School of Medicine, Baltimore, MD
4Johns Hopkins University Berman Institute of Bioethics, Baltimore, MD
5Biostatistics, Epidemiology and Data Management Core, Johns Hopkins
University School of Medicine, Baltimore, MD
6General Internal Medicine, Johns Hopkins Medicine, Baltimore, MD
7Johns Hopkins University School of Medicine, Baltimore, MD. (Control ID
#3715173)

BACKGROUND: More than 1.4 million transgender and gender diverse
(TGD) people live in the US and require healthcare, which may include
gender-affirming hormone therapy (GAHT). National and international
guidelines place GAHT mostly within the scope of primary care, yet TGD
people often lack access to gender-affirming primary care. No studies have
formally assessed TGD community needs and used that information to eval-
uate primary care provider (PCP) readiness to care for TGD patients, including
readiness to prescribe GAHT. This study sought to understand expectations
TGD people have and compare those expectations with PCP readiness to
provide such care.
METHODS: We conducted a mixed-methods study with TGD community
members and PCPs. In focus groups, we asked 13 TGD peoplewho had sought
care at a large urban health system to describe positive and negative
interactions with PCPs and what providers should know to better meet their
healthcare needs. We then designed and disseminated an online survey
targeting knowledge and attitudes of PCPs in the same health system. The
survey included a previously validated transphobia scale as well as novel
questions assessing clinical skills, personal connection to TGD folks, and
willingness to provide gender-affirming care.
RESULTS: TGD focus group members described optimal primary care as
involving respectful interactions, provider humility, and treating patients as
experts in their own care. They emphasized the need for more gender-affirming
providers who respectfully listen to their lived experiences and goals for their
appointment rather than make assumptions. TGD patients shared feeling they
must “pass a test” upon meeting a new PCP to be seen as valid to receive
GAHT, and some had endured traumatic medical encounters to receive needed
care.
The PCP survey response rate was 35% (n=90/256). Although 98% of PCPs
reported having cared for at least 1 TGD patient, almost half (46%) had
received 1 hour or less of TGD education in their medical career. Overt
transphobia was low on average (1.84 on a 7-point scale, range 1.00-5.43).
A minority (38%) felt comfortable addressing the healthcare needs of TGD
patients. While 76% of PCPs agreed that a referral to endocrinology for GAHT
is not always needed, less (59%) PCPs agreed that prescribing GAHT is their
professional responsibility.
CONCLUSIONS: Medical gatekeeping and traumatic medical encounters
continue to create barriers to primary care for TGD people that could be
prevented with better PCP education around TGD community expectations
about conduct. While almost all PCPs had cared for a TGD patient, many are
not ready or willing to prescribe GAHT, and a few held highly overtly
transphobic views. Efforts to expand access to gender-affirming primary care
should include PCP education on clinical knowledge gaps. Humanizing TGD
patient lived experiences and expectations may also help with the disconnect
between TGD patients’ needs for competent care, and what PCPs are willing
(or able) to provide.

WHAT EXPENSES DO PATIENTS WITH DIABETES STRUGGLE
MOST TO AFFORD? AN ANALYSIS OF CROWDFUNDING
CAMPAIGNS
Caroline Sloan1,2; Ada Campagna6; Karissa Tu5; Steven Doerstling5; J K.
Davis6,4; Peter Ubel3,4
1Medicine, Duke University School of Medicine, Durham, NC
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2Population Health Sciences, Duke University School of Medicine, Durham,
NC
3Medicine, Duke University School of Medicine, Durham, NC
4Duke University Fuqua School of Business, Durham, NC
5Duke University School of Medicine, Durham, NC
6Duke University School of Medicine, Durham, NC. (Control ID #3715521)

BACKGROUND: Many patients with diabetes face major medical costs,
including on-patent diabetesmedications, continuous glucosemonitors, insulin
pumps, and hospitalizations for diabetes-related complications. Crowdfunding
has become an increasingly popular mechanism for raising funds to pay for
medical expenses in the last decade. In this study, we reviewed crowdfunding
campaigns for patients with diabetes to understand what aspects of their care
they struggle most to afford.
METHODS:We collected a random sample of 92,962 medical crowdfunding
campaigns hosted by GoFundMe (GFM) from 2010 to 2020. We identified
871 campaigns that were primarily about diabetes, using a previously validated
natural language processing algorithm. We used a randomizer to select 350
campaigns to review in detail. Two coders read these campaigns and recorded
self-reported gender, diabetes type, insurance status, and type of financial
request.
Very few campaigns explicitly mentioned type 2 diabetes (3%), so we cate-
gorized diabetes type as “explicitly type 1” or “unspecified diabetes type.”
Interrater reliability was high (κ 0.67-1.00). We used Pearson’s chi-squared
tests to compare findings by diabetes type.
RESULTS: After excluding 37 irrelevant campaigns, 57% were for type 1
diabetes and 43% were for unspecified diabetes type. Campaigns often made
multiple types of financial requests. Almost half (47%) requested funds for
non- medical expenses (e.g. lost wages, rent, food, car repairs). Among the
85% of campaigns requesting funds for medical expenses, the most common
requests were for management of diabetes complications (e.g. hospitalization
for diabetic foot infection; 37%), diabetic alert dogs (25%), oral diabetes
medications (14%) and insulin pumps (12%). Eleven percent of patients were
uninsured and 63% of campaigns did not mention insurance status. Among the
27% of fundraisers who said they had insurance, 49% requested money to pay
for copays or deductibles that were unaffordable. Patients with type 1 diabetes
were more likely to be insured (32% vs 21%, p=0.03) compared to patients
with unspecified diabetes type. Patients with unspecified diabetes type were
more likely to request funds to manage diabetes complications (38% vs 27%,
p=0.03) and/or non-medical expenses (63% vs 35%, p<0.001).
CONCLUSIONS: Patients with diabetes who turn to crowdfunding often do
so for essential, life-sustaining expenses such as diabetes medications, food,
and rent. Many patients with diabetes struggle to afford both direct and indirect
healthcare expenses, including those who have insurance. These findings
underscore the importance of screening for financial distress among patients
with diabetes, even if they are insured.

WHICHMEDICARE BENEFICIARIES HAVE TROUBLE GETTING
TO THE DOCTOR’S OFFICE, AND HOW DO THEY DO IT?
Ishani Ganguli1; Christine S. Ritchie2
1Division of General Medicine and Primary Care, Brigham and Women's
Hospital, Chestnut Hill, MA
2Medicine, Massachusetts General Hospital, Boston, MA. (Control ID
#3710504)

BACKGROUND: Older adults can face challenges attending in-person med-
ical visits, but we know little about the nature of these difficulties. The
nationally representative Medicare Current Beneficiary Survey (MCBS) re-
cently added a question on “trouble getting places like the doctor’s office,” so
we investigated which older adults face this barrier and how they navigate it.
METHODS: Using 2019 MCBS survey data, we performed weighted cross-
sectional analyses of community dwelling, continuously enrolled Traditional
Medicare (TM) and Medicare Advantage (MA) beneficiaries aged 65+ years
old. We assessed sociodemographic (age, sex, race, ethnicity, education,
income, living alone, rural-urban status, area deprivation index quartile, TM
vs MA, Medicaid dual eligibility) and health (self-rated health; self-report of

heart disease, stroke, pulmonary disease, diabetes, obesity, non-skin cancer,
rheumatoid arthritis, paralysis or amputation, mental illness, dementia) factors
associated with reporting "trouble getting places like the doctor's office" using
multivariable logistic regression. Among those with a usual place of care, we
used chi-square tests to compare how, and how often, those with and without
trouble accessed office visits.
RESULTS: Among 11,518 respondents, 17.4% (unweighted=2296; weight-
ed=8,397,041) reported trouble getting places like the doctor’s office. Benefi-
ciaries were more likely to report trouble if they were older (adjusted OR 2.97
[95%CI 2.30,3.85] for 85+ years vs 65-69), female sex (aOR 1.54 [95%CI
1.35, 1.76] vs male), had lower income (aOR 1.29 [95%CI1.03,1.62] for
≤100% Federal Poverty Level vs >200% FPL), had Medicaid dual eligibility
(1.34 [95%CI1.08,1.66], reported fair or poor health (aOR 3.68 [95%CI
3.21,4.22]), or reported having dementia (aOR 2.54 [95%CI 1.91,3.37]),
mental illness (aOR 1.63 [95%CI 1.43,1.85]), obesity (aOR 1.23 [95%CI
1.08,1.39]), heart disease (aOR 1.45 [95%CI 1.27,1.65]), stroke (aOR 1.48
[95%CI 1.28,1.71]), pulmonary disease (aOR 1.35 [95%CI1.20,1.52]), rheu-
matoid arthritis (aOR 1.48 [95%CI 1.30, 1.69]), or paralysis or amputation
(aOR 2.79 [95%CI 2.07, 3.75]). Compared to those without trouble,
respondents with trouble were more likely to get to their usual doctor’s office
by being driven (40.6% vs 11.2%), by public transportation (3.5% vs 2.0%), or
by ambulance (2.1% vs 0.3%); to report that it takes ≥30 minutes to get to the
office (22.4% vs 18.2%); to be accompanied by someone to the office (54.3%
vs 26.1%); and to miss visits at least sometimes (13.4% vs 6.2%) (all signif-
icant at p<0.001).
CONCLUSIONS: Reported trouble getting to places like the doctor’s office
was common, especially among older, female Medicare beneficiaries with
lower incomes and a range of physical and mental/cognitive conditions. These
patients may benefit from approaches such as telemedicine and home-based
care.

WHY DON’T SOME OHIO PUBLIC LIBRARIES STOCK
NALOXONE?
Janet E. Childerhose1,2; Patrick M. Schnell3; Kaleigh T. Niles4,5; Sydney
Schoenbeck1; Martin C. Fried1
1Internal Medicine, The Ohio State University Wexner Medical Center,
Columbus, OH
2Pediatrics, University of Louisville School of Medicine, Louisville, KY
3Biostatistics, The Ohio State University, Columbus, OH
4Comprehensive Cancer Center, The Ohio State University Wexner Medical
Center, Columbus, OH
5Recruitment, Intervention and Survey Shared Resource (RISSR), The Ohio
State University Wexner Medical Center, Columbus, OH. (Control ID
#3702428)

BACKGROUND: Ohio has the second-highest age-adjusted opioid mortality
rate in the United States but there has been no investigation of how its 251
library systems are managing opioid activity on their premises. Our mixed-
methods study investigates which opioid response measures Ohio library
systems have adopted and factors that shape the decision-making of directors
on adopting measures. This presentation responds to the normative claim that
libraries should routinely stock naloxone in an opioid crisis given their status as
trusted public institutions that partner with health organizations to deliver
health education and services.
METHODS: The study is an exploratory sequential design using a 54-item
REDCap survey and interviewswith a convenience sample of respondents.We
emailed a survey link to 251 Ohio library directors. The survey remained open
for three weeks (Nov 29-Dec 20, 2021). For this analysis of survey data only,
we calculated responses to two Yes/No questions (Q1, Q2) and performed
thematic analysis of responses to two open-ended questions (Q3, Q4) (see
Table 1. Results).
RESULTS: Survey response rate was 22%. A majority (86%, N=49) of
respondents identified their position as library director. Most answered “Yes”
to Q1 (84%) and “No” to Q2 (77%). Most respondents perceive opioid activity
as a threat to the library’s mission (e.g. “We try to make libraries as welcoming
as possible. Having opioid activity on premises is likely to dissuade the
community from utilizing the library”) but believe naloxone has no place in
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libraries (e.g. “We are not health professionals and should not be distributing
any type of medication”).
CONCLUSIONS: Most directors feel libraries should respond to on-site
opioid activity but prefer to call 911 and adopt non-naloxone response
measures. Decisions to forgo naloxone are shaped by several factors: proximity
to first responders; absence of opioid activity; a mission understood as
connecting patrons to information; and ethical concerns of directors, staff,
and board members about stocking and administering naloxone. Claims that
libraries should stock naloxone may overestimate the prevalence of opioid
activity at libraries and underestimate important distinctions libraries make
between themselves and healthcare professionals. Findings suggest efforts to
disseminate naloxone in public libraries should be individualized using local
overdose data and a close understanding of how each system interprets its
mission.

WHYSTOP AGOOD THING? AQUALITATIVE STUDYOFMETH-
ADONE DISCONTINUATION IN THE FIRST YEAR OF TREAT-
MENT FOR OPIOID USE DISORDER
Ashish P. Thakrar1,2; Jarratt Pytell4; Geetanjali Chander3; Kenneth B. Stoller5
1National Clinician Scholars Program, University of Pennsylvania Perelman
School of Medicine, Philadelphia, PA
2Division of Addiction Medicine, Johns Hopkins Bayview Medical Center,
Baltimore, MD
3Internal Medicine, Johns Hopkins University School of Medicine, Baltimore,
MD
4Medicine, Johns Hopkins University, Baltimore, MD
5Department of Psychiatry and Behavioral Sciences, Johns Hopkins University
School ofMedicine, Johns HopkinsUniversity School ofMedicine, Baltimore,
MD, US, academic/medsch, Baltimore, MD. (Control ID #3708416)

BACKGROUND: As of 2021, more than 1.8 million Americans live with
opioid use disorder (OUD) with opioid overdose rates higher than any prior
year. OUD treatment with methadone for at least one year reduces all-cause
mortality and illicit opioid use, but less than half of individuals remain in
methadone treatment at 12 months. The aim of this qualitative study was to
explore staff and patient perceptions of why methadone is discontinued in the
first year.
METHODS: We recruited clinical staff and patients from two opioid treat-
ment programs in Baltimore, Maryland. Patients were eligible for inclusion if
their current methadone treatment episode was less than 12 months. We
conducted staff focus groups and 60-minute semi-structured individual patient
interviews using videoconference calls. Participants were compensated with
$30 gift cards. Interviews and focus groups were recorded and transcribed. We
used a grounded theory approach with inductive coding to identify emergent
themes. Two authors independently analyzed transcripts with regular meetings
to iteratively revise codes.
RESULTS:We conducted two staff focus groups of 4-5 participants (nurses,
peers, medical providers, and counselors) and four patient interviews from
June 1 to December 1, 2021 and will continue interviews until we reach
thematic saturation (20-30 interviews expected by March 31, 2022). Three
themes emerged and were consistent between interviews and focus groups.
First, many patients never intended to continue methadone beyond a few
months and conceptualized methadone as a temporary aid in transitioning
from OUD to abstinence. Second, stigma and discrimination played a substan-
tial role in shaping decisions about when to stop methadone. Third, the
structure of opioid treatment programs supported some patients during early
recovery and was also burdensome to some who felt it was not responsive to
their stage of recovery.
CONCLUSIONS: The decision to stop methadone often reflects a conceptu-
alization of methadone as a short-term intervention. Policies to improve
retention should account for this perspective while addressing stigma and
adapting opioid treatment program structures to different stages of recovery.

WHY YOUR NEIGHBORHOOD MATTERS: AN ECOLOGICAL
STUDY OF THE RELATIONSHIP BETWEEN RESIDENTIAL RA-
CIAL SEGREGATION AND THE RISK OF FIREARM FATALITIES
Abdul R. Shour1; Alice Muehlbauer2; Ronald Anguzu3; Barbra Beck1
1Department of Public Health, Carroll University, Waukesha, WI
2Department of Guest Relations and Patient Logistics, Froedtert Hospital,
Milwaukee, WI
3Institute for Health & Equity, Medical College ofWisconsin, Milwaukee,WI.
(Control ID #3706421)

BACKGROUND: Firearm fatalities are a major public health concern, killing
40,000 Americans each year. While firearm fatalities disproportionately affect
communities of color, it is unclear how social determinants such as residential
segregation affect firearm fatalities. This study fills this knowledge gap by
investigating the relationship between residential segregation and the likeli-
hood of firearm fatalities in one of the most segregated states (Wisconsin).
METHODS: An ecological analysis was conducted using American Com-
munity Survey (ACS) county-level data for 72 Wisconsin counties, which
were merged with National Vital Statistics System mortality records, 2015-
2019. The study outcome was firearm fatalities, defined as the number of
deaths due to firearms per 100,000 population from 2015-2019 (used as a
continuous variable). The independent variable was residential segregation,
using the 2015-2019 ACS-Dissimilarity Index (DI), which measures the
degree to which non-White andWhite residents are distributed across counties
and ranges from 0 (complete integration) to 100 (complete segregation).
Confounders included income inequality (continuous) using ACS 2015-
2019, defined as the ratio of the 80th percentile to the 20th percentile of
household income, andACS 2019-community resilience (continuous), defined
as the number of residents living with various risks (income-poverty ratio,
crowding, unemployment, disability, age 65+; no health insurance, internet,
and vehicle access, coded as 0 risk-factors (low risk), 1-2 (moderate), and 3+
risk factors (high-risk). Poisson regression analyses were conducted using
STATA/MP-v.17.0. P-values of ≤0.05were considered statistically significant.
RESULTS: From 2015-2019, there were 843 firearm fatalities. Mean (SD)
residential segregation was 32.4. (13.1). In bivariate analysis, residential seg-
regation was signif icant ly associated with firearm fatal i t ies
(Coef.:0.1,95%CI:0.05- 0.06). Adjusted model results indicate that for every
increase in residential segregation (by DI), the likelihood of firearm fatalities
increased by 0.01% (Coef.:0.01,95%CI:0.007-0.02).
CONCLUSIONS: Residential segregation increases the likelihood of firearm
fatalities. This study informs healthcare systems-based practice about how the
larger social context influences gun violence disparities, to inform primary
prevention based on environmental context.

WIDENING RURAL-URBAN DIVIDE IN TELEHEALTH USE DUR-
ING THECOVID-19 PANDEMIC: A NATIONAL OBSERVATIONAL
STUDY OF PRIMARY CARE DELIVERY IN THE VETERANS
HEALTH ADMINISTRATION
Lucinda B. Leung1,2; Caroline Yoo1; Karen Chu1
1VA Greater Los Angeles Healthcare System, Los Angeles, CA
2University of California Los Angeles David Geffen School of Medicine, Los
Angeles, CA. (Control ID #3705007)

BACKGROUND: Telehealth can effectively connect patients to clinicians
across distance and time, but its accessibility remains limited for rural
populations. The Veterans Health Administration (VA), serving 9+ million
patients across 50 states, has long championed telehealth use through national
initiatives that distribute tablets to patients for video visits and that provide
contingency clinician staffing via telehealth for underserved clinics. VA efforts
had focused largely on rural populations where disparities in health care access
and telehealth use existed but have since expandedmore broadly with the onset
of the COVID-19 pandemic. This study examines rural-urban differences in
telehealth use for primary care services across all VA healthcare systems
nationally before and after pandemic onset.
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METHODS: In an ongoing VA quality improvement (non-research) effort,
we conducted a retrospective study on Veterans who received primary care
(PC, n= 6,340,167 patients; 63,541,577 visits) and mental health integration
(PC- MHI, n= 977,243 patients; 3,621,653 visits) services from 138 VA
healthcare systems, nationwide. For each site, we aggregated monthly counts
of telehealth (and specifically, video) visits for PC and PC-MHI separately
during 12- months before (March 16, 2019-March 15, 2020) and 21-months
after pandemic onset (March 16, 2020-December 16, 2021). We examined
whether rurality of VA healthcare system predicted telehealth (and video) use
for all primary care related (PC and PC-MHI) encounters over time, adjusting
for VA size (number of patients), age/disability (Charlson Comorbidity Index),
and racial-ethnic composition (%Black, %Hispanic) in regression analyses.
RESULTS: In fully adjustedmodels, rural VAs initially had higher rates of PC
telehealth use than urban VAs (35% vs 29%), which reversed after pandemic
onset (56% vs 60%), leading to a 35% reduction in odds of telehealth use over
time (CI=0.55-0.76; p<0.001). In comparison, the rural-urban gap grew even
larger for PC-MHI services (OR=0.49; CI=0.36-0.68; p<0.001), as rural
lagged urban telehealth expansion (before 29% vs 25%; after 77% vs 84%).
While video use was low overall, the rural-urban divide was stark for PC
(OR=0.28; CI=0.19-0.40; p<0.001) and PC-MHI services (OR=0.34;
CI=0.21-0.56; p<0.001). Rural VAs initially had higher rates of PC (2% vs
1%) and PC-MHI video use (8% vs 5%) than urban VAs, which reversed after
pandemic onset (PC 4% vs 6%; PC-MHI 21% vs 33%).
CONCLUSIONS: Despite initial telehealth gains in rural VAs, the pandemic
exacerbated the rural-urban telehealth divide across sites. Compared to urban
VAs, telehealth expansion lagged for rural ones, especially in mental health
integration services. Video visits still constituted a minority of primary care
services delivered. To prevent widening rural-urban divides, telehealth imple-
mentation efforts should address persistent disparities in structural capacity
(e.g., internet bandwidth) and tailor technology to encourage adoption among
rural users.

“THE SUMMIT TEAM IS ALL I GOT”: HOW MEDICALLY AND
SOCIALLY COMPLEX PATIENTS PERCEIVE CARE IN AN
AMBULATORY-ICU (A-ICU) AT AN URBAN HEALTHCARE FOR
THE HOMELESS CLINIC
Brian Chan1; Elizabeth C. Hulen2; Samuel T. Edwards2,1; Anna Geduldig1;
Meg Devoe1; Christina Nicolaidis3,1; Philip T. Korthuis4; Somnath Saha5
1Medicine, Oregon Health & Science University, Portland, OR
2Center to Improve Veteran Involvement in Care, Portland VA Medical
Center, Portland, OR
3Social Work, Portland State University, Portland, OR
4Medicine, Oregon Health & Science University, Portland, OR
5Section of General Internal Medicine, Portland VAMedical Center, Portland,
OR. (Control ID #3716213)

BACKGROUND: There is great interest in intensive primary care
interventions to address high-utilization of medically and socially complex
patients; however, how these interventions impact the experience of patients is
unknown. We interviewed medically and social complex patients about their
experiences with Streamlined Unified Meaningfully Managed Interdisciplin-
ary Team (SUMMIT), an ambulatory intensive care intervention at an urban
healthcare for the homeless federally qualified health center to learn what
aspects of SUMMIT patients thought were useful.
METHODS: We interviewed 25 participants concurrently enrolled in SUM-
MIT clinical trial. Interviews were recorded, transcribed, and analyzed using a
hybrid inductive-deductive approach by an interdisciplinary team.
RESULTS:We identified four themes: 1) Patients appreciated higher levels of
service. Participants could perceive the team as working together with them to
address their health and social needs. 2) SUMMIT as family. There was a
strong sense of relationship between SUMMIT team and participants. Patients
felt that the team members had genuine duty and obligation toward them. 3)
SUMMIT overcomes stigma. Participants felt valued and appreciated not

feeling judged. 4) Evolution of self-efficacy. Over time, patients expressed
evolving and achieving success, with success defined as engaging in care, or
increased sense of well-being.
CONCLUSIONS: Patients appreciated humanizing interactions with team
members along with additional support SUMMIT provided to overcome
previous barriers to engagement and spoke positively of the team as family
and support in improving engagement in their care. Intensive, relationship
focused interventions may improve health behavior and engagement in these
populations.

“WOMEN VETERANS ARE WORTH IT”-UNDERSTANDING THE
ROLE AND FUNCTION OF VHA MATERNITY CARE
COORDINATORS
Amy H. Farkas1,2; Qiyan Mu3; Florine Ndakuya-Fitzgerald2; Alexa
Anderson4; Jeff Whittle5
1General Internal Medicine, Medical College of Wiscponsin, Milwaukee, WI
2Clement J Zablocki VA Medical Center, Milwaukee, WI
3Nursing Education and Research, Clement J. Zablocki VA Medical Center,
Milwaukee, WI
4University of Wisconsin Milwaukee, Milwaukee, WI
5Primary Care, Zablocki VA Medical Center, Milwaukee, WI. (Control ID
#3690977)

BACKGROUND: Women Veterans have unique health needs during preg-
nancy and are at an increased risk for common pregnancy complications. The
Veterans Health Administration (VHA) does not provide obstetric care and
instead women Veterans receive all maternity care from community providers.
To ensure smooth transitions of care the VHA implemented theMaternity Care
Coordination Program (MCCP) with Maternity Care Coordinators (MCCs)
who provide care management and coordination for pregnant Veterans. How-
ever, the implementation of this program has been inconsistent across VHA.
The purpose of this study was to explore the implementation of MCCPs and
understand the barriers and facilitators MCCs experience in their work.
METHODS: We conducted semi-structured interviews of MCC from across
VHA using a nonprobabilistic, purposive sampling method to ensure a diversity
of opinions. All interviews were conducted virtually and transcribed verbatim.
Thematic analysis was conducted using qualitative software. Audit trial, team
consensus and member validation were utilized to ensure study rigor.
RESULTS: ThirtyMCCs across the VHA participated in the study. Four main
themes were identified. (1) MCCs wear “multiple hats,” including liaison,
point of contact, care coordinator, support, health coach, and resource. (2)
All MCCs view their work as “valuable” and “critical” in meeting the needs of
pregnant Veterans, especially for those with high medical, mental, and mater-
nal risks. “We track our outcomes; how many patients, new patients we have,
how many patients delivered in the month, how many patients were succumb
to maternal mortality, which is normally always zero, how many vaginal
deliveries, how many C-sections, how many complications, what were the
complications for the maternal patient and the newborn.” (3) However, many
MCCs verbalized the frustration of being “invisible” and “loneliness” as the
sole representative for this important program at their medical center with
limited collaboration for primary care providers who may feel that the care of
the pregnant patient is not their domain. “The most challenging aspect of my
job is trying to get everybody to realize that I’m not just sitting here on the
phone, or that my job is— because they don’t understand it. Most of the VAs
deal with males, and so when it comes to females, especially pregnancy, that’s
the most challenging.” (4) There is significant variability in the MCCP pro-
gram and function of the MCC, pending on the availability of local resources
and additionally clinic roles that the MCC may have.
CONCLUSIONS: MCCs bridge the gap between the VHA and community
providers. Unfortunately, there are inconsistencies in the MCCP and in inter-
disciplinary collaboration betweenMCCs and primary care providers. System-
ic strategies to ensure consistent implementation of the MCCP program and
adequate local resources should be evaluated to ensure all pregnant Veterans
have access to high quality care.
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Clinical Vignette - Ambulatory Medicine

MESENTERIC VENOUS THROMBOSIS IDENTIFIED AFTER AB-
DOMINAL MASSAGE
Kyle C. Roche1; Lalit Narayan2
1Medicine, The George Washington University School of Medicine and
Health Sciences, Washington, DC
2Department of Medicine, George Washington University School of Medicine
& Health Sciences, Washington, DC. (Control ID #3715398)

CASE: A 53-year-old female with a history of hypothyroidism and hyperten-
sion presented to the ED following three days of abdominal pain, which began
during a deep tissue massage of the abdomen. While basic labs were relatively
unremarkable, a CT abdomen pelvis showed portal vein, splenic vein, and
possible superior mesenteric vein thrombosis with associated splenomegaly
and portal hypertension. Patient underwent an IR-TIPS procedure and was
discharged on anticoagulation with close follow up with hematology for
hypercoagulability workup.
Initial hypercoagulability workup including AT thrombin III assay, factor V
Leiden, factor II DNA analysis, EPO level, proteins C and S and factor II assay
were unremarkable. Patient underwent a BM biopsy demonstrating tri-lineage
hematopoiesis and mildly increased megakaryocytes. No overt morphologic
dysplasia, increase in blast percentage, or increase in reticulin fibers were
identified. Further workup revealed a JAK2 V617 mutation.
IMPACT/DISCUSSION: Mesenteric venous thrombosis (MVT) is a rare
disorder characterized by clot formation within either inferior or superior
mesenteric veins and their associated branches. MVT presentation varies
widely depending on the extent and location of thrombosis and subsequent
impact on mesenteric vascular flow. Consequently, patients with MVTmay be
asymptomatic or present with symptoms ranging from mild non-specific
abdominal pain to severe pain secondary to frank bowel necrosis and associ-
ated peritonitis, although this presentation is rare. In most cases MVT presents
in a chronic nature and its diagnosis depends on imaging as there are no
accurate serum biomarkers.
Diagnosis of MVT warrants full bowel rest immediate anticoagulation prior to
further workup for underlying malignancy or hypercoagulable disorder.
Importantly, a relatively normal complete blood count (CBC) does not defi-
nitely rule out hypercoagulable states associated with JAK2 mutations, which
is classically associated with myeloproliferative disorders. Instead JAK2
mutations have been shown to represent a risk factor for MVT regardless of
myeloproliferative status. While leg massage is known to be contraindicated in
patients with DVT, this case raises the question as to whether or not abdominal
massage should also be contraindicated in patients with MVTs.
CONCLUSION: Patients with MVT have diverse presentations.
Identification of MVT requires robust workup for underlying hypercoagulable
conditions.
JAK2 V617 is a frequent mutation identified in patients with MVT regardless
of myeloproliferative status.

MY BACKHURTS: A CASE OF OCCULTMYELOMATHREATEN-
ING THE SPINAL CORD
FNU Ayesha1; Kanishk D. Sharma2,1; Kimberly Sanborn1; Benjamin M.
Goodman1
1Internal Medicine, Eastern Virginia Medical School, Norfolk, VA
2Internal Medicine, Eastern Virginia Medical School, Norfolk, VA. (Control
ID #3706880)

CASE: A 62-year-old male presented to the ED with one week of lower back
pain radiating to right flank that caused difficulty in walking. The patient had a
history of psoriasis, nephrolithiasis, and hypertension. He denied reduced
appetite, fever, or lifting heavyweights. The exam was notable for right
costovertebral angle tenderness while strength and deep tendon reflexes were
intact in the bilateral lower extremities. Complete blood count was remarkable
for platelet levels of 124 but was otherwise unremarkable. The basic metabolic
panel, urinalysis, and hepatic function panel were unremarkable. Computed
tomography (CT) chest, abdomen, and pelvis with contrast showed one L5

lesion, two pelvic lesions, and a lytic bone lesion involving the right T11
posterior vertebral body and transverse process compressing the thecal sac and
threatening the spinal cord. MRI showed destructive T11 vertebral mass with
extraosseous extension and cord compression. Given the concern for acute
spinal cord compression, neurosurgery was consulted. Differentials included
MM and bone metastasis from occult cancer.
Further workup showed TSH, LDH, PTH, PSA were normal. The serum
kappa/lambda ratio was 0.13 (Normal range 0.26-1.65), suggesting monoclo-
nal gammopathy. His urine free kappa light chains were 21.9; free lambda light
chains were 28.5, and a urine kappa lambda ratio was 0.77. Serum protein
electrophoresis(SPEP) showed a faint monoclonal band with M protein mea-
suring 0.1 g/dL.
The patient received IV dexamethasone 4mg every 6 hours and underwent
resection of the tumor, T11 laminectomy, T11-12 facetectomy, and T10-L1
posterior fusion. Flow cytometry of specimen showed 63% plasma cells with a
CD38+ cylambda+ phenotype. Pathology report showed plasma cell neo-
plasm. He was discharged home with plans for outpatient radiation followed
by chemotherapy.
IMPACT/DISCUSSION: With tissue biopsy showing plasmacytoma and
monoclonal spike on SPEP, Patient met the diagnostic criteria for MM. SCC
following vertebral plasmacytoma consists of only 5% of presentation of MM.
Myeloma cells make an osteoclast activating factor, which contributes to the
pathologic fractures, back pain, bowel/bladder dysfunction, sensory/motor
neurological deficit, and hypercalcemia. Our patient presented with back pain,
the first and most common clinical sign of SCC in 83% of patients.
Acute SCC is an emergency. Corticosteroids are first-line treatment that helps
to alleviate pain and reduce neurological deficits. Surgical intervention may be
required in a patient with an unstable spine to correct instability and minimize
pain. Other treatment modalities such as radiotherapy, chemotherapy, and anti-
plasma cell therapies are used in less acute cases. This case shows MM rarely
can present as SCC and should be suspected even without other signs of the
disease.
CONCLUSION:Multiple myeloma can rarely present as SCC. Neurosurgical
intervention and steroids are the key elements to prevent permanent neurolog-
ical deficits in patients presenting with SCC.

WHEN DENIAL IMPEDES ACCEPTANCE OF A CANCER DIAG-
NOSIS: A CASE HIGHLIGHTING THE BENEFIT OF DISCUSSING
A DIFFICULT DIAGNOSIS IN A PRIMARY CARE SETTING
Samantha I. Caballero1; Alexander J. Young1; Kushinga Bvute2,1
1Charles E. Schmidt College of Medicine, Florida Atlantic University, Boca
Raton, FL
2Internal Medicine, Florida Atlantic University, Boca Raton, FL. (Control ID
#3715405)

CASE: A 59-year-old Brazilian male presented to the clinic after being
diagnosed with metastatic cholangiocarcinoma at the hospital three days prior.
Upon hospital discharge, he was informed of his diagnosis and referred to an
oncologist by the hospitalist; however, he denied seeking oncological treat-
ment and began a juice cleanse diet. The hospitalist also noted that the patient
made comments that suggested he was in denial of his diagnosis, e.g., "I really
think I am OK.” At follow-up with his primary care physician (PCP), he
expressed unawareness of his diagnosis and asked her to explain his imaging
and biopsy results. His PCP displayed the imaging and pathology report for the
patient and his wife, and answered their questions and concerns. The patient
subsequently displayed a clear understanding of the severity of his condition
and requested a referral to an oncologist. After hearing the options available,
such as the financial assistance program and the anticipated waiting time, the
patient stated that he would immediately begin treatment in Brazil.
IMPACT/DISCUSSION: Denial is a basic mechanism for coping with
stressful situations, however, in sick patients, it may interfere with treatment
and disrupt acceptance of their state. Patients are more likely to accept a
diagnosis and seek treatment if provided with quantitative results, such as
biopsy and imaging reports. Explanation of these results may be better
achieved with a previously established physician-patient relationship, as seen
in a primary care setting. The one-way manner of conveying medical facts is
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aided by a longitudinal relationship where a patient’s level of comprehension,
vocabulary, and medical understanding is known. Without preexisting patient
relationships, hospitalists have less knowledge of each patient’s values, support
system, and cultural, social, or spiritual nuances. With diagnoses difficult to
convey, a lack of a continuing relationship may increase the complexity of
communication, leading to greater patient misunderstanding of illness progno-
sis or the purpose of care. In a hospital setting, the patient was directly informed
of his diagnosis but later denied understanding it and its implications upon
follow-up with his PCP. Utilizing prior knowledge of the patient’s cultural,
spiritual, and financial beliefs, level of comprehension, medical vocabulary,
and quantitative results, the PCP fostered an understanding of diagnosis
tangibility and severity to the patient. Subsequently, the patient used his
understanding to seek more affordable oncological care in Brazil as opposed
to not pursuing care after hospital discharge.
CONCLUSION: - Patient denial impacts understanding of diagnoses difficult
to disclose which may influence treatment expectations.
- Physician-patient communication after conveying the diagnosis is supported
with an explanation of quantitative results.
- PCPs’ established care of patients provides a clinical foundation that aids in
explaining a difficult diagnosis.

50 YO FEMALE PRESENTING WITH R LEG PAIN
Beret Amundson
Internal Medicine, Brigham and Women's Hospital, Boston, MA. (Control ID
#3692692)

CASE: TM is a 50 yo F with a history of breast cancer who presented to urgent
care clinic with R leg pain. 1 week ago, the patient was biking when she felt the
sudden onset of sharp, crampy pain in her R posterior calf. She experienced
numbness and tingling in her R foot with walking after the event. She reported
that her pain goes away when she rests or elevates her foot but worsens with
standing or exertion. ROS was positive for palpitations while exercising and
negative for new weakness, swelling, chest pain, shortness of breath, pleuritic
pain, N/V, fevers/chills.
Past medical history is significant for invasive ductal carcinoma of the R breast
for which she is on tamoxifen. She was diagnosed with a PFO on echocardio-
gram in 2010. Family history is notable for HTN in both parents. She does not
smoke, drink alcohol, or use illicit drugs. She lives with her husband and their
two dogs.
On exam, the patients VSwere BP 134/74, HR 84, T 97.6, SpO2 98%. Shewas
generally well appearing. No murmurs were auscultated on cardiac exam.
Lungs were CTAB. RLE exam was notable for a cool distal extremity with
mild tenderness to palpation of the posterior calf, R DP/PT pulses not palpable
though faint on doppler. LLE exam unremarkable, L DP/PT pulses present. No
asymmetric LE swelling. Strength was 5/5 in bilateral LEs and sensation was
intact to light touch bilaterally.
CTA R lower extremity was obtained which was remarkable for a near-
occlusive filling defect in the R popliteal artery with minimal distal flow as
well as a left atrial filling defect. The patient was sent to the ED and taken
immediately to the OR for thromboembolectomy. Following surgery, TTE and
cMRI were performed which were remarkable for a polypoid mass in the LA
tethered below theMV. Pathology report from the OR confirmed embolization
of cardiac myxoma.
IMPACT/DISCUSSION: The evaluation of limb pain should be systems
based (MSK, neurologic, vascular, skin/soft tissue) and include a careful
history and exam aimed at excluding life and limb threatening causes. Pain
and paresthesias with exertion are concerning for vascular disease, and with
acute onset pain, the differential should include thromboembolic etiologies.
Given the patient’s history of malignancy and tamoxifen use with known PFO,
there was concern for hypercoagulability leading to VTE formation with
paradoxical embolus. Although CTA is an atypical test in the outpatient
setting, it should be used judiciously to evaluate for acute vascular compro-
mise, such as in this patient.
The finding of cardiac myxomawas surprising given its low prevalence, and an
important reminder of the variety of sources of arterial emboli.

CONCLUSION: - It is appropriate to utilize CTA imaging in the outpatient
setting when there is clinical suspicion for impending limb ischemia but a lack
of diagnostic certainty on exam
- VTE in combination with an intra-cardiac defect leading to shunting may
cause paradoxical embolus
- Fragments of atrial myxomas may embolize and cause acute limb ischemia

ACALABRUTINIB-INDUCED VASCULAR RASH IN A PATIENT
WITH CLL
Parisa Mortaji
University of Colorado Denver, Denver, CO. (Control ID #3688877)

CASE: Chronic lymphocytic leukemia (CLL) is characterized by increased
production of mature lymphocytes. It is the most common leukemia in older
adults. Patients often present with asymptomatic lymphocytosis, although
signs and symptoms related to anemia, splenomegaly, and lymphadenopathy
are not uncommon. Among current treatment options for CLL are Bruton
Tyrosine Kinase (BTK) inhibitors, ibrutinib and acalabrutinib. These agents
irreversibly bind to BTK, a component of the B-cell receptor pathways. Here
we describe a novel case of acalabrutinib-induced vascular rash.
The patient is an 85-year-old woman with a past medical history of CLL, lung
adenocarcinoma status post-surgical resection, and atrial fibrillation not on
anticoagulation, who presented with a new rash after starting acalabrutinib.
The patient was diagnosed with asymptomatic CLL in 2015. She remained
under observation for two years. In 2017, treatment was initiated due to a rising
white blood cell count. She was treated with single dose bendamustine and
rituximab, and achieved hematologic remission. She remained symptom free
until 2020, when the patient again developed increasing lymphocytosis asso-
ciated with lymphadenopathy, consistent with early recurrence. Second-line
treatment with a BTK inhibitor was initiated. Acalabrutinib was chosen over
ibrutinib due to the patient’s history of atrial fibrillation. Approximately one
year later, an asymptomatic rash developed on the patient’s left upper arm. The
rash persisted for 2 months, at which time the patient sought dermatological
care. The rash was described as a purple to erythematous 6x11 cm patch. The
differential diagnosis included a non-healing ecchymosis, dermal angiomatosis
hyperplasia, angiosarcoma, and Kaposi sarcoma. A biopsy was taken from two
different sites, and pathology revealed vascular congestion, chronic inflamma-
tion, and limited extravasation of erythrocytes. The biopsies were reviewed by
several pathologists without a conclusion on a singular diagnosis. A question
arose as to whether this vascular rash could be secondary to acalabrutinib. The
patient stopped the medication, and after a three week drug holiday, the rash
resolved without recurrence. Acalabrutinib was reinitiated, and two weeks
later, the rash recurred, albeit to a much lesser extent than prior. The patient
was again asymptomatic. Acalabrutinib was then permanently discontinued.
IMPACT/DISCUSSION: To our knowledge, this is the first case report of
acalabrutinib-induced vascular rash one year after initiation of therapy. Al-
though ecchymoses and rashes previously classified as eczematous eruptions
or leukocytoclastic vasculitis have been reported with the use of ibrutinib, we
describe a case of novel clinical and pathological findings in a patient one year
after initiation of acalabrutinib therapy.
CONCLUSION: This case demonstrates the importance of considering
acalabrutinib as a potential cause of medication-induced vascular lesions in
susceptible individuals.

A CASE OF AQUAGENIC URTICARIA AND IMPROVEMENT
WITH OMALIZUMAB
Tiffany Dharia1; Olajumoke Fadugba2. 1Internal Medicine, University of
Pennsylvania, Philadelphia, PA; 2Hospital of the University of Pennsylvania,
Philadelphia, PA. (Control ID #3702200)

CASE: A 38-year-old female with a past medical history of allergic rhinitis,
anemia, and depression presented to clinic for evaluation of itching after
showers. She notes several years of episodic itching that begins 10 minutes
after showering and self-resolution within one hour. The itching is
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intermittently accompanied by hives, primarily occurs on her upper extremities
and trunk and has persisted despite reducing the shower temperature, switching
to unscented soap, and stopping her antidepressant and oral contraceptives.
As a result, for the past several years, she has stopped swimming in pools and
oceans, protects her hands with gloves while washing dishes, and limits
showers to twice weekly for five minutes at a time. Her medical history is
significant for seasonal allergies, which are well controlled on cetirizine and
fluticasone.
Testing involved immersing her arm in warm water and resulted in mild
itching. Laboratory testing revealed mild eosinophilia (900 cells/uL), no
erythrocytosis (hemoglobin 10.6) and negative JAK2 mutation. Allergen-
specific IgE testing was positive to cat dander (3.96), dog dander (0.49), mites
(0.97), and ragweed (90.30) (normal <0.34 kU/L). Total IgE was mildly
elevated (221kU/L) and serum tryptase was normal. She was initiated on
cetirizine 20mg twice daily and ranitidine 150mg twice daily and subsequently
cyproheptadine 4mg three times daily with no improvement. After several
months of persistent symptoms, she was initiated on omalizumab 300 mg
subcutaneously every 4 weeks and continued on cetirizine 20mg twice daily.
She noted significant improvement in her pruritus with showers and resolution
of hives after three injections and suppression of her aquagenic pruritis on this
regimen for the past five years.
IMPACT/DISCUSSION: Aquagenic urticaria is a rare phenomenon that
primarily affects the upper body within 30 minutes of contact with water (1).
It is seen regardless of temperature and often manifests as pruritus and urticaria
(2). Patients with pruritus response to water should undergo testing to confirm
diagnosis (immersion in warm water) and exclusion of underlying disorder
such as polycythemia vera (3). Typical treatment involves high dose
antihistamines, UV therapy (2), topical emollient therapy (4), or biologic
therapy with omalizumab, which is FDA approved for chronic spontaneous
urticaria (5). Omalizumab works by suppressing IgE, reducing mast cell
degranulation, and reducing histamine release. Our patient experienced
aquagenic pruritis refractory to antihistamines that ultimately responded to
omalizumab therapy.
CONCLUSION: Aquagenic urticaria is a very rare disorder characterized by
water-induced hives and itching in the absence of an underlying systemic
condition. It can be treated with high-dose antihistamines, but those who are
refractory may find benefit from treatment escalation with addition of
omalizumab. Treatment with omalizumab does not result in remission but
can induce suppression of symptoms while on therapy (2).

A CASE OF INCOMPLETE HEERFORDT’S SYNDROME
Samuel Gregerson1; Frank A. Knechtl2; Victor Gordon2
1Internal Medicine, Henry Ford Hospital, Detroit, MI
2McLaren Health Care Corp, Macomb, MI. (Control ID #3689311)

CASE:A 41-year-old male with no past medical history presented with 60 lbs.
weight loss over a 6-month time interval, dry mouth, morning cough and night
sweats. Pertinent family history consisted of a maternal cousin with sarcoido-
sis. Physical exam demonstrated a mild left facial palsy. Lab results revealed an
elevated Angiotensin-1 Converting Enzyme (ACE) level of 71 U/L (range 8-
52 U/L). He underwent a GI work up, which revealed enlarged abdominal
lymph nodes. He was then referred to oncology for concern of occult malig-
nancy. The patient received a PET/CT scan which demonstrated bilateral
parotid gland enlargement, hilar adenopathy and reticulonodular involvement
of the lungs.
A bronchoscopy with endobronchial ultrasound, transbronchial needle aspira-
tion and right-upper lobe lung transbronchial biopsy was performed, which
displayed non-caseating granulomas. The patient was diagnosed with sarcoid-
osis. Considering the patient’s history, physical exam, radiologic findings and
biopsy results, he was further classified with Incomplete Heerfordt’ Syndrome
and started on prednisone 40 mg every day. At his follow-up appointment, the
patient reported resolution of symptoms, 30 lbs weight gain and imaging
demonstrated significant improvement.
IMPACT/DISCUSSION: The inflammatory process of sarcoidosis can in-
volve many organ systems of the body, making it a great masquerader of
diagnostic medicine. Heerfordt’s Syndrome is a rare manifestation of

sarcoidosis, with a symptom triad of uveitis, parotid gland enlargement and
facial nerve palsy. Complete Heerfordt’s Syndrome is diagnosed when all 3
symptoms are present, accounting for 0.3% of sarcoidosis cases. Incomplete
Heerfordt’s Syndrome (2 of 3 symptoms present) accounts for 1.3% of sar-
coidosis cases.
We report a case of Incomplete Heerfordt’s Syndrome in a middle-aged male
who presented with vague symptoms. Given its rarity and ambiguous presen-
tation, diagnosis of Heerfordt’s Syndrome can be difficult. It is important to
maintain a high clinical index of suspicion for Heerfordt’s Syndrome as early
detection, diagnosis and treatment can prevent long-term sequelae of chronic
tissue inflammation and damage. Based on the presence of neurosarcoidosis,
corticosteroid treatment has been implicated as initial treatment. Refractory
treatment includes immunosuppressants such as azathioprine and
methotrexate.
CONCLUSION: It is important for a clinician to recognize the signs and
symptoms of Heerfordt’s Syndrome. Early diagnosis and treatment of
Heerfordt’s Syndrome can prevent irreversible tissue damage.

A CASE OF PAINLESS JAUNDICE AND SALIVARY GLAND
SWELLING
Jacob J. Welch
Internal Medicine, University of Colorado, Denver, CO. (Control ID
#3715782)

CASE:A 48 yoman presented to his PCP with 3 days of painless jaundice and
4 months of submandibular salivary gland swelling. He had several recent
visits for complaints of persistent sinusitis, cough, and wheezing. Medical
history included recurrent testicular cancer s/p bilateral orchiectomy, radiation,
and chemotherapy now in remission for ~8 years, R ureteral stricture s/p stent,
and L renal artery occlusion s/p stent.
All vital signs were normal, and examwas notable for scleral icterus, jaundice,
and submandibular gland swelling. Labs indicated cholestatic liver injury and
direct hyperbilirubinemia. Abdominal CT revealed diffuse pancreatic enlarge-
ment, bile duct obstruction, and new heterogeneous foci in the kidneys.
Subsequent ERCP and EUS demonstrated a severe biliary stricture which
was stented and diffuse pancreatic parenchymal abnormalities suggestive of
autoimmune pancreatitis.
Subsequent lab evaluation revealed serum IgG4 of 369 (ref range 1-123).
Washings of the ampulla revealed 13 IgG4 positive plasma cells per high
power field leading to the diagnosis of autoimmune pancreatitis and sclerosing
cholangitis due to IgG4-related disease.
After a 6-week prednisone taper, a repeat CT, ERCP, and EUS showed
decreased size of the pancreas and the kidney lesions, resolved biliary stricture,
and improved pancreatic abnormalities. Patient reported significant improve-
ment in submandibular gland swelling. One year later, he presented to his PCP
with recurrent submandibular gland swelling raising concern for relapsed
disease.
IMPACT/DISCUSSION: IgG4 related disease (IgG4-RD) is an immune-
mediated condition that can cause fibroinflammatory lesions in nearly any
organ. Common manifestations include sialoadenitis, dacryoadenitis, autoim-
mune pancreatitis, sclerosing cholangitis, and retroperitoneal fibrosis. Other
manifestations relevant to this patient includemass-like kidney lesions, chronic
rhinosinusitis and pulmonary symptoms. While elevated serum IgG4 can
support diagnosis, histopathologic analysis is the gold standard.
Determining organ involvement is important both for disease monitoring and
determining the need for longer-term therapy with steroid-sparing agents. For
this patient, the biopsy-proven diagnosis of IgG4-RD involving the pancreas
and biliary system necessitated re-evaluating the causes attributed to his other
symptoms and medical problems. Given the temporal relationship and re-
sponse to steroids, the salivary gland swelling and kidney lesions were very
likely due to IgG4-RD. In addition, it was also plausible that IgG4-RD could be
implicated in his history of ureteral stricture, renal artery occlusion, and
persistent sinus/pulmonary symptoms.
CONCLUSION: IgG4-RD can be included in the differential diagnosis for
numerous manifestations and should be considered when encountered with
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unexplained multiorgan pathologies. Determining organ involvement is essen-
tial in determining a course for monitoring and treatment.

A CASE OF POSTURAL ORTHOSTATIC TACHYCARDIA SYN-
DROME AFTER MRNA COVID-19 VACCINE
Maryam Naser, Logan S. Striplin, Aizaz Khan, Brian Hurley, Katie Markelz
Internal Medicine, Baystate Medical Center, Springfield, MA. (Control ID
#3706998)

CASE: Ms.X is a 31-year-old female with an unremarkable medical history
who presented to the general medicine clinic with palpitations that started 3
days after taking her second dose of Pfizer Covid vaccine. The palpitations
ocurred exclusively when standing, with no associated chest pain, dizziness, or
presyncope. History is negative for tobacco smoking, drug or alcohol use, and
consumption of energy or caffeinated beverages. The physical examination
was notable for moist mucous membranes and normal volume examination.
Orthostatic vitals were remarkable for an increase in HR by 30 beats with
minimal change in BP. EKG showed a normal sinus rhythm, and lab workup
inclusive of a CBC, CMP, and TSH was unremarkable. As such, the patient
was referred for tilt-table testing. Within 8 minutes of upright tilting, HR
was137 from a baseline of 77, and BP was 144/108 from 125/71. A loop-
recorder was inserted which revealed presence of patient triggered episodes of
sinus tachycardia upon standing. The patient was started on propranolol 10 mg
every 4-6 hours while awake with almost complete resolution of palpitations.
IMPACT/DISCUSSION: The incidence of POTS is 0.2-1% in developed
countries, with a 5:1 female-male ratio. It presents with orthostatic symptoms
like light-headedness, presyncope, and palpitations. It can occasionally present
with non-orthostatic symptoms like nausea, bloating, and diarrhea. The path-
ophysiology is not well-understood but is postulated to be due to an autoim-
mune disorder, abnormally increased sympathetic activity, and/or sympathetic
denervation leading to central hypovolemia and reflex tachycardia. It is a
diagnosis of exclusion, but table-tilt test is used to help confirm it.
The onset is typically precipitated by immunological stressors like viral
infections, vaccination, and pregnancy. Recently, several case reports have
been published describing POTS following infection with COVID-19 infec-
tion. This was described as long-COVID postural tachycardia syndrome by the
American Autonomic Society. However, the association of POTS with
COVID-19 vaccine is unclear. Only one case report was published describing
the development of POTS after COVID-19 mRNA vaccine. Information
relating to this remain limited, and approach to diagnosis and treatment is
variable. Our understanding of this condition in relation to vaccination is
mostly extrapolated from previously published reports describing it in relation
to HPV vaccine. As more people continue to take the vaccine, physicians
should be alert to the diagnosis.
CONCLUSION: POTS is a frequently underdiagnosed or misdiagnosed
disorder. It is characterized by an increase in HR by 30 within 10 minutes of
standing . In rare instances, it has been described as a postvaccination adverse
immune phenomena, and more recently related to mRNA COVID-19 vacci-
nation. Increased recognition, diagnosis, and reporting will contribute to better
understanding and treatment.

A CASE OF TRACHEAL RELAPSING POLYCHONDRITIS
Justin T. Dunn, Arman Bakhshi
Internal Medicine, The University of Texas Health Science Center at San
Antonio, San Antonio, TX. (Control ID #3715541)

CASE: A 41-year-old female with hypertension presents with three years of
intermittent fevers, night sweats, progressive productive cough, wheezing, and
dyspnea. She failed treatment with bronchodilators, antibiotics, and steroids.
She had no history of tobacco, alcohol, or illicit drug use. She had no recent
travels, sick contacts, or notable family history and takes no medications.
Notable vitals included resting oxygen saturation of 99%, which decreased
to 91% after a 3-minute walk. Physical exam was notable for bilateral rhonchi.
Infectious workup was negative.

Rheumatologic workup was pertinently positive for elevated sedimentation
rate and c-reactive protein. Pulmonary Function Testing revealed an
FEV1/FVC ratio of 35% with no significant bronchodilator response and with
fixed large airway obstruction. CT Scan of the chest demonstrated diffuse wall
thickening of the mainstem bronchi resulting in mild-to-moderate subglottic
tracheal stenosis and diffuse smooth bronchial wall thickening concerning for
relapsing polychondritis (RP). Shewas initiated on prednisone,mycophenolate
mofetil (MMF), and nocturnal CPAP, with improvement in symptoms. MMF
was subsequently changed to Azathioprine, and she was successfully weaned
off steroids. She has since had marked improvement in symptoms with normal
inflammatory markers and reduced inflammation on imaging.
IMPACT/DISCUSSION: RP is a rare inflammatory disease of cartilaginous
structures with typical onset in middle age. Classically, RP presents with
auricular chondritis (warm, swollen, and red/violaceous-colored pinna),
nonerosive seronegative inflammatory polyarthritis, nasal chondritis (saddle-
nose deformity, septal perforation), respiratory tract chondritis (laryngeal/tra-
cheal cartilage inflammation with airway obstruction), ocular inflammation
(conjunctivitis, keratitis, scleritis, episcleritis), and cochlear/vestibular dysfunc-
tion (neurosensory hearing loss, tinnitus, vertigo).
Cardiac (vasculitis, arrhythmias, heart block, valvular inflammation), derma-
tologic (palpable purpura, subcutaneous nodules, urticaria) and neurologic
(cranial neuropathies, encephalopathies, encephalitis) manifestations are also
possible. Diagnosis is confirmed with biopsy (typically of the ear) or Chest CT
demonstrating thickening of the cartilaginous anterior and lateral tracheal wall.
An expiratory CT should be obtained as there may only be expiratory airway
collapse. Due to the rarity of RP, management is determined empirically. Mild
cases are often managed with NSAIDs and low-dose steroids. Severe disease
will require high-dose steroids in addition to immunosuppressive agents such
as azathioprine, methotrexate, cyclosporine, and rituximab.
CONCLUSION: 1. RP is an inflammatory disease of cartilaginous structures,
most notably presenting with auricular/nasal chondritis and respiratory tract
chondritis causing respiratory symptoms. 2. Diagnosis is confirmed with
biopsy or expiratory Chest CT, which may reveal airway collapse.

A DISTRESSFUL RASH OF DRESS SYNDROME IN A PATIENT
WITH AMYLOIDOSIS
Naga B. Goparaju, Mallika Velichety, Timothy Davis, Pavan Annamaraju
Internal Medicine, Ballad Health, Abingdon, VA. (Control ID #3715849)

CASE:A71 year-old-womanwas seen in the office with progressive dyspnea of
two months duration. Her labs showed anemia - Hgb 10 g/dL and acute kidney
injury (AKI) - Cr 2.1 mg/dL( baseline 0.9 mg/dL). Urine sediment was active
with hematuria and proteinuria. SPEP with immunofixation revealed an M spike
of IgGλ, 1.2 g/dL. A bonemarrow biopsy confirmed the diagnosis of plasma cell
myeloma and amyloid deposition. Cardiac MRI and renal biopsy also showed
AL amyloidosis. The patient was started on a CyBorD regimen ( Cyclophos-
phamide, Bortezomib, Dexamethasone) on 10/28/2020. Trimethoprim-
Sulfamethoxazole( TMP-SMZ), acyclovir, and furosemide were also prescribed.
After cycle 3, on 1/25/21, the patient developed a fever (102οF), a pruritic bullous
rash on the chest, and macular erythema on the rest of the body. Submandibular
lymphadenopathy and 2+ pedal edema were also noted. Labs showed peripheral
eosinophilia (28 %), elevated liver enzymes, AKI, and sterile pyuria, raising the
possibility of interstitial nephritis. A skin biopsy confirmed the diagnosis of
DRESS syndrome (Drug Rash with Eosinophilia and Systemic Symptoms).
TMP-SMZ and furosemide due to sulfa- moiety were suspected of culprit agents
and discontinued. The patient was treated with prednisone, and Ethacrynic acid
was prescribed instead of furosemide for edema. The patient had complete
resolution of symptoms in 3 months.
IMPACT/DISCUSSION: DRESS syndrome is a severe, idiosyncratic multi-
system type IV hypersensitivity reaction to a drug characterized by skin rash,
lymphadenopathy, eosinophilia, and internal organ involvement. Its incidence
is estimated to be 0.9 -2 /100,000 patients per year, with a mortality of up to 10
%. Allopurinol, anticonvulsants, vancomycin, sulfonamides, and
antituberculosis agents are considered high-risk drugs. Diagnosis of this entity
can be challenging due to the variable latency period ( 2-8 weeks) between
drug exposure and symptoms onset . Further , visceral organ
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involvement(hepatitis or nephritis) does not correlate with the severity or
extent of skin involvement and can lead to delayed recognition. Fever is often
present in the early course. In some cases, DRESS syndrome is associated with
Human Herpes Virus-6 ( HHV 6), Epstein-Barr virus [EBV], and cytomega-
lovirus [CMV] infection. In our patient viral etiology was ruled out by PCR
testing. Finally, we used ethacrynic acid as an alternative to furosemide in our
patient to avoid absolute exposure to sulfa. Although the diuretics without
aromatic amine ( acetazolamide, furosemide, hydrochlorothiazide, and
indapamide) are safer compared to the sulfonamide antibiotics that have
aromatic amine.
CONCLUSION: 1. Internists and Oncologists must be aware of DRESS
syndrome as a complication of TMP-SMX. 2. The hallmark findings of
DRESS syndrome are skin rash, lymphadenopathy, eosinophilia, and visceral
organ involvement

ADRENAL VENOUS SAMPLING IS ESSENTIAL IN PRIMARY AL-
DOSTERONISM DUE TO BILATERAL ADRENAL ADENOMAS
Michael Goldstein2; Peter Mcintyre1
1Endocrinology, Naval Medical Center Portsmouth, Portsmouth, VA
2School of Medicine, Uniformed Services University of the Health Sciences,
Bethesda, MD. (Control ID #3703442)

CASE: A 41-year-old male was referred to nephrology by his primary care
physician for evaluation of secondary hypertension in the context of hyperten-
sion refractory to four optimized antihypertensive medications. He was orig-
inally diagnosed with hypertension in 2006. Work-up revealed
hyperaldosteronism that failed to suppress with IV saline load, consistent with
primary aldosteronism (PA). Adrenal imaging revealed bilateral adrenal
nodules consistent with bilateral aldosterone-producing adenomas (APAs);
however adrenal venous sampling (AVS) revealed a right:left lateralization
ratio of 6.13 indicating unilateral aldosterone production. Cosyntropin stimu-
lation test and preoperative workup were normal, and the patient was referred
to surgery. He underwent right adrenalectomy with uncomplicated
perioperative course. Postoperative aldosterone and renin normalized indicat-
ing resolution of hyperaldosteronism. There was residual hypertension at one
month, but the patient was able to wean from four to two antihypertensive
medications with improved blood pressure control. Surveillance will include
annual CT to monitor for growth of the left adenoma and biochemical testing
for pheochromocytoma and Cushing’s syndrome similar to any other adrenal
incidental adrenal mass.
IMPACT/DISCUSSION: Adrenalectomy is the preferred management of
adenomatous PA as it is associated with improved quality of life and increased
cost effectiveness compared to medical management. Adrenal imaging is a
crucial step in the work-up of PA; however, it is inferior to AVS at evaluating
lateralized disease in bilateral APA. Relying on adrenal CT alone risks inap-
propriate management in a considerable number of patients. Despite this, AVS
is underutilized, often due to concerns over the perceived difficulty of the
procedure. Relying on adrenal imaging in this case would have resulted in
suboptimal treatment and unnecessary lifelong treatment with aldosterone
antagonists.
Following CT with AVS is crucial for ensuring appropriate treatment
recommendations. Regardless of treatment modality, cosyntropin stimulation
testing should be performed following AVS to rule out cortisol co-secretion.
Failure to identify this may result in adrenal crisis postoperatively or during
subsequent infection or stress.
CONCLUSION: PA due to bilateral APAs is an uncommon but important
phenotype that requires distinction from unilateral APA with concurrent non-
functioning contralateral adenomas. AVS is crucial to identifying lateralization
in these patients, as surgical therapy is the preferred treatment for PA when
feasible. Additionally, in patients with bilateral adrenal masses, evaluation for
adrenal insufficiency should be done to prevent postoperative hypoadrenalism
and future adrenal crises from impaired cortisol production. The opinions and
assertions expressed herein are those of the authors and do not necessarily
reflect the official policy or position of the Uniformed Services University of
the Health Science or the Department of Defense.

ALLERGIC ASTHMA ON CHRONIC OMALIZUMAB THERAPY:
HOW IT INTERFERES WITH THE MANAGEMENT OF RECUR-
RENT ALLERGIC BRONCHOPULMONARY ASPERGILLOSIS
Valerie Jaroenpuntaruk1; Amy B. Mashburn2
1Internal medicine, University of Kentucky, Lexington, KY
2VA Lexington Medical Center, Lexington, KY. (Control ID #3710982)

CASE: A 58 year-old man with asthma, recurrent allergic bronchopulmonary
aspergillosis (ABPA), and allergic rhinitis on biweekly immunotherapy and
omalizumab shots, returns to the clinic for worsening of his sinus disease.
Patient reports malaise, sinus pressure, coughing spells with purulent, brown
sputum of one week in duration. Repeat lab work showed elevated Aspergillus
Fumigatus IgE, eosinophilia, and positive IgG to Strongyloides. CT chest
showed multiple noncalcified nodules in the right lung and mosaic appearance
of the lung parenchyma. Patient was diagnosed with an ABPA flare in the
setting of chronic, recurrent strongyloidiasis infection. Patient has had a
reported history of 3-4 recurrent episodes previously treated with prednisone,
itraconazole and ivermectin. His management was complicated by chronic
omalizumab therapy which forms omalizumab-IgE complexes that interfere
with the measurement of IgE levels. As such, the IgE results cannot be used to
determine recurrence of his ABPA or response to therapy. Patient was subse-
quently treated with a 2 week course of ivermectin for Strongyloides infection
and continues with a monthly treatment for his ongoing infection. Given the
possibility of disseminated Strongyloides infection, it was decided to not
switch biological therapy to an agent which would suppress eosinophils.
IMPACT/DISCUSSION: ABPA is a pulmonary hypersensitivity lung dis-
ease resulting from exposure to Aspergillus fumigatus allergens. Patients
generally present with productive cough, malaise, and sputum production.
The primary diagnosis criteria include presence of the predisposing conditions,
positive Aspergillus skin test or Aspergillus-specific serum IgE level, elevated
total IgE, and eosinophilia. Management of ABPA consists of anti-
inflammatory therapy such as oral corticosteroids to suppress the immune
activity and antifungal agents, particularly oral itraconazole, to attenuate the
fungal load in the airways. Treatment response is monitored by >25% decline
in IgE level along with clinicoradiological improvement. This case illustrates
the challenge of monitoring for the recurrence and response to therapy while
the patient is on chronic omalizumab therapy. Omalizumab is a humanized
monoclonal antibody against IgE that reduces unbound IgE concentrations and
down-regulates IgE receptors, generally used to reduce exacerbations in severe
allergic asthma. Due to the presence of omalizamab-IgE complexes in the
serum, measurement of total IgE is impractical for assessing ABPA treatment
response. Given the recurrent nature of his ABPA, an alternative biologic
therapy is being considered, but the choice is complicated by his chronic
Strongyloides infection.
CONCLUSION: ABPA is a pulmonary disorder caused by hypersensitivity
to Aspergillus fumigatus that primarily complicates the course of asthma and
cystic fibrosis patients. This case illustrates the challenge in some asthmatic
patients on chronic omalizumab therapy which can interfere with the manage-
ment of ABPA.

ALPELISIB(PIQRAY): A THERAPEUTIC BREAKTHROUGH OF
TARGETED THERAPY IN BREAST CANCER
Arup Ganguly4; Tanika Sharma2; Ashika Ajit Kumar1; ratesh khillan3
1Internal Medicine, Saint Agnes Hospital, Baltimore, MD
2Internal Medicine, Indira Gandhi Medical College, Shimla, Himachal
Pradesh, India
3Hematology & Oncology, SUNY Downstate Health Sciences University,
New York City, NY
4Kasturba Medical College Manipal, Manipal, Karnataka, India. (Control ID
#3706225)

CASE: A 68-year-old female, known case of Hepatitis C, Hypertension, CKD,
with ER+ PR+ PIK3CA mutation- positive metastatic invasive lobular carci-
noma of the left breast; initially diagnosed with invasive lobular carcinoma of
the left breast in 2013, status post mastectomy on Nov 5, 2013, and chemo-
therapy inMay 2014. The patient was referred to the clinic after a pulmonology
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visit with complaints of shortness of breath, fatigue, loss of appetite, and loss of
weight. PET-CT scan done on Mar 31, 2020, showed multifocal systemic
metastatic disease involving lymph nodes in the left lower neck to the upper
abdomen. Cytopathology report received on April 16, 2020, confirmed the
presence of adenocarcinoma consistent with breast origin. The patient was
started on chemotherapy with Taxol 80mg/kg 2 IV once a week for 12 cycles.
PET-CT scan done on July 17, 2020, showed partially loculated pleural
effusion with pleural metastasis and hypermetabolic liver metastasis. Anterior
mediastinal lymphadenopathy measuring 3.1 x2.3cm. Tumor profiling com-
pleted on Nov 22, 2020 shows ER+, PR+ and PIK3CA+. After confirming
baseline blood count, serum electrolytes, liver and kidney functions and vitals,
the patient was started on PIQRAY oral tablet 250mg OD and hormonal
therapy with Faslodex (Fulvestrant) 500Mg IM on Day 1, 15, 29 followed
by once a month. PET-CT (Jul 26, 2021) showed decreased hypermetabolic
activity in mediastinal lymphadenopathy (Anterior mediastinal lymphadenop-
athy is currently 3.0x1.8cm).
IMPACT/DISCUSSION: The advent of targeted therapy has changed the
way invasive breast cancer can be managed. PIK3CA (Phosphatidylinositol-
4,5-bisphosphonate 3-Kinase catalytic subunit alpha) mutation; the gene that
provides instructions for making p110alpha protein occurs in 28-46% of
hormone receptor-positive (HR+), human epidermal growth factor receptor-
2-negative (HER2-) advanced breast cancers and is associated with poor
prognosis. In the recently concluded SOLAR-1 Trials in 2019, it was seen that
alpelisib plus fulvestrant resulted in an increased survival (progression-free
survival of 11 months) as compared to patients that were treated with
fulvestrant alone (5.7 months). The most commonly reported side effects from
the SOLAR-1 study included hyperglycemia, nausea, decreased appetite, and a
rash. Our patient did experience hyperglycemia but was managed by adjusting
insulin doses. Her HbA1c remains within the target range. Also, there was a
drop in Hemoglobin levels which can be attributed to PIQRAY but she is
receiving EPCLUSA(sofosbuvir400mg-velpatasvir100mg)for Hepatitis C,
which can cause anemia. As of today, she is still receiving PIQRAY and
continues to tolerate it well.
CONCLUSION: Alpelisib shows promising results for the treatment of
metastatic breast cancer or locally advanced breast cancer with PIK3CA
mutation in postmenopausal women and in men.
Alpelisib combinedwith Fulvestrant shows increased progression-free survival
in advanced breast cancer patients with minimum side effects.

AM-I-THE-ONE TO IDENTIFY AMIODARONE PULMONARY
TOXICITY
Irvin Lien1; Carolyn Enders2
1Internal Medicine, Kaiser Permanente, Oakland, CA
2Cardiology, Kaiser Permanente, Oakland, CA. (Control ID #3715207)

CASE: An 82-year-old male with coronary artery disease, coronary artery
bypass surgery, history of non-sustained ventricular tachycardia suppressed
with amiodarone, and heart failure presents to clinic for dyspnea on exertion
and cough.
The patient was recently discharged from the hospital for dyspnea ongoing for
months. He was noted to have elevated BNP 342, lower extremity edema, and
pulmonary vascular congestion on chest x-ray thought to be due to congestive
heart failure exacerbation. He was treated with diuresis and was discharged
with improvement in dyspnea.
The patient returned to clinic two weeks later with persistent dyspnea and
cough despite continuing home diuretics and being at his dry weight. Physical
examination was unremarkable without evidence of fluid overload and benign
lung exam.
Medications include: Amiodarone 400mg bid, Pradaxa 150mg bid, Lasix
40mg bid, Atorvastatin 80mg qd, Aspirin 81mg qd, Amlodipine 10mg qd,
Losartan 25mg qd.
Chest X-ray and a pulmonary function test (PFT) were obtained to workup the
patient’s persistent dyspnea. Chest x-ray showed cardiomegaly and interstitial
pulmonary edema, but no acute abnormality. PFT showed reduction in FEV1
and FVC, and moderately decreased diffusion consistent for possible
amiodarone toxicity. High-resolution CT Chest was obtained and revealed

patchy bilateral ground glass and consolidative lung changes, as well as diffuse
high attenuation changes in the liver: consistent with amiodarone toxicity.
IMPACT/DISCUSSION: Amiodarone pulmonary toxicity occurs in approx-
imately 2% of patients on amiodarone. Risk factors include treatment for
longer than 2 months, over 60 years of age, daily dose over 400mg, prior
angiographic investigations, and preexisting lung disease. PFT suggestive of
amiodarone toxicity include patterns of interstitial lung disease: restrictive
ventilatory defect and decreased diffusing capacity. CT-chest suggestive of
amiodarone toxicity include ground glass opacities and areas of consolidation.
Additionally, 80% of pulmonary toxicity also have hepatic attenuation
changes. The treatment is discontinuing amiodarone however improvement
may be slow due to its long half life (~45 days). In severe cases, a 2-to-6-month
glucocorticoid taper can be considered.
This patient’s persistent dyspnea was initially thought to be related to
decompensated heart failure. However, after the patient failed to improve with
diuretics, amiodarone toxicity was suspected and confirmed. The patient was
tapered off amiodarone and is being monitored with 30-day cardiac monitor to
assess return of ventricular arrhythmias.
CONCLUSION: - Amiodarone pulmonary toxicity should be included in the
differential for patients on amidarone who present with cough/dyspnea.
- Risk factors include amiodarone for > 2months, age >60, daily dose >400mg,
prior angiographic imaging, and preexisting lung disease.
- Diagnosis is confirmed with PFT and high-resolution CT chest.
- Treatment is to discontinue amiodarone and glucocorticoid taper for severe
cases.

AN UNUSUAL CASE OF A LARGE ASCENDING AORTIC ANEU-
RYSM IN A YOUNG ASYMPTOMATIC PATIENT
Amrin Kharawala1; Diego Barzallo1; Rosy Thachil2
1Internal Medicine, Jacobi Medical Center, Bronx, NY
2Cardiology, Jacobi Medical Center, Bronx, NY. (Control ID #3703677)

CASE: A 39-year-old female with no cardiovascular risk factors presented to
the office for management of DeQuervian’s tenosynovitis. On review of
systems, she endorsed intermittent episodes of palpitations for two months
without any complaints of chest pain, dyspnea or syncope. Physical exam was
unremarkable at that time. A screening transthoracic echocardiogram (TTE)
showedmoderate to severe aortic regurgitationwith ascending aortic aneurysm
and aortic root dilation to 6.5 cm. On the follow-up visit, she complained of
palpitations lasting for 30 minutes associated with intermittent substernal chest
pain radiating to the back and neck, which improved at rest. She reported no
childhood illnesses, congenital disorders, or connective tissue disorders and
denied family history of inherited disorders, sudden death, or aneurysms.
Patient had a remote history of smoking one pack-year without any alcohol
or drug use.
Physical exam revealed a grade 4/6 diastolic murmur best heard in the right
upper sternal border. She was of average build with no marfanoid
characteristics. Laboratory tests were only significant for a weakly positive
anti-CCP antibody. Connective tissue disease antibody panel, syphilis, TSH,
RA factor, serum complement levels, infectious work-up and inflammatory
markers were negative. EKG showed normal sinus rhythm, holter revealed no
abnormality. CT angiography chest showed 7 cm dilation of the proximal
ascending aorta with the aortic root dilated to 4.9 cm. Patient underwent
Bentall’s procedure which was complicated by hemiplegia due to subdural
hematoma that resolved after one day. Patient also developed a new complete
heart block, complicated by poor epicardial lead capture in the transvenous
pacemaker. This resulted in seizure-like activity, secondary to bradycardia and
asystole which required cardiopulmonary resuscitation. Anti-epileptics were
started and patient underwent permanent pacemaker implantation, following
which she was sent for in-patient rehabilitation.
IMPACT/DISCUSSION: Ascending aortic aneurysm can be clinically silent
or present with classic symptoms like chest or upper back pain, dyspnea or
symptoms related to compression of surrounding nerves or vessels. Diastolic
murmurs are often missed on physical exam when the patient does not present
with cardiac complaints. Though our patient did not appear to have a diagnosis
of connective tissue disorder, given the lack of other significant risk factors, it
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is possible that our patient has an underlying metalloprotease inhibitor abnor-
mality or other undifferentiated connective tissue disease. Genetic testing and
further rheumatologic workup may be helpful for our patient.
CONCLUSION:We aim to highlight the importance of having a high clinical
suspicion for ascending aortic aneurysm even in younger patients without any
known risk factors. Non-specific remote symptoms like intermittent
palpitations should promote further cardiac work-up, especially with easily
available non-invasive modalities like TTE.

AN UNUSUAL PRESENTATION OF CROHN’S DISEASE FOLLOW-
ING BARIATRIC SURGERY
Franklyn Wallace, Mohammed N. Bhuiyan
Internal Medicine, Mayo Clinic Minnesota, Rochester, MN. (Control ID
#3708250)

CASE: This case involved a 55-year-old male who underwent laparoscopic
sleeve gastrectomy for weight loss nine years ago, after which he suffered from
persistent dysphagia, nausea, and post-prandial vomiting. He survived for
nearly a decade on a pureed diet until an episode of acute cholecystitis brought
him back to medical attention. CT with oral contrast revealed recurrence of a
previously repaired hiatal hernia and a stricture of the gastric sleeve with
upstream esophageal dilation. Incidentally, there was also marked inflamma-
tion and narrowing of the distal ileum. This was further investigated via
colonoscopy which revealed ulcerated mucosa in the terminal ileum with an
associated stricture. Biopsies confirmed Crohn’s disease. He later underwent
upper endoscopy, which confirmed the presence of a herniated gastric sleeve
and multiple gastric strictures. He was referred to bariatric surgery, who
converted the sleeve gastrectomy to a Roux-en-Y gastric bypass. Unfortunate-
ly, his post-operative course was complicated by stricture formation at the
gastrojejunal anastomosis requiring stent placement. He is scheduled to return
in approximately 1-2 months for repeated imaging/endoscopy and likely
initiation of Crohn-directed biologic therapy for prevention of recurrent
strictures.
IMPACT/DISCUSSION: Our case highlights the heterogeneity of clinical
presentation in Crohn’s disease. This patient initially sought medical attention
for morbid obesity and did not have the typical cardinal clinical features of
Crohn’s (abdominal pain, diarrhea, fatigue, weight loss). Instead, he developed
a post-operative stricture and was only discovered to have Crohn’s years later,
after abdominal imaging revealed ileal inflammation. He ultimately developed
multiple strictures throughout the GI tract, both in the post-operative (gastric
strictures, gastrojejunal anastomotic stricture) and de novo (ileal stricture)
settings. Significant morbidity would have likely been avoided if a diagnosis
had been made earlier, as this would have influenced providers to reconsider
offering bariatric surgery. Our case adds to a growing body of medical
literature supporting diagnostic imaging and endoscopy in the preoperative
evaluation of patients who wish to undergo weight loss surgery.
CONCLUSION: - Crohn’s disease has a highly variable clinical presentation
which may include obstructive gastrointestinal symptoms due to stricture
formation
- Patients with ileal inflammation and/or recurrent stricture formation should
undergo definitive endoscopy with biopsy for diagnosis of Crohn’s disease
- Evaluation of potential candidates for bariatric surgery should include clinical
assessment for symptoms of Crohn’s disease, and patients may benefit from
routine screening via imaging or endoscopy

AORTIC CHORDAE TENDINEAE: A RARE CAUSE OF AORTIC
VALVE STENOSIS
Cara E. Saxon1; Tessa S. Genders4; Francis Zirille2; Joseph M. Burke3;
Andrew F. Prouse3; Robert Quaife4; Erin M. McGuinn3
1Internal Medicine, University of Colorado, Denver, CO
2Internal Medicine, University of Colorado, Denver, CO
3Cardiology, Denver Health Medical Center, Denver, CO
4Cardiology, University of Colorado Health, Aurora, CO. (Control ID
#3708468)

CASE: An 80-year-old female with hyperlipidemia and type 2 diabetes
presents with progressive exercise intolerance and atypical chest pain for the
last year. She reports occasional non-exertional left-sided chest pressure and
intermittent episodes of light-headedness with exertion. On exam, she is
normotensive and has a systolic murmur heard best at the right upper sternal
border. Transthoracic echocardiogram (TTE) reveals an ejection fraction (EF)
of 75% and a moderately calcified aortic valve with aortic valve area 0.8 cm2

and stroke volume index 29 mL/m2. Transesophageal echocardiogram (TEE)
demonstrates an aortic valve area 0.94 cm2 by planimetry, mean gradient 25
mmHg, and peak velocity 3.6 m/sec, concerning for paradoxical low-flow low-
gradient aortic stenosis (AS). She is referred for consideration of aortic valve
replacement and undergoes cardiac CT which demonstrates a trileaflet aortic
valvewith an aortic valve chordae tendineae tethering the non-coronary cusp to
the left ventricular outflow tract (LVOT), creating non-movement and func-
tional aortic valve stenosis, not seen on previous TTE or TEE. She undergoes
transcatheter aortic valve replacement (TAVR) which is complicated by com-
plete heart block, requiring implantation of a dual chamber pacemaker.
IMPACT/DISCUSSION: Aortic valve chordae tendineae have been de-
scribed as rare remnants of embryological development. Although chordae
tendineae on the ventricular aspect of the aortic valve have been described, this
appears to be the first reported case in which the chord causes significant
tethering of the leaflet to the LVOT, immobilizing the leaflet, and resulting in
functional aortic valve stenosis. Assuming this remnant was present since birth,
it is hypothesized that calcification of the valve over time or changes in LV
morphology led to progressive tethering of the valve leading to the patient’s
symptoms.
Low-flow low-gradient aortic stenosis (LF-LG AS) is a sub-classification of
aortic stenosis where the valve area meets severe AS criteria (<1 cm2) whereas
the mean gradient (<40 mmHg) and peak velocity (<4 m/sec) do not meet
criteria for severe AS. LF-LG AS is sub-classified further as either classical
LF-LG with reduced EF (<50%) or paradoxical LF- LG with preserved EF
(>50%). Dobutamine stress echocardiogram (DSE) can augment the stroke
volume to better assess the true valve parameters in classical LF-LGAS but has
not been well-established in paradoxical LF-LG AS. DSE and aortic valve
calcium scoring can support the presence of severe LF-LG AS, and in this case
would not have changed management due to the unique anatomic variant and
symptom burden that ultimately was felt to benefit from TAVR.
CONCLUSION: -Aortic valve anatomical variants, rarely aortic valve
chordae tendineae, can lead to severe aortic valve stenosis
-LF-LGAS is a diagnostic challenge where valve gradients do not meet severe
AS criteria so consider the utility of DSE and aortic valve calcium scoring to
evaluate the severity of AS.

A PATIENT WITH ASYMPTOMATIC HYPERCALCEMIA AND
NORMAL PTH
Jonathon Leja, David A. Feldstein
Medicine, University of Wisconsin-Madison School of Medicine and Public
Health, Madison, WI. (Control ID #3709325)

CASE: A 54-year-old man presented for an annual physical exam. He was
asymptomatic with a history of HTN and T2DM. Medications included
lisinopril, metformin, glimepiride, and dapagliflozin. Family history was
unknown.
Physical exam: vitals within normal limits, no thyroid nodules or goiter, and no
abdominal tenderness or masses. BMP showed hypercalcemia to 10.6 mg/dL.
On further questioning, he was not taking calcium, vitamin D, or thiazide
diuretics. Past labs revealed intermittent hypercalcemia since 2008, inappro-
priately normal PTH, and normal albumin, vitamin D, and phosphate. A 24-
hour urine collection revealed 164mg/day calcium with a calcium-creatinine
clearance ratio of 0.012. Endocrine was consulted to assist in diagnosis of
possible Familial Hypocalciuric Hypercalcemia (FHH). Repeat 24-hour urine
collection was recommended after ensuring adequate calcium supplementation
which revealed increased urine calcium-creatinine clearance ratio of 0.021
consistent with primary hyperparathyroidism.
IMPACT/DISCUSSION: The most common etiology of hypercalcemia is
primary hyperparathyroidism (PHPT) or hypercalcemia of malignancy,
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making up about 90% of cases. Hypercalcemia of malignancy is often symp-
tomatic presenting with higher calcium levels. PHPT is increasingly diagnosed
during an asymptomatic period when routine labs reveal with mildly elevated
calcium levels. FHH is a rare cause of hypercalcemia accounting for ~2% of
cases.
However, FHHmay bemore prevalent since it is asymptomatic andmay evade
diagnosis. The 24-hour urine calcium collection is critical to distinguish
between PHPT and FHH since both can present with inappropriately normal
PTH levels. A calcium-creatinine clearance ratio >0.02 effectively rules out
FHH, while <0.01 is strongly suggestive of FHH. This key finding is caused a
mutation in the calcium-sensing receptor gene leading to a higher calcium
homeostasis point requiring the kidney to reabsorb calcium at a higher rate.
However, approximately 35%of FHHwill have a calcium-creatinine clearance
ratio between 0.01 and 0.02. Furthermore, inadequate calcium dietary intake
can falsely suppress urine calcium output, leading to inappropriate diagnosis.
Patients should have 1200mg calcium daily for at least 3 days prior to starting
urine collection to ensure accurate results. It is critical to rule out FHH as
unnecessary parathyroidectomy causes significant morbidity in patients with
FHHwhich is an otherwise benign disease. This case reinforces the appropriate
process to confirm the diagnosis of PHPT, including optimizing the 24-hr urine
studies on the first collection as it is an arduous process for a patient to
undertake.
CONCLUSION: -While FHH is rare, it is important to rule it out for patients
who are asymptomatic with inappropriately normal PTH to avoid an unneces-
sary parathyroidectomy. -The 24-hour urine calcium collection can help to
distinguish between PHPT and FHH, however the results can be
uninterpretable if the patient has inadequate daily calcium intake.

A RARE CASE OF ATEZOLIZUMAB INDUCED IGG4-
SERONEGATIVE AUTOIMMUNE PANCREATITIS WITH AN UN-
USUAL PRESENTATION
Hussain Dalal1; Radhika Rachamalla2
1Internal Medicine, Nuvance Health, Lagrangeville, NY
2hematology oncology, Nuvance Health, Lagrangeville, NY. (Control ID
#3715702)

CASE: 58 yr old male with stage IV RCC (clear cell) was on Atezolizumab
and Bevacizumab combination therapy sinceMarch 2020. Ten months into the
treatment, PET scan showed a new focus of FDG uptake within the body of
pancreas, SUV max 4.27. MRI abdomen confirmed a 1.6 cm enhancing
pancreatic body mass. Endoscopic ultrasound showed 19 x15 mm hypoechoic
pancreatic body mass with irregular borders and abutment of splenic vessels.
Biopsy revealedmoderately cellular specimenwith clusters of pancreatic tissue
and mild cytologic atypia consistent with reactive changes, no evidence of
malignancy. CA 19-9 x 2 negative. Amylase and Lipase on two separate
occasions found to be elevated at 135 and 130 respectively. CRP and ESR
were found to be mildly elevated, however, serum IgG1 levels were low and
serum IgG4 levels normal. Three-month follow-up PET scan notable for
uptake near the junction of body and tail of pancreas, SUV 6.45, corresponding
to a 3.5 cm pancreatic body mass with ductile dilation distal to the mass on
MRI abdomen suspicious for neoplasm. Also noted were mildly enlarged
1.2 cm porta hepatis lymph node.
Repeat biopsy, this time with a second opinion from Sloan Kettering, incon-
clusive showing atypical cells but no new evidence of malignancy. Patient was
seen by surgical oncology and underwent laparoscopic distal pancreatectomy
with splenectomy. Pathology is consistent with lymphoid aggregate but no
malignancy and read as Type I autoimmune pancreatitis. The patient was
asymptomatic during the entire workup denying any weight loss, abdominal
pain, early satiety, etc.
IMPACT/DISCUSSION: Pancreatitis is a known side effect of atezolizumab
with a handful of cases reported in the literature. However, in those cases, the
patient presented with symptomatic disease that responded to steroid therapy.
Our case differs in patient presentation and management modality. After
undergoing extensive workup including multiple biopsies, our patient was
found to have seronegative autoimmune pancreatitis. Given IgG4 was within
normal limits, this defied the disease label of “IgG4 autoimmune pancreatitis”.

Steroids were not indicated as the patient remained asymptomatic. Given his
inconclusive biopsies and the worrisome progression on PET scans, pancrea-
tectomy was undertaken to ward of any risk of malignancy. In conclusion, our
case highlights the unusual presentation and pathologic findings of seronega-
tive autoimmune pancreatitis in the setting of atezolizumab necessitating
surgical intervention.
CONCLUSION: 1. Pancreatitis in the setting of Atezolizumab is a well-
known side effect. Patients presenting with pancreatic mass can have broad
differentials, however, in the setting of immunotherapy use, autoimmune
pancreatitis should be kept as a top differential. 2. Clinicians should be aware
of different forms of presentation of pancreatitis, especially with patients on
immunotherapies. Not all patients with pancreatitis will present
symptomatically.

A RARE CASE OF GRANULAR CELL TUMOR OF ESOPHAGUS
Raj Shah1,2; Stuti Patel3; Abhijit Marathe1,2; Richard henriquez2,1; Amar
Mandalia4; Jignesh parikh5
1Internal Medicine, Osceola Regional Medical Center, Kissimmee, FL
2Internal Medicine, Orlando VA Healthcare System, Orlando, FL
3Internal Medicine, Trumbull Regional Medical Center, Warren, OH
4Gastroenterology, Orlando VA Healthcare System, Orlando, FL
5Pathology, Orlando VA Healthcare System, Orlando, FL. (Control ID
#3715468)

CASE: A 68-year-old male with a history of gastroesophageal reflux disease,
erosive esophagitis, ulcerative colitis, and diverticulosis presented to the clinic
with 10 months of intermittent dysphagia to solids and liquids without
odynophagia. Before esophagogastroduodenoscopy (EGD) could be
performed, the patient was lost to follow-up and presented 2 years later with
persistent symptoms. EGD showed a 12mm nodule in the middle third of the
esophagus along with benign esophageal stenosis which was dilated. Endo-
scopic ultrasound (EUS) showed a single hypoechoic oval 8mm x 3mm
intramural lesion originating within the submucosa and was treated with
endoscopic mucosal resection (EMR). Pathology confirmed granular cell
tumor (GCT) as the cells stained positive for S100 and CD56 and negative
for MCK and CD117. A repeat EGD after 9 months was negative for new
growth.
IMPACT/DISCUSSION: GCTs are rare neurogenic tumors, usually
occurring in the skin, tongue, breast, and gastrointestinal (GI) tract. 10% of
these tumors arise from the GI tract, most commonly in the distal two-third of
the esophagus. GCTs account for 1% of all esophageal benign tumors, mostly
prevalent in the 4th to 6th decade of life with slight female predominance. They
are often solitary and benign, however 10% are multifocal lesions while 2% are
malignant.
Most GCTs are asymptomatic and present as a painless mass. Clinical
symptoms include dysphagia, intermittent heartburn, acid reflux, chest pain,
bloating, and loss of appetite. Dysphagia usually correlates to the tumor size,
with size >1 cm more likely to produce symptoms.
On EGD, they appear as raised nodules with smooth surfaces, typically
originating in the submucosa. EUS is used to look for the originating layer
along with tumor invasion and to obtain a tissue sample. On EUS, they appear
as round, hypoechoic, homogeneous lesions with clear borders but cases have
been described where they appear heterogeneous with irregular margins.
EGD with EUS is helpful in suspecting the diagnosis but histopathological
examination is required for confirmation. Histological examination shows a
nest of cells with round nuclei and abundant granular cytoplasm. Positive
markers on immunohistochemical staining are S100, CD56, Neuron specific
enolase (NSE) and nestin.
GCTs can be managed conservatively, endoscopically and surgically. Tumors
< 1 cm can be managed conservatively with periodic endoscopic follow-ups,
provided biopsy shows no signs of malignancy. EMR or endoscopic submu-
cosal dissection (ESD) can be considered in tumors > 1 cm. Surgical manage-
ment is considered for invasive malignant tumors.
CONCLUSION: GCTs are rare and benign neurogenic tumors of esophagus.
Given the rare occurrence but otherwise common symptoms at presentation as
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seen in our patient, GCT should not be missed as a differential in evaluating
patients with dysphagia.

A RARE CASE OF ISOLATED NEUROSARCOIDOSIS
PRESENTING WITH A HEADACHE.
Noor Ul Ain Qureshi1; Mirghani I. Ali1; Umesh Patel2; Rebecca
Mazurkiewicz1
1Internal Medicine, Nuvance Health, Lagrangeville, NY
2Rheumatology, Westchester Medical Center, Valhalla, NY. (Control ID
#3711608)

CASE: A 34-year-old African American female with no past medical history,
who presented to the emergency department with 2 days of acute neck pain
radiating up to the back of her head, associated with severe headache and
occasional night sweats. She exhibited a mild left pronator drift on examination.
Laboratory evaluation was within the normal limit. Head CT revealed a signif-
icant right parietal lobe edema, mass effect and a 12 mm left midline shift.
Contrast-enhanced MRI of the brain showed severe vasogenic edema in the
right hemisphere with a thick rind of dural and leptomeningeal enhancement in
the right convexity which was concerning for possible metastatic disease.
Contrast- enhanced CT of the chest, abdomen, and pelvis revealed non-
specific retroperitoneal, pelvic, bilateral inguinal, and bilateral axillary lymph-
adenopathy. There was no evidence of mediastinal or hilar lymphadenopathy.
Neurosurgery and Oncology were consulted for suspected intracranial malig-
nancy. The patient was started on IV dexamethasone and levetiracetam for
management of vasogenic edema and seizure prophylaxis, respectively. Sub-
sequently patient reported a significant improvement in her symptoms. She
underwent a right frontal craniotomy and stereotactic open biopsy with resec-
tion of the dura and dural-based lesion. Pathological assessment of the sample
revealed a non-necrotizing granulomatous inflammation involving
fibroconnective and glial tissue with no evidence of malignancy. The postop-
erative course was complicated by a new onset left facial droop, left upper
extremity weakness, and numbness.
The patient was discharged to acute rehab on immunosuppressive therapy with
oral prednisone. She made excellent progress with restorative inpatient reha-
bilitation. A follow-up contrast-enhanced MRI of the brain after six weeks
revealed expected postoperative changes with no residual mass effect, and
resolution of midline shift.
IMPACT/DISCUSSION: Sarcoidosis is a multisystem disease of unknown
etiology characterized by non-caseating epithelioid granulomas. It is more
common in African Americans with an incidence of 36 per 100,000 as
compared to 11 per 100,000 in Caucasians. Neurological manifestations in-
clude cranial mononeuropathy, myelopathy, radiculopathy, mononeuritis mul-
tiplex, carpal tunnel, hydrocephalus, and meningitis. It is very rare to have
neurological symptoms without systemic symptoms. Neurosarcoidosis is rare
with only 15% of patients with sarcoidosis developing neurological symptoms.
In most cases, neurologic involvement occurs in the context of systemic
disease. Neurosarcoidosis as an isolated initial presentation is extremely rare.
CONCLUSION: Neurosarcoidosis can present with non-specific neurologi-
cal symptoms in the absence of systemic involvement. A high index of clinical
suspicion in high-risk patients along with a thorough history, physical exam-
ination, imaging and pathological confirmation is needed to make the
diagnosis.

A RARE CASE OF OLECRANON BURSITIS CAUSED BY
BLASTOMYCES IN AN IMMUNOCOMPETENT PATIENT
Jishna Shrestha1,2; Robin Sherchan1,2; Ram Chandra Khatri Chhetri1,2;
Gowthami Koorapati1,2; Maryna Shayuk1,2
1Internal Medicine, Rosalind Franklin University of Medicine and Science
Chicago Medical School, McHenry, IL
2Internal Medicine, Northwestern Medicine McHenry Hospital, McHenry, IL.
(Control ID #3714393)

CASE: A 60 year male with no significant history presented to the clinic with
worsening right elbow pain for 5 weeks. He was painting his house during this

time and denied any overt history of trauma. The pain was localized to the
lateral aspect of the elbow, radiating to the arm, and aggravated by movement.
He had severe tenderness over the right lateral epicondyle with extension and
flexion limited due to pain along with erythema. 1 week prior he had an X-ray
of the elbowwhichwas negative for any abnormality and aspiration of the joint
showing a cell count of 12000 with 67% polymorphonuclear leukocytes
(PMNs). He was thought to have lateral epicondylitis and had completed oral
steroids and anti-inflammatories without relief. Acute septic olecranon bursitis
was suspected and he underwent repeat aspiration, showing an increased cell
count of 257000 with 99% PMNs without evidence of crystals or bacterial
growth. He was hospitalized for right olecranon bursectomy and treated
empirically with ceftriaxone and vancomycin. His swelling improved and
was discharged on oral cefadroxil. Surgical pathology specimen showed florid
acute and chronic synovitis with Grocott methenamine silver (GMS) stain
showing abundant yeast and budding yeast suggestive of Blastomyces species.
He was started on a 6-month course of itraconazole.
IMPACT/DISCUSSION: Blastomycosis is a rare fungal disease caused by
thermally dimorphic fungi Blastomyces species. In the US, it is endemic to the
regions adjacent to the Great Lakes. It is typically acquired by disruption of soil
by anthropogenic activities such as construction, excavation or outdoor activ-
ities, like boating, camping, and hunting. Incubation period is typically 4 to 6
weeks; however, signs and symptoms can develop years after exposure.
Approximately 30%–50%of infections are asymptomatic; pulmonary involve-
ment is most common. Extrapulmonary manifestations include cutaneous and
skeletal disease and less frequently genitourinary or central nervous system
disease. Musculoskeletal manifestations include osteomyelitis or septic arthri-
tis. Olecranon bursitis is usually secondary to trauma, underlying inflammatory
conditions, or infection. Due to poor vascularity, infection is usually transcu-
taneous and secondary to direct inoculation by normal skin flora via mild
trauma. Fungal septic bursitis is rare. The organisms isolated are Candida
species, Penicillium species, Anthopsis deltoidea, Aspergillus terreus, and
Phialophora richardsiae. Blastomyces species have not been isolated to date
in a bursa. In this report, we present a case of an immunocompetent male with
isolated blastomycotic olecranon bursitis.
CONCLUSION: Patients that fail to respond to traditional therapy for possi-
ble inflammatory or infectious processes of bursitis require further investiga-
tion and workup for atypical organisms. Clinicians in endemic areas should
consider blastomycosis in the differential diagnosis of septic bursitis to avoid
delay in diagnosis.

A RARE PRESENTATION OF RENAL CELL CARCINOMA:
PARANEOPLASTIC COUGH
Fiona Clowney1; Meghan Gwinn2; Megan V. Scott2
1Internal Medicine, Henry Ford Health System, Detroit, MI
2Internal Medicine, Henry Ford Hospital, Ferndale, MI. (Control ID
#3707339)

CASE: A 30-year-old woman with a history of hypertension, obesity, and
reactive airway disease presents with a two- month history of persistent cough,
wheeze, and diaphoresis. At that time, chest x-ray and COVID-19 PCR were
negative and pulmonary function tests were within normal limits. Her
symptoms were managed with inhaled corticosteroid/long- acting muscarinic
antagonist, albuterol, guaifenesin, and second-generation antihistamines. How-
ever, she continued to be symptomatic.
Two months after these symptoms arose, she presented to the ED with a six-
hour history of sudden onset right non-radiating flank pain. Her symptoms
were associated with acute onset nausea, vomiting, urinary frequency, urgency,
hesitancy, and burning; negative for hematuria. She was hemodynamically
stable and physical exam was significant for right flank tenderness. Urinalysis
showed proteinuria of 100 mg/dL and gross hematuria. Imaging of the abdo-
men demonstrated an enlarged right kidney with a large mass involving the
cortex with mass effect on the liver. Urology performed a right radical ne-
phrectomy with pathology positive for chromophobe renal cell carcinoma.
Following surgery, the patient’s original symptoms of cough, wheezing, and
diaphoresis resolved.
IMPACT/DISCUSSION: The typical symptomatic presentation of renal
carcinoma with flank pain, abdominal mass, hematuria, and weight loss occurs
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in roughly 9% of cases and is indicative of advanced disease. Renal cell
carcinoma is most commonly found incidentally on imaging studies, leading
to improved outcomes due to early recognition. Young patients, however, are
more likely to present symptomatically. Our patients’ initial presentation of
cough could be due to two different mechanisms. One possibility is chronic
irritation of the diaphragm due to mass effect from the growing tumor. This
mechanism is possible in our case as there was minor mass effect on the liver
which could then disturb the diaphragm. A more likely mechanism is a
paraneoplastic process. This has been demonstrated in prior cases with a
chronic unremitting cough associated with diaphoresis, not improved with
anti-tussives, and resolves upon removal of the mass. The cough has been
shown to return with metastases. The proposed mechanism is tumor secretion
of prostaglandins which enhance the cough reflex. Our case displays an
uncommon symptomatic presentation of renal cell carcinoma in a young
woman due to paraneoplastic cough stimulation. This demonstrates the impor-
tance of digging deeper when common symptoms such as cough are not
successfully resolved with typical treatments.
CONCLUSION: Most commonly renal cancer is diagnosed on incidental
imaging allowing clinicians to make a diagnosis before symptoms arise. An
unremitting coughmay be an early warning sign of renal cell carcinoma before
urinary symptoms begin, making early diagnosis more likely. Due to this,
seemingly minor symptoms such as cough should be followed through to
diagnosis as they can have significant consequences.

AS SEEN ON TV: A CAUTIONARY TALE OF VITAMIN D SUPPLE-
MENTATION FOR COVID-19 PREVENTION
Priyanka Solanki, Amy S. Labar, Tanya Nikiforova
Department of Medicine, UPMC, Pittsburgh, PA. (Control ID #3715885)

CASE: An 80-year-old woman with untreated osteoporosis and suspected
primary hyperparathyroidism presents to establish care. Review of systems
and physical examination are normal. She has mild hypercalcemia (11.2), and
normal albumin and phosphorous. Parathyroid hormone (PTH) is elevated
(71). Bone density testing demonstrates osteoporosis at the hip and spine (T-
score -2.9 and -3.0). She reports self-medicating with 12,000 IU of vitamin D
daily to prevent COVID-19 infection, which she learned about from a popular
news source; she is unvaccinated for COVID-19. Her vitamin D 25-OH level is
172 (normal 30-100). The patient was instructed to stop vitamin D
supplementation.
Additional work up for hyperparathyroidism was initiated, including 24-hour
urine collection for calcium, and she was referred for a parathyroidectomy.
IMPACT/DISCUSSION: Adequate vitamin D supplementation has been
postulated to reduce the risk and severity of the COVID-19 infection through
its immunomodulatory effects that augment the immune cell response, de-
crease inflammation, and prevent RAAS system dysregulation, which is asso-
ciated with more severe coronavirus infection. However, trials and meta-
analyses have yielded inconclusive data, with most reporting no associations
between adequate or high-dose vitamin D supplementation and COVID-19
morbidity and mortality. Nonetheless, popular news sources and social media
have called for high-dose vitamin D supplementation, which can result in
hypervitaminosis D through patient self-medication.
Both hypervitaminosis D and primary hyperparathyroidism present with signs
and symptoms of hypercalcemia, including nephrolithiasis, osteoporosis, bone
pain, weakness, and neuropsychiatric changes. Hypervitaminosis D is caused
by ingestion of too much exogenous vitamin D (normally more than 10,000
IU/day), dysregulation of the vitamin D pathway, or overproduction of vitamin
D. Primary hyperparathyroidism is caused by parathyroid adenomas, hyper-
plasia, and carcinomas. Distinguishing between the two conditions involves a
thorough history and physical, laboratory measurements, and occasionally
imaging. Hypervitaminosis D patients have suppressed PTH levels, serum
25(OH)D > 150ng/mL, and hyperphosphatemia while primary hyperparathy-
roidism patients have normal/elevated PTH levels, low/normal 25(OH)D
levels, and hypophosphatemia. Primary hyperparathyroidism is the most com-
mon cause of hypercalcemia, but this case highlights the importance of
screening for and identifying other etiologies of hypercalcemia. This patient’s
vitamin D toxicity can be treated by stopping vitamin D supplementation. Her

primary hyperparathyroidism meets criteria for a parathyroidectomy due to the
presence of osteoporosis.
CONCLUSION: 1. High dose vitamin D supplementation is ineffective as
prophylaxis against the COVID-19 infection. 2. Hypercalcemia secondary to
vitamin D toxicity is distinguished from primary hyperparathyroidism by PTH,
25(OH)D, and phosphorus levels.

ASSESSING FOR FOOD INSECURITY DURING OUTPATIENT
VISITS
Joya Ahmad, Mariana Markell
College of Medicine, SUNYDownstate Health Sciences University College of
Medicine, New York, NY. (Control ID #3715655)

CASE: A 53-year-old woman with no significant past medical history
presented to a student-run free clinic for evaluation of shoulder pain that had
been ongoing for the past 8 months. The patient had been treated for the same
complaint at the clinic several months prior and had returned because her pain
had worsened. The patient was unemployed at the time of her visit and
mentioned that she had lost weight unintentionally. The patient was seen by
a Patient Education team for routine discussion about diet, exercise, and
general wellness. She stated that she was a vegetarian and described her meals
as primarily consisting of vegetables, beans, and nuts. She also mentioned that
she fasted multiple times a month, describing it as “detoxing,” but alluding to
financial reasons for her dietary choices.
Additionally, the patient endorsed struggling with her mental health and
expressed that she was stressed and felt overwhelmed. The team proceeded
to ask more direct questions about food insecurity, at which point the patient
disclosed that she did struggle to afford her meals. The team engaged with
further discussion about resources both within and outside of the clinic, and the
visit concludedwith the patient being referred to the clinic’s Patient Navigation
team as well as being provided with a comprehensive list of resources for
adults experiencing food insecurity which the patient had been previously
unaware of.
IMPACT/DISCUSSION: This case illustrates the importance of screening
for food insecurity during outpatient visits. According to the USDA Economic
Research Service, food insecurity affected approximately 38.3 million people
in the United States during 2020. Health outcomes studies have shown food
insecurity is associated with increased rates of mental health problems and poor
outcomes on health exams in non-senior adults, but only a minority of
healthcare professionals regularly screen for food insecurity in their patients,
which can lead to missed opportunities to connect patients with resources or
even missed diagnoses. Without the assessment for food insecurity, her dietary
restriction could have been mistaken for an eating disorder. In the case of this
patient, her food insecurity was likely contributing to her stress, and without
the knowledge of her financial challenges, a referral to mental health resources
alone would not have helped alleviate the problem. Learning to incorporate
questions about food insecurity into the social history is an crucial aspect of
integrating social determinants into medical education.
CONCLUSION: When taking a social history, screening for food insecurity
should be incorporated into the dietary history.
Medical trainees should prioritize creating a nonjudgmental and open environ-
ment within the visit to allow space for sensitive discussions such as food
insecurity or financial challenges.
Medical trainees should be comfortable compiling and providing resources
about how to access assistance with food on a short and long-term basis to their
patients.

ASYMPTOMATIC GIANT PERICARDIAL CYST- A RARE
ANOMALY
Vatsal Khanna, Jacob Gorney, Bernadette Schmidt, Trishya Reddy, Zain
Kulairi
Internal Medicine, Wayne State University School of Medicine, Detroit, MI.
(Control ID #3690693)
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CASE: We report a case of a 51-year-old male with a past medical history of
hypothyroidism, hyperlipidemia, who presented to our clinic for follow-up of
recently diagnosed kidney stones. The patient denied any acute complaints.
Physical examination revealed no abnormalities. Clinical laboratory results were
unremarkable. CT of abdomen and pelvis without contrast was done outpatient,
which revealed bilateral non obstructing renal calculi and a 9 cm cyst within the
right pericardiophrenic fat pad suggestive of a pericardial cyst. The patient was
advised to undergo CT chest with contrast which redemonstrated the cyst
measuring 4.4 x 8.9 x 7.2 cm abutting the right heart border and extending into
the anterosuperior mediastinum, with no suspicious enhancing elements . We
referred the patient to a cardiothoracic surgeon for further evaluation. Since the
patient was asymptomatic at presentation, surgical interventionwas deferred, and
he was advised to follow up with a repeat CT scan in six months.
IMPACT/DISCUSSION: Pericardial cysts represent around 6-7% of all
mediastinal masses. They result from a failure of fusion of mesenchymal
lacunae that form the pericardial sac. They are most commonly located at the
cardiophrenic angle (right > left) and rarely in the superior mediastinum. They
are usually benign and occur in the third or fourth decade of life with equal
incidence in males and females. On histopathological examination, the cyst
wall is composed of fibrous tissue lined by mesothelium. The majority of the
cysts are asymptomatic (50-75%) and are found incidentally during routine
chest X-Ray or echocardiography. Symptoms occur due to the compression of
adjacent structures by the cyst. Common symptoms include atypical chest pain,
shortness of breath, or persistent cough.
Life-threatening complications include sudden cardiac death, cardiac tamponade,
or obstruction of the right main bronchus. Contrast-enhanced CT of the chest or
MRI is the gold standard for diagnosis. On CT scan, the cyst appears as a thin-
walled sharply demarcated oval homogenousmass, which does not enhancewith
intravenous contrast. Treatment is usually reserved for symptomatic individuals.
The most common approach is cyst resection with either a video- assisted
thoracoscopic surgery or thoracotomy. Nonoperative options include
ultrasonographic-guided percutaneous aspiration for selected high-risk patients.
Serial imaging is indicated in asymptomatic patients to monitor progression,
although the frequency of follow-up imaging has not been established yet.
CONCLUSION: Pericardial cysts are rare benign congenital mediastinal
masses that result from an aberration in the formation of coelomic cavities.
The majority of cysts are asymptomatic but can present with atypical chest
pain, dyspnea, or persistent cough.
Diagnosis is made by contrast-enhanced CT scan. Asymptomatic patients can
be monitored with serial imaging, whereas symptomatic individuals require
surgical intervention.

BROADENING THE APPROACH TO PERSISTENT WRIST PAIN
Priyanka Athavale, Jessica Ristau, Asha Choudhury
Medicine, University of California San Francisco, San Francisco, CA. (Control
ID #3715276)

CASE: The patient is a 47-year-old woman with a history of hyperlipidemia,
asthma, and psoriatic arthritis (on adalimumab) who presented to clinic with 4
weeks of "sawing" left dorsoradial wrist pain, associated with tingling in the
fingers and significant finger, hand and wrist weakness. Exam was notable for
full strength and range of motion bilaterally. Tinel’s and Phalen’s sign were
positive for mild tingling radiating to left hand fingers and wrist, and
Finkelstein test was positive with significant pain on pinch grasp. An ultra-
sound was sent to evaluate for de Quervain’s tenosynovitis; radiographic
imaging was deferred by the patient. Ultrasound did not show evidence of de
Quervain's tenosynovitis or radial nerve injury. There was significant delay
between the initial visit and imaging, and ultimately the patient was referred to
an Orthopedic Hand specialist. Magnetic resonance imaging (MRI) of the wrist
was ordered, which showed abnormal signal throughout the lunate sparing the
radial aspect, consistent with early osteonecrosis.
Follow up radiographs demonstrated lunate sclerosis consistent with
osteonecrosis. The patient was diagnosed with Kienbock’s disease.
IMPACT/DISCUSSION:Unilateral wrist pain in the primary care setting has a
wide differential including mechanical causes (e.g. De Quervain’s tenosynovitis,
fracture, joint instability, neoplasm, or avascular necrosis of the scaphoid

(Kienböck’s disease) or lunate (Preisers' disease)), neurologic causes (e.g. nerve
injury or compression) or systemic causes. While detailed history/exam can help
narrow down the diagnosis, radiographs are often necessary to make a definitive
diagnosis. Computed tomography (CT) is used to evaluate osseous lesions,
whereas MRI is used to evaluate soft tissues of the wrist, and ultrasound can
show tendonitis, arthritis, or nerve entrapment. Early referral to a hand surgeon is
indicated when pain persists despite splinting for bony fractures, recurrent
lesions, or avascular necrosis of the scaphoid or lunate. This case underscored
Kienbock disease which is a rare but urgent etiology of wrist pain due to lunate
osteonecrosis and can require immediate casting or surgical decompression.
A key aspect to the case was the 1 month delay from first visit to initial
ultrasound, 1 month delay to specialist evaluation and 1 month delay until
final diagnostic MRI, primarily due to the impact of the COVID epidemic on
the health care system. As the epidemic ebbs and flows with new variants, we
can expect further delays in care, making the initial clinical evaluation even
more critical to reduce unneeded imaging.
CONCLUSION: -When evaluating wrist pain, if exam and first line images are
inconclusive and pain persists, it is key to expedite workup with advanced
imaging (MRI or CT) and refer to a specialist. In the primary care setting, it is
critical to set realistic expectations with our patients regarding timeline of
imaging and workup to maintain the therapeutic alliance and continue to build
trust

CHIARI TYPE 1 MALFORMATION PRESENTING AS CHRONIC
COUGH IN A MIDDLE-AGED FEMALE
Simran Bhatti1; Kunj Patel1; Katherine Joyce2; Ahmed Alkhawaga1; Jasmine
Omar1
1Internal Medicine, Henry Ford Hospital, Detroit, MI
2Departments of Emergency & Internal Medicine, Henry Ford Health System,
Grosse Pointe Park, MI. (Control ID #3716077)

CASE: 39 year-old non-smoking female with history of iron deficiency anemia
presented to clinic with chronic cough of 5 years duration, occurring daily with
no identifiable exacerbating factors. She tried Flonase, Claritin, and omeprazole
without improvement. Methacholine challenge testing, PFTs, and CT chest were
unremarkable. A trial of inhalers did not bring about any symptomatic relief.
Allergy testing, esophagram, pH monitoring, and laryngoscopy were all unre-
markable. Patient began to experience syncopal episodes during her coughing
spells. Echocardiogram and holter monitor showed no abnormalities. Patient was
then evaluated by neurology, who found unremarkable EEG and CT head. MRI
brain revealed a significant Chiari 1 malformation. She was referred to neuro-
surgery and underwent Chiari decompression with patch duraplasty with subse-
quent resolution of her cough and syncopal spells.
IMPACT/DISCUSSION: Chronic cough (longer than eight weeks) is a
common complaint in outpatient medicine. In adults with normal lung phys-
iology, upper airway cough syndrome, asthma and gastroesophageal reflux are
responsible for 90% of cases. A trial of empiric treatment should be attempted
but if there is no resolution of symptoms, less common causes should be
explored. This patient’s concurrent syncope prompted assessment of cardio-
genic and neurogenic etiologies. Chiari malformations are anatomic anomalies
of the craniocervical junction with downward displacement of the cerebellar
structures. They are largely classified into four groups. Chiari type 1 malfor-
mation (CM1) is the most common and is defined by abnormally shaped
cerebellar tonsils displaced below the level of the foramen magnum. This
patient’s age at presentation is atypical, as most occur at approximately 18
years. The most common symptom is headache due to meningeal irritation
exacerbated by cough and other valsalva maneuvers.
Brainstem compression may also cause hoarseness, vocal cord paralysis,
recurrent aspiration. Less common manifestations include syncope, weakness
and hiccups. Diagnosis is best made by MRI. Treatment for symptomatic
patients is ideally through decompression surgery.
CONCLUSION:Chronic cough is most often related to pathologies related to
GERD, asthma or upper airway cough syndrome. However, there are signif-
icant and correctable more rare pathologies that the clinician should consider.
Chiari malformations should be considered in patients with unexplained
chronic cough who may have concurrent headache, aspiration or hoarseness.
Less common symptoms include syncope.
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After diagnosis via MRI, correction of Chiari malformation can be performed
via decompression surgery.

CO L L A B O R A T I O N I S K E Y : B U P R E N O R P H I N E
MICROINDUCTION WITH MODERATE DOSE METHADONE IN
A WORLD FRAUGHT WITH FENTANYL
Elizabeth "Betty" Kolod1,2; Jeremy Sherman3; Farah Riazi1; Yonina Mar3
1Internal Medicine, Icahn School of Medicine at Mount Sinai, New York, NY
2Environmental Medicine and Public Health, Icahn School of Medicine at
Mount Sinai, New York, NY
3Psychiatry, Icahn School of Medicine at Mount Sinai, New York, NY.
(Control ID #3691310)

CASE:B is a 27-year-old womanwith generalized anxiety disorder and opioid
use disorder (OUD), now on 24 mg of transmucosal buprenorphine daily.
Three years prior to presentation, she started using non-prescribed oxycodone
(peak of 400mg daily) and intranasal heroin when oxycodonewas unavailable.
Two years prior to presentation, she initiated methadone at an opioid treatment
program (OTP) with the goal of heroin and oxycodone abstinence, stabilizing
on 97 mg of methadone daily. However, her OTP did not accept her insurance
and dosing conflicted with her work schedule, so she titrated off of methadone
to start buprenorphine with her primary care physician (PCP).
Use of heroin containing fentanyl and precipitated withdrawal complicated early
attempts at buprenorphine induction. She decided with her PCP and OTP to
initiate a short course of methadone to facilitate buprenorphine microinduction.
Relatively rapid buprenorphine microinduction was unsuccessful due to un-
managed opioid cravings resulting in fentanyl use, and precipitated withdraw-
al. An alliance was formed with B’s sister to address environmental use
triggers, and methadone dose was increased to 85 mg during periods when
her cravings were strongest. She successfully completed buprenorphine
microinduction on 80 mg of methadone daily, discontinuing methadone on
reaching 12 mg of buprenorphine.
IMPACT/DISCUSSION: Over 100,000 people in the US died from drug
overdose from April 2020 to April 2021, largely due to fentanyl in the drug
supply. Evidence strongly supports treating OUD with methadone or
buprenorphine. Traditional buprenorphine induction requires moderate with-
drawal because buprenorphine, a high-affinity partial μ- opioid agonist,
displaces full agonists (e.g., heroin, methadone), precipitating severe with-
drawal. Induction has been complicated by fentanyl, which may elicit more
precipitated withdrawal. Complicated inductions are associated with worse
long-term treatment outcomes and greater risk of relapse. Various novel
microinduction protocols maintain a low-dose full agonist while
buprenorphine is gradually introduced over 3–8 days or longer, and can
overcome the challenges of precipitated withdrawal with fentanyl exposure.
This case illustrates collaborative, primary care-based induction with a higher
than usual dose of methadone to address cravings and withdrawal symptoms
prior to microinduction, and a rationale for a slower uptitration of
buprenorphine, supported by neuropharmacologic evidence.
CONCLUSION: - Microinduction of buprenorphine with moderate dose
methadone may help to facilitate controlled, successful induction, and decrease
destabilization and relapse, particularly for patients with unsuccessful
buprenorphine induction attempts
- The complex interplay of environmental triggers and unique opioid responses
highlight the importance of an individualized approach to buprenorphine
induction, with close collaboration between the patient, social supports, and
methadone and buprenorphine providers

COMPLICATED COMMUNICATIONS DURING THE PANDEMIC
Manisha Bhide
Gen Int Medicine, University of Colorado, Aurora, CO. (Control ID
#3701867)

CASE: The Pandemic has been one of the greatest challenges in health care.
Communication is the most vital part of the patient visit. The pandemic
hindered the doctor-patient communiciation in unimaginable ways. Besides

using Televisits with its new set of challenges, I present these clinic visits with
complicated communication.
Case 1- Deaf mute patient
45 year male deaf mute with chronic kidney disease stage 3a with hypertension
and med "non compliance." The interpreter used Americal sign language along
with lip reading. Lip reading is hindered by the standard mask. This interpreter
used a special type of lip tranparent mask. We discovered that the patient was
confused regarding the BP medications attributing to his non compliance.
Repeat BP check at 1 and 3 months was at goal after he understood the
instructions.
Other patients also found the lip transparent mask to be useful when they had
hearing deficit or English accent problem and relied on lip reading for
communication.
Case 2- Grieving
42 year old Spanish only speaking lady just lost her husband to COVID. She
herself was recovering from COVID and was grieving. Computer based
interpreter was used along with social distancing and shield and mask. This
made comforting the patient challenging. Case 3- Computer based interpreters
A 28 year female patient speaking only Amharric had breast pain. I used
computer based interpreter with audio only option and kept the video off,
especially during the physical examination. 89 year Vietnamese only speaking
male had multi organ failure. I had to use the computer based interpreter to
explain the situation to him and family and offer them hospice. Hospice
concept was totally new to them. They were committed to caring for him at
home and felt that hospice was an intrusion that God did not want and was not
culturally acceptable. Today they are happy with home hospice care. Case 4-
Intellectually challenged patients- Cerebral palsy 40 year aphasic male with
cerebral palsy came with his host caregiver. Patient had open sores on his neck
that he had been scratching. He was cooperative but was pulling at his mask
and was unable to understand my simple instructions through my mask and
shield.
IMPACT/DISCUSSION: Clear communication is a key to a good clinic visit
and patient and provider satisfaction. Low English proficiency (LEP) is a road
block that we try to overcome by using interpreters. This vignette is an
excellent demonstration of challenges to communication that we encountered
during the pandemic. Publication here will give an opportunity to identify with
our struggles, exchange ideas and help our trainees.
CONCLUSION: Wearing mask and social distancing saved countless lives
during the COVID pandemic.It presented unprecendented challenges to
doctor-patient communication. It is important to anticipate, understand and
educate our learners about these challenges and continue to provide culturally
competant care.

DIAGNOSIS CRITICAL: THE IMPORTANCE OF THE HIV TEST-
ING ALGORITHM
Micah Secor, Aliza Norwood
Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX. (Control ID #3706704)

CASE: A 38 year old asymptomatic woman presented to an outpatient HIV
clinic on 6/17/21 to initiate antiretroviral therapy after she was diagnosed with
HIV due to a positive HIV-1/2 Antigen/Antibody Immunoassay (HIV-1/2 Ag/
Ab) at an outside clinic. HIV risk factors included sharing needles for intrave-
nous drug use and condomless sex with multiple partners. Her last potential
HIV exposure was one month prior to HIV testing. She took no medications.
Past medical history was significant for a history of cervical dysplasia status
post cone biopsy and excision.
At the 6/17 visit, baseline HIV labs were collected including CBC, CMP, HIV
viral load (VL) and CD4 count. All labs returned within normal limits and VL
was undetectable. Review of labs from 5/7 uncovered that the positive HIV-1/2
Ag/Ab screening assay was not confirmed. A new blood sample was collected
on 7/9/21 and sent for HIV-1/2 Antigen/Antibody Immunoassay with reflex
confirmatory HIV-1/HIV-2 Antibody Differentiation Assay (HIV-1/2 Differ-
entiation Assay) and a repeat VL. The HIV-1/2 Antigen/Antibody Assay
returned positive but reflex HIV 1/2 Differentiation Assay was negative and
VL was again undetectable, consistent with a false positive HIV screening test.
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Prior medical records obtained later showed a reactive HIV-1/2 Ag/Ab in
2011 at an obstetrics visit in Mississippi. This resulted in temporary HIV
treatment, which was discontinued after further testing revealed an unreactive
HIV-2 Ab, undetectable VL and a negative Western blot (WB), results con-
sistent with a false positive HIV screening test.
IMPACT/DISCUSSION: The CDC recommends routine HIV screening for
all adults aged 13-64 and at least annual repeat screening for those at high risk.
Primary care physicians are often the first to receive HIV screening results. A
recent global systematic review found that suboptimal testing strategies were
the most common factor in studies reporting HIV misdiagnoses. Following the
CDC HIV testing algorithm can prevent misdiagnoses.
HIV-1/2 Ag/Ab assays in the U.S. are generally >99% sensitive and specific
but must still be confirmed. If positive, the test should reflex to a HIV-1/2
Differentiation Assay with the same blood sample. If that test is positive, HIV
is confirmed; if it is indeterminate or negative, VL should obtained. If VL is
negative, themost likely diagnosis is a false positive HIV screening test, as was
the case with this patient who had a history of repeat false positive HIV
screening tests. In rare cases, “elite controllers” living with HIV may have an
undetectable VL, but their HIV Ab testing should be positive. False-positive
HIV Ag/Ab results may be due to autoimmune or inflammatory diseases and
should be considered for patients with false positive results.
CONCLUSION: HIV-1/2 Ag/Ab are highly sensitive and specific for HIV
but positive results must be followed up with confirmatory testing with an
HIV-1/HIV-2 Antibody Differentiation Assay.

DIALOGUE AND IUDS FOR ENDOMETRIAL CANCER, PLEASE!
LESSONS LEARNED FROM A PRE- TRANSPLANT EVALUATION
Rebecca H. Lawrence1; Irene Rahman2
1Internal Medicine, Icahn School of Medicine at Mount Sinai Department of
Medicine, New York, NY
2General Internal Medicine, Mount Sinai Hospital, Jersey City, NJ. (Control
ID #3692874)

CASE: A 57-year-old female with a history of decompensated NASH cirrho-
sis and obesity was admitted to the hospital for worsening renal function. She
was found to be a candidate for a liver and kidney transplant (LKT). On a
thorough review of systems during the pre-transplant evaluation, she reported a
4-year history of postmenopausal bleeding (PMB). She knew that the PMB
bleeding was not normal, but she did not think that it warranted promptmedical
attention. Work-up of the PMB revealed biopsy proven grade 1 endometrial
carcinoma (EC). Interdisciplinary meetings were held between the transplant
and gynecology teams. One option was to pursue a total hysterectomy to cure
the EC prior to the LKT. This was not pursued as she carried a high
perioperative mortality risk (which was expected to improve post-LKT). A
second option was to perform a histologic dilation and curettage (D&C)
followed by insertion of a progesterone intrauterine device (IUD) and oral
progesterone supplementation. This could treat, or at least temporize, the EC
while she completed the LKT and started immunosuppression therapy. How-
ever, given her cirrhosis-related coagulopathy, the D&C procedure carried a
significant bleeding risk. Treatment of her ECwas deferred until after the LKT.
IMPACT/DISCUSSION: Many of the risk factors for EC reflect increased
estrogen exposure, like late menopause, nulliparity, and obesity. Some data
suggests that NAFLD compared to obesity alone carries an increased risk for
EC and other cancers. The American Cancer Society advises that patients at
medium or increased risk be counseled about EC symptoms at the time of
menopause so that they can alert their physician of the earliest signs. As
illustrated in this case, even when realizing that PMB is abnormal, the signif-
icance of PMB may escape women. Patient normalization of PMB and poor
health literacy have been associated with delayed diagnosis of EC. Research
has called for enhanced patient education though few studies have investigated
such interventions. Surgical resection remains the standard of care for EC.
However, recent research has shown successful treatment of early-grade EC
using a progesterone IUD. While the IUD was not placed in this patient, her
case highlights how a progesterone IUD may be a “bridge” to surgical
resection when time is needed to pursue other medical interventions.

CONCLUSION: First, primary care providers should discuss EC symptoms
with at-risk female patients at menopause. Patients with poor health literacy
may need further counseling. Second, more research is needed on the barriers
to patient reporting of signs of EC and effective strategies for patient education
on EC. Finally, primary care providers can consider an IUD to treat or
temporize early-grade EC in a patient who is unable to pursue a hysterectomy
at the time of diagnosis. Interdisciplinary discussions with a gynecologist
should further explore this plan.

DIFFERENTIAL DIAGNOSIS OF EAR PAIN AND SWELLING IN
AN ELDERLYWOMAN
Lady Njemeh N. Danso1; Doreen Mensah2
1Internal Medicine, Icahn School of Medicine at Mount Sinai, New York, NY
2Internal Medicine, Icahn School of Medicine at Mount Sinai, NewYork, NY.
(Control ID #3715246)

CASE: A 79 y.o. female with a PMH of HTN, dyslipidemia, pre-diabetes,
asthma, fibromyalgia, osteoporosis, presented to the clinic with 2 days history
of left ear pain extending to the lower jaw and neck, rated 10/10. Symptoms
associated with swelling, subjective fever, and chills. Denies trauma, ear
discharge, itching, or hearing loss. Physical exams were remarkable for severe
tenderness on mild traction of the pinna, extensive swelling, and erythema of
the peri-auricular area extending to the lower jawwith difficulty visualizing the
auditory canal. The patient was immediately referred to the hospital due to the
severity of her symptoms and high index of suspicion for malignant otitis
externa. She was hospitalized with an urgent ENT consultation. Initial vital
signs were negative for fever and lab showed no leucocytosis. CT head showed
a polypoid lesion in the nasal cavity and soft tissue swelling. Despite the
severity of her symptoms, the patient did not meet the diagnostic criteria for
malignant otitis externa and other diagnosis such as cellulitis of the external ear
was considered. She was treated with Piperacillin Tazobactam for 2 days with
improvement of her symptoms and was discharged on cefalexin for an extra
8 days and ciprofloxacin ear drop. An ear wick was also placed. She was
scheduled for a close ENT follow-up due to concerns for potential infectious
complications and further investigation of the polyploid lesion found in the
nasal cavity.
IMPACT/DISCUSSION: The differential diagnosis of Ear pain and swelling
is broad, and it can be the only presenting symptom of a serious underlying
condition such as malignant otitis externa, other infectious causes or cancer in
older patients; therefore, its etiology should be fully explored. Unfortunately,
its workup is complex, and no simple algorithm exists. Early recognition,
especially those of infectious etiology is necessary to avoid severe
complications such as brain abscess, osteomyelitis, and cranial nerve involve-
ment. If there is a high index of suspicion of a serious but uncertain etiology, as
in the case of my patient, early referral and specialty consultation are reason-
able options and should not be delayed.
CONCLUSION: - The differential diagnosis of ear pain and swelling in the
elderly, especially those with co-morbid conditions is broad and can include
infectious and non-infectious causes. Therefore, it is essential for clinicians to
fully explore its etiology.
- Early diagnosis and treatment are warranted, especially those of infectious
causes, to avoid severe complications.

DISCOVERY OF A GERMLINE P53 MUTATION IN A PATIENT
NOTMEETINGDIAGNOSTICCRITERIAFORLIFRAUMENI SYN-
DROME: A CANCER SURVEILLANCE CONUNDRUM
Angela Lee, Cary Blum
Internal Medicine, Icahn School of Medicine at Mount Sinai Department of
Medicine, New York, NY. (Control ID #3715967)

CASE: 64-year-old female with history of ductal carcinoma in situ (DCIS)
treated with lumpectomy and radiotherapy and left partial nephrectomy for
Stage I renal cell cancer (RCC) presented to our primary care clinic. During this
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initial visit, she specifically expressed interest in additional genetic testing,
given her oncologic history and previously negative BRCA testing.
Family history significant for cancer in multiple relatives. Her father had rectal
and prostate cancer, eventually passing away from multiple myeloma in his
mid-80s. Her paternal grandmother suffered from an unspecified eye cancer at
80 years old, and her paternal grandfather was diagnosed with an unknown
hematologic malignancy. On the maternal side of her family, both her mother
and great aunt were diagnosed with breast cancer during their 50s, with her
grandmother suffering from colon cancer and lymphoma.
Genetic testing revealed TP53 point mutation (c.1000G>C (p. Gly334Arg))
suggestive of Li-Fraumeni syndrome (LFS), with subsequent skin biopsy
showing this same mutation, confirming it as a germline mutation. She has
now established care with genetic specialists, opting for aggressive cancer
surveillance.
IMPACT/DISCUSSION: LFS is an inherited autosomal dominant genetic
disorder associated with predisposition to certain cancers. Most cases reveal
mutations in the TP53 tumor suppressor gene, but the diagnostic criteria is
based on personal and family history of cancer.
Breast cancer diagnosed before the age of 50 years is commonly seen in Li-
Fraumeni, along with sarcomas, leukemias and adrenocortical cancers. RCC is
not traditionally associated with LFS, and both her DCIS and RCC were
diagnosed at 54 and 63 years, respectively. While her family history is
significant for multiple types of cancers, most were diagnosed at older ages.
Our patient matches genetic but not clinical diagnostic features of LFS;
therefore, traditional guidelines for LFS cancer surveillance do not apply,
requiring a multi-disciplinary approach emphasizing shared decision-making.
CONCLUSION: Primary care physicians have the first opportunity to counsel
patients about the uncertainties associated with genetic testing, avoiding costly
surveillance with uncertain benefits.
The mutation associated with Li-Fraumeni syndrome may have broader clin-
ical manifestations than classical diagnostic criteria suggest.
The management of patients with p53 mutations not meeting criteria for LFS
remains uncertain, requiring multi- disciplinary approach and shared decision
making.

DO NOT RASHLY DISMISS A CASE OF SECONDARY SYPHILIS
WITHOUT RASH
Shyam Sundaresh
Department of Medicine, Mount Sinai Health System, New York, NY. (Con-
trol ID #3708847)

CASE: A 30 year old cis-gendered man presented to clinic for evaluation of
one month of persistently sore throat and subjective fevers. He had had
condomless receptive and penetrative oral and anal intercourse with several
men over the last year. He denied rash or penile lesion, and he had no history of
STI. He had no TB risk factors or exposures. His vital signs were normal and
afebrile. He looked well with normal pharynx. He had mildly tender diffuse
lymphadenopathy with palpable nodes up to 4cm, including anterior and
posterior cervical, axillary, and inguinal. There were no penile, oral, or anal
lesions. A full body skin examination showed no skin or mucosal rash. There
was no alopecia or hepatosplenomegaly. RPR was 1:32 with positive TPA
with no prior syphilis serologies. CMV IgG was 5.60. The rest of his studies
were negative including CMP, CBC with differential, LDH, triple site STI
testing, throat culture, and viral studies including HIV and hepatitis. He was
given three doses of intramuscular benzatheine penicillin 2.4 MU each one
week apart. His sore throat and lymphadenopathy promptly resolved, and his
RPR demonstrated a four-fold reduction, while his CMV IgG was unchanged.
IMPACT/DISCUSSION: This case of prolonged pharyngitis with diffuse
lymphadenopathy in a patient with high sexual risk with 1:32 RPR illustrates
an example of secondary syphilis without rash. While rash is classically taught
to be characteristic of secondary syphilis, its presence is variable, reportedly
ranging from 80-100%. The rash when present usually appears between 2-
8 weeks after infection andmay be either too subtle for a patient to notice or too
transient to persist upon clinical examination. It is likely that many cases of
secondary syphilis without apparent rash did have one at some point that was
not noticed by the patient. With the rising prevalence of syphilis the number of

cases of secondary syphilis without rash is likely to increase, making it
important to recognize this entity. Another examination finding that can help
distinguish the stage of syphilis is diffuse lymphadenopathy, present in 60-
80% of cases.
Treatment for secondary syphilis is one dose of intramuscular benzathine
penicillin 2.4 MU, but this patient was treated presumptively for syphilis of
unknown duration since his presentation could have also been explained by
infectious mononucleosis. It was only later until a repeat CMV IgG serology
demonstrated stability over time that the possibility of acute CMV infection
was disproven.
CONCLUSION: 1. The absence of rash should not exclude secondary syph-
ilis, and other examination findings like lymphadenopathy may be useful. 2. In
patients with suspected syphilis by serology, if it not entirely clear if the
infection is active, then consider treating presumptively for latent syphilis of
unknown duration with three doses of intramuscular benzathine penicillin 2.4
MU each one week apart

EMPAGLIFLOZIN-INDUCED EUGLYCEMIC DIABETIC
KETOACIDOSIS
David S. Wang, Pamela Vohra-Khullar
Internal Medicine, Emory University School of Medicine, Atlanta, GA. (Con-
trol ID #3690888)

CASE: A 63-year-old woman with type 2 diabetes mellitus (T2DM), hyper-
tension, and hepatitis C presented with nausea, vomiting, increased urinary
frequency, abdominal cramping and decreased PO intake for 6 days. She also
reported 3 days of watery diarrhea with the last episode earlier in the morning.
She was afebrile, normotensive, and abdomen had mild epigastric tenderness
to palpation. Laboratory evaluation revealed an anion gap of 16, a bicarbonate
level of 24.6 mmol/L, a pH of 7.31, glucose level of 131 mg/dL, and elevated
beta-hydroxybutyrate at 1.4mmol/L (reference range normal high ≤ 0.3).
Urinalysis showed ketones 20mg/dl and glucose ≥500. Her last hemoglobin
a1c was 5.9% one month ago. Home medications for diabetes included
sitagliptin, metformin, and empagliflozin which were held on admission. The
patient was diagnosed with diabetic ketoacidosis (DKA) presumably due to a
preceding gastroenteritis and resuscitated with intravenous fluid, encouraged to
increase water intake, and received sliding scale insulin. She did not require a
continuous insulin drip. The anion gap resolved the next day with subsequent
resolution of her nausea and vomiting. She was deemed medically stable for
discharge and instructed to restart her home medications for T2DM and follow
up with her primary care provider (PCP).
IMPACT/DISCUSSION: Sodium-glucose cotransporter 2 (SGLT2)
inhibitors are associated with an almost 3-fold increased risk of DKA in
patients with T2DM. Specifically, euglycemic DKA (blood glucose <250
mg/dL) has been reported in several studies of patients with T2DM on SGLT2
inhibitors. The absence of substantial hyperglycemia may delay diagnosis and
treatment by clinicians. In this case, empagliflozin was restarted upon dis-
charge and only discontinued upon follow-up with her PCP one week later.
The median time to DKA after initiation of SGLT2 inhibitor therapy is 2 weeks
(range 1-175 days) and 50% of cases were associated with a precipitating event
like an acute illness. Therefore, heightened clinical vigilance is necessary in
diagnosing euglycemic DKA with SGLT2 inhibitor use irrespective of the
duration of therapy, especially in the setting of an acute insult like gastroen-
teritis in our case. Serum ketones should be obtained to evaluate nausea,
vomiting, or malaise while taking SGLT2 inhibitors. They should be
discontinued if acidosis is confirmed. Among the SGLT2 inhibitors
(empagliflozin, dapagliflozin, canagliflozin), canagliflozin was associated with
the highest risk of euglycemic DKA. This may encourage PCPs to select agents
less likely to precipitate DKA.
CONCLUSION: The absence of hyperglycemia may delay diagnosis for
DKA. SGLT2 inhibitor use should be considered as an underlying cause
during the initial evaluation for euglycemic DKA physiology. Due to the
favorable cardiorenal effects of SGLT2 inhibitors, their use is expected to
grow, and appropriate counseling and monitoring of patients about the risk for
euglycemic DKA is essential to the safe use of these medications.
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ERYTHEMA MULTIFORME MAJOR (EMM) POST SECOND
COVID-19 VACCINATION: A CASE REPORT
Madeline C. Fitzpatrick
Internal Medicine, University of Tennessee in Nashville, Nashville, TN. (Con-
trol ID #3716299)

CASE: Our patient is a 52-year-old female with a history of gastroesophageal
reflux and hypertension. 36 hours after receiving the second Pfizer COVID-19
vaccine, she developed lip and tongue swelling, mucosal ulcerations, and
respiratory distress. There was no conjunctivitis or genital involvement. She
denied taking any new medications, supplements, or food that might have led
to the reactions.
She initially presented to an outside hospital and required intubation prior to
transfer to our facility. A bedside esophagogastroduodenoscopy (EGD) was
performed noting extensive Grade D erosive esophagitis and gastric
ulcerations with friability. When the endoscope was removed a 34cm section
of necrotic esophageal tissue was removed from the airway. Despite intrave-
nous steroid treatment, she continued to have esophageal scarring and was
unable to tolerate food by mouth. Therefore, a gastrostomy tube was placed.
Since that time, she has required several recurrent EGDs for esophageal
dilation due to scarring. It has now been six months from her initial injury,
and unfortunately, the patient is still unable to take PO and is dependent on
tube feedings.
IMPACT/DISCUSSION: The coronavirus pandemic began in December
2019. At the time of this report, SARS-CoV- 2 infection has been the cause
of 5.48 million deaths worldwide and 836,000 deaths in the United States
alone. In addition, this global pandemic has had severe economic and social
implications. There are currently three vaccines authorized by theUnited States
Food and Drug Administration for emergency use.
I report an extremely uncommon complication of the Pfizer COVID-19 vac-
cine: a case of Eryethema Multiforme Major that occurred after the second
dose vaccine without exposure to any other drug. Eryethema Multiforme is
divided into major and minor forms and is regarded as distinct from Stevens–
Johnson syndrome and toxic epidermal necrolysis. It is related to infections,
usually Herpes Simplex Virus, or less commonly, to medications. In Erythema
Multiforme, mucous membrane involvement is absent or mild. Erythema
Multiforme Major is an immune mediated skin reaction involving the oral
cavity and mucosa that is serious and occasionally life threatening. There have
been several reported cases of Erythema Multiforme following COVID-19
vaccination but only one other cases of ErythemaMultiformeMajor associated
with the mRnA-1273 SARS-CoV-2 vaccine (Moderna.)
CONCLUSION: This case highlights an extremely rare vaccine consequence.
The benefits still greatly outweigh the risks of vaccination, and this case does
not diminish the importance of COVID-19 vaccination to effectively control
this pandemic.

EVERY SHINGLES TIME: CONSIDER HERPES ZOSTER FOR A
RASH IN AN IMMUNOCOMPROMISED PATIENT
Michelle Camp, Anna K. Rubin
Medicine, The George Washington University School of Medicine and Health
Sciences, Washington, DC. (Control ID #3716058)

CASE: A 64 year old male with chronic lymphocytic leukemia (CLL) on
ibrutinib, prostate cancer, and hypertension presented to primary care clinic
with a rash on his right arm for one week.
One week prior, the patient showed landscapers around his yard to discuss tree
removal, though he did not recall touching any trees or plants. The following
day, he awoke with a blistering papular rash on his right antecubital fossa,
which spread to his right shoulder, upper back, forearm and hand over the next
two days. The rash did not spread elsewhere. The rash was itchy and tender,
with associated shoulder pain. He denied similar prior episodes. He received
both Shingrix vaccines within the past year. He presented to an urgent care
clinic four days after rash onset, and he was diagnosed with poison oak
dermatitis. Oral prednisone, topical triamcinolone and hydroxyzine were pre-
scribed. Two days later, the patient’s shoulder pain had improved but the rash

persisted, so he presented to our clinic for re- evaluation. At the visit, physical
exam showed a vesiculopapular rash with numerous clusters of vesicles on an
erythematous base, in a C5-C6 dermatomal distribution, which did not cross
the midline. His presentation was most concerning for herpes zoster, so he was
instructed to stop the steroids and complete a course of valacyclovir for 7 days.
Anticipatory guidance, contact precaution counseling and close follow-up
were provided.
IMPACT/DISCUSSION: While the patient had received two doses of re-
combinant shingles vaccine in the past year, his treatment with ibrutinib, which
inhibits B-cell proliferation, renders the vaccine less effective due to the
inability to mount an appropriate humoral immune response. Patients with
hematologic malignancies including CLL have an increased risk of herpes
zoster infection; shingles occurs in up to 25% of those with CLL, myeloma and
Hodgkin lymphoma. While toxicodendron (poison ivy/oak) dermatitis is on
the differential for a focal rash (when there is contact with offending plants),
herpes zoster is a don’t-miss diagnosis in a patient on immunosuppression. If
herpes zoster is considered, oral steroids should only be used with extreme
caution, as zoster infection can disseminate, threaten additional organ systems,
and require prolonged IV antiviral treatment. Careful anticipatory guidance-
that one should return to care if the rash does not improve, spreads further,
changes in appearance, or if symptoms such as fever, malaise or cough
develop- should be provided.
CONCLUSION: - Patients with hematologic malignancies, especially those
on immunosuppressive drugs, are at high risk of herpes zoster infection,
despite vaccination.
- The differential diagnosis of a focal papular rash in an immunocompromised
host should include herpes zoster.
- Providing anticipatory guidance to patients is essential when the diagnosis is
unclear and the management strategies differ widely. Eg: “If your rash does not
improve in X days, you should call Y to do Z.”

FISH TANK GRANULOMA: MYCOBACTERIUM MARINUM IN A
MAN WITH ANKYLOSING SPONDYLITIS ON ADALIMUMAB
Sheela Sheth, Philip Yeon
Internal Medicine, Tulane University, New Orleans, LA. (Control ID
#3709635)

CASE:A 70 year oldman with history of ankylosing spondylitis presents with
“bumps” on his right arm for one month. Patient has been on adalimumab for
five years for his ankylosing spondylitis. After a hurricane hit southern
Mississippi, the patient was exposed to soft-shelled shrimp while cleaning up
the bay area. He then developed lesions on his right hand that extended
proximally to his forearm over the last month. On exam, vital signs were
normal. His right dorsal hand had pink papulonodules with central ulcer/
umbilication, and his right dorsal forearm had three erythematous papules.
Initial culture grew Shewanella algae. Biopsy of the skin lesion revealed
necrotizing, caseating granulomatous dermatitis, and AFB culture was posi-
tive. Adalimumab was put on hold. While awaiting further culture results,
patient was treated serially with azithromycin, ciprofloxacin, trimethoprim-
sulfamethoxazole (TMP-SMX), and minocycline with no improvement in the
cutaneous lesions. DNA probe sequencing identified the organism as M
marinum.
Shewanella algae was determined to be a contaminant. He was started on
azithromycin and ethambutol. After three months of therapy, his lesions began
to crust over and heal.
IMPACT/DISCUSSION: M marinum is a slow-growing, nontuberculous
mycobacteria that is contracted after exposure to marine species in salt or fresh
water. It is associated with occupations with frequent handling of fish and
cleaning aquariums, causing its eponym “fish tank granuloma”. The infection
usually starts as a papule which then ulcerates, often at a site of skin trauma
exposed to the bacteria. TNF-alpha recruits macrophages and maintains the
granuloma that sequesters mycobacteria. TNF-alpha inhibitors such as
adalimumab make patients more susceptible to mycobacteria. In immunocom-
petent individuals, infection with M marinum causes one to three crusted or
ulcerated nodules. Single drug regimens with tetracyclines, macrolides, or
TMP-SMX are successful in most patients. Immunosuppressed patients are
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at risk for more numerous lesions in a “sporotrichoid” spreading pattern and
dissemination. Disseminated M marinum causes tenosynovitis, septic arthritis,
and osteomyelitis. Patients on TNF-alpha inhibitors often require discontinu-
ation of the immunosuppressant and initiation of multidrug treatment that
combine the previously stated agents with rifampin or ethambutol. The average
time of treatment is six months to one year. Patients should be monitored
carefully when re-starting a TNF-alpha inhibitor due to risk for relapse.
CONCLUSION: M marinum should be considered in a patient presenting
with papular lesions after exposure to salt or fresh water. Clinicians should
have a high index of suspicion for nontuberculous mycobacteria in patients on
TNF-alpha inhibitors. Earlier diagnosis and multidrug treatment initiation can
prevent worsening infection and dissemination.

HEALTHCARE PROX I E S AND ADVANCE CARE
PLANNING—BOTH ESSENTIAL PARTS OF PRIMARY CARE
HEALTHCARE MAINTENANCE FOR PATIENTS WITH SERIOUS
ILLNESSES
Minaliza Shahlapour2; Dorreen Danesh2; Sandhya Rao3,1
1General Medicine, Boston Medical Center, Boston, MA
2Internal Medicine, Boston Medical Center, Boston, MA
3Palliative Medicine, Boston Medical Center, Boston, MA. (Control ID
#3715192)

CASE: A woman in her sixties with chronic obstructive pulmonary disease
(COPD) on supplemental oxygen, prior lung cancer, and pulmonary hyper-
tension was admitted to the hospital due to respiratory failure for the second
time in 6 months. She was interviewed alone multiple times during both
admissions regarding her code status and repeatedly declared to be full code.
During her second admission, she required more respiratory support, but was
stable. Palliative care recommended an ACP discussion with her health care
proxy (HCP) and family present. Her longstanding primary care provider was
also contacted to be present during the meeting, but noted they had never
discussed advance care planning with the patient. During the family meeting,
the patient and her health care proxies were educated on her serious illness and
she ultimately decided to transition to home hospice with code status change to
DNR/DNI. IMPACT/DISCUSSION: Advance care planning (ACP) is a
series of encounters by which providers identify a patient’s understanding of
their medical conditions, elicit their goals of care (GOC), and discuss treatment
options with patients and their HCPs. ACP discussions have been linked to
improved quality of life, less use of futile end-of-life interventions, decreased
family distress, and care that is more concordant with patient wishes. As a
product of their longitudinal relationships and care coordination roles, primary
care providers (PCPs) are well-poised to initiate these conversations with
patients.
Due to the many challenges of having these conversations in routine primary
care visits, certain patient traits should prompt PCPs to initiate ACP
discussions. These include patients with a new functional deficit, two or more
hospitalizations in one year, age >70 years, and a diagnosis of cancer or other
chronic progressive disease of major organs, i.e. heart failure or COPD.
Providers should also be prompted if they would not be surprised if a patient
died or had a major decline within one year.
Families and HCPs play crucial roles in this decision-making process and have
noted a strong preference of being involved during treatment decisions. Studies
have demonstrated that HCPs’ difficulty accepting poor prognoses and
limitations of life-sustaining treatments were the two most notable barriers to
ACP noted by clinicians. However, it has also been shown that lack of or
unclear communication leads to aggressive care, at times inconsistent with
patients wishes, while involvement of support figures can better foster
decision-making in line with patient wishes. Thus, it is advised that surrogate
decision makers are identified early and included in the ACP process.
CONCLUSION: -PCPs are well-positioned to initiate and carry out ACP
conversations over time as part of healthcare maintenance in patients with
serious illnesses.
-HCPs should be identified early and included in ACP discussions to assist
patients in making decisions more congruent with their GOC.

HEMATURIA TO HEART DISEASE: THE HARD WAY TO DIAG-
NOSE CARDIAC AMYLOIDOSIS
Evan Klein1; Daniel Pohlman2
1Rush University Rush Medical College, Chicago, IL
2Internal Medicine, Rush University Medical Center, Chicago, IL. (Control ID
#3715553)

CASE: A 71 yo man with BPH, b/l carpal tunnel syndrome (CTS), biceps
tendon rupture (BTR), afib s/p ablation, severe OSA, CAD, and essential
tremor presented with hematuria, dysuria, and urinary urgency. Pt denied
fatigue, weight loss, SOB, orthopnea, and PND. Medications included
metoprolol, apixaban, ASA, finasteride, and atorvastatin. Pt had never smoked
and FHx included Alzheimer's in his mother. ROS positive for intermittent,
painless hematuria for the past 11 years.
PE was only notable for 1-2+ LE pitting edema to mid-shins and intention
tremor. CT showed 4 cmmass in posterior bladder wall and bx revealed Congo
red-positive amyloid without evidence of tumor. Mass spectrometry detected
TTR amyloid, likely ATTRwt. NTproBNP and troponin-I were normal and
ECG demonstrated LAD. ECHO showed LVH and grade 1 diastolic dysfunc-
tion. 99mTc-pyrophosphate (PYP) myocardial scans were positive and cardiac
MRI revealed late gadolinium enhancement (LGE), which confirmed amyloid
cardiac involvement. Serum free light chain (FLC) assays and immunofixation
electrophoresis (IFE) of serum and urine were normal. Genetic testing was
negative for TTR gene mutations. Troponin-T was elevated, therefore pt was
diagnosed with cardiac ATTRwt amyloidosis and prescribed tafamidis.
IMPACT/DISCUSSION: Cardiac amyloidosis is caused by deposition of
amyloid fibrils in the heart, with >95% caused by ATTR or AL amyloid. Both
subtypes of ATTR (wt and variable) primarily cause deposition in cardiac
tissue and nerves, leading to symptoms of CHF and neuropathy. ATTRwt is
mostly seen in men over 60 and presents with CTS in nearly half of patients,
BTR in 33%, and macroglossia leading to OSA. Further, refractory afib has
been documented, but bladder involvement causing hematuria is uncommon.
Cardiac ATTR amyloidosis can be diagnosed without endomyocardial biopsy
(gold standard). ECG with axis deviation, ECHO showing ventricular wall
thickening, elevated NTproBNP, and cardiac MRI demonstrating LGE are
suspicious for cardiac amyloid. However, positive 99mTc-PYP scintigraphy
scans, which differentiate ATTR from AL amyloidosis, are diagnostic. Also,
since 30% of patients with AL amyloidosis are weakly positive for PYP, FLC
and IFE of serum and urine are required.
Novel pharmacotherapy for ATTR amyloidosis includes tafamidis, which has
been shown to decrease all-cause mortality and cardiovascular-related
hospitalizations in patients with ATTR cardiomyopathy. Therefore, early
recognition and dx of cardiac ATTR amyloidosis is imperative.
CONCLUSION:While ATTRwt amyloidosis most often presents with sx of
CHF and neuropathy, signs of systemic involvement including CTS, BTR,
OSA, and afib should raise clinical suspicion. If ATTR amyloid is found,
evaluation for cardiac involvement is crucial. Positive 99mTc-PYP scans in the
absence of monoclonal proteins on FLC and IFE are diagnostic of cardiac
ATTR amyloidosis. Early dx and tx with tafamidis is important and can
decrease all-cause mortality.

HEMOGLOBIN LEPORE AND IRON DEFICIENCY IN A PREG-
NANT PATIENT WITHMICROCYTIC ANEMIA
Stephanie Braunthal, Kenneth Chen
Obstetric Medicine, Brown University, Providence, RI. (Control ID #3715288)

CASE: A 28 year old pregnant woman G2P0010 at 37 weeks gestation was
referred to obstetric medicine clinic for further evaluation of anemia. Hemo-
globin at 25 weeks was 9.3 g/dL and MCV 74.8 fL. She endorsed fatigue, but
denied pallor, pica, melena, hematochezia, history of vaginal bleeding, or
bruising. She was not taking iron. She has a history of hypothyroidism and
thinks she was told that she had a thalassemia diagnosed at birth, but did not
know what type.
Her father and half-sister also have a thalassemia. She takes levothyroxine.
Surgical history includes a D&C and wisdom tooth surgery; did not bleeding
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issues with either. No known drug allergies. Social history was unremarkable.
Vital signs: BP 120/80mmHg, HR 92 bpm, SpO2 98% on room air. Examwas
significant for a flow murmur and gravid; no pallor, enlarged lymph nodes, or
rash. CBC repeated at 37 weeks demonstrated WBC 11.5 x 10(3)/mcL, Hb
11.2 g/dL, PLT 246 x 10(3)/mcL, MCV 74.4 fL, MCH 23.3 pg/dL. Ferritin
was 25.6 ng/mL. Reticulocyte index was 2.6. TSH was 0.61 mcl unit/mL.
Hemoglobin electrophoresis showed Hb A2 2.3%, Hb F 2.7%, Hb A 85.3%,
Hb Variant: Hb Lepore-Boston-Washington 9.7%. The patient was
supplemented with oral iron, advised to undergo genetic counseling with her
partner, and make the pediatrician aware of her diagnosis. She delivered by
primary c-section for arrest of labor at 40 weeks without complications.
IMPACT/DISCUSSION: Hemoglobin (Hb) Lepore is a less common thal-
assemia syndrome caused by the unequal crossing over and subsequent fusion
of the delta and beta globin genes. Hemoglobin electrophoresis will often show
increases in Hb Lepore and HbF. The Boston-Washington subtype is the most
common variant. Its phenotype as a microcytic hypochromic anemia is similar
to the β-thalassemias, and homozygotes often present more severely. This
patient is presumed to be a carrier given that she has never required blood
transfusion. Cardiovascular and hematologic changes, compounded by in-
creased nutritional demands, and later in pregnancy, hypertensive disorders,
may exacerbate underlying anemia in thalassemic patients who become preg-
nant. Patients with Hb Lepore and their partners should be advised to seek
genetic counseling to stratify the risk of hemoglobinopathy in their offspring.
Whileα- andβ- thalassemias arewell studied in pregnancy, there appears to be
a paucity of literature on patients with Hb Lepore and other hemoglobin
variants.
CONCLUSION: Patients with Hb Lepore can conceive and deliver pregnan-
cies at term. Specific outcomes and management strategies for those with Hb
Lepore are not well defined, but given the hereditary nature of thalassemias and
potential for severe disease, it is advised that parents undergo genetic counsel-
ing and make the child’s pediatrician aware of any hemoglobin variants. Even
if patients have a known thalassemia syndrome, it is important to keep a broad
differential when evaluating anemia in pregnancy.

HETEROGENEITY OF SARCOIDOSIS
Kaylyn Sawin-Johnson1; David A. Feldstein2; Linda Baier2; Emily Owen1
1Internal Medicine, University of Wisconsin Hospitals and Clinics, Madison,
WI
2Medicine, University of Wisconsin-Madison School of Medicine and Public
Health, Madison, WI. (Control ID #3712620)

CASE: A 47yo male with no significant medical history presented to his PCP
with three months of increasing fatigue, dyspnea, non-productive cough,
frequent diaphoresis and chills, intermittent headache, and new-onset blurred
vision. He lost 165 lbs over the past year, related to early satiety and associated
left upper quadrant abdominal discomfort. No chest pain, palpitations, periph-
eral edema, paresthesias, weakness, or arthralgias. No tobacco or alcohol use.
Exam: diaphoresis, tenderness to palpation of left upper quadrant, marked
splenomegaly. Remainder of exam WNL. Labs: WBC 1.5 K/uL, RBC 4.1
M/uL, platelets 99 K/uL, Hgb 10.7 g/dL, AST 100 U/L, alkaline phosphatase
328 U/L, ESR 20 mm/hr, CRP 2.2 mg/dL, ferritin 1612 ng/mL, ACE 280 U/L.
CT: splenomegaly, hepatomegaly, hilar/mediastinal lymphadenopathy and
perilymphatic nodules throughout. Left supraclavicular lymph node biopsy:
non-necrotizing granulomas. Bone marrow biopsy: consistent with sarcoido-
sis; no malignancy. Brain MRI: no neurosarcoidosis. PFTs, ECG and TTE
unremarkable. Prednisone was initiated, then patient transitioned to methotrex-
ate. Symptoms and labs improved.
IMPACT/DISCUSSION: Sarcoidosis is a multisystem disease characterized
by noncaseating granulomas commonly seen in the lungs and intrathoracic
lymph nodes, but can appear in any organ. Etiology is unknown. Average age
at presentation is 48, but it affects individuals of any age. Although commonly
associated with an insidious onset, may also present abruptly as in this case.
Acute sarcoidosis is marked by sudden onset and often remits spontaneously
within two years. Acute sarcoid syndromes include Löfgren syndrome (fever,
erythema nodosum, bilateral hilar lymphadenopathy, polyarthritis, and often,

uveitis) and Heerfordt syndrome (parotitis, fever, uveitis, and occasionally,
facial nerve palsy). Chronic sarcoidosis is gradually progressive, and early
stages may be asymptomatic in up to 50% of cases. Presentation is diverse and
may include constitutional symptoms or nonspecific pulmonary symptoms.
Extrapulmonary sarcoidosis commonly involves lymph nodes, skin, and eyes,
although almost any organ systemmay be involved.More than 50%of patients
experience disease resolution within 2-5 years. Disease remains stable in about
25% of patients, while 25% experience chronic progression. In this case, onset
was abrupt with no erythema nodosum or arthralgias to suggest Löfgren
syndrome, nor parotitis or facial nerve involvement to suggest Heerfordt
syndrome. This case highlights the highly variable onset and clinical course
of sarcoidosis, and heightened my awareness that symptomatology may prog-
ress rapidly.
CONCLUSION: Clinical presentation of sarcoidosis is heterogeneous and
may include constitutional symptoms, nonspecific pulmonary symptoms, or
extrapulmonary effects of the disease. Onset of sarcoidosis may be abrupt or
insidious, and clinical course is highly variable. Löfgren syndrome and
Heerfordt syndrome are two possible manifestations of acute sarcoidosis.

HICCUP MIXUP: UREMIA AND THE DIFFERENTIAL OF DIA-
PHRAGM SPASM
Sai C. Nagella, Zachary Towne, David Wozny, Clara Weinstock
Internal Medicine, UConn Health, Farmington, CT. (Control ID #3715610)

CASE: We present a 52 year old male with a history of uncontrolled diabetes
complicated by diabetic nephropathy and neuropathywith prior partial left foot
amputation, stage 4 CKD, hypertension and GERD who presented to his
primary care office with 4-days of hiccups. Drinking hot water and taking
ibuprofen only provided temporary relief and hiccups always recurred. He
denied alcohol consumption and limited caffeine intake to one cup daily. He
denied significant reflux symptoms over the past month. Lab work showed a
creatinine of 5.6, BUN of 55, K of 5.6 and Hemoglobin A1c of 8.7%. HIs
eGFR was 10, a downward trend from 22.8 over the past year representing
progression to Stage V CKD. He was initially started on pantoprazole without
relief of hiccups then switched to chlorpromazine with good symptom control.
Hiccups were thought to be due to uncontrolled type 2 diabetes and uremia
from chronic kidney disease. He was referred for potential dialysis, however,
the patient was lost to follow up.
IMPACT/DISCUSSION: Hiccups lasting less than 48 hours can be due to
consuming certain type of foods (such as spicy foods), abdominal distension
from overeating, and emotional stress. Methods such as the Valsalva maneuver
or other physical techniques to increase vagal stimulation and decrease the
amount of irritation on the diaphragm can be used in these cases and further
evaluation is not needed if hiccups resolve. Hiccups lasting between 48 hours
and 1 month are persistent and those lasting > one month are intractable and
both require further workup. To evaluate persistent and intractable hiccups, it is
important to start with a thorough history including use of provoking
medications (dexamethasone, diazepam, tramadol, etc.), alcohol/substance
use, and recent thoracic/abdominal surgery. A physical exam evaluating the
ear for foreign body/infection, neck for thyromegaly, cranial nerves for signs of
vagus nerve dysfunction, and abdomen for any mass should be performed. If
unrevealing, initial lab evaluation includes renal function (uremia), electrolytes
(hyponatremia, hypokalemia, hypocapnia), calcium, (hypocalcemia), and liver
enzymes. Other common causes of persistent hiccups to consider include
gastrointestinal disorders such as acid reflux or gastritis. The goal is to address
and treat the underlying cause of the hiccups. In our case, labs revealed uremia
from a progression of CKD to stage V, which was likely provoking our
patient’s hiccups. His uncontrolled diabetes could also have been contributing.
Dialysis and better control of his diabetes would be themost effective treatment
for the patient.
CONCLUSION: This case demonstrates the definition of persistent hiccups,
meaning duration of hiccups lasting 48 hours to 1 month and the necessity for
medical evaluation for underlying cause. It highlights the differential diagnosis
and workup for causes of persistent hiccups including uremia and uncontrolled
diabetes as was the case with our patient.
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HYPOTENSIONWITH ST ELEVATIONS...NOT A STEMI OR EVEN
THE HEART
Lindsey E. Fish
Department of General Internal Medicine, Denver Health and Hospital and
University of Colorado, Denver, CO. (Control ID #3716009)

CASE: Mr. S is a 60 yo man with DM, HTN and HLD who presents to the
urgent care (UC) clinic complaining of sore throat and phlegm in the throat. He
is noted to have normal vital signs except for a BP of 75/47. Exam showed
slight erythema of the oropharynx, normal cardiac and pulmonary exams.
Initial treatment of fluid resuscitation is started for his presumed sepsis, thought
secondary to presumed COVID-19 as this occurred during the Omicron surge.
An EKGwas performed showing anteriolateral ST elevations. The patient was
transported emergently to the hospital. An immediate cardiac catheterization
was performed which showedmild coronary artery disease, but no obstruction.
At this time, COVID-19 PCR test returns negative. The patient is transfered to
the MICU for further evaluation and treatment for hypotension/septic shock.
At this time, a chest x-ray demonstrated subcutaneous gas in the soft tissues of
the neck.
CT imaging showed subcutaneous gas extending from the neck to the medi-
astinum. Patient was taken to the operating room and found to have significant
pus in the neck and mediastinum. He was diagnosed with necrotizing
mediastinitis requiring multiple surgical wash-outs and prolonged SICU stay.
The source was a suspected dental extraction. His ST elevations were pre-
sumed to be secondary to a pericarditis effect from the mediasinitis.
IMPACT/DISCUSSION:Overall, this case presents necrotizingmediastinitis
which is a very unusual and rare presentation, however, it is a surgical
emergency so internists need to be aware of this disease and its presentation.
Additionally, this case identifies four important points. The first is to make a
broad differential, specifically for hypotension. In the setting of a sore throat
during the Omicron surge, it was easy to assume this was COVID-19 but
thinking of other etiologies led to the EKG being performed. The second is the
importance of the physical exam. After the CXR was seen, the patient was
examined and noted to have subcutaneous gas which could have been noted at
the initial UC visit but that piece of the exam was not performed as the focus
was on the hypotension. Third, there is a differential for etiologies of ST
elevation on EKG which include STEMI, pericarditis, early repolarization,
etc. that should be considered while preparing for treatment of STEMI. Lastly,
taking a extensive history, to include dental work, is important as there may be
systemic effects of these experiences/treatments.
CONCLUSION: - Make a broad differential for atypical patient presentations
and physical exam findings
- Review EKGs carefully and make a differential for those findings
- Necrotizing mediastinitis is a rare presentation but life threatening and needs
immediate surgical attention

IMMUNE CHECKPOINT INHIBITOR-INDUCED AUTOIMMUNE
DIABETES PRESENTING WITH DIABETIC KETOACIDOSIS
Christopher Mowry1; Salwa Zahalka2
1Internal Medicine, University of Colorado, Denver, CO
2University of Colorado, Denver, CO. (Control ID #3711130)

CASE: An 84-year-old male with a past medical history of noninvasive high-
grade bladder cancer, chronic lymphocytic leukemia, and CKD stage III
presented to clinic with 10 days of decreased appetite, generalized fatigue,
polyuria, polydipsia, and 10 lb weight loss. Notable medications included daily
ibrutinib and pembrolizumab, which had been started one year prior to pre-
sentation. Laboratory studies were notable for Na 129, K 5.9, Cl 94, HCO3-
14, BUN 39, Cr 1.89, and serum glucose of 636. He was transferred to the ED
where additional laboratory studies showed a venous pH of 7.18, beta
hydroxybutyrate >8.00 mmol/L, A1c of 8.1%, glucosuria and ketonuria. He
was diagnosed with diabetic ketoacidosis (DKA) and admitted to the medical
ICU for further management. He recovered quickly and was discharged on
hospital day 3 with basal-bolus insulin therapy. He followed up with endocri-
nology and was diagnosed with pembrolizumab-induced autoimmune diabe-
tes. He had an A1c of 5.5% 6 months prior to starting pembrolizumab, no

history of diabetes and all serum glucose levels were normal on monthly
metabolic panels leading up to his admission. His c-peptide was undetectable
at the time of a serum glucose of 211, indicative of no endogenous beta cell
function.
Glutamic acid decarboxylase, islet cell IgG, and zinc transporter 8 antibodies
were all negative. Thyroid function studies were all normal.
IMPACT/DISCUSSION: Autoimmune diabetes is a rare complication of
immune checkpoint inhibitor (ICI) therapy, with an incidence rate of 0.2-
1.9%, that can develop rapidly and at any time during therapy. Screening
laboratory studies are frequently done prior to each ICI therapy administration,
although this case highlights how development of autoimmune diabetes can
develop rapidly and present suddenly in a decompensated state with DKA.
Interestingly, many cases have coexisting thyroid dysfunction, pancreatitis,
and/or other endocrinologic abnormalities, although none were present in this
case. ICIs target key regulators of immune tolerance and are suspected to
induce autoimmune disease by inhibiting components that protect against
autoimmune responses. ICI-induced autoimmune diabetes often necessitates
life-long insulin therapy due to destruction of pancreatic beta-cells and endog-
enous insulin production. As this destruction is likely to be irreversible,
continuing ICI therapy should be considered.
CONCLUSION: - As the number of patients on ICI therapy increases, it will
be important for subspecialists and primary care physicians alike to be aware of
the potential to develop autoimmune diabetes and other endocrinopathies while
on immune checkpoint inhibitors. - ICI induced autoimmune diabetes is often
irreversible due to destruction of pancreatic beta-cells and needs to be treated
with life-long insulin therapy

ITS NOT AN ALLERGIC REACTION TO THE COVID VACCINE:
HERPES ZOSTER FOLLOWING COVID MRNA VACCINE
Lauren Thau, Jenna Guma, Elizabeth Leilani Lee
Primary Care, Cooper University Health Care, Camden, NJ. (Control ID
#3715458)

CASE: A 72 year old male presented to the outpatient clinic with a “vaccine
reaction” after he developed a left arm rash following his Moderna COVID-19
booster. He had received theModerna vaccines inMarch &April with the only
side effect being arm soreness. On 10/30/2021, he received his booster in his
lateral left upper arm. Three days later, he reported arm soreness that
progressed in intensity by day 6 and developed a rash. Patient had no prior
history of shingles and had received the SHINGRIX vaccine. Medical history
was remarkable for subtotal colectomy with ileostomy 2/2 to Crohn’s disease,
stage III CKD, hypertension, HLD, amputations of the right big toe and left
metatarsal 2/2 to osteomyelitis. Home medications included daily allopurinol
100mg, amlodipine 5mg, mesalamine 1,000 mg and octreotide 200 mcg/mL
injection 0.5mL SQBID. Presenting vital signs were normal. A physical exam
revealed vesicles on an erythematous base in a C5 dermatome distribution.
Incidentally, there was a concentration of vesicles located at the Moderna
Booster vaccine site. Rash collected in groups of vesicles on the anterior
forearm. Due to delay in presentation and stage III CKD, antivirals were not
prescribed. Patient was prescribed Gabapentin 300mg nightly for pain and
instructed to continue OTC Tylenol. After several weeks the rash resolved and
pain subsided.
IMPACT/DISCUSSION: Approximately 4% of patients with a history of
Varicella develop a recurrent episode later in life with people who are
immunosuppressed most affected. Possible triggers of zoster (HZ) include
external reexposure to the virus, acute or chronic diseases such asmalignancies
or infections (i.e COVID-19), medications and stress. As of 12/5/21, the
Vaccine Adverse Event Report System (VAERS) reported shingles in 1200
patients after receiving Pfizer vaccine, 1201 Moderna, and 1203 in Janssen
vaccine recipients. While these reports are unable to be validated, it is impor-
tant for clinicians to recognize the suggested relationship. Hypotheses of why
our patient developed shingles include: 1) the immune activation from the
vaccine activated dormant varicella, 2) the patient being older & immunocom-
promised puts him at a higher risk of developing HZ in general, and 3) the
vaccine triggers a transient lymphopenia similar to being infected with
COVID-19 and lymphopenia causes reactivation. As we continue to reach
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higher percentages of individuals receiving vaccines, we likely will continue to
encounter cases such as described.
CONCLUSION: It is important for clinicians to be aware of HZ reaction post
COVID vaccination and to have this in their differential when a patient
complains of a “reaction” to the vaccine. We regret that the patient being
mis-triaged as an “allergic reaction” led to the patient being evaluated outside
of the possible window of acute treatment of HZ. By describing this case we
hope clinicians will be more aware of this relationship and prevent delay to
treatment or misdiagnosis.

MEDICATION RECONCILIATION AND THE IMPORTANCE OF
PATIENT INVOLVEMENT
Lauren Mitchell, Helene Strauss
Internal Medicine, Weill Cornell Medicine, New York, NY. (Control ID
#3716069)

CASE:A 72-year-old man with a history of CAD (s/p DES x5, most recent in
2016), HTN, HLD, and hypothyroidism presented with several episodes of
hematemesis one day after undergoing endoscopy at an outside hospital.
During admission, the patient underwent an endoscopy which showed inflam-
mation likely related to prior biopsies and an ulcer with a visible vessel which
was clipped. The patient required two units of packed red blood cells while
hospitalized.
The patient reported that he was taking both aspirin and clopidogrel. His
outpatient gastroenterologist had instructed him to hold the aspirin for five
days prior to the endoscopy. However, the gastroenterologist did not instruct
the patient to hold clopidogrel, and the patient himself was not aware of
clopidogrel’s function and continued taking it. The inpatient team spoke to
the patient’s outpatient cardiologist, who stated that the patient had no reason to
still be on dual anti-platelet therapy five years after his last stent.
IMPACT/DISCUSSION: There was a series of miscommunications and
oversight surrounding this patient’s medication list that led him to be hospi-
talized with a GI bleed requiring blood transfusions. It appears that the patient’s
outpatient providers did not realize that he was on dual anti-platelet therapy,
and the patient himself did not understand the function of the medications he
was taking.
Outpatient medication reconciliation is a challenging process, complicated by
multiple prescribers across multiple electronic medical records, frequent med-
ication changes, and transitions of care from inpatient to outpatient (Pandolfe
et al., 2018). Discrepancies among medication lists can result in adverse drug
events or interactions, increased morbidity, mortality, hospital readmissions,
and health-care related costs (Pandolfe et al., 2018). Patient involvement is
critical to obtaining an accurate medication reconciliation – most drug-related
issues cannot be identified without patient involvement (Kari et al., 2018).
Research indicates that patient access to their chart can lead to improved
clinical outcomes, such as improvement in adherence to treatment plans
(Ammenwerth et al., 2021), in reducing hemoglobin A1c levels (Neves
et al., 2020), and in patient satisfaction and safety (Mold et al., 2015). System-
atic reviews have shown some effectiveness of patient involvement in medi-
cation reconciliation (Kim et al., 2018; Willeboordse et al., 2014). More
research is needed to determine the effectiveness of patient participation in
medication reconciliations, but these results suggest that an open chart where
patients have access to their medication list could contribute to improvements
in medication reconciliation and fewer medication-related errors.
CONCLUSION: 1) There are many challenges to medication reconciliation
and morbidity and mortality associated with medication-related errors
2) An open chart where patients can view their own medication list could be a
way to improve medication reconciliation

MERKELCELLCARCINOMA IN A PATIENT UNDERGOINGTNF-
α INHIBITOR TREATMENT: A CASE REPORT
Nasiffa Hossain1; Rachel Semus2; Madison Sokol1
1School ofMedicine, Virginia CommonwealthUniversity School ofMedicine,
Richmond, VA
2Orthopedic Surgery, Baylor College of Medicine, Houston, TX. (Control ID
#3706947)

CASE:Merkel cell carcinoma (MCC) is a rare and aggressive neuroendocrine
malignancy that typically affects the head and neck or other sun-exposed areas
of elderly, light-skinned individuals with a long history of UV ray exposure.
However, a higher incidence of MCC is becoming evident in
immunosuppressed patients as well.
We present a 67-year-old African American female with a history of rheuma-
toid arthritis (RA) whowas diagnosedwithMCC of the left lateral elbow in the
setting of chronic immunosuppressive treatment with prednisone, methotrex-
ate, and Adalimumab. She presented with a one-month history of intermittent
low-grade fevers and a tender, erythematous, enlarging 3x3cm soft tissue mass
on the left elbow. The mass was initially misdiagnosed as an abscess and
treated with a course of antibiotics. Adalimumab was suspended at that time,
but methotrexate and prednisone were continued. An incision and drainage
(I&D) procedure yielded purulent drainage with a negative gram stain for
microorganisms as well as negative wound culture. After recurrence of the
mass despite preceding I&D two weeks earlier, imaging demonstrated a
hypervascular soft tissue mass concerning for malignancy. Incisional biopsy
confirmed the diagnosis of MCC approximately one month after initial patient
presentation. A complete left axillary lymph nodal dissection and biopsy
showed all 17 lymph nodes negative, tumor staging IIIA (pT2, N1a, M0).
Patient received 6-week postop radiation therapy (RT) of left axilla. The patient
is doing well and continues to be closely followed by oncology.
IMPACT/DISCUSSION: TNF-α is a pro-inflammatory cytokine important
in activating and recruiting macrophages and forming granulomas.
Adalimumab is a human monoclonal anti-TNF-α antibody. Risk of malignan-
cy induction while undergoing treatment with TNF-α inhibitors is a known
adverse effect as the normal immune response is chronically suppressed.
Patients with RA have a slightly increased baseline cancer risk compared to
the general population, notably in the development of lymphomas. The asso-
ciation between RA and development of skin cancers is unclear, but the
addition of TNF-α inhibitor treatment may play a role. Furthermore, treatment
with a TNF-α inhibitor and concomitant methotrexate may confer an even
higher risk for malignancy induction and development. Malignancy should be
kept in the differential diagnosis for patients undergoing immunosuppressive
treatment. Finally, early diagnosis and management of MCC, as well as other
cancers, is crucial to decrease morbidity and mortality.
CONCLUSION: In the setting of chronic immunosuppression, it is important
to consider Merkel cell carcinoma in the differential diagnosis of a spontane-
ously arising soft tissue mass for early diagnosis and management. It is also
essential to consider the long-term risks associated with the use of Tumor
Necrosis Factor (TNF) alpha inhibitors, such as Adalimumab, as their use
becomes more common.

MIRTAZAPINE AS A CAUSE OF AGRANULOCYTOSIS
Michael Houghan1; David A. Feldstein2; Emily Owen1
1Department of Medicine, University of Wisconsin-Madison, Madison, WI
2Medicine, University of Wisconsin-Madison School of Medicine and Public
Health, Madison, WI. (Control ID #3711106)

CASE:A 72-year-old male with recent diagnosis of Glioblastoma Multiforme
presented to clinic with two weeks of fevers/chills. Temp was 103.1, other
vitals WNL. Exam including HEENT, skin, chest, was unrevealing. WBC 0.9
with absolute neutrophil count (ANC) 160; other labs normal. He was admitted
for workup of neutropenic fever.
He remained stable and was afebrile after 24 hours on antibiotics. Negative
infectious workup included viral and tick- borne illness. Blood smear showed
no signs of acute hematologic malignancy. Further medication review revealed
mirtazapine initiation 4 weeks prior for anxiety related to cancer diagnosis.
Given the otherwise negative workup, agranulocytosis was determined to be
mirtazapine-related. His neutropenia resolved on day 3 with mirtazapine
discontinuation and one dose of G-CSF. Febrile episode was likely from
residual malignancy. Post-discharge neutrophil counts are normal despite
radiation/chemotherapy.
IMPACT/DISCUSSION:Neutropenia is a decrease in neutrophils with ANC
< 1500 cells/μL. Agranulocytosis is ANC < 200 c/μL. Agranulocytosis poses
risks for severe infection.
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Building a differential diagnosis for neutropenia requires thorough history and
physical exam, including signs/symptoms concerning for malignancy or infec-
tion, and evaluation of the CBC. Neutropenia with concomitant thrombocyto-
penia and/or anemia are concerning for bone marrow hypoplasia, poor hema-
topoiesis, or infiltration. Isolated neutropenia is caused by a variety of different
insults (Figure 1).
Figure 1. A Framework for Differential Diagnosis of Isolated Neutropenia
Nonchemotherapy drug-induced neutropenia is linked to several classes of
medications. With a 5% mortality rate, emergent workup and treatment is
needed. Most common causes of drug-induced agranulocytosis include
clozapine, antidepressants, antithyroids, NSAIDs, antibiotics, and
anticonvulsants. Antidepressants related to neutropenia include tricyclic and
tetracyclics. Reports link mirtazapine to episodes of severe neutropenia; the
pathogenesis is unclear but may be like the immune-mediated reaction in
clozapine-induced neutropenia.
Treatment for drug-induced neutropenia is to remove the offending agent and
consider treatment with G-CSF. G-CSF is associated with shorter duration of
neutropenia, but not reduced mortality. No guidelines exist for monitoring
neutropenia and mirtazapine. For patients at risk, consider CBC at initiation
and 4-6 weeks after, or switch to an SSRI if factors such as acute illness or
chemotherapy predispose a patient to neutropenia.
CONCLUSION: In neutropenic cases, consider drug-induced causes Drug-
induced agranulocytosis can cause severe disease and death.
Little is known about mirtazapine and neutropenia; better understanding could
lead to improvements in patient care and safety

MORE THAN SKIN DEEP: A CASE OF CHRONIC ABDOMINAL
PAIN DUE TO ANTERIOR CUTANEOUS NERVE ENTRAPMENT
SYNDROME (ACNES)
Melissa J. Le Roux1; William Andrew2; Kenneth Taylor2
1Internal Medicine, University of California San Diego, La Jolla, CA
2Family Medicine/Sports Medicine, University of California San Diego, La
Jolla, CA. (Control ID #3709855)

CASE: A 58-year-old male presented to clinic with two years of abdominal
pain. The pain started while doing a stretching exercise involving lateral
rotation of his thoracolumbar region. He felt a “pop” with pain felt over the
left lower side of his abdomen. The pain was dull but became sharp at times.
Symptoms worsened with lifting, pushing items. No systemic symptoms.
Vitals were normal. Abdominal exam was benign. There was tenderness in the
left lower quadrant in a small area at the lateral border of rectus abdominus
muscle. No obvious abdominal wall hernias. Hip exam was normal. Back
exam was normal including no midline or paraspinal tenderness. No pain with
straight leg test. He had mild tenderness at the area with Carnett’s test.
Labs were unremarkable. CTAP was negative for intra-abdominal pathology.
He was referred to sports medicine for further evaluation.
Initial abdominal wall ultrasound showed no obvious defect of the left rectus
abdominis or external oblique. He was diagnosed with a rectus abdominus
muscle strain and referred to PT for core strengthening. Given lack of im-
provement, an MRI of the abdominal wall was ordered which showed no soft
tissue abnormality at site of symptoms. A follow up ultrasound showed a small
hypoechoic irregularity at the junction of the left rectus abdominis and external
oblique. He was noted to have tenderness with sonographic palpation over the
area. Given this finding and symptomatology, ACNES was entertained. A
corticosteroid injection of the anterior cutaneous nerve at T11 was performed.
The patient reported marked improvement of symptoms and was able to begin
exercising again. He was also treated with osteopathic manipulation for
suspected somatic dysfunction.
IMPACT/DISCUSSION: Chronic abdominal pain is a common complaint
seen in both the primary care and inpatient setting often entailing an extensive
work up for visceral pathology. Up to 30% of this chronic pain is due to
abdominal wall pathology, which is often left off the differential. ACNES is
due to entrapment of an anterior cutaneous branch of the thoracoabdominal
sensory nerves (T7-T12) supplying the abdominal wall. This entrapment often
occurs at lateral border of the rectus muscle, where the nerve- vessel bundle
exits the posterior rectus sheath at a right angle through a fibrous ring to enter

the rectus aponeurosis. Risk factors include increased abdominal pressure from
conditions like obesity or pregnancy, scar tissue formation, or tight clothing.
Maximal pain is felt at the lateral edge of the rectus abdominis muscle sheath,
usually in an area the width of a finger (<2cm). Pain is worsened with tension
of the abdominal wall muscles. Relief of pain with trigger point injection
establishes the diagnosis.
CONCLUSION:We present a case of chronic abdominal pain that was due to
ACNES, which was treated successfully with a corticosteroid injection and
osteopathic manipulation. The authors suggest keeping abdominal wall pathol-
ogy on the differential for chronic abdominal pain.

MY MEDICATION IS HURTING ME: A CASE OF HYDRALAZINE
INDUCED LUPUS SYNDROME.
Swarup Sharma Rijal1; Ibiyemi Oke1; Amar Suwal2; Soumya Chakravarty3;
Anish C. Paudel4
1Internal Medicine, Reading Hospital, Reading, PA
2Internal Medicine, Tower Health, Reading, PA
3Rheumatology, Reading Hospital, Reading, PA
4Internal medicine, Tower Health, Wyomissing, PA. (Control ID #3700956)
CASE: A 61-year-old female with a past medical history of hypertension and
diabetes mellitus presented to her primary care physician with several weeks’
history of swelling and pain in the small joints of both hands, wrists, and left
knee.
She also complained of fatigue,muscle pain and difficulty with ambulation due
to pain. Her joint pain was worse in the afternoon and evening, but she did not
report any joint stiffness. She had no rash, skin thickening, oral ulcers, or
weight loss.
Her medications included hydrochlorothiazide, valsartan, carvedilol, and hy-
dralazine 100mg twice daily, which she had been taking for three years. Her
vital signs were temperature 36.5oC, respiratory rate 16 breath/min, pulse rate
85/min, oxygen saturation 97% on room air, and blood pressure 137/86
mmHg. Musculoskeletal examination revealed swelling and tenderness in all
her metacarpophalangeal (MCP) joints bilaterally, worst in the 1st and 2nd
MCPs.
Laboratory evaluation revealed hemoglobin 10.1g/dL, white blood count
2.1*103, anti-nuclear antibody (ANA) 1:2560, anti-dsDNA antibody 1:160,
anti-histone 4.9 units, CRP 4.14mg/dl, and sedimentation rate 47mm/hr . Xray
of hands showed degenerative changes in both 5th distal interphalangeal joints,
while the left knee x-ray revealed only mild degenerative changes.
Her symptoms, history of hydralazine use, laboratory findings of anemia,
leukopenia, elevated inflammatory markers, positive autoantibodies, especially
anti-histone and ANA, were all diagnostic of DIL. She was initially started on
prednisone, naproxen, and Percocet, but she had only minimal pain relief. Her
symptoms, however, improved significantly with the discontinuation of hy-
dralazine and the use of methotrexate.
IMPACT/DISCUSSION: The distinction between Drug-induced lupus and
idiopathic SLE is clinically important as the prognosis of DIL is favorable and
usually responds to discontinuation of the medication, but some patients may
require treatment with steroids and immunosuppressants.
CONCLUSION: All patients on Hydralazine should be evaluated for
rheumatological problems during their follow-up. Early diagnosis and treat-
ment of drug-induced lupus are essential to prevent morbidity and mortality.

NAVIGATING HIV CONCERNS SPECIFIC TO TRANSGENDER
AND GENDER NONBINARY PATIENTS
Mark I. Lieber
Internal Medicine, Johns Hopkins Bayview Medical Center, Baltimore, MD.
(Control ID #3708687)

CASE: An 18-year-old trans man (pronouns: they/them) comes to clinic to
establish care with a new primary care provider and to discuss initiation of HIV
pre-exposure prophylaxis (PrEP) with tenofovir disoproxil fumarate/
emtricitabine (TDF/FTC) or tenofovir alafenamide/emtricitabine (TAF/FTC).
The patient is attracted to both men and women and first became sexually
active six months ago with two partners, who are both cisgender men. The
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patient engages exclusively in receptive anal intercourse, often without the use
of condoms.
With regard to the patient’s gender identify, they were assigned female at birth
but have identified as male for as long as they can remember. From age 13 to
16, they were prescribed leuprolide to suppress puberty and they now receive
weekly testosterone injections for masculinizing gender affirming hormone
therapy (GAHT). Their only current medications include fluoxetine 20mg
daily and a weekly intramuscular injection of 100mg testosterone cypionate.
The patient would eventually like to pursue gender-affirming surgery with a
bilateral mastectomy and phalloplasty. They would also like to discuss options
regarding fertility preservation.
IMPACT/DISCUSSION: This patient is a candidate for HIV PrEP based on
high-risk sexual activities. The US Food and Drug Administration (FDA)
approved the use of TDF/FTC for HIV PrEP in all high-risk individuals,
including trans women, trans men, and nonbinary individuals regardless of
GAHT use. However, TAF/FTC has only been approved for use in cisgender
men and trans women due to concerns about reduced TAF tissue
concentrations in natal vaginal tissue. There are limited data on drug
interactions between testosterone and ART among trans men. Available data
suggest serum testosterone concentrations may increase when given with
pharmacologic enhancers such as ritonavir or cobicistat.
With regard to fertility preservation, trans men who have already begun
testosterone therapy can pursue oocyte or embryo cryopreservation (using
partner or donor sperm) following a three-to-six month period of testosterone
cessation. Masculinizing GAHT also may not completely prevent ovulation
among trans men so birth control should still be discussed with patients who
engage in vaginal intercourse as well as the risk of teratogenicity associated
with masculinizing GAHT and certain ART regimens.
CONCLUSION: For this patient, TDF/FTC should be utilized for HIV PrEP
as TAF/FTC has not yet been approved for cisgender women or trans men;
however, TAF/FTC could be considered if they only engage in receptive anal
sex. For fertility preservation, oocyte or embryo cryopreservation could be
pursued following a three-to-six month period of testosterone cessation. If
gender-affirming surgery is pursued, ovarian tissue cryopreservation could also
be performed at the time of gender-affirming surgery.

NIGHT SWEATS IN AN ELDERLY FEMALE
Danielle Urman1; Bernice Ruo2; Joseph Dipane1
1School of Medicine, University of California San Diego School of Medicine,
La Jolla, CA
2Medicine, University of California San Diego, La Jolla, CA. (Control ID
#3714660)

CASE: 74 year old woman with history of anxiety, depression, and non-
secretory adrenal adenoma presented with two months of progressive night
sweats. Initially, she described waking up damp all over, but without needing
to change her sheets. Her weight had been stable, and she denied recent travel.
Her recent health changes included starting sertraline and receiving the
Moderna COVID vaccines. Her other medications included atorvastatin and
lisinopril. Her vital signs were all within normal range and her physical exam
was unremarkable.
Night sweats described were mild, so work up began with checking a CBC
with differential and a TSH level. Initial labs were normal. However, the
patient called a week later with night sweats that were worsening. She also
recalled being treated for tuberculosis at age fifteen. This prompted additional
bloodwork including Quantiferon, ACTH, androstenedione, estradiol, testos-
terone, progesterone, and DHEAS levels, as well as urine catecholamines and
metanephrines. Additionally, it was noted sertraline could be a potential cause
of night sweats. The dose was halved with the goal to taper off and discontinue
the medication. All lab results came back within normal limits, so CT scans of
the chest/ abdomen/ pelvis were ordered, and blood cultures collected. Imaging
showed an unchanged adrenal adenoma and blood cultures had no growth.
Ultimately, after five months of symptoms, her night sweats completely
resolved five weeks after stopping sertraline.
IMPACT/DISCUSSION: When working up night sweats, first, the severity
of symptoms should be determined and medications reviewed. Mild night

sweats with no associated red flag symptoms (weight loss, lymphadenopathy,
and fever) do not need immediate or extensive work up. Further work up is
essential in the setting of any red flag symptoms. Without a clear etiology, the
work up includes the following items: chest radiography along with bloodwork
includingQuantiferon test, CBC, TSH, HIV serology, and CRP. If these results
are normal then a CT of the chest, abdomen, and pelvis could be obtained as
well as a bone marrow biopsy. Little evidence exists to guide an exact order of
workup for night sweats, so it remains the clinician’s responsibility to deter-
mine which tests to prioritize.
Classes of medications that tend to cause night sweats are cholinergics and
anti-depressants. Anti-depressants most associated with night sweats include
TCAs and SNRIs. Sertraline has been implicated as a cause of night sweats, but
little data exists as to how often this occurs and how often severe presentations
like the one described occur. Given that selective serotonin reuptake inhibitors
are a first line treatment in depression, recognizing this adverse effect is
important in primary care and could prevent unnecessary extensive work ups
for night sweats.
CONCLUSION: - An initial step in evaluating persistent night sweats should
be medication review
-Many antidepressants including sertraline can have night sweats as an adverse
effect

OCULOMOTOR NERVE PALSY FOLLOWING COVID-19
INFECTION
Murali K. Duggirala. Internal Medicine, Mayo Clinic, Rochester, MN. (Con-
trol ID #3707697)

CASE: Patient is a 60-year-old woman who works at a local hospital in billing
department. She has a history of rheumatic fever, non ST elevation MI,
osteoarthritis, Crohn's disease.
Her husband was diagnosed with COVID-19 infection in November 2020. A
Week later, patient developed myalgias, diarrhea and subsequent testing con-
firmed COVID-19 infection. Overall, her symptomswere mild and required no
treatment or hospitalization. Six weeks following the infection she woke up
one morning with diplopia and a large left pupil. She tried to manage this by
covering one eye initially, but later visited with a neurologist, ophthalmologist,
neuro- ophthalmologist. She was found to have fixed, dilated left pupil and
horizontal diplopia with some diagonal component. There were no other
neurological signs or meningismus. Laboratory tests showed hemoglobin of
12.5, White cell count 5.7, platelets 405. Electrolytes, kidney function, liver
function tests were normal. ACH receptor antibodies were negative. Imaging
studies included a negative CTA head, negative brain MRI, face, orbits and
optic nerves. She was diagnosed with left third cranial nerve palsy possibly as a
complication of COVID-19 infection. She was prescribed oral prednisone
60 mg with a slow taper. Her pupil size and vision gradually improved over
the ensuing weeks and the recovery of the third cranial nerve was nearly
complete.
IMPACT/DISCUSSION: The third cranial nerve supplies the levator muscle
of the eyelid, medial rectus, superior rectus, inferior rectus, and inferior
oblique; constricts the pupil through its parasympathetic fibers. Patients with
oculomotor cranial nerve palsy develop diplopia and droopy eyelid. Etiology
for third cranial nerve palsy include many pathologies such as a structural
lesion, infectious or inflammatory conditions, cerebrovascular disease and
trauma.
Our patient developed acute 3rd cranial nerve palsy 6 weeks following the
COVID-19 infection. The workup was negative for any structural lesions,
CVA or other known causes. This raised the possibility that her symptoms
are possibly complications of COVID-19 infection.
Neurological complications of COVID-19 infection have been well
documented. These include encephalopathy, stroke, dysgeusia and anosmia.
There were two case reports of oculomotor nerve palsy that occurred during the
acute phase of COVID-19 infection. These were thought to be from direct
invasion of the virus. Our patient however, had developed symptoms 6 weeks
following the infection raising the possibility of immune mediated complica-
tion. She made near complete recovery with oral glucocorticoid treatment.
However, it is not known whether the improvement is the result of the
treatment.
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CONCLUSION: 1. Oculomotor cranial nerve palsy is potentially associated
with COVID-19 infection.
2. Oculomotor cranial nerve palsy could present several weeks after the acute
COVID-19 infection.
3. In patients presenting with 3rd cranial nerve palsy, it is important to obtain
the history of past COVID-19 infection.

PITFALLS AND PEARLS IN TREATING FRIENDS AND FAMILY
Keith McAuley, Shannon Johnson, Kristin M. Collier
Internal Medicine, University of Michigan Michigan Medicine, Ann Arbor,
MI. (Control ID #3715499)

CASE: A 28 year-old friend texts you for advice about back pain. He was
recently diagnosed with lumbar strain and tried physical therapy without
improvement. He now has worsening pain and feels occasional numbness
down the back of his legs. He texts you asking if he should go to the ED. No
physical exam can be obtained. Given the casual scenario, his reluctance to go
to the ED, and inopportune timing, you discuss warning symptoms that should
prompt presentation to the EDbut do not recommendwhere to proceed. Patient
decides to not present to the ED. He continues PT and is re- evaluated by his
PCP, who refers him to orthopedics. He undergoes an MRI, which shows
severe congenital spinal stenosis. He starts in-office steroid injections and will
eventually require surgical intervention.
IMPACT/DISCUSSION:Almost every physician has received requests from
friends or family for medical advice. However, we receive little education in
how to respond in these situations. The above case demonstrates a lack of a
structured approach. Reflection on level of training, relational closeness,
comfortability with communication, ability to cope with responsibility, and
willingness to be accountable are all areas that can inform one’s readiness to
engage in advising friends and family. Considering one’s level of involvement
can aid in determining risk tolerance. For example, low risk involvement
includes providing objective information and advocating, while giving
suggestions on when to be seen or which medications to take incur higher
levels of risk. At the highest level of risk is direct involvement in care such as
prescribing medications or ordering tests.
Understanding the degree of risk involved can help a physician reflect on how
to respond to requests from loved-ones. Ethical and legal considerations also
play an important role. Professional judgement may conflict with emotional
judgement. Our loved ones may not disclose important information, and
physicians may not feel comfortable asking personal questions. Legally, we
create a physician-patient relationship when we agree to give advice, and these
informal consultations can be legally binding. Additionally, there is often no
documentation of the care provided, which can have legal implications. The
ACP generally recommends against creating physician-patient relationships
with family or close friends. However, if pursued after careful consideration,
then we must remain diligent and uphold the care and documentation we
would provide to any other patient.
CONCLUSION:As physicians, we are often asked to advise loved-ones. Our
personal relationships can influence the way we practice medicine. It is
imperative to evaluate personal risk tolerance by considering the ethical, legal
and practical implications of advising and treating family and friends.
Reflecting on and building scripts for how to respond in a way that respects
our professional license and our loved ones can be helpful for when these
scenarios occur.

PITUITARY ADENOMA PRESENTING AS TENDER BILATERAL
GYNECOMASTIA AT PRIMARY CARE FOLLOW-UP
Edward Cytryn1; Kelsey B. Bryant2
1Department of Medicine, Icahn School of Medicine at Mount Sinai, New
York, NY
2Internal Medicine, Icahn School of Medicine at Mount Sinai, New York, NY.
(Control ID #3715927)

CASE: A 61-year-old man who works as a FedEx delivery driver with a
history of hypertension, chronic kidney disease, and rheumatoid arthritis

presented to his primary care clinic for a follow-up visit after bibasilar atelec-
tasis was noted on an ambulatory chest x-ray. The patient reported bilateral
chest pain that worsened with deep inspiration.
Further history revealed his pain was more localized to breast tenderness and
swelling that began about four months prior. During the same period, he
described also experiencing decreased libido, weight gain, and erectile dys-
function. He reported particular distress surrounding the latter symptom and
tried sildenafil once without significant benefit. He denied any visual changes,
nipple discharge, or new medications. Physical examination exhibited exqui-
site tenderness to palpation of both breasts particularly around the nipples
without overlying skin changes and full visual fields bilaterally. Initial labs
revealed low total and free testosterone (76.74 and 2.0 ng/dl, respectively),
normal luteinizing hormone, follicle stimulating hormone, thyroid stimulating
hormone, and human chorionic gonadotropin, and elevated prolactin (89.8
ng/ml). Other serologies including CBC, BMP, and LFTs were all normal. He
was subsequently ordered for an MRI of the pituitary which showed a 7 x 4 x
5mm lesion in the left posterior aspect of the sella turcica consistent with an
adenoma. The patient was promptly connected with an endocrinologist for
further evaluation of hypogonadotrophic hypogonadism and treatment of his
pituitary adenoma.
IMPACT/DISCUSSION: Though pituitary adenomas are the most common
cause of pituitary hormone hypersecretion, they are a relatively uncommon and
difficult diagnosis owing to the myriad symptoms with which they can present.
Hyperprolactinemia, the most common pituitary hormone hypersecretion syn-
drome, typically presents in men as infertility, diminished libido, and gyneco-
mastia. It can be challenging to adequately address these potentially sensitive
symptoms and a strong therapeutic alliance with a PCP is important. The
ability to elucidate their presence or absence is essential to ensuring an
appropriate work-up is ordered, including testosterone, LH, FSH, estradiol,
hCG, TSH, and prolactin levels. In patients with elevated prolactin levels, an
MRI of the pituitary is the necessary next step to evaluate for a mass and help
guide treatment. Treatment of microadenomas, defined as less than 1cm in
diameter, typically involves dopamine agonists to control prolactin levels and
reduce symptoms, with surgical intervention reserved for larger or dopamine-
resistant tumors.
CONCLUSION: Characterization of a chief complaint in the outpatient
setting can better inform a focused physical exam and targeted work-up for
uncommon diagnoses.
Tender gynecomastia can be indicative of hyperprolactinemia and warrants
further hormonal testing and potential imaging.

POINT OF CARE HGBA1C TESTING IMPROVES PATIENT EN-
GAGEMENT AND GLYCEMIC CONTROL
Cladimar Vasquez, Shyam Sundaresh
Department of Medicine, Mount Sinai Health System, New York, NY. (Con-
trol ID #3702476)

CASE: The patient was a 74-year-old Spanish speaking male with well
controlled diabetes mellitus type 2 (A1C 6.5% six months ago) and rheumatoid
arthritis on steroids being evaluated for six months of urinary symptoms. He
had been seen twice in the clinic using a phone interpreter. His urinalysis was
normal. He was trialed on several medications commonly used to treat lower
urinary tract symptoms in men without improvement. On a third visit with a
Spanish speaking provider, he reported polydipsia and weight loss that had
been present the entire time. He also had increased consumption of sugary
beverages and sweets. A point of care glucose was 447, and a point of care
HgbA1C was > 14.0%. The patient was immediately relieved that hypergly-
cemia explained his urinary symptoms, and he became engaged in a discussion
about his diabetes. He left the visit with a prescription for basal insulin and
began injecting himself the same week.
IMPACT/DISCUSSION: Point of care (POC) HgbA1C testing is an innova-
tive tool that gives quick insight into glycemic control over the previous three
months and guides medical decision-making. However, there is limited access to
this test due to overall cost of the device and its cartridge. In this patient’s case,
the POC HgbA1C testing was essential in revealing his uncontrolled HgbA1C
level and initiating insulin during that same encounter. The patient saw the
impact of his POC findings on his symptoms and was motivated to starting
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insulin and make the behavioral changes necessary to regain control of his
diabetes. This case shows that POC testing may be beneficial in engaging
patients for medication adjustments, especially if their symptoms and behavioral
changes suggest poor glycemic control. In fact, despite their high costs, POC
testing allows for early identification of uncontrolled HgbA1C levels, which
decreases overall cost of future diabetes-related complications and
hospitalizations. In addition to the POC testing, language concordance with his
provider also gave the patient the opportunity to fully express his symptoms and
concerns related to his diabetes and treatment. It is possible that our efficient
encounter provided him with both adequate counselling and enough confidence
to start an appropriate diabetic regimen. This assumption is supported by a
literature review that showed not only poor glycemic control, but also poor
medication adherence in Hispanic patients who faced language discordance with
their providers despite use of phone interpreters.
CONCLUSION: 1) Point of care hemoglobin A1C is a cost effective way to
keep patient engaged in their health and medical decisions. 2) Language
discordance with providers may serve as a barrier in fully addressing patient
concerns about initiating new diabetes medications.

PRECRIPTIONCASCADELEADS TOADELAYEDDIAGNOSISOF
GIANT CELL ARTERITIS (GCA)
Kathleen Mccabe
Geriatrics, Louisiana State University, Baton Rouge, LA. (Control ID
#3715431)

CASE:A 65 yo F presented to her PCP with L sided jaw pain. The pain was a
4/10 dull-ache localized over her L temporamandibular joint. The pain radiated
to her shoulders, there were no alleviating or aggravating factors. Exam
revealed clicking over the B/L temporamandibular joints and the diagnosis
of TMJ disorder was made. She was given a night guard and prescribed
NSAIDs. She later developed GERD-like symptoms and was prescribed
Pepcid.
Additionally, she experienced epistaxis prompting presentation to the ED
where her BP was 201/95. She was diagnosed with HTN and was started on
Amlodipine. She later developed LE edema prompting initation of HCTZ. Her
jaw pain and headaches were intensifying despite NSAIDs and night guard.
She was referred to physical therapy but requested an urgent clinic visit due to
worsening jaw pain, new onset night-sweats, jaw claudication and visual
disturbances. She underwent CT head, which was unremarkable. CBC showed
new normocytic anemia and thrombocytosis. ESR and CRP were elevated to
50 and 17, respectively. Based on her history of headache, jaw claudication and
elevated ESR, the diagnosis of GCAwas suspected. The patient was referred to
rheum andwas started on steroidswith immediate resolution of symptoms. She
was unable to undergo temporal artery biopsy, but CTA of head showed
axillary artery thickening, consistent with large vessel vasculitis. Patient
continues to follow with rheumatology and has done well with a prolonged
steroid taper and Tocilizumab. Additionally, her GERD-like symptoms and
uncontrolled blood pressure resolved after discontinuation of NSAIDs.
IMPACT/DISCUSSION: This case illustrates the deleterious effects pre-
scription cascade has on patient care. Our pt p/w new onset headaches and
jaw pain, which should have immediately raised concern for GCA. Prompt
recognition and treatment of GCA with steroids is of utmost importance to
avoid GCA's most feared complication, irreversible blindness. Unfortunately,
our pt was misdiagnosed and underwent unnecessary drug therapies leading to
various adverse reactions and even hospitalization. The prevalence of prescrip-
tion cascade is unknown, but it’s impact on pt care and QoL is staggering.
High-risk populations for prescription cascade include the elderly, females and
those on 5 or more meds. To prevent prescription cascade, a thorough med
review including prescribed and OTC drugs should ensue to identify any
potential adverse drug reactions. Non-pharmacologic treatment strategies
should be used first such as discontinuing or lowering the dose of the offending
agent. If a medication is deemed necessary the prescriber should utilize the
Beer’s list (if elderly) and start the lowest dose possible.
CONCLUSION: Prescribers should recognize the impact that prescription
cascades have on patient health and quality of life. Having a general awareness
of prescription cascade as well as a performing a thorough medication review
and opting for non-pharmacologic therapies are useful mitigation strategies.

RESTING TREMOR AFTER COVID-19 INFECTION
Filip Istvanic, David M. Elnicki
Medicine, University of Pittsburgh, Pittsburgh, PA. (Control ID #3693500)

CASE: The patient is a 66 year-old woman with history of hypertension and
recovered COVID-19 presenting to the outpatient clinic for eight months of
persistent resting tremor of her left arm. The tremor started shortly after she
developed headache, fatigue, and epistaxis found to have COVID-19. The
tremor is mild, occurs multiple times throughout the day, and usually resolves
spontaneously after several seconds. The patient denies any paresthesias,
muscle weakness, motor slowing, or ataxia. She has no family history of
Parkinson's disease or essential tremor. On physical exam, vital signs are
normal. Motor strength is 5/5 and sensation is intact throughout.
Brachioradialis deep tendon reflex is 1/4 bilaterally though slightly increased
on the right side. Cranial nerves II throughXII are intact. Gait is normal with no
evidence of shuffling. No pronator drift is evident. No cogwheel rigidity is
noted. Finger-to-nose motion is normal. Throughout the appointment, the
patient is noted to have an intermittent mild resting tremor in her left arm that
lasts several seconds and resolves spontaneously. Laboratory results including
a basic metabolic panel and thyroid stimulating hormone level are normal.
Incidentally, the patient underwent a recent brain MRI for chronic sensorineu-
ral hearing loss that showed normal appearance of the internal auditory canals/
middle ear structures and no evidence of intracranial pathology. The patient
was subsequently started on daily propranolol. A subsequent telemedicine visit
one month later revealed that her resting tremor had nearly resolved.
IMPACT/DISCUSSION: The outpatient presentation of resting tremor
warrants consideration of a broad differential that includes Parkinson’s disease
and other causes of parkinsonism, including neurodegenerative diseases and
essential tremor, among others. Furthermore, previous studies have demon-
strated new onset movement disorders associated with COVID-19 including
myoclonus, ataxia, action/postural tremor, catatonia, dystonia, chorea, and
functional movement disorders. The exact pathophysiology of COVID-19
related movement disorders is not well understood. Of note, these prior studies
did not specifically address evaluation of COVID-19 related movement
disorders in the outpatient setting.
CONCLUSION: The patient described above likely developed new onset left
arm tremor secondary to COVID-19. Her reassuring physical exam findings,
laboratory results, and head MRI suggest against other etiologies. The patient
was successfully treated with propranolol. This case demonstrates the impor-
tance of neurologic assessment in the outpatient setting, particular in patients
with a history of COVID-19 diagnosis. Though limited data exists on outpa-
tient evaluation and management of movement disorders secondary to
COVID-19, it is important to recognize this phenomenon as a potential
diagnosis.

SEVERE LACTIC ACIDOSIS – AN UNCOMMON BUT DEADLY
CONSEQUENCE OF METFORMIN USE
Oluwatomi O. Adeoti1; Ryan Chippendale2
1Internal Medicine, Boston Medical Center, Roxbury, MA
2boston university, Boston, MA. (Control ID #3715063)

CASE: A 67-year-old man with a history of dilated cardiomyopathy (EF
20%), hypertension, atrial fibrillation (on apixaban), type 2 diabetes (T2DM
on metformin), presented to the emergency room with a one-day history of
multiple bouts of emesis, diarrhea, and an episode of hematochezia. He denied
fever or abdominal pain and had no recent exposures suggestive of food
poisoning. He was found to be tachycardic, hypotensive, and tachypneic.
Examination was significant for dry mucous membranes, dry heaving, irregu-
lar heart rate, epigastric tenderness, and cool hands/feet. Labs were significant
for leukocytosis, acute kidney injury with creatinine (Cr) 6.88 and eGFR 8, and
an anion gap of 40.
VBG showed severe acidosis with pH < 7.0 and lactate >17. Serum toxicology
was negative, EKG showed sinus tachycardia with PVCs, CT abdomen/pelvis
was concerning for ischemic colitis. Given the severe lactate acidosis, gastro-
intestinal symptoms, and suggestive abdominal imaging, the patient had an
emergent exploratory laparotomy that was unremarkable. The patient was
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admitted to the medical ICU and started on continuous veno-venous
hemofiltration (CVVH). Chart review showed that over the preceding four
months, the patient’s renal function had gradually declined following initiation
of spironolactone as part of guideline-directedmedical therapy (GDMT) for his
heart failure in addition to being on furosemide and metformin. With CVVH,
lactic acidosis resolved and Cr improved to 1.80. The patient was discharged
on sitagliptin, dapagliflozin, and insulin.
IMPACT/DISCUSSION: Metformin toxicity is a rare but life-threatening
cause of severe lactic acidosis as described in this patient. The case fatality rate
is approximately 50%. Given that metformin is the first-line medication for
treating type 2 diabetes, it is important to recognize that this seemingly benign
medication can lead to dire adverse effects once renal function is compromised.
Literature review reveals that the clinical presentation is often confused with
ischemic colitis given similar presenting features. The risk of avoidable major
surgery, multiorgan dysfunction, and death that ensues from the resultant severe
lactic acidosis gives weight to the importance of monitoring renal function in
diabetic patients on metformin. Of note, metformin must be discontinued once
eGFR falls below 30 ml/min/1.73m2. In many diabetic patients, co-morbidities
that warrant the use of potentially nephrotoxic medications exist. The prescribing
clinician must monitor renal function closely in such circumstances to ensure an
appropriate switch to alternative medications for diabetes treatment if the
patient’s renal function declines below this threshold.
CONCLUSION:Metformin is a safe, cost-effective, and largely well-tolerated
medication used for diabetes management. Physicians must be mindful of
introducing nephrotoxicmedications in diabetic patients onmetformin to prevent
the development of life-threatening lactic acidosis that can lead to death.

SHOULDER INJURY RELATED TO VACCINE ADMINISTRATION
(SIRVA)
Erick Kawegere2,1; Tamara Goldberg3
1Medicine, Mount Sinai Health System, New York, NY
2Medicine, Mount Sinai Morningside Hospital, New York, NY
3Internal Medicine, Mount Sinai St. Lukes West, New York, NY. (Control ID
#3702399)

CASE: A 62-year-old woman presented with 4 months of sharp progressive
left shoulder pain, radiating down her arm with associated weakness, numb-
ness and tinglingmost pronounced at the 4th and 5th digit. Her symptoms began
within hours of receiving the influenza vaccine to her left shoulder. She denied
prior left shoulder or neck pain, headaches, changes in vision, other neurologic
symptoms, or trauma. Exam: Left upper extremity without skin changes or
deformity, normal muscle bulk, tone and DTRs, lateral upper arm tenderness to
light and deep palpation, reduced sensation to light touch at the 4th and 5th left
digit with loss of two-point discrimination, reduced active and passive ROM of
the glenohumeral joint to flexion/extension/abduction, and restricted internal
and external rotation. Cervical x- rays showed spondylosis at C5-6, C5-6
neural foramen narrowing. Normal left shoulder x-ray. Left shoulder MRI
showed high grade bursal surface, full-thickness tear of the distal supraspinatus
tendon at its insertion, mild subscapularis tendinosis, and small subacromial
subdeltoid bursitis. She was treated with a topical NSAIDs, tramadol and
cyclobenzaprine as needed and referred to physiotherapy and PM&R. Despite
maximum therapy, there was only marginal improvement of left shoulder pain
and function at 9 months, she is still unable to perform her ADLs or return to
work, and currently receiving home care through her daughter as a caregiver.
IMPACT/DISCUSSION: The MRI findings and the temporal relationship
between vaccine administration and onset of symptoms, suggest Shoulder
Injury Related to Vaccine Administration (SIRVA) as the most likely diagno-
sis. SIRVA is defined as shoulder pain with limited ROM that commences
within 48 hours after vaccine receipt in individuals without prior history of
pain, inflammation, or dysfunction of the affected shoulder. SIRVA occurs
when a vaccine is delivered into the sub-deltoid bursa or joint space, leading to
a robust inflammatory response. The single most important factor in SIRVA
diagnosis is the temporal association between vaccine administration and
symptom onset. Commonly reported symptoms include shoulder pain, de-
creased limb mobility, numbness/tingling and muscle tightness. SIRVA
complications include bursitis, tendonitis, rotator cuff tear, and adhesive
capsulitis. Approximately 65% of patients with SIRVA will have pain lasting

more than 3 months. SIRVA is challenging to treat, but there has been some
success with early corticosteroid injection within 5 days of symptom onset.
Given the current increase in vaccine administration with COVID-19, this case
highlights SIRVA as a diagnostic consideration for patients who present with
shoulder pain post- vaccination.
CONCLUSION: SIRVA should be considered in any patient with new-onset
shoulder pain that beganwithin 48 hours of vaccine administration. SIRVA is a
post-vaccination complication resulting in shoulder injury that can be
prevented with proper vaccine administration technique.

SORE THROAT SAGA: A TALE OF A MISDIAGNOSED PERSIST
SORE THROAT DURING THE COVID- 19 PANDEMIC
Mike K. Cheng
Medicine, University of California San Francisco, Oakland, CA. (Control ID
#3715554)

CASE: A 24-year-old male without past medical history aside from high-risk
sexual activity (multiple female sexual partners complicated by a distant
history of chlamydia) however with frequent negative testing (recent negative
HIV, syphilis RPR, and urinary gonorrhea/chlamydia RNA tests) and consis-
tent condom use presents to an urgent care visit for 1 week history of sore
throat with difficulty swallowing. The symptoms presented gradually with
reported lymph node swelling of upper neck without associated cough, con-
gestion, or fever. He denies sick contacts however there is high local transmis-
sion of COVID-19. Exam shows bilateral tonsillar swelling with right-sided
white exudate and midline uvula; bilateral tender anterior cervical lymphade-
nopathy is present. COVID-19 PCR and Strep antigen/culture tests are nega-
tive. Patient is advised to treat symptomatically with ibuprofen and saltwater
gargles for a likely viral upper respiratory tract infection. Symptoms persist
without improvement; he presents again 1 week later. He now reveals that prior
to this sore throat he had receptive oral intercourse with a female partner of
unknown sexual history. Exam is unchanged. Repeat COVID-19 PCR test is
negative. Monospot and HIV RNA tests are negative but gonorrhea RNA
pharyngeal swab results positive. Patient is given IM ceftriaxone and
symptoms resolve; patient tests negative on repeat swab 10 days later.
IMPACT/DISCUSSION: This case demonstrates the difficulty in expedi-
tious diagnosis of gonococcal pharyngitis without high index of suspicion.
Spread primarily through receptive oral intercourse, most oropharyngeal
infections with N. gonorrhoeae are asymptomatic, although symptoms shared
with other common upper respiratory infections like sore throat, exudate, and
cervical lymphadenopathy as well as fever may occur. Management is a single
500mg IM injection of ceftriaxone, notification of relevant partners, as well as
a test of cure 7-14 days after initial treatment due to challenges of effective
treatment when at this site. Expeditious diagnosis and eradication are important
as pharyngeal gonococcal infections can contribute to high level of gonococcal
transmission, uneradicated gonococcal infection could disseminate, and the
pharynx is thought to be where horizontal transfer of gonococcal antimicrobial
resistance genes commonly occurs. Given the increasing prevalence of gono-
coccal infections nationally and increasing rates of antimicrobial-resistant
gonococcal infections, which were estimated to be 550,000 infections in
2019 and increasing when studied from 2000-2017 as per the CDC’s 2019
Antibiotic Resistance Threats Report, this concern becomes increasingly ur-
gent with time.
CONCLUSION: -A high index of suspicion is required for expeditious
diagnosis of gonococcal pharyngitis
-A test of cure is recommended after treatment given the challenge of eradica-
tion at the pharynx
-Eradication is important to decrease gonorrhea transmission and horizontal
transfer of antimicrobial resistance genes

STANDARD DOSE QUADRIVALENT INFLUENZA VACCINE
CAUSING A FALSE POSITIVE ON A 4TH GENERATION HUMAN
IMMUNODEFICIENCY VIRUS (HIV) P24 ANTIGEN + HIV 1/2 AN-
TIBODY COMBINED SCREENING ASSAY
Max Jacobs, Julie Murone, Lauren Mathos
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Internal Medicine, Allegheny General Hospital - Western Pennsylvania Hos-
pital Medical Education Consortium, Pittsburgh, PA. (Control ID #3708912)

CASE:A 21-year-old female with a past medical history of depression not on
any medications, presented to the clinic to establish care. As part of standard
care, she received the 2020-21 standard-dose quadrivalent influenza vaccine
and had an HIV screening test. The test revealed a positive combined HIV-P24
antigen + HIV 1/2 antibody test. Reflex HIV 1 and HIV2 multispot differen-
tiation confirmatory tests were nonreactive. She had no HIV risk factors or
symptoms consistent with acute retroviral syndrome. A follow-up HIV-1 RNA
nucleic acid amplification (NAT) test was negative. The initial positive HIV
screen was deemed a false positive from the recent influenza vaccination.
The psychological response of this patient throughout this process varied. At
first, she wasworried as to why she needed an additional visit to discuss her lab
work. Every lab test, except positive initial HIV screening test, was automat-
ically reported to the patient-facing electronic medical record. The patient was
extremely anxious upon hearing about her positive screening test. The
followup HIV-1 RNA NAT was a seperate test which took another 5 days to
result. After this, the patient felt reassured regarding her HIV-negative status.
IMPACT/DISCUSSION: The USPSTF recommends influenza vaccinations
for persons aged > 6 months and give a Grade A recommendation to screen for
HIV infection in all adolescents and adults aged 15 to 65 years old.
The preferred initial screen is a 4th generation p24 antigen/HIV-1 antibody/
HIV-2 antibody combination immunoassay. A follow-up assay detects HIV-1
and HIV-2 antibodies separately. If negative, an HIV-1 RNA NAT is
performed. A positive NAT means the patient is in the “window period” and
have not synthesized detectable antibodies. A negative NATmeans the patient
is HIV negative and had a false positive initial screen. A false positive is
extremely rare.
Manufacturers report 99.76-100% sensitivity and 99.5-100% specificity for the
combination screening test.
In this patient, the suspected etiology of the false positive test is cross-reactivity
with the HIV p24 antigen in the test. There is at least one reported case of a
false positive 3rd generation (western blot) HIV screen after an influenza
vaccine, but this represents the first known case of an influenza vaccine causing
a false positive on a 4th generation screening test.
A diagnosis as serious as HIV and a traditionally reliable screening test put this
patient at high risk for unnecessary psychological harm. Hopefully, there are
enough safeguards in place to minimize the potental stressors; blocking certain
test results from patient-facing portals, reflexive orders for confirmatory test-
ing, and training on communication regarding screening tests.
CONCLUSION: False positives, potentially from influenza vaccines, are
possible on the 4th generation combination HIV antigen/antibody assays.
Open communication regarding the role of screening vs confirmatory tests is
important to avoid unnecessary psychological harm to patients.

SUPRA-DIAPHRAGMATIC LYMPHADENOPATHY: AN UNUSUAL
PRESENTATION OF METASTATIC PROSTATE CANCER
Saikou O. Saidy3; SarahWyckoff2,1; AbdirahmanWardhere1; Christopher Del
Prete1; Rebecca B. Newman1
1Medicine, Stamford Hospital, Stamford, CT
2Medicine, Columbia University, New York, NY
3Medicine, Stamford Hospital, Stamford, CT. (Control ID #3715472)

CASE: A 77-year-old male presented to clinic following an Emergency
Department visit for right shoulder pain. He is visiting the United States from
Guatemala. He reported intermittent episodes of similar mild shoulder pain
over the last one year. On further questioning, he also endorse a ten pound
weight loss and nocturia over the last four months. He denied any additional
lower urinary tract symptoms. His social history was significant for sixty pack
years of smoking. On exam, vital signs were within normal limits with the
exception of a low body mass index (BMI) of 14.6 kg/m2.
There were multiple firm and fixed left cervical lymph nodes along with
several mobile left supraclavicular lymph nodes and palpable lymph nodes in
the left axilla. Digital rectal exam revealed an enlarged firm prostate without
discrete nodules. Labs were significant for elevated prostate specific antigen

(PSA) of 3,522, alkaline phosphatase (786), and lactate dehydrogenase (259).
CT abdomen and pelvis showed an enlarged prostate, measuring 4.6 x 4.46 cm
with heterogeneous enhancement, and a left peripheral zone enhancing nodule
measuring 1.4 cm. An MRI spine demonstrated diffuse bony metastases
without epidural disease or cord compression. A positron emission tomogra-
phy (PET) scan showed extensive osseous metastatic disease throughout spine,
bilateral ribs, calvarium, and right humerus. A subsequent vascular
interventional radiology biopsy of the largest left palpable posterior cervical
chain lymph node confirmed the diagnosis of prostate adenocarcinoma. The
patient was started on bicalutamide and relugolix and responded dramatically
to therapy. PSA levels decreased to 5.4 after approximately three months of
androgen deprivation therapy. He reported improved baseline health with
increased sleep and appetite as well as complete resolution of the palpable
lymph nodes.
IMPACT/DISCUSSION: Non-regional nodal involvement as the first man-
ifestation of prostate cancer is extremely rare, with a reported incidence of
0.4% or less. This case is interesting given the discrepancy between the mild
reported symptoms and the remarkable physical exam and diagnostic test
findings with a PSA level of 3,522.
CONCLUSION: While supra-diaphragmatic lymphatic involvement has
been reported, it is a rare initial presentation of metastatic prostate cancer.
Prostate cancer should therefore be included in the differential diagnosis of
male patients presenting with generalized lymphadenopathy, bone pain, and
urinary symptoms in the primary care setting, particularly when evaluating
individuals with a history of limited longitudinal healthcare access.

SUSTAINED RELIEF OF REFRACTORY RESTLESS LEG SYN-
DROMEWITH CANNABINOIDS
Ryan Buck1; Rebecca A. Abraham2

1Medicine, Northwestern University Feinberg School of Medicine, Chicago,
IL
2Northern Illinois University, DeKalb, IL. (Control ID #3715520)

CASE: Patient is a 60 year old woman with restless leg syndrome (RLS)
diagnosed at age 40, with near daily symptoms since. Symptoms begin around
5 pm and worsen throughout the night, not stopping until around 5 am. She no
longer sleeps in bed with her partner, but on a mat in the living room. Exam
revealed normal tone and strength, no rigidity, and a mild resting tremor. Iron
studies were normal. She has tried many medications which either gave no
benefit (pergolide, clonazepam) or caused worsening symptoms (pramipexole,
rotigotine). She had some limited success with Baclofen and Gabapentin - but
only for 1-2 weeks before symptoms recurred. She says that she was “at her
wit’s end” in terms of insonnia, pain, andmood. The next option recommended
to her was opiates, but she was reluctant and instead wanted to try medical
cannabis. She recieved education by a cannabis nurse and started a regimen of
cannabidiolic acid (CBDA) drops, vaporized tetrahydrocannabinol (THC) /
cannabinol (CBN) / cannabigerol (CBG), and oral gummies with 1:1 THC/
CBG. Since starting this regimen she reports that she feels like “a newwoman”
and has achieved total remission of her RLS symptoms for 60+ days, longer
than any prior period of respite. She reports significant improvement to her
quality of life, is sleeping through the night, and denies any significant
intoxicating side effects.
IMPACT/DISCUSSION:Moderate to severe RLS affects 2-3% of the North
American and European population
- leading to significant morbidity and reduced quality of life. Many patients can
be treated with a combination of dopamine agonists, anticonvulsants, and
opiates; however, a subset of patients either remain refractory or develop
significant side effects - such as poor impulse control or augmentation, a
worsening of RLS symptoms.
The antinociceptive effects of cannabinoids for chronic and neuropathic pain
has been widely documented, but the effectiveness in treating RLS in particular
has not been well studied. However, there are reports of patients spontaneously
using cannabis and then achieving significant relief of RLS symptoms. The
natural endocannabinoid system consists of many receptors, including canna-
binoid type 1 (CB1R) and type 2 (CB2R) and endogenous cannabinoid ligands
such as anandamide and 2-AG. CB1 receptors are located throughout the
nervous system where cannabinoids likely induce analgesia by inhibiting
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presynaptic neurotransmitter release and modulating post-synaptic neuron
excitability. Cannabinoids have also been shown to regulate release of seroto-
nin and noradrenaline, and to modulate dopamine synthesis.
CONCLUSION: A patient with RLS refractory to conventional treatment
options found significant and sustained relief using medical cannabis.
Endocannabinoid signaling in the nervous system has a variety of mechanisms
by which it may exert antinociceptive and anxiolytic effects, and the potential
benefit for cannabis to treat RLS symptoms should be explored in robust
clinical trials.

TELEMEDICAL EVALUATION OF ACUTE HEADACHE IN SET-
TING OF ONGOING COVID PANDEMIC
Ewana Cheng
Division of General Internal Medicine, University of California San Francisco,
San Francisco, CA. (Control ID #3716284)

CASE: 50 yo generally healthy female with two sudden “throbbing” frontal
headaches (HA) over the 7 days. First episode (rated 9 out of 10) was preceded
by abd pain and emesis. The HA worsened in the laying down, which
decreased after 5 hrs of “pacing around the house." Second HA preceded by
neck pain and nausea. HA persist (2 out of 10) after the episodes with
'persistent brain fog.' Positive for recent life stressors. Has Mirena. During
the video visit, she appears alert, not in distress, speech and mentation at
baseline. Face symmetrical. However, no traditional intake such as vital signs
were not available and the physical exam was limited. Due to the red flags
symptoms, imaging was indicated. CT is the first pass work up for intracranial
hemorrhage. Differential diagnoses include migraines, benign HA, hemor-
rhage, thrombosis, dissection, and neoplasms. There were logistical limitations
as this occurred over the holiday with reduced clinic hours, no urgent care and
the ED on diversion. An urgent head CT ordered with the plan for follow up in
person visit after the holiday for further assessment, and likely consultation
with neuro. Findings concerning for acute SAH. Radiology sends patient to
ED. Repeat CT angio, again, shows “multifocal beaded and narrowing in
circulation. Suggestive of cerebral vasoconstriction syndrome (RCVS).” After
admission, pt is evaluated by neuro and undergoes angio, which finds mild
diffused artery luminal stenosis consistent with RVCS. Intra-arterial verapamil
administered into 3 cerebral arteries had marked improvement. Discharged on
90 days of oral verapamil with close PCP follow up.
IMPACT/DISCUSSION: RVCS is evolving neurological condition. Given
the low incidence of 3 in 1million patients, the understanding of RVCS
continues to grow. RVCS commonly presents as severe thunderclap HA.
Triggered by use of vasoconstricting medication, illicit drug, postpartum and
grief. However, acute HA have a relatively large differential. Primarily diag-
nosed through imaging. As in this case, RVCS requires urgent interventions.
To differentiate from benign etiologies of HA particularly as health services are
limited or overwhelmed by COVID health epidemic, telehealth can play a
pivotal role in increasing accessibility to reduce pt harm and potentially
negative outcomes.
Impact on practice: Red flag symptoms associated with thunderclap HA, even
after improvement necessitate urgent evaluation of address the risk of RCVS.
Thorough limited neuro examinations through video can assist in diagnostic
differential development.
As the COVID continues and impacts burden of healthcare, post pandemic
incorporation of telehealth can play in acute settings with limited resources that
can significantly reduce poor pt outcomes.
CONCLUSION: Thorough investigations of presenting illness and medical
history supply critical details in distinguishing atypical HA
In the setting of limited resources and time constraints, virtual assessments
provide sufficient information to support expedited workup

THE 26TH TURNING POINT: THE IMPORTANCE OF THE ADULT
INTERNIST IN YOUNG ADULT EATING DISORDER PATIENTS
Cynthia Tsai
Department of Medicine, Stanford University School of Medicine, Stanford,
CA. (Control ID #3713925)

CASE:Ms. M. is a 26-year-old woman with history of anorexia nervosa. She
was diagnosed with anorexia nervosa at age 18; since diagnosis, she has been
treated by a multidisciplinary team (PCP, psychiatrist, dietitian, and psycho-
therapist) in the Department of Pediatrics in the Division of Adolescent
Medicine. At age 26, she was no longer eligible to receive multidisciplinary
care through the university’s pediatrics-housed eating disorders program. At
age 26, she also no longer qualified for coverage under her mother’s employer
based health insurance plan, and she enrolled in her local county’s health plan.
She presented to adult general medicine clinic to re-establish primary care with
escalating restrictive eating, purging behaviors, as well as precipitous weight
loss. She underwent monthly blinded weight checks and orthostatic vital signs
monitoring in the office; her PCP also monthly monitored her electrolytes. Her
PCP worked with her insurance to obtain authorization for a residential eating
disorder program given her relapsed symptoms and progressive vital sign
instability. She has been medically and psychiatrically stable in the past year
since residential discharge with ongoing close primary care follow-up and
outpatient counseling.
IMPACT/DISCUSSION: Though eating disorders may first develop in ado-
lescence, many patients will struggle with eating disorders for years to decades
after symptom onset. Other patients may first develop symptoms later in life.
Despite this heterogeneity in patient age, many academic medical centers
house eating disorder programs within pediatrics and adolescent medicine
and see patients up to age 26. At age 26, these patients may lose comprehensive
outpatient eating disorder treatment; even more, patients may simultaneously
lose the financial means (when no longer eligible to receive insurance coverage
from their parents) to readily access medical care. The adult internist often then
becomes a critical outpatient resource for ongoing eating disorder care. The
adult internist must become adept in outpatient eating disorder management
and develop knowledge of relevant vital sign and metabolic complications.
Furthermore, the internist must become familiar with intensive resources in
their local community that patients may require when symptoms escalate
beyond the purview of outpatient monitoring.
CONCLUSION: 1. Patients with eating disorders may experience both access
and financial challenges at age 26.
2. Patients with eating disorders are at risk for bradyarrhythmias, orthostasis,
and electrolyte derangements during periods of high symptom burden and
during early recovery.
3. Outpatients with refractory eating disorders may require intensive outpa-
tient, partial hospitalization, residential, or inpatient care to optimize symptom
control.

THE OVER-LOOKED KILLER: CARDIOVASCULAR DISEASE IN
RHEUMATOLOGY PATIENTS
Megan W. Creasman1; Navjot K. Sobti2; Helene Strauss1; Rebecca Klahr1
1Internal Medicine, Weill Cornell Medicine, New York, NY
2Cardiology, NewYork-Presbyterian Healthcare System Inc, New York, NY.
(Control ID #3690069)

CASE: A young woman was first diagnosed with systemic lupus
erythematosus (SLE) in her early twenties, and her joint pain, rashes, and
fatigue were well-managed with hydroxychloroquine and intermittent courses
of steroids. She was a never-smoker with family history notable only for non-
premature cardiovascular disease (CVD) in her father.
A lipid panel was first sent when she was 38 and repeated every few years.
Though the patient’s LDL was first noted to be markedly elevated (>140 mg/
dL) at age 43, statin therapy was not initiated.
The patient’s lipid panel was not repeated until she suffered from a stroke at
age 50. She began treatment with a blood thinner and statin but just two year
later age 52 she was admitted once again, but for chest pain and findings
concerning for NSTEMI. Upon urgent cardiac catheterization, she was found
to have multivessel disease. Due to the patient’s hypercoagulable state and risk
for stent thrombosis – as demonstrated by her prior stroke and known autoim-
mune disease - the decision was made to medically manage her newly diag-
nosed coronary disease on dual antiplatelet therapy.
Her follow-up appointments with cardiology delineated a goal SBP < 140 mm
Hg and LDL <70 mg/dL. Over the next several years her autoimmune disease
became essentially quiescent, and she was tapered off all her rheumatologic
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medications. Ezetimibe was added to achieve better control of her hyperlipid-
emia, which had remained uncontrolled on Atorvastatin monotherapy.
Several years later—at the age of 57 and in the setting of havingmissed several
weeks of her blood thinner—the patient developed another NSTEMI necessi-
tating placement of two drug-eluting stents.
IMPACT/DISCUSSION: CVD is the major cause of reduced life expectancy
and the main cause of death in patients with SLE. CVD risk in SLE patients is
triple that of general population, and young female patients aged 35–44 have a
52.4 times relative risk of MI compared to eaged-matched controls. For this
reason, national and international Rheumatology and Cardiology society
guidelines recommend a minimum of baseline to annual screening for CVD
in patients with inflammatory disease.
However, studies suggest that providers under-screen patients with autoim-
mune disease. In one study that reviewed patient records from rheumatologists
at a tertiary care center, only 1 of the 64 SLE patient records had enough
relevant information in their records to produce a calculable Framingham risk
score. Furthermore, patients are under-informed about this serious risk.
Though three or more known CVD risk factors were found in 53% of Hopkins
Lupus Cohort population, only 16.9% believed they were at high risk for
developing CVD.
CONCLUSION:Aggressive lifestyle modification and consideration of statin
therapy is necessary even for young adults if they have elevated LDL-C levels
and other high-risk features.
Autoinflammatory disease is an important high-risk feature that should not be
overlooked by practitioners in primary prevention of CVD.

THE POUNDING CHEST PAIN OF JACKHAMMER ESOPHAGUS
David Wozny1; Samantha McPeck1; Chris Dipollina1; Aleena Moin2
1Internal Medicine, UConn Health, Farmington, CT
2Geisinger Medical Center, Danville, PA. (Control ID #3715747)

CASE: We present the case of a 67 year old female evaluated by her primary
care provider with a complaint of intermittent “pounding” chest pain. Her past
medical history was significant for diabetes mellitus, hypertension, chronic
opiate use and COPD on 4 Liters oxygen at baseline. She reported chest pain
which occurred and resolved spontaneously at rest. She denied chest pain on
exertion, diaphoresis or radiation of pain. She noted pain occurred most often
while eating and improved mildly after taking acid suppressants. Vital signs
were stable and electrocardiogram in office was normal. Bloodwork showed
no anemia, electrolyte abnormalities or thyroid irregularity. Due to her inter-
mediate cardiovascular risk she underwent Stress Testing which was normal.
She was started on pantoprazole with mild symptom improvement.
Esophagogastroduodenoscopy showed tertiary contractions in the esophagus.
Esophageal manometry testing revealed multiple distal contraction integrals
(DCI) >8,000 mmHg-s-cm consistent with jackhammer esophagus (JE). One
year later she was diagnosed with lung cancer and symptoms returned. Shewas
transitioned to dexlansoprazole with improved symptom control.
IMPACT/DISCUSSION: Chest pain is a common emergency room com-
plaint but makes up less than 10% of outpatient primary care chief concerns.
The differential for chest pain is broad with significant concern given to ruling
out life threatening causes such as myocardial infarction, aortic dissection,
pulmonary embolism and esophageal perforation. Once life threatening causes
have been ruled out, a systems based approach to further workup is advised.
Some gastrointestinal causes of chest pain include acid reflux, pancreatitis,
food impaction and esophageal spasm. Reports of dysphagia, odynophagia,
association with eating, dyspepsia can help suggest a gastrointestinal source.
Esophageal spasm is a well established clinical pathology frequently
presenting as nonspecific chest pain. Diagnosis is confirmed with esophageal
manometry showing elevated DCI. The subset of Jackhammer esophagus is a
multipeak DCI >8000. This phenomenon was first described in 2012 and
roughly 500 cases have been published on this disease. Recent literature
suggests a correlation between esophageal dysmotility and opiate use which
likely contributed to this case. The recurrence of symptoms also fits with
current literature which finds an association between JE and malignancy.
CONCLUSION: Jackhammer esophagus is a unique subset of esophageal
spasm commonly presenting with non- specific chest pain. JE should be

considered in patients taking chronic opiates or diagnosed with active malig-
nancy. Diagnosis is made with esophageal manometry showing multiple peak
DCI >8,000 mmHg-s-cm.
Most published cases of suggest symptom resolution on proton pump inhibitor
therapy however no gold standard for treatment exists. This case highlights a
unique presentation of chest pain with a clinically established diagnosis and a
patient-centric approach to symptom treatment.

THE TWO-SECOND HEADACHE: A CASE OF OBSTRUCTIVE HY-
DROCEPHALUS IN A YOUNG HEALTHY MALE
Wint Thu Saung, Katherine Small
Internal Medicine, The Mount Sinai Hospital, New York, NY. (Control ID
#3715500)

CASE: A 26-year-old male with no past medical history presented to primary
care clinic with a five-year history of daily headaches that lasted only seconds.
The headaches were diffuse, throbbing, and 7/10 in severity. Triggers included
standing up too quickly, bending down, straining on the toilet, exercising and
coughing. His headaches were not debilitating and resolved on their own. He
denied any prodrome, vision changes, photophobia, phonophobia, rhinorrhea,
lacrimation, increased somnolence, tinnitus, numbness/tingling, weakness or
balance issues. He did not take any medications regularly. Social history was
notable for occasional marijuana and alcohol use. Neurological exam was
unremarkable.
An MRI/MRA revealed a brainstem tectal glioma causing cerebral aqueduct
stenosis with associated dilatation of both lateral ventricles and third ventricle
concerning for obstructive hydrocephalus as well as cerebellar tonsillar herni-
ation ~6mm below the level of the foramenmagnum. Diffuse scalloping of the
inner table of the calvarium without overt signs of periventricular edema was
noted, suggestive of long-standing rather than acute obstruction.
Urgent evaluation by neurosurgery revealed a reassuring neurological exam
and no papilledema, and thus did not prompt acute intervention. He was
subsequently scheduled for an outpatient endoscopic third ventriculostomy
(ETV). During his pre-operative appointment one week later, patient endorsed
a feeling of pressure behind his right eye and was referred to neuro-
ophthalmology. His slit exam revealed a slight increased thickness of his right
retinal nerve fiber layer, concerning for some swelling in the optic nerve;
however, there were no signs of vision loss or papilledema.
Three weeks later, he successfully underwent an ETV. He was seen two weeks
post-operatively with resolution of his headaches.
IMPACT/DISCUSSION: Headaches triggered by Valsalva or exertion may
be suggestive of increased intracranial pressure. In patients with these findings,
it is important to evaluate for papilledema to identify patients at risk of vision
loss. Though often listed as one of many “red flags” for headaches, Valsalva-
maneuver or exertional headaches are rarely highlighted as headache types that
require urgent evaluation. This paucity of attention may be due in part to the
relative infrequency with which imaging reveals an identifiable abnormality.
However, in recent years, as imaging modalities continue to improve, a greater
number of these headaches are attributed to underlying intracranial
abnormalities.
CONCLUSION: 1) Patients with new Valsalva-maneuver headaches should
undergo brain imaging to rule out structural or vascular abnormalities.
2) Valsalva-maneuver headaches may be a sign of increased intracranial
pressure and require prompt evaluation, including assessment for papilledema.
3) Brainstem gliomas causing obstructive hydrocephalus are rare causes of
Valsalva-maneuver headaches and are treated with ventriculostomy to relieve
the obstruction.

THE WAITING GAME: IMPACT OF AND INTERVENTIONS FOR
CLINIC WAITING TIME
Xin A. Wang1; Peggy B. Leung2; Helene Strauss2
1Internal Medicine, Weill Cornell Medicine, New York City, NY
2Internal Medicine, New York Presbyterian/ Weill Cornell, New York, NY.
(Control ID #3715908)
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CASE: A 64-year-old woman with T2DM, HTN, chronic back pain, hypothy-
roidism, and anxiety disorder presents to her primary care clinic for her annual
physical. She arrived at 2:20 PM for her 2:15 PM appointment and had her
vitals taken by the nursing staff after a 30 minute wait. It was 3:00 PM by the
time she was shown to the clinic room. The physician sees her at 3:15 PM due
to running late. The patient began the visit expressing her frustration at the
tardiness. After venting her dissatisfaction for 5minutes, the physician spent 20
minutes reviewing management of her chronic conditions and annual screen-
ing. Near the end of the visit, the patient revealed a depressed mood, and a
PHQ-9 revealed a score of 20. Further discussion elicited the patient’s will-
ingness to start therapy and an antidepressant, but due to time restraints as the
provider’s 3:00 PM patient was waiting to be seen, the physician provided the
patient with resources on different antidepressants and their side effects, and
asked the patient to follow up in 2 weeks to further discuss the medications.
The total cycle time of the patient was 100 minutes for a 30 minute visit.
IMPACT/DISCUSSION: There are many barriers to accessing healthcare for
patients, but one of the less-studied barriers is the in-clinic wait time for
patients and its ripple effect. Several studies have shown increased wait time
leads to decreased patient satisfaction and a lower likelihood of patients
recommending the clinic to others. Furthermore, patients who experience
longer wait times report less trust in physicians and were less likely to follow
through in the care plan, reporting feeling unheard by the physician.
Prolonged wait times also impact the staff and physician satisfaction as delays
lead to more dissatisfied patients and longer work days. Patient care is also
affected as physicians report time restraints during visits being a barrier to
evidence-based care.
The ongoing COVID-19 pandemic has led to a widespread change in clinic
flow and marks an optimal time to examine possible interventions for reducing
in-clinic wait times. Studies utilizing the PDSA (plan-do-study-act) cycle have
been effective in improving workflow and decreasing total visit time while
improving patient satisfaction. Online check-in and televisits have also been
utilized as a method to help reduce wait. Furthermore, strategies have been
proposed to better make use of unavoidable wait times, including
questionnaires, visit prompt sheets, patient education, and decision aides,
helping to better prepare patients for the visit with the physician.
CONCLUSION: Prolonged in-clinic wait time negatively impacts patient,
provider, and staff satisfaction and leads to worse health outcomes. Further
research to reduce total visit time and studies to better utilize wait time should
be a priority of the healthcare system.

THYROID EYE DISEASE AS MIGRAINE MIMICKER - A CLINI-
CAL CHALLENGE
Priya Darshini Velumani, James Burks, Vijay Eranki
Internal Medicine, Texas Tech University Health Sciences Center School of
Medicine, Lubbock, TX. (Control ID #3715720)

CASE: Patient is a 33 y/o female with a history of Graves’ disease and a recent
diagnosis of TED. She is a non smoker. We describe the course of events prior
to her TED diagnosis. Initially she was treated with methimazole followed by
radioiodine ablation of thyroid. Four months later, she developed a deep
pressure like headache which worsened with eye movements. It was associated
with dizziness, visual distortions and floaters. She initially presented to a local
ER. CT brain was normal and she was discharged home. Due to persisting
symptoms she visited her PCP who prescribed meclizine and referred to ENT.
She underwent vestibular function tests, audiometry and MRI brain. The
reports were unremarkable. She had vestibular physiotherapy for three months
with no improvement. She was subsequently referred by her PCP to a Neurol-
ogist, who diagnosed her with ocular migraine and started on amitriptyline and
fluoxetine. She had to discontinue both due to adverse reactions. Due to
persisting headache and pressure behind the eye, patient self- referred to a
retina specialist. Exam revealed a soft, non-enlarged thyroid. Eyelid retraction
R>L. Von Graefe’s Sign was positive. Proptosis: Rt eye 21 mm, Lt eye 18 mm,
orbital rim diameter :104 mm. She was diagnosed with TED and was pre-
scribed monoclonal antibody Tepezza (teprotumumab). Her diagnosis was
made after a delay of five months.
IMPACT/DISCUSSION: Diagnosis is of TED is often delayed. Common
manifestations of TED vary considerably. Most common signs and symptoms

include redness, diplopia, eyelid retraction, proptosis and extraocular muscle
dysfunction. Pressure like headache is also a common presentation. More
severe forms of pain syndrome such as Supra Orbital Neuralgia have also been
reported. These headaches are often misdiagnosed as migraines, sinus or
tension headaches. Heightened suspicion for TED is paramount in autoim-
mune thyroid diseases. TED progresses from an active inflammatory stage to a
chronic fibrotic phase within 1 to 3 years. Early initiation of therapy in active
TED is crucial.
Once fibrotic phase has set in, immunomodulation and radiotherapy are less
effective. Disfiguring proptosis can cause a major impact on the quality of life
and social function. Several clinical assessment tools can be used easily in the
outpatient clinics to alert the possibility of TED and initiate early referrals to
Ophthalmology and Endocrinology.
Clinical Activity Score (CAS), a 7-point scale based on signs and symptoms is
widely used. TED is considered active if the CAS ≥ 3.
CONCLUSION:Active TED needs to be diagnosed and treated early prior to
the chronic fibrotic stage. Clinicians should initiate early referrals to specialty
care to improve the prognosis.

TIME IS BONE: SEVERE OSTEOPOROSIS IN THE FEMALE ATH-
LETE TRIAD
Geetika Arora1; Rui Jiang2; Sreekala Raghavan3
1Internal Medicine, Mount Sinai Beth Israel Hospital, New York, NY
2Internal Medicine, The Mount Sinai Hospital, New york, NY
3Medicine, Mount Sinai Beth Israel Hospital, New York, NY. (Control ID
#3715813)

CASE: A 32-year-old woman presented to primary care with amenorrhea.
Menarche occurred at age of 14, followed by irregular menstrual periods every
2-3 months until amenorrhea 3 years ago. She ran 2 hours daily and had
disordered eating. BMI was 16.9 kg/m2. Lab work showed low estradiol levels
(<5.0 pg/mL) with inappropriately low FSH and LH levels [FSH 4.4 m IU/mL
(NL: 4.7-21.5 mIU/mL) and LH 0.2 mIU/mL (NL: 0.7 to 14.6 IU/L)]. TSH,
PTH, prolactin, FBS, and pituitary MRI were normal. She was diagnosed with
functional hypothalamic amenorrhea (FHA), with Vit D levels of 12 ng/mL
(NL:>30ng/mL) and DEXA Scan revealing a Z score of -4.6 in spine, -3.2 in
femoral neck and -2.4 in hip. She was started on Vit D supplementation and
combined oral contraceptives (COCs). She discontinued taking COCs due to
side effects and was started on low-dose estrogen transdermal patch with oral
progesterone. Bone mineral density (BMD) improved marginally; however,
she remained amenorrheic.
IMPACT/DISCUSSION: FHA is responsible for 25-35% of presentations
for secondary amenorrhea. Women with FHA exhibit hypogonadotropic
hypogonadism that results from gonadal failure due to inadequate hypotha-
lamic GnRH secretion. After excluding thyroid disorders, hyperprolactinemia,
and autoimmune disorders, one must evaluate for an eating disorder, excessive
exercise, and stress as etiologies for FHA. Our patient exhibited signs of the
“female athlete triad,” an interrelationship of menstrual dysfunction, low
energy availability (with or without an eating disorder), and BMD. In premen-
opausal women, a DEXA Scan must be done when presenting with amenor-
rhea > 6 months, stress fractures, or severe nutritional deficit as the most
important risk factors contributing to BMD loss are degree and duration of
estrogen deficiency. The approach to diagnosis and treatment of premenopaus-
al osteoporosis in women with FHA differs from postmenopausal in that Z-
score is recommended over T-score with Z-score <= -2.0 as definition for
osteoporosis. Treatment focuses on physiological hormonal replacement as
first-line therapy with the Endocrine Society recommending against the use of
bisphosphonates for premenopausal women. Although COCs may allow for
ease of administration, the dose is not a physiologic replacement dose; these
hormonal preparations are more potent and have a higher risk of venous
thromboembolism. Thus, the Endocrine Society in 2017 recommends trans-
dermal estrogen and cyclic oral progestin as treatment. Unfortunately, research
has shown that premature osteoporosis in women with amenorrhea is partially
irreversible despite the resumption of menses, estrogen replacement, or calci-
um supplementation.
CONCLUSION: Primary care is often the first place for presentation of
secondary amenorrhea. Prompt recognition of FHA from the “female athlete
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triad” saves time to halt the progression of associated osteoporosis. Hormonal
replacement should be the mainstay of treatment for pre-menopausal osteopo-
rosis arising from FHA.

TRANSIENT HYPERLIPIDEMIA ASSOCIATED WITH PERSIS-
TENT ACUTE PHASE REACTION SYMPTOMS AFTER INTRAVE-
NOUS ZOLEDRONIC ACID ADMINISTRATION
Varun Ayyaswami1; Elizabeth A. Murphy2
1Internal Medicine, University of Massachusetts Chan Medical School,
Worcester, MA
2General Internal Medicine, University of Massachusetts Medical School,
Worcester, MA. (Control ID #3709484)

CASE: A 65 year old female with a history of osteoporosis presented to the
primary care clinic for an urgent visit for fatigue. She reported receiving her
first infusion of Zoledronic Acid 25 days earlier which was complicated by
acute onset pain in her upper shoulders, neck, and hips. The following day she
reported the development of weakness, headache, and fluid retention. She
contacted her endocrinologist and was instructed to increase her dosage of
calcium and vitamin D. Over the ensuing weeks she reported persistent
symptoms of intermittent fever, chills, fatigue, myalgias, and perioral tingling.
She denied weight loss, changes in appetite, recent travel, new pets, new sexual
partners, insect bites, or dental work. Vital signs were within normal limits. A
complete physical exam was unremarkable. Laboratory workup with a com-
plete blood count, comprehensive metabolic panel, creatinine kinase, thyroid
stimulating hormone, iron studies, and urinalysis were within expected limits.
25-hydroxyvitamin D level was 44. A lipid panel was collected for an upcom-
ing health maintenance appointment and yielded an LDL-C of 427, signifi-
cantly increased from prior value of 115. A repeated fasting lipid panel showed
an LDL-C of 446. The patient was referred to preventive cardiology.
During the visit 1 month later, she reported her symptoms were significantly
improving. She denied prior history of coronary artery disease. Repeat lipid
panel showed markedly decreased LDL-C of 144. Recent dobutamine stress
echocardiography showed normal cardiac function without evidence of ische-
mia. Her calculated 10-year Atherosclerotic Cardiovascular Disease risk was
5.3%. The patient was provided reassurance regarding favorable cardiac prog-
nosis. At two year follow up, LDL-Cwas 103 without therapeutic intervention.
IMPACT/DISCUSSION: Acute phase reaction up to 72 hours after
zoledronic acid infusion is a well characterized adverse reaction consisting of
mild flu-like symptoms treated with antipyretic therapy. Observational studies
suggest lower 25-hydroxyvitamin D levels are inversely associated with acute
phase reaction incidence. This patients case illustrates a rare adverse event of
persistence of acute phase reaction symptoms for two months associated with
marked, transient elevation in LDL cholesterol. To date, no prior publications
have reported severe hyperlipidemia associated with zoledronic acid infusion.
This patients clinical course suggests that the noted elevation in LDL-C does
not lead to persistent hyperlipidemia or increased cardiovascular disease risk in
the absence of other cardiac risk factors.
CONCLUSION: This case highlights marked and transient hyperlipidemia as
a previously undescribed adverse event following Zoledronic Acid infusion.
Clinicians should be aware that patients reporting persistence of acute phase
reaction symptoms following zoledronic acid infusion may have associated
hyperlipidemia that does not require therapeutic intervention.

UNILATERAL BLURRY VISION AND PHOTOPHOBIA: ANTERI-
ORUVEITIS AS ANUNCOMMONPRESENTATIONOFMULTIPLE
SCLEROSIS
Nicole Casasanta, Mayce Mansour
Medicine, Icahn School of Medicine at Mount Sinai, NewYork, NY. (Control
ID #3705053)

CASE: A 36 year old woman presents with blurry vision and photophobia in
her left eye for 10 days. She is found to have conjunctival injection with
decreased visual acuity. Ophthalmologic exam revealed leukocytes in the

anterior chamber consistent with bilateral granulomatous anterior uveitis. Labs
were notable for negative Interferon gamma release assay, HSV1/2 IgM,
Syphilis serology, FTA-Abs, Lyme IgG/IgM, ACE level, and HLA B27. She
continued to have recurrence of anterior uveitis over the next year. She was
intermittently treated with oral prednisone for presumed autoimmune disease.
Patient represented to clinic 1 year later with 3 months of intermittent,
exertional left arm and leg numbness and tingling that improved with rest.
On exam cranial nerves II-XII, light touch, and pinprick sensation were intact,
strength was 5/5 throughout, and she had a normal gait. MRI brain with
contrast showed foci of increased T1 and T2 flair intensity in both cerebral
hemispheres and midbrain concerning for demyelinating disease. She then
developed acute vision loss in her left eye and was found to have an anterior
pupillary deficit consistent with optic neuritis. She was treated with oral
steroids and natalizumab infusion for multiple sclerosis (MS).
IMPACT/DISCUSSION:Anterior uveitis can present with pain, redness, and
variable degree of vision loss. On slit lamp exam, the presence of leukocytes in
the anterior chamber is characteristic. The differential diagnosis is wide:
approximately 40% of cases occur in association with a systemic immune-
mediated disease, and 30-60% are considered idiopathic.1 Infectious causes
include herpes virus, cytomegalovirus, toxoplasmosis, Syphilis, tuberculosis,
West Nile virus, and Zika virus. Systemic inflammatory causes include
spondyloarthritides, sarcoidosis, inflammatory bowel disease, systemic lupus
erythematosus, Sjogren’s syndrome, Bechet syndrome, systemic vasculitis,
and demyelinating disease. The most common demyelinating disease associ-
ated with uveitis is MSwhich has been associated with granulomatous anterior
uveitis in 1.1-2.4% of cases.1

MS is the most common immune-mediated inflammatory demyelinating dis-
ease of the central nervous system. It should be suspected in patients with
episodes of vision changes, weakness, or paresthesias. The most common
ocular disorder associated with MS is optic neuritis, which is the presenting
symptom in 15-20% of patients.2 It presents with painful monocular vision loss
and loss of color vision. Other demyelinating diseases associated with oph-
thalmologic symptoms are NMOSD, which presents with acute attacks of
bilateral or rapid sequential optic neuritis and MOGAD which presents with
unilateral or bilateral optic neuritis and acute disseminated encephalomyelitis.
CONCLUSION:Uveitis has a broad differential diagnosis including systemic
immune mediated and infectious processes.
Central nervous system demyelinating illnesses can uncommonly present with
uveitis though more commonly present with optic neuritis.

UNSTEADY ON MY FEET
Udunma N. Ikoro
Internal Medicine, Mercy Fitzgerald Hospital, Malvern, PA. (Control ID
#3715237)

CASE: A 54-year-old male presented to the outpatient clinic with chief
complaints of gait instability and dizziness for one year. Associated symptoms
included headache, dysphagia and hoarseness. He denied tinnitus, hearing loss
and vertigo. Six months prior, he was evaluated by Gastroenterology and ENT
for dysphagia and hoarseness. Evaluation with endoscopy and direct laryngos-
copy were unremarkable. Despite being on a proton pump inhibitor his
symptoms persisted. He also noted a progressively worsening gait abnormality,
resulting in frequent collisions with objects. His past medical history includes
Hypertension, Hyperlipidemia, Gastrointestinal Reflux Disease for which he
takes Atorvastatin, Famotidine, Gabapentin and Pantoprazole. He is a former
smoker with a 34-pack-year history. Physical exam was significant for an
abnormal tandem gait but negative Dix Hallpike test and normal facial sensa-
tion. On the Weber test, the sound of the tuning fork lateralized to the left ear,
and the Rinne test noted air conduction lasted longer than bone conduction.
This test result was abnormal and suggestive of sensorineural hearing loss
requiring further testing. Brain MRI with contrast showed an extra-axial mass
(2.1 x 1.5 x 2.4 cm) centered in the right cerebellopontine angle (CPA)
extending into and completely filling the right internal auditory canal. The
CPA portion of the mass contained multiple cysts with briskly enhancing solid
portions. The CPA portion of the mass measured 24 x 22 x 18 mm; the
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intracanalicular portion measured 16 x 6 mm, extending to the basal turn of the
cochlea/modiolus. These findings pointed towards the diagnosis of vestibular
schwannoma (VS).
IMPACT/DISCUSSION: VS are cell-derived tumors that account for about
8% of intracranial tumors in adults and 80 to 90% of tumors of the
cerebellopontine angle (CPA). Median age at diagnosis is approximately 50
years. VS is a slow growing tumor that can easily be misdiagnosed. Clinical
manifestations include tinnitus, hearing loss, unsteadiness while walking,
facial numbness and pain, facial paresis, ataxia, dysphagia, hoarseness, dysar-
thria, and aspiration. Some patients who report no hearing deficits aren't aware
of their auditory limitations. Weber and Rinne test are simple tests that are
useful in eliciting asymmetric sensorineural hearing impairment. In this
patient’s case, these tests were proven to be beneficial as the abnormal results
helped lead to further testing. This particular case is a good reminder that not all
patients with dizziness and gait changes are just a simple case of BPPV or
Meniere’s Disease.
CONCLUSION: It's crucial to recognize the symptoms of VS and then
perform tests to assess the cochlear, vestibular, trigeminal, and facial nerve.
A constellation of deficits in the above cranial nerves should lead to imaging
with brain MRI.

UNUSUAL LICHENOID VARIANT OF ALLERGIC CONTACT
DERMATITIS
Elaine Simon1; Sivani B. Reddy2; Jocelyn Canedo1; George Tisdale2
1School of Medicine, Edward Via College of Osteopathic Medicine - Auburn
Campus, Auburn, AL
2The University of Alabama at Birmingham School ofMedicine, Birmingham,
AL. (Control ID #3710359)

CASE: A 55-year-old Caucasian male with hypertension and gout presented
with a sudden-onset pruritic rash over his scalp, anterior trunk, and upper
extremities. He recently started a new job involving silicone piping and
sprinkler systems. There were no recent changes to his medications. No illness
or fever preceded the rash. A coworker had a similar rash, resolved with
systemic steroids. Physical exam revealed a strikingly symmetric coalescing
erythematous vesicular eruption on the scalp, chest, antecubital fossae, palms,
and soles. Clinical differential diagnosis included allergic contact dermatitis
(ACD) and irritant contact dermatitis. Shave biopsy initially favored a diagno-
sis of erythema multiforme. After clinical discussion, additional level sections
were performed and examined. Epidermal spongiosis in addition to lichenoid
inflammation with necrotic keratinocytes were present. Clinicopathological
correlation led to diagnosis of an unusual lichenoid variant of ACD. Patient
declined patch testing. Treatment with oral steroids led to slow but complete
resolution of his rash.
IMPACT/DISCUSSION: Allergic contact dermatitis (ACD) is a T-cell me-
diated hypersensitivity reaction, presenting as an erythematous, edematous,
vesicular rash. It mimics many dermatologic diseases, and clinical correlation
is essential to the diagnosis. ACD is polymorphic, due to the variety of
causative agents, environmental factors such as humidity and UV exposure,
and preexisting dermatitis underlying the contact allergy, to name a few
factors. ACD can be grouped into eczematous and noneczematous reactions.
Lichenoid contact dermatitis is an uncommon variant of noneczematous
reactions, with metals, color developers, aminoglycosides, and epoxy resins
as common causes.
Lichenoid variant of ACD must be differentiated from lichen planus, as both
reactions invariably lead to pruritic, pigmented lesions. Further workup is also
warranted for underlying causes, as Hepatitis C is associated with lichen planus
and paraneoplastices should always be ruled out. In our case, initial histopa-
thology pointed to erythema multiforme, but clinically did not correlate.
Further studies revealed epidermal spongiosis, diffuse lichenoid inflammation
and perivascular infiltrate, consistent with lichenoid contact dermatitis, while
lichen planus is negative for spongiosis and infiltrate is band-like.
CONCLUSION: Generalized rash is a common complaint seen by internists.
With such a broad differential, it is often misdiagnosed. Some common rashes
include allergic contact dermatitis, erythema multiforme, psoriasis, urticaria,
and tinea corporis. In aging persons, the differential should include uncommon

causes such as Bowen’s disease, cutaneous T cell lymphoma, HIV acute
exanthem, and paraneoplastic causes. The case illustrates the importance of
communication between clinician and pathologist to accurately diagnose, as
well as an awareness of ACD’s capability to imitate.

VITAMIN B12 DEFICIENCY OR AML?: UNRAVELING THE
ANEMIA
Brittany Toffey
Internal Medicine, Weill Cornell Medicine, New York, NY. (Control ID
#3715432)

CASE: A 27 y.o. woman with Graves’ Disease s/p treatment with methimazole
presented for routine exam. Her labs were notable for Hgb of 9.6 (b/l Hgb 13.6),
MCV 100.7. Physical exam was unremarkable. Her menses consisted of light
bleeding for 1-2 days eachmonth. Denied dyspnea, bleeding, or bruising. Family
historywas notable for anemia inmother. Denied ETOH.At visit, she was told to
start taking iron for her presumed iron deficiency anemia.
At follow-up visit three months later, her Hgb had decreased to 8.2, MCV 100,
despite iron. Further labs revealed normal iron studies, folate, vitamin B12,
haptoglobin, bilirubin, MMA, and homocysteine, negative DAT. Vit B12 was
low-normal at 246. WBC 3.47, ANC 1.3. Plts 231. LDH was elevated at 992.
Intrinsic factor Ab neg, parietal cell Ab neg.
After B12 supplementation at 2-week follow-up, her B12 improved to 741, but
Hgb was now 7.8 (MCV 99.6). WBC 3.97, ANC 1. Plts remained stable at
194. Peripheral smear did not show any peripheral blasts or immature cells.
Patient was sent urgently to heme/onc and underwent bone marrow biopsy,
which revealed de novo AML. Pt was admitted to the hospital for chemother-
apy induction and later received a bone marrow transplant from her brother.
IMPACT/DISCUSSION: This case demonstrates the rare diagnosis of AML
in a young female, presenting with asymptomatic macrocytic anemia. It
highlights the importance of a broad differential and thorough evaluation of
anemia, which includes monitoring the response to treatment. Initially, the
provider anchored on iron-deficiency, the most common cause of anemia in a
young, menstruating woman; however, this pt had light menstrual bleeding,
macrocytic anemia, and ate a high-iron diet. These factors suggest an alterna-
tive diagnosis and should have prompted a further evaluation. In order to avoid
premature closure, it is important to maintain a broad differential and avoid
anchoring on the most likely or common diagnosis.
On repeat visit threemonths later after her first, patient’s Hgb continued to drop
from 9.6 to 8.2, MCV 100, despite iron supplementation, and she developed a
mild leukopenia. Pt’s macrocytic anemia and leukopenia prompted concern for
B12 deficiency. B12 deficiency can lead to ineffective DNA synthesis and
cause leukopenia, thrombocytopenia, and hypersegmented neutrophils. A
hypercelluar, dysplastic bone marrow from B12 deficiency can be mistaken
for amyelodysplastic syndrome or acute leukemia. Although her B12was low-
normal, her MMA and homocysteine were low, which would point against
B12 deficiency. Other labs that signaled the possibility of an alternative
diagnosis included elevated LDH and low ANC. Ultimately, two cytopenias
in this patient and dropping anemia despite B12 supplementation raised
concern for a hematologic malignancy, which ultimately was diagnosed as
AML. CONCLUSION: 1.) Anchoring on the most likely or common diag-
nosis can result in premature closure 2.) AML can present with cytopenias and
resemble a vitamin B12 deficiency

WHENTHE FLAME STARTS TOWANE: A CASEOF CAREGIVER
BURNOUT
Raymond Zou, Alexandra King, Helene Strauss
Internal Medicine, NYP-Weill Cornell, New York, NY. (Control ID #3710751)

CASE: 80 year-old woman with multiple comorbidities including CKD,
cirrhosis, and HFpEF with multiple prior admissions for exacerbations due to
medication nonadherence presents with chest pain, subsequently diagnosed
with NSTEMI, now s/p DES. Prior to discharge, visiting nurse services (VNS)
and a home health aid (HHA) were initiated. At her post-discharge visit, she
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came alone as usual. Her granddaughter (primary caregiver) was called during
the visit while she was at work for collateral information as the patient is
forgetful and has low health literacy.
The granddaughter said she was feeling stressed about caring for the patient.
During the post-discharge visits earlier in the year, she felt confident providing
care. However, she shared that each hospitalization made it more challenging
to take care of the patient; The constant medication changes and clinic
appointments were overwhelming her, in addition to the recent loss of a family
member. She said taking care of the patient was like a second job and she felt
guilty for not being able to do a better job. These feelings have beenmaking her
feel burnt out and were affecting her job. Her stress has improved slightly with
initiation of home services.
IMPACT/DISCUSSION: Caregiver burden and burnout are multifaceted
issues that affect the emotional, psychosocial, and physical aspects of
caregivers’ lives. Unpaid caregivers provide up to 90% of in-home long-term
care needed by American adults and nearly one in three caregivers feel the
demanding burden. As physicians, we focus on the patient but we sometimes
neglect our patients’ caregivers who may suffer in silence. In order to provide
our patients with optimal care, it is important for physicians to engage with
caregivers to assess for burnout. Risk factors for caregiver burnout include
women, lower education level, living with the patient, financial stress, depres-
sion, and lack of choice in being a caregiver. When assessing for caregiver
burnout, we should identify the caregiver’s perception of both the patient’s
health and their own health, their caregiving knowledge and skills, and their
support system (or lack thereof). Once identified, interventions like support
groups, counseling, skills training, and home service referrals can be made.
Web-based support groups and educational sessions have shown small im-
provement in caregiver burnout.
Caregivers are a group of people at risk to suffer from burnout, which may in
turn affect our own patient’s health. As physicians, the health of our patients is
paramount, but we should not forget about our patients’ caregivers. We should
remember to screen caregivers and intervene early to alleviate any stress that
comes from the difficult job that is caregiving.
CONCLUSION: 1) Identify caregivers at risk for caregiver burnout
2) Assess for caregiver burnout during appointments and offer interventions to
reduce caregiver burnout

WHY YOU SHOULDN'T AIM TOO HIGH ALL THE TIME: A CASE
OF SHOULDER INJURY RELATED TO VACCINE ADMINISTRA-
TION (SIRVA) OF COVID-19 MRNA
Melissa J. Le Roux, Michal K. Hose
Internal Medicine, University of California San Diego, La Jolla, CA. (Control
ID #3706298)

CASE:A 23-year-old female presented to resident clinic for 7 months of right
shoulder pain. She received her secondCOVID-19mRNA vaccine just prior to
onset of pain. She noted vaccine administration was “traumatic” with signif-
icant bleeding and bruising. She started noticing pain with overhead activities
several days later. She is very active with cardiovascular exercises. She lifts
weights but none requiring overhead motions. The pain was worst at the front
of the shoulder but radiated to the lateral aspect. She had not tried, ice, heat,
medications or physical therapy. Because of her injury, she was hesitant to
receive her COVID-19 booster.
BMI was low at 16.65. Exam showed thin build and overall low muscle bulk.
Right shoulder showed no signs of muscle atrophy. There was tenderness of
subacromial and coracoid areas. No pain along biceps tendon or AC joint. She
had full ROMwith shoulder abduction, internal and external rotation. She had
full strength of supraspinatus, infraspinatus, teres minor, and subscapularis
muscles. She noted pain with abduction, internal rotation and lift-off maneuver.
Her Hawkins and Neer’s maneuvers were positive. No pain with Yergason’s
and Speed’s maneuvers. The patient was diagnosed with right shoulder
subacromial bursitis and impingement syndrome.
IMPACT/DISCUSSION: Mild shoulder pain is expected after vaccine ad-
ministration and typically resolves in days. However, SIRVA is an increasing-
ly recognized complication of improper vaccine administration particularly in
the occupational setting. SIRVA results from vaccine being delivered

inadvertently within the subdeltoid bursa or joint space. It is thought to result
from an immune mediated reaction to the vaccine components as injury tends
to be greater than expected from a needle injury. We were able to find 5 cases
of reported SIRVA related to the COVID vaccine. All included some form of
subacromial, subdeltoid, or subcoracoid bursitis. One case noted a
supraspinatus tear.
Ultrasound has demonstrated the subacromial bursa can extend distal to the
acromion by up to 6 cm, so administration to bursa is possible in the superior
deltoid. Appropriate injection technique can reduce the risk of injury;
administrators should use landmarks of the acromion and distal insertion point
of deltoid mid-humerus. Proper needle length is important. It has been
suggested a smaller deltoid fat pat and smaller deltoid muscle bulk are risk
factors for SIRVA. Women tend to have a higher incidence.
CONCLUSION: We presented the case of a slender female who developed
shoulder bursitis and impingement following administration of COVID-19
mRNA vaccine. She was referred to PT for rotator cuff strengthening,
instructed to refrain from aggravating activities, and provided NSAIDs for
pain relief. She reports pain relief. Another option for a more severe case would
be a subacromial bursa steroid injection. It is important for providers to be
aware of this pathology to provide appropriate treatment and decrease vaccine
hesitancy

“VIRUS THAT KEEPS ON GIVING” RASH AND ABD PAIN IN A
YOUNG MALE
Marc Henry G. Estriplet
Internal Medicine, Mount Sinai School of Medicine, Icahn School of Medicine
at Mount Sinai, New York, NY, US, Academic/Medsch, New York, NY.
(Control ID #3716179)

CASE: Case: 31-year-old male with a medical history significant for lac
intolerance, fatty liver presents to clinic with a two-week history of nausea,
diarrhea, diffuse lower extremity rash and abdominal pain Symptoms began
two weeks prior to presentation. Severe RUQ & LUQ crampy abd pain
radiating to back, pain10/10. Initially constipated, then watery diarrhea with
no hematochezia or melena.
ROS + nausea, decrease appetite, poor sleep
ROS – for vomiting hematuria, fever, chills, CP, SOB.
SH: No sick contacts or travel. Lives alone. Social drinker. No smoking or drug
usage FH/ Allergies/ Meds: Non-contributory
Notable PE
ABD: Soft, LUQ tender to superficial/deep palpation with guarding, RUQ
tenderness to deep palpation, BS hyperactive, CVA tenderness b/l
EXT: No edema, no phlebitis
SKIN: Petechial rash on bilateral lower extremities, non-blanching, extends to
upper extremities, lower back, buttocks
Remainder of exam unremarkable Relevant Lab work:
HIV, Hepatitis panel negative Lipase, LFTs WNL
WBC: Elevated 12.1 with normal differential Stool GI PCR: +Norovirus Gi/
GII
Relevant Imaging:
CT ABDOMEN PELVIS WITH CONTRAST:
Mildly prominent mesenteric lymph nodes ( 2 cm in size) near the root of the
small bowel mesentery and in the left upper quadrant with subtle surrounding
mesenteric haziness, possibly reactive or representing mesenteric adenitis/
panniculitis. No abnormal bowel wall thickening or inflammation.
Relevant Bx:
Dermatopathology BX:
Mild superficial and deep perivascular dermatitis with interstitial eosinophils
with early changes of vasculitis. CD3 and CD20 show bae T and B cells. The
changes are most likely related to early lesion of leukocytoclastic vasculitis.
A/P:
Diagnosed with Norovirus and Cutaneous vasculitis (DDx of leukocytoclastic
vasculitis vs polyarteritis nodosa. Started on Prednisone for Tx of his vasculitis
and found resolution all symptoms
IMPACT/DISCUSSION: Norovirus, often asymptomatic or self-limiting in
48-72 hours. Viral particles actively shed in stool for up to 4 weeks symptoms.
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This pt presentation was atypical with no vomiting, no risk factors and
extended duration of symptoms.
The presence of leukocytoclastic vasculitis of the lower extremities and buttock,
in a pt with crampy abdominal pain is highly suggestive of HSP. However, the
absence of hematuria, and joint involvement made this much less likely.
This patient responded to oral prednisone with resolution of his abdominal
pain, rash and improvement of mesenteric lymphadenopathy on follow up CT.
While more associated with viruses such as Viral Hepatitis, HIV or Herpes it is
believed that all viruses can caused or exacerbated underlying vasculitis. We
believe that this case is adding to the growing literature surrounding common
pathogens leading to vasculitis
CONCLUSION: Common presentations (Abd pain, Rash) and common
pathogens (Norovirus) can present unique combinations (cutaneous vasculitis
with the resolution of all symptoms with tx of vasculitis). New Vasculitis can
be the result of a recent viral infection

Clinical Vignette - Hospital-Based Medicine
"ALL THAT WHEEZES IS NOT ASTHMA:" MITRAL REGURGI-
TATION IN A SEVERE PERSISTENT ASTHMATIC
Cecilia Scholcoff2; Zachary McCallips1; Haley Mertens3
1Internal Medicine, Medical College of Wisconsin, Milwaukee, WI
2General Internal Medicine, Medical College of Wisconsin, Milwaukee, WI
3Medicine-Pediatrics, Medical College of Wisconsin, Milwaukee, WI. (Con-
trol ID #3708511)
CASE: A 43-year-old woman with severe persistent asthma and AV nodal re-
entrant tachycardia status-post ablation presented with a 1-month history of
dyspnea on exertion, which had failed to improve despite multiple courses of
glucocorticoids. She had normal vital signs, new systolic murmurs best heard
at the left sternal border and the apex, inspiratory rales at the lung bases and
diffuse end-expiratory wheezing. EKG had a new incomplete left bundle
branch block. Chest x-ray and chest CT were both notable for bilateral ground
glass opacities and small pleural effusions.
Transthoracic echocardiogram revealed ejection fraction 61% and new mod-
erate tricuspid regurgitation, severe mitral regurgitation, and moderate pulmo-
nary hypertension. A transesophageal echocardiogram found mitral regurgita-
tion of the posterior leaflet secondary to both ventricular dilation and thicken-
ing of the chordae tendineae. She was started on medical therapy for heart
failure with preserved ejection fraction and discharged with plan for future
surgical mitral valve intervention.
IMPACT/DISCUSSION: Symptoms of an asthma exacerbation include dys-
pnea, wheezing, cough, and chest tightness. Treatment is short-acting beta-
agonists and short courses of glucocorticoids. This patient failed to improve
after two separate treatment attempts, and had a new heart murmur and EKG
findings, which prompted evaluation for a cardiac etiology.
Mitral regurgitation (MR) is a common valvular disease that arises from
abnormalities of any part of the mitral valve apparatus. MR may be caused
by a primary abnormality or secondary to another cardiac disease and is often
asymptomatic until it becomes severe. Severe MR manifests as heart failure or
pulmonary edema, and patients can report exertional dyspnea, cough, wheeze,
and fatigue.
Medical therapy is aimed at reducing preload and afterload and increasing
cardiac contractility but has a limited role in the treatment of primary MR as it
does not address the primary disease process. For symptomatic patients with
severe primary MR, like our patient, mitral valve repair or replacement is
recommended.
CONCLUSION: 1. In patients with suspected exacerbation of known asthma
that do not respond to treatment, other etiologies should be considered.
2. Mitral regurgitation is a common valvular disorder that is often asymptom-
atic until it progresses and then presents as symptomatic heart failure.
3. Patients with severe symptomatic MR should be referred for evaluation of
mitral valve intervention

"TICKS UP THE SLEEVE": A CASE OF NEUROBORRELIOSIS
WITH DIVERSE CLINICAL FEATURES
Ippokratis Konstantinidis1; Varalakshmi Niranjan2

1Internal Medicine, UConn Health, Farmington, CT
2Medicine, University of Connecticut, West Hartford, CT. (Control ID
#3715654)

CASE: A 32 years old male with history of diabetes and sciatica presented to
the emergency department (ED) with new onset right-sided facial droop and
blurry vision. One month ago, he had visited urgent care due to jaw pain and
was noted to have a rash on his right thigh. He also reported a two-week history
of abdominal pain, constipation, difficulty passing urine and severe lower back
pain radiating to the right lower extremity. A tick panel was ordered at the time
and was negative. In the ED, his vital signs were stable with a heart rate of 109
beats per minute. His physical examination showed a right sided facial droop,
sensory ataxia, unsteady gait and bilateral areflexia. Labs were significant for a
leukocyte count of 13.4 x 103/ μL, hemoglobin of 13.8 g/dL and a platelet
count of 356 x 103/ μL. Glucose was 492 mg/dL, HbA1c was 13.7%,
electrocardiogram showed first degree AV block. On the second day of
hospitalization the patient underwent a LP, remarkable for the presence of 11
oligoclonal bands (0-1), CSF IgG of 17.7 mg/dL (0-6 mg/dL), CSF albumin of
96 mg/dL (0-35 mg/dL) and an IgG index of 0.93 (0.28-0.66). MRI scans of
the brain, cervical and thoracic spine were negative. Repeat Lyme Western
Blot that was sent on admission showed positive IgG and IgM and the patient
was diagnosed with early Lyme disease. He was started on antibiotics for a
total of 28 days of treatment. His symptoms resolved with the exception of the
abdominal pain which was attributed to nerve damage caused by the infection.
IMPACT/DISCUSSION: Lyme disease (LD) is the most common tick-borne
infection in North America and is caused by the bacterium Borrelia
burgdorferi. Neurological manifestations are found in up to 12% of the cases
and are collectively referred to as Lyme neuroborreliosis. Bannwarth syndrome
is an early manifestation of neuroborreliosis diagnosed most commonly in
Europe, which is characterized by painful radiculoneuritis, variable motor
weakness, facial nerve palsy and a cerebrospinal fluid pleocytosis. It is impor-
tant to note that the currently approved serologic tests consist of two-tiered
testing using enzyme immunoassay (EIA), followed by Western Blot if the
result is positive or equivocal. However, the sensitivity of this method varies
according to the stage of the disease, with stage 1 showing the lowest sensi-
tivity of 46.3%, increasing to 99.4% for stage 3. It is thus advised to initiate
treatment based on clinical diagnosis even in the presence of negative acute
phase serologic testing.
CONCLUSION: The purpose of our report is to emphasize the need to treat
Lyme disease, at the time of sending testing when suspecting LD at the
outpatient setting. Early initiation of treatment of Lyme disease can prevent
complications and late presentation of the disease such as neuroborreliosis, as
seen in our patient. We also aim to stress the importance of identifying
Bannwarth syndrome as a rare but important presentation of patients with risk
factors for Lyme disease presenting with back pain.

A CASE OF BKA ASSOCIATED BACTEREMIA TREATED WITH
DALBAVANCIN
Omar Z. Syed1; Abdullah syed2; Peter Iskander1; Chaitanya Rojulpote1;
Mohammad Najmuddin1; Brihant Sharma3
1Internal medicine, The Wright Center for Graduate medical education,
Dunmore, PA
2Lake Erie College of Osteopathic Medicine, Erie, PA
3Internal Medicine, Wright Center for Graduate Medical Education, Scranton,
PA. (Control ID #3715784)

CASE: 39 yo M w pmhx of DVT/PE s/p R.BKA, Hx of recurrent R.bka
cellulitis w/ MSSA bacteremia, eczema, lichen simplex chronicus,
neurodermatitis, depressive d/o, OCD, PTSD, malnutrition, & anemia who
presentedw/ complaints of R. stump pain, fevers, & chills. Blood cultures grew
Psudomonas, MRSA, and Klebsiella. Started on a dual course of dapotmycin
and meropenemwhich were given through a PICC line. During the admission,
patient refused to cooperate and constantly demanded narcotics. Of note,
patient has a known history of similar behavior on previous admissions.
During the course the patient also developed septic shock for which he went to
the PCU.
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The patient was started on IV levofloxacin course and Dalbavancin. The
patient was then discharged on dalbavancin with weekly appointments for
injections
IMPACT/DISCUSSION: Many studies on Dalbavancin’s efficacy in treating
polymicrobial gram positive infections, including but not limited to soft tissue
and skin infections1, osteomyelitis2, and other bloodstream infections3. Some
have shown that it may have greater efficacy and safety compared to the
standard of care of Vancomycin and Daptomycin3. In our patient, the use of
Dalbavancin, which is administered through a once-a- week injection, was
particularly advantageous considering his history of narcotic and opioid abuse.
The use of IV antibiotics can indicate the need for PICC line which proves to
be a difficult decision in patients unwilling to remain in the hospital; especially
those with previous history of substance abuse. With our current opioid
epidemic, the advantages of weekly injections greatly outweigh risks of
necessitating catheter placements which have a great potential to be abused.
The other benefit would be that of compliance; weekly injections as opposed to
more frequent IV administration would likely make patients more amenable to
treatment. As an added benefit, shorter hospital stays also go hand in handwith
fewer chances of contracting hospital associated infections.Larger studies
would be beneficial to demonstrate changes in morbidity and mortality in
regards to this regimen
CONCLUSION: Dalbavancin has numerous advantages compared to stan-
dard of care treatment of resistant polymicrobial infections in certain
populations. There are many benefits of an injectable medication as opposed
to one requiring IV infusions such as improvement in compliance, decreased
chance of catheter associated infections, and decrease risk for abuse. Decreased
hospital stays also decrease the chances of acquiring hospital associated
complications as well.

A NEW DIAGNOSIS OF CROHN’S DISEASE IN PATIENT WITH
RIGHT LOWER QUADRANT PAIN
Christina J. Park1; Joseph Lee1; Kuo-Chiang Lian2
1Internal Medicine, University of Hawaii Internal Medicine Residency Pro-
gram, Honolulu, HI
2Hospitalist Program, The Queen's Medical Center, Honolulu, HI. (Control ID
#3715883)

CASE: A 33-year-old Caucasian woman with chronic epigastric pain
presented with acute worsening of abdominal pain with fever. The patient
reported having epigastric pain since childhood without a diagnosis. She had
taken pantoprazole for worsening epigastric pain three weeks prior without
relief. Then she developed a new, progressive right lower quadrant (RLQ)
pain, accompanied by fever three days prior to presentation. She denied any
association to specific food intake, recent travel or illness. She noted consti-
pation and diarrhea in the past, but denied melena or hematochezia.
Initial vital signs were remarkable for tachycardia and fever. Physical exami-
nation showed a soft abdomen with tenderness to palpation in the right lower
quadrant without rebound or guarding, and a BMI of 19.2kg/m2.
Remaining examwas unremarkable including skin and musculoskeletal exams
without rash or arthropathy. Laboratory tests revealed normal WBC, ESR
33mm/hr, and CRP 84mg/dL. Quantiferon Gold, stool pathogen multiplex
PCR panel, and ova & parasite tests were negative. CT abdomen showed
severe submucosal edema with wall thickening and mucosal enhancement
involving the terminal ileum. Colonoscopy demonstrated severe inflammation,
characterized by congestion, erythema, polypoid tissue and deep ulcerations
exclusively in the terminal ileum. A biopsy showed ulceration and neutrophilic
infiltration of crypt epithelium consistent with inflammatory bowel disease.
Acid-fast and GMS fungal stains were negative. Throughout her hospital
course, the patient was treated with anti-emetics, analgesics, and initially with
antibiotics for possible infectious etiology, which were later discontinued.
Given the colonoscopy and biopsy results, the patient was diagnosed with
Crohn’s Disease and initiated on prednisone taper for acute flare with plans to
initiate immunologic management as an outpatient. With steroid treatment, the
patient had steady improvement over the ensuing days and was discharged.
IMPACT/DISCUSSION: This case features a typical presentation of Crohn’s
disease involving the terminal ileum associated with right lower quadrant pain
and fever in young women. Most patients with Crohn’s Disease have small

bowel involvement, with 30% of patients having ileitis. Age of onset is
between 15 and 30 years. Cardinal symptoms include abdominal pain, diarrhea
and hematochezia. Transmural inflammation may result in stricture. It can also
present with perianal disease, oral ulcers, esophageal disease, or gastroduode-
nal involvement with peptic ulcer disease-like symptoms manifested as epi-
gastric pain in this case. Patients may experience systemic symptoms like
fatigue, weight loss, and fever.
CONCLUSION: - Crohn's disease may present with isolated right lower
quadrant pain mimicking other common conditions, and thus a elevated index
of suspicion is warranted.
- The mainstay of initial treatment is systemic steroids, followed by
immunotherapy to suppress flare ups and to achieve eventual remission.

INTRAVENOUS VITAMIN C FOR THE TREATMENT OF METHE-
MOGLOBINEMIA IN THE SETTING OF G6PD DEFICIENCY
Scott Ingham1,2; Zaheer Akhtar1,2; Geoffrey Wall3,4; Zeeshan Jawa5
1Medical Education, UnityPoint Health, Des Moines, IA
2InternalMedicine Residency, University of Iowa - DesMoines, DesMoines, IA
3Pharmacy, Drake University College of Pharmacy and Heath Sciences, Des
Moines, IA
4UnityPoint Health, Des Moines, IA
5Mission Cancer and Blood, Des Moines, IA. (Control ID #3715370)

CASE: A 69-year-old male with hypertension, hyperlipidemia, and obstructive
sleep apnea presented to the hospital for induction therapy of multiple myeloma.
Bonemarrow biopsy showed 70-80% plasma cells. Labs revealed a creatinine of
4.36, total bilirubin of 1.1, hemoglobin 9.7, uric acid level 9.6, and LDH130. His
physical exam and review of systems were unremarkable. He was admitted and
started on cyclophosphamide, bortezomib, and dexamethasone.
Sulfamethoxazole-trimethoprim (TMP-SMX) was initiated for PCP prophy-
laxis and rasburicase to prevent tumor lysis syndrome. The night of admission
he developed hypoxia on pulse oximetry and ABG revealed an SpO2 of 99%.
Supplemental oxygen at 5L did not improve pulse oximetry. On day 2, an
ABG had O2 saturation of 99.3%, pH 7.46, pCO2 27, and pO2 141. Pulse ox
remained in the low 80’s. The patient’s hemoglobin dropped to 8.8 with
bilirubin elevated at 3.6 and LDH 306. A methemoglobin level was elevated
at 8.8. He was diagnosed with methemoglobinemia and began 2 grams vitamin
C IV every 6 hours due to concern of G6PD deficiency. TMP-SMX was
stopped. On hospital day 3, G6PD level was undetectable confirming our
suspicion. The patient completed a 5-day course of high dose vitamin C with
resolution of methemoglobinemia. His hemolytic anemia resolved over the
course of hospitalization as well. He was discharged with pentamidine for PCP
prophylaxis and follow up with oncology.
IMPACT/DISCUSSION: Methemoglobin is the ferric form of hemoglobin
that causes functional anemia. Classic presentation shows a saturation gap
between pulse oximetry and arterial blood gas, hypoxia in the mid 80’s
unresponsive to supplemental oxygen and can cause respiratory distress based
on severity. Rasburicase has been reported as a rare cause of methemoglobi-
nemia mostly in G6PD deficient patients due to formation of hydrogen
peroxide during the break down of uric acid to allantoin. Methylene blue is
the typical treatment of methemoglobinemia but will cause hemolytic anemia
in G6PD deficiency. This caused a management dilemma that led our team to
using high dose IV vitamin C based on previous case reports. Concurrent
hemolytic anemia after rasburicase and TMP-SMX use raised our suspicion of
G6PD deficiency.
CONCLUSION: 1. Rasburicase can cause methemoglobinemia and hemoly-
sis in a patient with G6PD deficiency. 2. High dose IV vitamin C is a treatment
for methemoglobinemia when methylene blue is contraindicated

A (WEISELLA) CONFUS-ING CASE OF BACTEREMIA AND
ENDOCARDITIS
Sachi Singhal1; Goonja Patel1; Akshita Khosla1; Foad Abandeh2
1Internal Medicine, Crozer-Chester Medical Center, Upland, PA
2Infectious Diseases, Crozer-ChesterMedical Center, Upland, PA. (Control ID
#3707057)
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CASE: A 57-year-old malewith a past medical history of HIV onHAART and
liver cirrhosis presented with abdominal pain and distention. He was afebrile
and vital signs were normal. Abdominal examwas consistent with ascites. The
rest of the physical exam showed no other abnormalities. Complete Blood
Count (CBC) results displayed a white cell count of 11.9 x103/uL, hemoglobin
of 10.7 x106/uL, and a platelet count of 82 x103/uL. Liver function tests
including bilirubin, liver enzymes, ammonia and INR were all consistent with
severe liver disease. CD4 count was 307 cells/uL. Peritoneal fluid testing was
normal. His blood cultures grew gram positive coccobacilli in multiple sets and
were identified as Leuconostoc species. A transthoracic echocardiogram
revealed a small mobile vegetation on the aortic valve. The patient was started
on ampicillin. Further identification and testing revealed the organism to be
Weissella confusa. Minimal inhibitory concentration (MIC) to different
antibiotics were as follows: Penicillin: 0.250, Clindamycin: <0.120,
Daptomycin: 0.250, Levofloxacin: 1, Tetracycline: <1, Vancomycin: >4,
Meropenem: 1.
The patient was continued on intravenous ampicillin for a planned 6 week
course. His bacteremia resolved and his clinical status improved. However, he
eventually left the hospital against medical advice after finishing 4 weeks of
therapy.
IMPACT/DISCUSSION:Weissella confusa is a gram positive coccobacillus
ubiquitous in their environmental distribution. They are often confused with
leuconostoc and lactobacillus spp; and considered a contaminant. Clinically
significant infections are rarely seen with this fastidious bacteria. It has been
implicated in abscesses, bacteremia and infective endocarditis.
Weissella confusa is an opportunistic organism that primarily occurs in immu-
nocompromised hosts. Most gram positive cocci infections are treated empir-
ically with vancomycin. However,Weissella spp. are vancomycin resistant and
thus rapid identification and susceptibility testing is important. Late detection
and management can lead to increased morbidity and mortality. Our patient
was treated with intravenous ampicillin with good clinical response.
CONCLUSION: Weisella confusa is a rarely identified organism implicated
in patients who are immunocompromised. It should be part of the differentials
when an internist comes across a case of gram positive cocci not responding to
empiric treatment.

A 51-YEAR-OLDMANWITHWEIGHT LOSS AND CARDIOGENIC
SHOCK
Jonathan E. Fried1; Lipika Samal2; Anju Nohria3
1Department of Medicine, Brigham and Women's Hospital, Boston, MA
2Division of General Internal Medicine, Brigham and Women's Hospital,
Boston, MA
3Division of Cardiovascular Medicine, Brigham and Women's Hospital, Bos-
ton, MA. (Control ID #3708733)

CASE: A 51-year-old man without significant past medical history presented
to our hospital with dyspnea on exertion. SARS-CoV-2 was detected on
routine occupational screening 2 months prior to admission. He subsequently
reported a 100lb weight loss, during which time he experienced dysgeusia and
ate primarily cereal, sandwiches, and potatoes and consumed nearly no fruits or
vegetables.
Three weeks prior to admission he developed postprandial nausea and
vomiting and anorexia. A week later he developed progressive epigastric pain,
lower extremity edema, and dyspnea while walking around the college campus
where he worked as a security guard, and sought medical attention. He did not
have fever, chills, night sweats, cough, orthopnea, paroxysmal nocturnal
dyspnea, rash, or diarrhea. He had not seen a doctor in 20 years and took no
medications. He did not drink alcohol, smoke cigarettes, or use illicit
substances.
Vital signswere T 36.6°F HR 104 BP 149/111 RR 20 and SpO2 97%. Physical
examination revealed a cachectic man with bitemporal wasting, sunken orbits,
poor dentition, and severe periodontal disease. JVP was 14cm of H2O at 45°.
An S3 was present. The abdomen was tender to palpation in the mid
epigastrium. The extremities were cool with 3+ pitting edema.
Pancreatitis was diagnosed after discovery of markedly elevated lipase levels
and peripancreatic fat stranding on abdominal CT. TTE showed biventricular

systolic dysfunction with LVEF 15%. He developed cardiogenic shock com-
plicated by oliguric renal failure, congestive hepatopathy and obtundation,
requiring ICU transfer for diuresis and inotropic support. Further workup
revealed deficiencies of thiamine, zinc, and vitamins A, C, and D. A
regadenoson myocardial perfusion PET/CT showed no flow-limiting coronary
artery disease, and workup for inflammatory, infectious, and toxic-metabolic
causes of heart failure was unrevealing. While COVID myocarditis and mul-
tisystem inflammatory syndrome in adults (MIS-A) were considered,
ultimately, a diagnosis of wet beriberi was made.
After 5 months of aggressive nutritional supplementation via percutaneous
gastrostomy tube and initiation of guideline- directed medical therapy, LVEF
improved to 53% and weight increased by 35lbs.
IMPACT/DISCUSSION:Wet beriberi is a potentially underrecognized cause
of dilated cardiomyopathy in resource- rich areas. Within 3 months, thiamine
deficiency can cause high-output heart failure due to impaired myocardial
energy metabolism and dysautonomia. Risk factors include alcohol use disor-
der, prolonged vomiting, and history of bariatric surgery.
CONCLUSION: The laboratory evaluation of non-ischemic dilated cardio-
myopathy should include measurement of serum thiamine, carnitine, and
selenium levels in select patients, alongside iron studies, ANA, screening for
HIV, Chagas disease, and viral myocarditis, and genetic testing in patients with
a suggestive family history.
Empiric thiamine repletion should be considered in all critically ill patients
with evidence of malnutrition.

ABDOMINAL ACTINOMYCOSIS IN MORBID OBESITY
Ross Johnson1; Bianca Y. Kang1; Joel Hayden1; Monica M. Mircescu1,2
1Medicine, Creighton University School of Medicine, Omaha, NE
2Internal Medicine, Saint Joseph's Hospital and Medical Center Emergency
and Trauma Services, Phoenix, AZ. (Control ID #3712538)

CASE: A 30-year-old, morbidly obese (BMI 56 kg/m2) Kenyan male with no
known past medical or family history presented to the emergency department
with acute onset abdominal pain and shortness of breath. Patient denied recent
trauma, neoplasia, or diabetes and had no surgical history or current
medications. Patient reported consuming 3-5 alcoholic beverages per week
and routine consumption of whole bony fish. Abdominal CT revealed a large
fungating soft tissue mass at the greater curvature of the stomach. The appen-
dix appeared normal. EGD revealed no intraluminal mass. Fine needle biopsy
showed no evidence of tumor or malignancy. Patient was discharged after 4
days and instructed to follow up with GI and general surgery.
Two days later, he returned with acutely worsening abdominal pain, nausea,
and vomiting. Physical examination indicated tachycardia and tenderness to
palpation in the LUQ. He had no dental carries, gingivitis, or facial tenderness.
CBC showed a hgb of 13.3 g/dL and a WBC count of 14.6 x 103/μL.
The patient was started on empiric piperacillin, tazobactam, fluconazole. Ex
lap revealed a large 2L, ruptured, superinfected gastric hematoma due to a
retrogastric abscess along the posterior aspect of the greater curve of the
stomach. Necrotic tissue was resected and the hematoma was evacuated.
Splenectomy was performed, as was sleeve gastrectomy, in order to rule out
evidence of intra-abdominal tumor. Cultures grew Actinomyces odontolyticus.
IV ceftriaxone 2g daily was started for 4-6 days, followed by amoxicillin 2g
twice daily for 6-12 months.
IMPACT/DISCUSSION:Although actinomyces causes abdominal infection
in 20% of cases, it usually involves the appendix and ileocecal region. Disease
may occur weeks to years after mucosal disruption, and common causes
include appendicitis, diverticulitis, trauma, neoplasia, perforation, and surgery.
In our patient, there was no recent trauma or surgery, and the appendix was
normal. His frequent consumption of whole fish may have contributed to
pathogenesis. It is important to work up GI soft tissue masses for infectious
causes in a timely manner. Delay in diagnosis can result in increased mortality
and hospital costs.
Due to the granulomatous infection process, disease may be associated with
extensive reactive fibrosis, necrosis, abscesses, and fistulous tract formation.
For severe or extensive disease, first-line therapy is 4-6 months of parenteral
penicillin G or ceftriaxone, and oral penicillin V or amoxicillin. Surgical
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resection is considered in cases with extensive necrosis or fistulous tracts. To
prevent disease recurrence, antibiotic treatment is continued for 1-2 months
when mild and 6-12 months when severe. When combining surgical and
antibiotic treatment, the mortality from abdominal actinomycosis is low.
CONCLUSION: Although rare, abdominal actinomycosis may present as an
abdominal mass in obese individuals eating whole fish bones.
Extensive or severe disease may require surgical resection and prolonged
antibiotic therapy.

A BLOODY HERRING: PROFOUND THROMBOCYTOPENIA
FROM A PRESCRIBED CULPRIT
Rachael White
Internal Medicine, University of Nevada Reno, Reno, NV. (Control ID
#3715598)

CASE:A 54-year-old female presented to the ED after four days of vomiting,
non-bloody diarrhea, and dizziness. She had a history of atrial fibrillation on
eliquis and sotolol and hypothyroidism. Seven weeks prior to admission, she
had an uncomplicated hysterectomy for abnormal uterine bleed. One week
prior, she was discharged to home from the EDwith Bactrim for a urinary tract
infection. She denied fevers, chills, night sweats. She did not drink alcohol.
Vitals were notable for hypotension (90/40) and bradycardia (50s). Exam on
admission was notable for bleeding gums, petechiae on the roof of the mouth
and bilateral lower extremities and bleeding at abdominal surgical site. Labs
were significant for hemoglobin 11g/dl (baseline), platelet count of 2 K/uL
(normal one month prior) and creatinine of 14 mg/dL (baseline of 0.9 mg/dL
one month prior). There were no schistocytes on peripheral blood smear. The
complete metabolic panel was normal including bilirubin and liver enzymes.
Blood cultures were negative and antibiotics were held.
Further work up revealed a positive Coombs direct IgG test but a negative anti-
C3D, a positive heparin-platelet factor 4 antibodies (Heparin-PF4) with a
negative serotonin releasing assay. Fibrinogen and haptoglobin were normal,
and ANA and HIV labs were negative. ADAMS T13, cortisol, and thyroid
levels were also normal.
The patient was diagnosed with Drug Induced Thrombocytopenia (DITP)
secondary to Bactrim. She was treated with fluids, 2 units of platelet transfu-
sion, IVIG and steroids. Patient’s platelets returned to normal and acute renal
injury resolved five days after admission.
IMPACT/DISCUSSION: DITP is caused by Drug Dependent Antibodies
(DDAbs) and can occur from commonly prescribed medications like Bactrim.
Because detection of these antibodies is not available in most laboratories, it is
imperative to recognize DITP as a source of severe thrombocytopenia. DITP
secondary to Bactrim occurs in 1 in 26 per million people 1-2 weeks after
starting the medication. Disseminated Intravascular Coagulation (DIC),
Thrombotic thrombocytopenic purpura (TTP), Heparin induced thrombocyto-
penia (HIT), were ruled out, but diagnosis is often delayed as labs are shipped
to other states. After removing Bactrim and treating with IVIG and steroids,
platelets normalized. Her kidney injury was attributed to a pre-renal
hypovolemic state further exacerbated by Bactrim.
Developing an understanding of each disease pathophysiology and course of
each disease process while remaining open to rarer causes is key to accurately
diagnosing an unexplained profound thrombocytopenia. Furthermore, it is
important to ask about recently completed medications and supplements that
may not be apparent in an updated medication list.
CONCLUSION: Drug Induced Thrombocytopenia is often an unrecognized
source for severe thrombocytopenia in the inpatient setting.When suspected, it
is recommended to report the drug to the FDA Adverse Event Reporting
System.

A CASE OF ACUTE ARTHRITIS IN AN IMMUNOCOMPROMISED
PATIENT
Samantha Wu1; Catherine Jones2
1Internal Medicine, Tulane Medical Center, New Orleans, LA
2Internal Medicine, University Medical Center New Orleans, New Orleans,
LA. (Control ID #3716046)

CASE: A 48-year-old man with HIV (CD4 count 307, VL 401k) presented
with sudden-onset left knee pain and swelling for 2 days with associated
bilateral eye crusting and pain. He had 4 days of hematochezia two weeks
ago which had since resolved. He did not have access to ART for 3 weeks due
to Hurricane Ida. He initially denied recent sexual activity but said he was
sexually active with women. Left knee was tender, warm, swollen, and
erythematous on exam. He was afebrile and had no rash, inguinal lymphade-
nopathy, or penile discharge. Labs were significant for mild leukocytosis,
elevated ESR and CRP, RPR titer 1:16, and sterile pyuria. Urine, rectal, and
oropharyngeal gonorrhea/chlamydia nucleic acid amplification testing were
negative. Lyme western blot was non-confirmatory. His left knee was washed
out, but his right knee began swelling on post-operative day 2 requiring another
incision and drainage. Aspirates of both knees contained 41,500 and 128,000
white blood cells, respectively, concerning for septic arthritis. His left foot also
began swelling. Upon further questioning, he reported he had two recent
transactional sexual encounters with women in the last month involving
vaginal penetrative sex. One encounter was unprotected. His blood and
arthrocentesis fluid cultures ultimately had no growth. After a 14-day course
of IV ceftriaxone and a 1-gram dose of azithromycin, he recovered clinically
and would continue physical therapy outpatient.
IMPACT/DISCUSSION: The most common signs and symptoms of
Neisseria gonorrhoeae infection include cervicitis and pelvic inflammatory
disease in women and urethritis and epididymitis in men. Disseminated gon-
ococcal infection (DGI) is rarer but can cause a classic triad of polyarthralgias,
rash, and tenosynovitis. People with HIV are a higher risk of dissemination of
gonococci. Patients presenting with oligoarthritis, conjunctivitis, and sexual
risk factors are concerning for DGI even despite negative diagnostics. This
constellation of symptoms is also seen in Lyme arthritis and reactive arthritis.
Although these other diagnoses were also on the differential, high white blood
cell count >100k in the right synovium in the setting of immunosuppression
makes an infectious cause more likely. Neisseria gonorrhoeae is very hard to
grow on culture and requires special media (Thayer Martin). Negative blood
and arthrocentesis fluid cultures may reflect ceftriaxone effect rather than a true
negative. It is important to obtain a robust sexual history and collect thorough
diagnostic evaluation. Patients should complete empiric treatment with at least
7 days of ceftriaxone even if workup is negative. The recommended duration
of antibiotics for DGI is 7-14 days but ultimately depends on clinical
improvement.
CONCLUSION: DGI should be on the differential in sexually active patients
who have only one or two features of the classic triad. A good sexual history is
important in a patient presenting with acute arthritis.

A CASE OF ACUTE PERICARDITIS DUE TO RESPIRATORY SYN-
CYTIAL VIRUS IN A HEALTHY ADULT
Mohamed Ramzi Almajed1; Renato A. Cerna-Viacava1; James C. Lee2
1Internal Medicine, Henry Ford Hospital, Detroit, MI
2Center for Structural Heart Disease, Henry Ford Hospital, Detroit, MI. (Con-
trol ID #3689283)

CASE: Acute pericarditis in immunocompetent adults commonly occurs due
to a viral infection or idiopathic etiologies. Although the culprit viruses are
rarely identified, those implicated include Coxsackievirus, Echovirus, Adeno-
virus and Influenza. Review of literature identified one report of acute pericar-
ditis associated with Respiratory Syncytial Virus (RSV) that occurred in an
immunocompromised patient. We present a case of a healthy adult who
developed RSV- associated acute pericarditis.
A 42-year-old man with a history of hypertension presented with acute sharp
substernal chest pain that was exacerbated by inspiration. He had a temperature
of 38.5°C, blood pressure of 174/113 mmHg, respiratory rate of 18, and
oxygen saturation of 96% on room air. Physical examination was non-
contributory. The patient had an elevated high-sensitivity troponin with a small
peak of 74 ng/L and an elevated BNP of 397 pg/mL. Further investigations
revealed lymphopenia and elevated c-reactive protein. Chest x-ray and CT
pulmonary angiogram were unremarkable for an acute process.
ECG showed widespread ST segment elevation.
Testing for Influenza A and B, SARS-CoV-2, and Legionella was negative and
blood cultures showed no growth. However, a viral respiratory panel detected
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RSV. Further history revealed that the patient’s children had developed a
febrile illness with nasal congestion, rhinorrhea, and cough one week prior to
his presentation; this was identified as the likely source of transmission. The
patient was diagnosed with viral acute pericarditis and treated with colchicine
and NSAIDs after which his symptoms rapidly resolved.
IMPACT/DISCUSSION: Initial concern was for a possible ST elevation
myocardial infarction, however, the clinical picture appeared to be more
consistent with pericarditis. Transthoracic echocardiogram revealed the pres-
ence of a small circumferential pericardial effusion and a preserved left
ventricular ejection fraction of 55% without wall motion abnormality. The
decision was made to defer coronary angiography due to the low likelihood of
an ischemic etiology.
The implication of RSV as a cause of acute pericarditis in otherwise healthy
immunocompetent adults is rare, however, there is an increasing recognition of
its association with cardiovascular complications which may be related to the
induction of a pro-inflammatory state. The growing recognition of RSV’s
adverse public health impact is driving interest in the development and broader
use of vaccines against RSV. Regardless of etiology, the treatment of viral
pericarditis is similar and involves a course of colchicine and NSAIDs;
systemic corticosteroids should be avoided.
CONCLUSION: We report a case of RSV-associated acute pericarditis in a
healthy adult. Clinical diagnosis is made by identification of characteristic
symptoms, ECG changes and pericardial effusion. Viral infection is the leading
cause of acute pericarditis and identification of exposure in addition to viral
testing can help confirm the etiology.

A CASE OF ASPERGILLUS INFECTION OF THE BRAIN
Abhishek Janardan2; Polina Prokhoda2; trisha e. jethwa1; Hari Paudel1; Pinky
Jha3. 1Internal Medicine, Medical College of Wisconsin, Milwaukee, WI;
2Medicine, Medical College of Wisconsin, Milwaukee, WI; 3department of
medicine, medical college of wisconsin, Milwaukee, WI. (Control ID
#3706049)

CASE:A 74-year-old Hispanic female who resided inMexico for the last year
with a history of uncontrolled type 2 diabetes presented with emesis and
headaches. She had a history of right eye pain, headaches, and thick nasal
drainage for the last 2 months. CT scan and MRI were ordered to evaluate the
headache. CT scan showed a large multiseptated cystic mass in the anterior
cranial fossa (5.4 x 4.2 cm) and opacification of frontal sinuses. MRI displayed
anterior cranial fossa extra-axial abscesses, abnormal appearance around the
right cavernous sinus concerning for septic thromboses, probable bifrontal
encephalomeningitis, and deformity of frontal horns. Cystic mass culture
was positive for aspergillus. Bicoronal craniotomy was done for removal of
extra-axial abscesses. Right eye deviation was noted and raised concern for
seizures. Right eye vision loss was also seen and showed intermittent improve-
ment. After 5 months, the patient developed right periorbital edema, vision
loss, and sinus drainage. CT showed a mass in the right orbit, subdural
empyemas, and intraparenchymal abscess. Drainage cultures revealed MSSA.
Right orbit exploration confirmed fungal infection, likely relapse of prior
aspergillus infection.
IMPACT/DISCUSSION: The rate of aspergillus infections has risen over the
past few decades 2, most commonly seen in immunocompromised and
immunosuppressed patients 7,8, with immunocompetent patients being suscep-
tible as well6. Our patient had uncontrolled diabetes and intermittent over the
counter steroid use for arthritis, which both contributed to her immunosup-
pression. Common symptoms of aspergillus infection that has spread to the
brain include headache, visual impairment, diplopia, hemiplegia, fever, and
seizures4, several of which our patient presented with 2 months prior to
diagnosis. Related meningeal lesions generally spread contiguously from
sinusitis, mastoiditis, and trauma, while brain parenchymal lesions are second-
ary to blood-borne spread. 3,5 One study showed 57% of cases had previous
brain pathology and 79% of infections started in the lungs and spread to the
CNS4. Different neuroimaging patterns of cerebral aspergillosis have been
described in literature1, with the gold standard for definitive diagnosis being
tissue analysis, either with CSF, which is usually low yield, or open biopsy.
Treatment with antifungals and surgery often yields better outcomes than

antifungals alone 4. An aspergillosis infection of the CNS is rare and fatal,
and can last up to 20 years, as seen in one case 9.
CONCLUSION: This case shows that despite its rarity, CNS Aspergillus
infection should be consideredwith symptoms of eye pain, vision changes, and
headache in an immunosuppressed patient. Infection should be treated aggres-
sively with surgery and medication when suspected. Further studies are needed
to overcome bias typically seen in observational studies.

A CASE OF AUTOIMMUNE HEMOLYTIC ANEMIA IN A PATIENT
WITH CVID
Valerie Jaroenpuntaruk1; Priya Abhyankar1; Amy Mashburn2
1Internal medicine, University of Kentucky, Lexington, KY
2Allergy and Immunology, VA Lexington Medical Center, Lexington, KY.
(Control ID #3707714)

CASE:A 49 year-old manwith IgA deficiency (IgAD) and CommonVariable
Immunodeficiency (CVID) on monthly IVIG therapy presented with malaise,
fever, jaundice, and altered mental status that started while he was on a cross-
country motorcycle ride. On admission, his hemoglobin was 3.7, total bilirubin
was >8 with a direct bilirubin of 1.6. He had elevated reticulocytes, LDH,
ferritin, leukopenia, thrombocytopenia, and hyperammonemia. Imaging
revealed multifocal ground-glass opacities and diffuse micronodules within
the lung bases, and further enlargement of the spleen to 24 cm. Direct Coombs
test was positive for IgG and C3 and the patient was diagnosed with autoim-
mune hemolytic anemia. He was transfused a total of 7 units of packed red
blood cells and started on IV methylprednisolone and rituximab. His hospital
course was complicated by hepatic encephalopathy and a concern for sepsis for
which he received lactulose, folic acid, and broad-spectrum IV antibiotics. The
patient later had a complete resolution of symptoms and was transitioned to
high dose oral prednisone on discharge. He completed a month of prednisone
taper and weekly rituximab therapy with normalization of hemoglobin,
platelets, and total bilirubin levels. At outpatient follow-ups, he was newly
diagnosed with compensated cirrhosis and interstitial lung disease associated
with CVID.
IMPACT/DISCUSSION: CVID is a primary immunodeficiency that is char-
acterized by a marked reduction in serum levels of both IgG and IgA, and IgM
in about half the patients. Pathophysiology of CVID is hypothesized to involve
genetic mutations related to immunoglobulin class switching resulting in a
failure of antibody production. The primary diagnosis criteria include age of
greater than 2 years, low IgG and IgA levels, absent isohemagglutinins, and
low or no vaccine responses. While a common hallmark is recurrent
sinopulmonary tract infections, immune dysregulation can lead to autoimmu-
nity which occurs in about 10% of patients and can present as hemolytic
anemia, immune thrombocytopenia, and neutropenia, as in this case. Other
presentations are granulomatous infiltration of the spleen and liver, and auto-
immune or inflammatory conditions involving the gastrointestinal tract, respi-
ratory tract, skin, joints, and malignancies (non-Hodgkin lymphoma).
Treatments of CVID target both infectious and noninfectious manifestations.
Immunoglobulin replacement therapy is usually effective in preventing
infections, occasionally with antibiotic prophylaxis for persistent infections.
Noninfectious complications, as in this case, may require specific approaches
such as corticosteroids, high-dose IVIG, splenectomy, or more aggressive
immunosuppressives and/or cytotoxic therapies.
CONCLUSION: CVID is a primary immunodeficiency condition that is
clinically heterogeneous, characterized by both infectious and noninfectious
complications. This case illustrates some of the many facets of the disease in an
obtunded CVID patient presenting to an emergency department.

A CASE OF BLUES
Diana Jomaa1; Rohit Goel2
1Internal Medicine, Henry Ford Hospital, Detroit, MI
2Hospitalist, Henry Ford Health System, Detroit, MI. (Control ID #3705819)

CASE: A 28-year-old female with a past medical history of scleroderma and
type 1 diabetes presented to the emergency department with blue lips and
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shortness of breath. The patient initially had three days of dysuria. She started
taking over the counter phenazopyridine for urinary pain. She took a total of
twelve doses within two days. On the morning of presentation, she noticed that
her fingertips and lips were becoming blue and she was feeling short of breath.
She was afebrile, tachycardic (HR 116), tachypneic (RR 31), hypertensive (BP
137/93), and hypoxic (SpO2 85%) on room air.
On physical exam, her heart was regular, tachycardic, and without murmur.
Lungs were clear to auscultation bilaterally. She had central cyanosis involving
the lips as well as peripheral cyanosis involving the fingers. She was alert and
oriented to person, place, and time. Labs showed an elevated methemoglobin
level of 21%, acute kidney injury (creatinine 1.06 elevated from 0.55 previ-
ously), normal serum bicarbonate (22), normal hemoglobin level (14.6), and
lactate 1.3. An arterial blood gas demonstrated a pH of 7.46, PCO2 33.1, O2
Sat 98.1, and PO2 416. Urinalysis showed positive nitrite, negative leukocyte
esterase, and rare bacteria. Urine culture did not demonstrate any growth. Chest
x- ray and computed tomography pulmonary angiogram imaging were nega-
tive for an acute process. She initially required 100% non-rebreather to main-
tain SpO2 >88%. Methylene blue (1mg/kg) was administered with rapid
improvement in cyanosis, dyspnea, and oxygen requirements. The acute
kidney injury resolved with fluids.
IMPACT/DISCUSSION: Phenazopyridine is a commonly used over-the-
counter urinary analgesic available throughout the United States.1 Its side
effects include headache, dizziness, and abdominal cramps (1-10%) with
<1% of side effects being acute renal failure, methemoglobinemia, and hemo-
lytic anemia.2 Phenazopyridine-induced methemoglobinemia is a rare side
effect with very few case reports.3 We present a case of phenazopyridine-
induced methemoglobinemia in a young female. This case highlights the
importance of a thorough history and physical exam in diagnosing a life-
threatening emergency efficiently while avoiding unnecessary testing.
CONCLUSION: Although rare, methemoglobinemia is a serious and life-
threatening side effect of over-the-counter medications including
phenazopyridine. Common causes of hypoxia and cyanosis like pulmonary
embolism should still be excluded. However, methemoglobin levels should be
obtained when suspicion is high, and patients should be treated with methylene
blue when the diagnosis has been made.

A CASE OF COLCHICINE-INDUCED NECROTIZING MYOPATHY
Vincent Borkowski1,2; Linda Baier Manwell2; David A. Feldstein1
1Medicine, University of Wisconsin-Madison School of Medicine and Public
Health, Madison, WI
2Department of Medicine, Division of General Internal Medicine, University
of Wisconsin-Madison, Madison, WI. (Control ID #3702347)

CASE: A 50-year-old man with hypertension, gout, and hyperlipidemia
presented to the ED with weakness and falls for three weeks. Exam showed an
afebrilemalewith no edema or focal neurological findings.Medications included
colchicine, simvastatin, lisinopril, amlodipine, carvedilol. Initial labs noted a
serum creatinine of 8.3 but were otherwise normal including normal creatine
kinase (CK). He was admitted and initially worked up for acute kidney injury
(AKI) which did not improve with fluids and holding lisinopril. Profound
proximal weakness ensued with CK increasing to 168,195. A muscle biopsy
revealed severe, active, necrotizing myopathy with monophasic pattern and
moderately atrophied type 2 muscle fibers concerning for necrotizing myopathy
(NM). Anti-HMG-CoA antibody was negative. NM was responsive to IV
steroids, IVIG, rituximab, and holding colchicine. After completing courses of
IVIG and rituximab, CK was within normal limits. He was discharged on a
steroid taper and strength returned to baseline after 30 days of rehab.
IMPACT/DISCUSSION: This case involves an insidious onset of weakness
after long-term colchicine use. Diagnosis was based on acute onset of proximal
muscle weakness, elevated CK, and muscle biopsy. We hypothesize that high
colchicine dosage combined with AKI caused a colchicine buildup that
resulted in NM which improved with colchicine removal and
immunomodulation. Negative anti-HMG-CoA antibodies made simvastatin
an unlikely cause.
NM is rare with 80 cases reported from 1958-2017. Evidence is limited
regarding exact frequency of causes. About half of cases are idiopathic, but
presumed autoimmune-based given subacute onset and responses to

immunotherapy. Other causes include statins (35%), paraneoplastic syndromes
(9%), and connective tissue diseases (8%). Familial and genetic variants are
hypothesized but further research is required.
Treatment involves stopping the offending agent, and providing immune
modulation with IVIG, rituximab, and steroids as reported here. Other options
include steroid-sparing agents such as methotrexate, mycophenolate modafinil,
and azathioprine. No guidelines are available regarding choice of therapy. In
this case, Rheumatology was consulted. Based on the patient’s severity, IVIG
was completed first followed by rituximab with daily IV steroids. CK was
followed as a marker of therapy progression. Current treatment is dependent on
case series and expert opinion as no prospective studies have been reported.
Half (45%) of patients have complete resolution with therapy; 55% require
ongoing immunotherapy.
CONCLUSION: - Most cases of NM are idiopathic, but statins and colchicine
are common medications that can cause NM.
- Paraneoplastic syndrome and connective tissue disease can also cause NM.
- Inpatient management of NM involves stopping the offending agent and
immunomodulation.

A CASE OF COMMUNITY-ACQUIRED ACHROMOBACTER
XYLOSOXIDANS SKIN ABSCESS
Patricia Portmann1; Alexandra Schrobilgen1; Jessica Bass2
1College of Medicine, University of Central Florida College of Medicine,
Orlando, FL
2NCH Healthcare System, Naples, FL. (Control ID #3713370)

CASE: An 84-year-old man with a past medical history of cutaneous squa-
mous cell carcinoma and chronic use of 10mg prednisone for joint pain was
admitted to the hospital for a pulmonary embolism. Incidentally, initial white
blood cell count was 15.4 th/uL, which rose to 16.9 th/uL the next day.
Procalcitonin was also elevated at 1.01 ng/mL. Physical exam revealed thin
skin with extensive senile purpura and multiple squamous cell carcinomas and
actinic keratoses on sun-exposed areas. A 1.2 cm area of fluctuance was noted
distal to a 5x1cm laceration on the left forearm. There was no surrounding
tissue warmth or erythema, and he was afebrile and nontoxic appearing. He
reported scraping his arm 10 days prior and had noticed pus and blood draining
for 5 days. Blood cultures were drawn and were negative. However, wound
cultures returned positive for highly resistant Achromobacter Xylosoxidans.
After source control was obtained with drainage of the abscess, leukocytosis
down-trended to 12.3 th/uL. The patient remained non-toxic, so systemic
antimicrobial therapy was deferred. At follow up 1 month after discharge,
the wound had completely resolved.
IMPACT/DISCUSSION: Achromobacter Xylosoxidans is a multidrug resis-
tant bacterium found in water and soil which uncommonly causes infection.
The most frequently reported cases are those of bacteremia and pneumonia in
immunocompromised patients or in those with underlying malignancy.
Infections are historically nosocomial and difficult to treat due to complex
resistance patterns. Skin is rarely affected and almost exclusively in the setting
of a medical device such as a line or insulin pump. In this case, community-
acquired infection presented in an 84-year-old man with compromised skin
integrity secondary to chronic low dose corticosteroid use, sun damage, and
multiple cutaneous squamous cell carcinomas.
Corticosteroids are known to interfere with fibroblast proliferation, collagen
production, angiogenesis, wound contraction, and re-epithelialization. Sun
exposure and increased age also negatively impact collagen production. This
patient’s chronic use of 10 mg prednisone daily in combination with sun
exposure and increased age likely demonstrates the cumulative effect of these
factors on his development of an opportunistic infection in a non-healing
lesion. Prompt identification and source control were imperative in this case
to avoid significant morbidity and mortality.
CONCLUSION: - This case demonstrates a unique scenario where a
community-acquired A. xylosoxidans infection was identified in the setting
of chronic, systemic steroid use and poor skin integrity.
- Chronic steroid use may have predisposed this patient to a rare multidrug
resistant infection, demonstrating the importance of evaluating risks and
benefits of each medication.
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- Obtaining cultures and limiting systemic antimicrobial therapy in non-
critically ill patients is imperative to identifying rare infections and preventing
harm.

A CASE OF CONCOMITANT OPPORTUNISTIC INFECTIONS
Samuel Gregerson1; Austin J. Parsons1; John R. Sherwood1,2; Christopher
Giles1; Jonathan Williams3
1Internal Medicine, Henry Ford Hospital, Detroit, MI
2Wayne State University School of Medicine, Detroit, MI
3Infectious Disease, Henry Ford Hospital, Detroit, MI. (Control ID #3689312)

CASE: A 33-year-old male with Acquired Immunodeficiency Syndrome
(AIDS) and antiretroviral medication noncompliance presented to our institu-
tion for chest pain. The patient was diagnosed with Human Immunodeficiency
Virus (HIV) in 2012. Since that time, he had been lost to follow-up. In 2015, he
presented to medical attention for several complications of AIDS, including
Kaposi's sarcoma and Cytomegalovirus (CMV) retinitis. Additionally, he was
recently hospitalized for disseminatedMycobacterium avium complex (MAC)
pneumonia & bacteremia. The patient was actively on treatment for MAC
infection upon presentation to our institution.
He presented hemodynamically stable, chronically ill-appearing with cachexia.
Significant physical exam findings included poor dentition, oropharyngeal
thrush and widespread seborrheic dermatitis over his scalp and neck.
Neurological findings included equal weakness of the bilateral lower extrem-
ities, allodynia of the feet, and urinary and fecal incontinence. He had a flat
affect with delayed response and slowed speech.
Lab reports were significant for a CD4+ T-cell count of 4. A Brain MRI
demonstrated ventriculitis and multiple hypodense lesions in the pons. A CT
chest found a left upper lung cavitary lesion. Microbial studies yielded positive
fungitell and aspergillus galactomannan studies. Plasma CMV quantitative
studies showed a viral titer of 1,312 IU/ml. A lumbar puncture was performed
resulting with positive qualitative CMV PCR studies of cerebrospinal fluid.
Based on the patient’s symptoms and the constellation of our findings, our
patient was diagnosed with invasive pulmonary aspergillosis and disseminated
CMV with CMV viremia and CMV ventriculitis. Treatment began with
multiple antibiotics, antifungals and antiretrovirals. For disseminated CMV,
he was started on valgancyclovir which was later changed to foscarnet due to
valgancyclovir-induced neutropenia. Despite aggressive therapy, the patient
continued to deteriorate, developing septic shock and passing away from his
advanced disease burden.
IMPACT/DISCUSSION: We present a case of multiple concomitant oppor-
tunistic infections in a severely immunocompromised patient with AIDS.
CMV is an opportunistic infection seen in patients with AIDS, reported in
10- 30% of AIDS cases at autopsy. CMV can give rise to microglial nodular
encephalitis, ventriculitis, necrotizing encephalitis and myelo-radiculitis. It has
been hypothesized that CMV infects endothelial cells in blood vessels causing
infarcts. Indeed, autopsies have identified microglial nodules and 21 areas of
necrosis and infarction associated with CMV infection in prior reports.
CONCLUSION: It is important to note that multiple concomitant opportu-
nistic infections can be comorbid in an immunosuppressed patient. A thorough
work-up and history gathering is necessary to establish multiple diagnoses and
provide adequate treatment for the patient.

A CASE OF DISSEMINATED HISTOPLASMOSIS WITH RARE CU-
TANEOUS MANIFESTATIONS AND DIFFUSE ALVEOLAR
HEMORRHAGE
Reem Q. Al Shabeeb2,1; Khaled W. Kabbara1
1Internal Medicine, Inova Fairfax Hospital, Falls Church, VA
2The GeorgeWashington University School of Medicine and Health Sciences,
Silver Spring, MD. (Control ID #3716085)

CASE: A 22-year-old female with recently diagnosed undifferentiated con-
nective tissue disease on immunosuppressants presented with worsening left
leg warmth, erythema, and tenderness. She endorsed fevers, fatigue, dyspnea

on exertion, and 40lb weight loss over two months. She moved to the U.S.A.
three years ago from Central America. Physical exam was notable for an
edematous ankle and calf on the left leg that were tender to palpation. She also
had brawny discoloration over the posterior left thigh and on the ankle.
Labs were notable for WBC 8 uL, Hgb 8.3 g/dL, HCO3 32 mEq/L, AST/ALT
383/219 IU/L, GGT 1355 U/L, CK 11 U/L, ESR 117 mm/Hr, CRP 15 mg/dL,
ANA 1:160 speckled pattern, ferritin 1416 ng/mL, normal hepatitis panel,
negative HIV test, and elevated lactic acid (up to 5.7 mmol/L). Chest radio-
graph was unremarkable. Left lower extremity MRI showed diffuse edema
within the muscle compartments and subcutaneous tissues. CT abdomen and
pelvis showed cholelithiasis, hepatomegaly with marked steatosis, subcutane-
ous induration on the left buttock, and bilateral inguinal lymphadenopathy.
She experienced persistent fevers and elevated lactic acid despite treatment
with vancomycin, piperacillin/tazobactam, mupirocin, and a course of steroids.
Further rheumworkup was unrevealing except for positiveMDA5 antibody of
unknown significance. Skin biopsy revealed budding yeast suggestive of
histoplasmosis. This indicated testing with urine histoplasma antigen which
was positive. Given her immunosuppressive status, she was treated for dis-
seminated histoplasmosis (DH) with itraconazole instead of amphotericin due
to allergy. Rash and inflammatory markers improved, and the patient was
afebrile 48 hours prior to discharge. Her pulse dose steroids were tapered.
During hospitalization, she had an episode of hemoptysis with acute hypoxic
respiratory failure requiring high flow nasal cannula. CT scan of her lungs
showed ground glass opacities (GGO). CT angiography was negative for
pulmonary embolism. Bronchoscopy showed diffuse alveolar hemorrhage
(DAH). GGO improved after completion of her histoplasmosis treatment
regimen and she was asymptomatic prior to discharge.
IMPACT/DISCUSSION:We present a case of DH in an immunosuppressed
patient. The patient is from an endemic region and histoplasmosis likely
resurfaced in the setting of her recent immunosuppression. DAH is a rare
manifestation of DH that requires recognition given that it is a life-threatening
condition. MDA5 antibody is typically seen in amyopathic dermatomyositis
and increases risk for interstitial lung disease. MDA5 antibody is likely a false
positive in the setting of the infection. DAH is suspected to be caused by the
DH rather than amyopathic dermatomyositis given the lack of chronic findings
on CT scan and the resolution of symptoms following treatment.
CONCLUSION: DH can present with uncommon cutaneous manifestations
and can rarely lead to DAH. Recognition is important given the progressive
and life-threatening nature of the disease.

A CASE OF HEREDITARY ANGIOEDEMA WITH ACQUIRED C1
INHIBITOR DEFICIENCY
Maham Khan, SaiSridhar Boddupalli
Internal medicine, Creighton University School of Medicine Phoenix Regional
Campus, Phoenix, AZ. (Control ID #3716065)

CASE: Background: Acquired C1 esterase inhibitor deficiency is a rare
disorder seen primarily in the adult population and is often associated with
autoimmune disorder. We present here a rare presentation of recurrent
angioedema with acquired C1 esterase inhibitor deficiency in an elderly
female. To our knowledge, there are only 2 cases reported in literature of
Herediatry anioedema with C1 esterase inhibitor deficency with mixed con-
nective tissue disease.
A 60-year-old female with a past medical history of DM Type 2 and HTN, on
lisinopril initially presented with lip swelling. Lisinopril was discontinued.
However, despite discontinuation, the patient continued to have recurrent
angioedema episodes. She was managed with steroids and antihistamines
during multiple ER visits with resolution of symptoms in a couple of days.
Work up revealed elevated ESR, CRP, with low C4 levels and low function-
ality of C1 esterase. An autoimmune work up revealed a positive ANA level,
anti- SSB level and an Anti U1RNP. She was ultimately started on icatibant for
acute episodes and hydroxychloroquine for her autoimmune disease.
IMPACT/DISCUSSION: Classic hereditary angioedema (HAE) is associat-
ed with quantitative (type I) or qualitative (type II) deficiency of C1 esterase
inhibitor (C1-INH) caused by mutations of C1 INH gene inherited as an
autosomal dominant trait (1). Onset occurs in the first or second decade of life
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and in some patients even later (2). On average, women are more affected (3).
Prevalence of HAE has been reported to be 1 in 10,000 to 1 in 150,000(4).
Trigger factors include trauma, stress, infections, ACEI/ARBs, estrogen
containing contraceptives and hormonal replacement therapy. Co-occurrence
between C1 esterase inhibitor deficiency and autoimmune disease has been
reported in literature (6).Treatment goals include preventing the attacks and as
a result normalizing quality of life. Different FDA approved treatment modal-
ities include C1-INH concentrate, Icatibant, recombinant C1-INH concentrate
and FFP, the latter used in emergency situations only. Long term prophylaxis
with progestins, tranexamic acid and danazol can be considered if HAE-related
symptoms still occur despite optimal on-demand therapy (2)
CONCLUSION: HAE with CI -INH should be high in the differential of
angioedema especially in women and care should be exercised not to mistake
HAE as an allergic reaction given that a misdiagnosis can lead to ineffective
therapy (5). Treatment should be started as soon as possible as severe swelling
can lead to asphyxiation and death.

A CASE OF MULTIFOCAL PNEUMONIA - A DIAGNOSTIC
CHALLENGE
Jishna Shrestha1,2; Robin Sherchan1,2; Shrey Gole1,2; Hafiz Jeelani1,2; Prashant
Sura1,2
1Internal Medicine, Rosalind Franklin University of Medicine and Science
Chicago Medical School, McHenry, IL
2Internal Medicine, Northwestern Medicine McHenry Hospital, McHenry, IL.
(Control ID #3714210)

CASE: A 25 year old Vietnamese female initially presented to the emergency
department (ED) with progressive dyspnea and cough for 2 weeks. Chest X-
ray (CXR) showed left lower lobe consolidation and was started on a 5-days of
azithromycin. She returned to ED 3 days later with a worsening cough,
yellowish sputum, dyspnea, pleuritic chest pain, chills, appetite loss, and a 6-
pound weight loss. 7 years ago her pre-immigration screening was negative for
tuberculosis. She worked in a nail salon and did gardening as a hobby. On
exam, she was afebrile, appeared dyspneic with normal oxygen saturation,
diminished breath sounds on left lower lobe with egophony. Labs showed
leukocytosis of 22,300 with neutrophilia and negative COVID-19 test. Repeat
CXR showedworsening left lower lobe opacity. On day 3, temperature peaked
at 103.1F with worsening sputum production. Computed tomography (CT)
chest showed complete consolidation of the left lower lobe with tree-in-bud
opacities in bilateral upper lobes and right lower lobe. Antibiotics were
switched from ceftriaxone and azithromycin to piperacillin-tazobactam and
vancomycin. Bronchoalveolar lavage (BAL) gram stain, acid-fast bacilli stain
and gomori stain, and blood cultures were negative. Follow-up CT chest was
worse and repeat bronchoscopy with biopsy was done. On day 8, urinary
blastomyces and histoplasma antigen tests were positive. BAL cytology
showed budding yeast consistent with blastomycosis. IV voriconazole was
added and her symptoms gradually improved. She was discharged on 6-month
course of oral voriconazole. BAL and biopsy cultures came back positive for
B. dermatitidis confirming the diagnosis. Outpatient follow-up with CXR after
a month showed both clinical and radiological improvement.
IMPACT/DISCUSSION: Blastomycosis is a fungal infection caused by
thermally dimorphic fungi Blastomyces species, endemic in Ohio, Mississippi
River Valleys, and the Great Lakes region in the United States. It commonly
presents as a pulmonary infection following inhalation of spores. Severity
varies from asymptomatic to life-threatening acute respiratory distress syn-
drome. Diagnosis delay is common with frequent misdiagnoses including
bacterial pneumonia, malignancy, and tuberculosis. Pulmonary blastomycosis
commonly presents as dense consolidation in the upper lobes but can have
variable presentation. Serological tests, cultures and BAL studies can aid in
diagnosis. Repeat bronchoscopies should be considered when the suspicion is
high. Of note, blastomyces antigen can have cross-reactivity with histoplasma
antigen which might be the case with our patient.
CONCLUSION: This case highlights the resemblance of clinical and radio-
logical presentation of blastomycosis with other respiratory conditions and the
need for timely diagnosis, treatment, and antimicrobial stewardship.
Practitioners need to keep a strong suspicion of this disease in patients with
atypical presentation for pneumonia especially in endemic areas.

ACASEOFNEUROSYPHILIS COMPLICATEDBYTHE JARISCH –
HERXHEIMER REACTION
Teja Chakrala, Paige Barker
Internal Medicine, University of Florida, Gainesville, FL. (Control ID
#3713033)

CASE: A 39 y/o man with hepatitis C and EtOH cirrhosis presented with 2
weeks of fevers, malaise, and a diffuse erythematous, maculopapular rash. He
reported polyarticular pain of bilateral wrists, knees, and ankles along with
headache, new-onset blurry vision, polyuria, and polydipsia, prompting him to
present to the ED. Upon arrival, he was tachycardic, and exam revealed light
pink-brown macules and papules over his chest, back, abdomen, upper ex-
tremities, palms, and soles in addition to oral mucosal lesions and a strawberry
tongue. Ocular exam was significant for findings of uveitis. CT imaging
showed decompensated cirrhosis. Labs revealed blood glucose of 982, meta-
bolic acidosis with an anion gap of 13, urine glucose >1000mg/dL, lactic acid
elevated to 6.2, and HbA1c of 9.9%. He was diagnosed with new-onset DM
complicated by HHS and was given IV fluid resuscitation, IV insulin, and
broad-spectrum antibiotic coverage with vancomycin and zosyn, for presumed
sepsis. Several hours later, he developed a fever of 102.8°F, chills, rigors, and
myalgias and became hypoxic to 88%. Infectious workup returned with HCV
PCR RNA with 21,291 copies and a strongly positive reactive RPR of 1:512.
He was started on IV PenicillinG for neurosyphilis, along with conservative
management for Jarisch-Herxheimer reaction (JHR).
IMPACT/DISCUSSION: JHR is a rare and poorly understood phenomenon
that presents several hours after antibiotic treatment of spirochetal infections.
Clinicalmanifestations of JHRare self-limited, typically developing 2 to 8 hours
after antibiotic therapy and resolve within 24 hours. As seen in our patient,
typical presentation includes fever, myalgias, rigors, and worsening of existing
cutaneous lesions. One theory to its pathogenesis suggests that JHR occurs due
to endotoxin release after treponemal destruction. Other studies have demon-
strated significant cytokine involvement with TNF, IL-6, IL-8, and IL-10 levels
found to have sharply risen shortly after penicillin treatment, coinciding with
the clinical manifestations of JHR. Consensus is that the phenomenon is
mediated by a combination of the above two mechanisms. JHR has been found
to occur after treatment with anti-microbial agents including penicillin,
cephalosporins, macrolides, and tetracyclines. Our patient had received zosyn
as part of the initial empiric therapy for his presumed sepsis, the piperacillin
portion of which contributed to the development of JHR.
CONCLUSION: JHR may occur during any stage of syphilis, but frequently
presents during the secondary stage. Robust data on the incidence of JHR
during treatment of neurosyphilis is lacking, likely due to the rarity of the
association. It is imperative that clinicians are aware of the possibility of this
phenomenon during treatment of spirochetal disease, as its presentationmay be
misunderstood as an allergic reaction or alternate illness.

A CASE OF NON-PENETRATING RAPIDLY PROGRESSIVE
STREPTOCOCCAL TOXIC SHOCK SYNDROME FROM GROUP A
STREPTOCOCCUS
Gabriel Bustamante
Department of Medicine, Baylor College of Medicine, Houston, TX. (Control
ID #3716042)

CASE: 30 year old male with prior medical history significant for schizophrenia,
bipolar disorder, incarceration presented to the emergency department after a
reported assault. The patient was found to have multiple facial lacerations and
soft tissue bruising in the upper extremities without lacerations. No radiographic
evidence of acute fractures and had an overall unremarkable initial pan-CT scan.
Labs were significant for a CK of 3,278 and the patient was admitted with an
initial diagnosis of rhabdomyolysis. The following day, the patient became
tachycardic to the 140s and progressively hypotensive, with a fever to 102.7 F.
Detailed examination revealed large full-thickness erosion of the skin overlying
the right dorsal hand and scattered superficial erosions and ulcers and intact
hemorrhagic bullae on the left dorsal hand, with moderate soft tissue swelling
bilaterally. The patient was started on intravenous antibiotics (vancomycin,
cefepime, clindamycin) as well as vasopressors and transferred to the ICU.
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Surgery consulted as patient's right hand with acute worsening of edema and
bullae with tense swelling. Taken to OR for fasciotomy release for compartment
syndrome, w/ necrotizing fasciitis per perioperative report. Intraoperative cultures
grew Group A Streptococcus. After the patient's initial debridement, was able to
have vasopressors discontinued and was maintained on antibiotic therapy with
zosyn + clindamycin. Has since continued to require multiple debridements in
both hands.
IMPACT/DISCUSSION: Streptococcal Toxic Shock Syndrome (TSS) is a
potentially fatal diagnosis that requires prompt recognition and management. It
is uncommon, with one study estimating incidence of 3.5 cases per 100k
persons. Diagnostic criteria are defined as hypotension PLUS multiorgan
involvement (eg renal/liver impairment, coagulopathy, ARDS, erythematous
macular rash, soft tissue necrosis). IV antibiotics and surgical debridement
represent cornerstones of therapy. Preferred antibiotic therapy includes beta-
lactam + clindamycin (suppresses bacterial toxin production). Duration largely
dependent on source control, but suggested 14 days from the last positive
culture obtained during surgical debridement. IVIG as an adjunct appears to
have limited evidence in mortality benefit with greatest potential benefit early
in diagnosis, though not routinely recommended per guidelines. For this case,
our leading hypothesis of patient's TSS development is through his non-
penetrating bilateral extremity bruising, which represents an underrecognized
etiology of TSS.
CONCLUSION: Toxic shock syndrome (TSS) is a rapidly spreading fatal
disease characterized by shock and multiorgan failure with mortality reaching
up to 70% (both staph and strep). It is important to recognize both penetrating
and non-penetrating trauma can cause streptococcal TSS. Early recognition,
septic shock management with fluid resuscitation and empiric antibiotic ther-
apy with urgent surgical debridement is crucial.

A CASE OF PEMBROLIZUMAB INDUCED MULTISYSTEM IM-
MUNE RELATED TOXICITY
Abdullah Ahmad, Mahmoud Abdelhadi, Jason Lofters, Musaab Alfaki, Doo
Woong Choi, Sofia Terner, Coral Parikh, Maxwell Janosky
InternalMedicine, EnglewoodHealth, Englewood, NJ. (Control ID #3705467)

CASE: Patient is an 85-year-old female with a seven-month history of vaginal
squamous cell carcinoma. She was treated initially with chemoradiation but
had progression of disease requiring initiation of Pembrolizumab. One month
after her first dose she presented with one day of myalgias, fatigue, shortness of
breath and chest pain. Her examination was unremarkable, but labs were
significant for troponin I of 2.5ng/mL, CK of 6000 U/L, ALT 536, AST
501, positive anti-smooth muscle antibody (1:80 titer) with negative ANA,
antimitochondrial antibodies and acute hepatitis panel.
EKG showed ST segment elevations in leads V4-V6 prompting urgent cardiac
catheterization, which revealed no significant occlusions. Echocardiogram
revealed normal sized cardiac chambers with preserved biventricular systolic
function but with basal inferior and inferoseptal akinesis without apical bal-
looning, not suggestive of Takatsubo cardiomyopathy.
Given the constellation of findings she was assessed as having immunotherapy
related myositis, myocarditis and hepatitis. She was started on IV methylpred-
nisolone and had gradual decrease in her CK, AST and ALT. Her troponin I
peaked at 3.7 ng/ml then trended down. She was discharged home on an oral
prednisone taper for treatment of a multisystem inflammatory response. The
patient returned to the hospital three days later with sepsis and died despite
broad spectrum antibiotics.
IMPACT/DISCUSSION: Pembrolizumab is an immune checkpoint inhibitor
(CXP) that inhibits programmed cell death-1 (PD-1) activity. This results in T-
cell inactivation which augments immune reaction against cancer cells. If this
immune reaction affects host cells, this may result in one of several immune
related adverse effects (irAEs). While any organ system may be involved, the
most common are skin, gastrointestinal, and endocrine systems.
In one cohort study of 623 patients with non-small cell lung cancer treated with
CXPs, only 9% developed multisystem irAEs. Most of these patients had two
irAEs with pneumonitis-thyroiditis, hepatitis-thyroiditis and dermatitis- pneu-
monitis being the most common patterns in a median time of 3.25 months. In a
case series of 38 cases, the co- occurrence of myocarditis and myositis was

documented in 32% of cases. in our case irAEs involved myocarditis, myositis
and hepatitis. Previous studies, interestingly, have suggested that multisystem
irAEs are associated with improved median progression-free and overall
survival<span style="font-size:10.8333px">.</span>
CONCLUSION: Physicians should be aware of irAEs as a potential compli-
cation of CXP use given the ever- expanding indications for their use. Rarely
multiple systems may be involved at the same time. This variability leads to
multiple potential presentations and thus, clinicians should remain vigilant to
consider this diagnosis.

A CASE OF RENAL TUBULAR ACIDOSIS AS A RARE SIDE EF-
FECT OF IMMUNE CHECKPOINT BLOCKADE
Pooja Rani1; Srivyshnavi Ramineni1; Oluwafemi Ajibola2
1Internal Medicine, Vassar Brothers Medical Center, Poughkeepsie, NY
2Internal Medicine, Nuvance Health, Vassar Brothers Medical Center,
Poughkeepsie, NY. (Control ID #3702079)

CASE: 60-year-old female patient with medical history of right renal cell
carcinoma, status post 4 cycles of neoadjuvant immunotherapy with
ipilimumab and nivolumab complicated by pneumonitis, which was treated
with prednisone 100 mg daily, presented with generalized fatigue and short-
ness of breath for 4 days. O2 saturation was 95% on room air, blood pressure
was 92/56 and mucous membranes were dry. Biochemical tests revealed
creatinine 1.39 mg/dl, chloride 118 mmol/L, sodium 134 mmol/L, potassium
2.7 mmol/L, and bicarbonate 11 mmol/L. ABG showed pH 7.13, pCO2 17,
pO2 114, HCO3 5.7. The urine studies demonstrated pH 6 and anion gap of
31.5, calculated fractional excretion of sodium (FENa) of 0.5% consistent with
hyperchloremic metabolic acidosis. Patient was started on sodium bicarbonate
drip and potassium supplementation. By day 3 of hospitalization acidosis was
controlled and patient was discharged. Subsequent nephrectomy revealed
complete pathological response. No additional immunotherapy was adminis-
tered; however, the patient still requires oral bicarbonate supplementation for
persistent RTA, 9 months after the original presentation.
IMPACT/DISCUSSION: Immune Checkpoint Inhibitors (ICI) exert their
effects against solid cancers and hematological malignancies1by targeting
PD-1/ PD-L1 and CTLA4/ CD80/CD86 interactions2. They are associated
with immune-mediated adverse events3. The mechanism by which ICIs cause
acute kidney injury (AKI- ICI) is not well known. The PD-1 blockade breaks
immune tolerance by unleashing quiescent self-reactive T cells, which may
lead to hydrolysis of the proximal tubule cells thus forming novel antigens.
Another proposed mechanism of AKI-ICI is haptenization. In case reports and
series, common histopathological finding in AKI-ICI is acute interstitial
nephritis.
RTA is a rare side effect of immunotherapy4. The patients with renal adverse
effects including RTA usually respond to steroids, however in this case the
patient was diagnosed with RTA while receiving steroids for treatment of
pneumonitis. Discontinuation of immunotherapy along with supportive man-
agement usually improves acidosis, however in our patient RTA persisted
despite discontinuation of immunotherapy, requiring continued supportive
management.
CONCLUSION: Immunotherapy is effective in treatment of various cancers.
With increased use of immune checkpoint inhibitors physicians should be
aware of their side effects. The most common renal side effects are acute
tubular necrosis, acute interstitial nephritis, and glomerular disease that can be
non-inflammatory and resistant to steroids like RTA in this case. While it is
impossible to determine whether RTA was caused by Nivolumab or
Ipilimumab, as patient received both therapies, the review of literature suggests
Nivolumab is the cause of RTA in our patient.5-6

A CASE OF SEVERE ALCOHOLIC HEPATITIS: REVIEW OF
EVIDENCE-BASED MANAGEMENT
Gabriel Bustamante
Department of Medicine, Baylor College of Medicine, Houston, TX. (Control
ID #3716122)
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CASE: 51y.o. male with PMH alcohol use disorder c/b prior withdrawal,
HTN, who presents with new jaundice in setting of binge drinking. Was in
USOH until about 6 months prior to admission, where he increased his daily
alcohol intake in setting of the pandemic to about a fifth of vodka per day
(previously a pint or less). No fevers, nausea/vomiting, diarrhea, black or
bloody stools. Describes vague, diffuse abdominal pain that is chronic over
months without acute worsening. No new medications, denies acetaminophen.
Last drink was the morning of admission. No history of cirrhosis, liver failure,
hepatitis. Vitals wnl. Exam notable for jaundice, scleral icterus, hepatomegaly
without ascites, no asterixis. Labs significant for Na 128, Cr 1.1, Tbili 23, Dbili
17, AST 397, ALT 137, ALP 418. INR wnl, UDS negative, acetaminophen
level wnl. Hep panel negative. CT A/P with hepatomegaly with severe hepatic
steatosis. MRCP without evidence of duct dilatation.
Presumptive diagnosis of severe alcoholic hepatitis made. MDF 43 on admis-
sion, started prednisolone therapy. Lille score on Day 7 of therapy 0.908 and
therefore stopped steroids. Discharged to inpatient alcohol rehab with
hepatology follow-up.
IMPACT/DISCUSSION: Alcoholic hepatitis (AH) can be categorized into
mild/moderate versus severe disease. Severe AH is most commonly defined as
Maddrey DF > 32, but has also been modeled by MELD > 21 or the presence
of hepatic encephalopathy. For severe AH, treatment with prednisolone 40mg
daily has demonstrated some short-term mortality benefit. Clinical response to
steroids calculated via Lille score on Day 7 of steroid therapy. Lille score >
0.45 indicates poor response, 6 month survival rate < 25%; steroids
recommended to be discontinued. Lille score < 0.45 indicates good response,
6mo survival rate ~85%; can continue steroid course for 28 days with taper.
Evidence is emerging suggesting Lille score at 4 days may be equivalent to 7
days.
Pentoxifylline represents another suggested therapy for AH, though contro-
versial based on conflicting data on mortality benefit. Per STOPAH trial,
pentoxifylline did not demonstrate mortality benefit in patients with severe
AH, regardless of steroid co-administration. Limited evidence as alternative
therapy if steroids unable to be given.
Other emerging therapies include NAC + steroids: RCT (n=174) showed
decreased mortality of combination therapy at 1mo, but no significant mortal-
ity difference at 3 or 6mo (6mo primary endpoint). G-CSF also studied, small
RCT demonstrated 90d mortality benefit for patients who were steroid non-
responders and given G-CSF vs placebo after day 7 steroids.
CONCLUSION: If presumed AH, first categorize whether severe with
Maddrey Discriminant Function. If severe (MDF > 32), treat with prednisolone
40mg daily, use Lille score on Day 7 to determine response. Emerging
therapies include NAC and G-CSF. Pentoxifylline is controversial, not
recommended if steroids can be given but can consider as an alternative if
steroid contraindication exists.

A CASE OF SPONTANEOUS CORONARY ARTERY DISSECTION -
AN INCREASINGLY RECOGNIZED CAUSE OFMYOCARDIAL IN-
FARCTIONWITHNONOBSTRUCTIVECORONARYARTERYDIS-
EASE (MINOCA)
Rakin Rashid, Utsav Aiya, Avijit Deb, Sherley Chhibber, Allison Smith,
Jayamohan Nair
Internal Medicine, Trinity Health, Lansdowne, PA. (Control ID #3715920)

CASE: 55-year-old Hispanic female with past medical history of hypertension
presented to the emergency department (ED) with intermittent episodes of
constricting chest pain for a week with worsening chest pain on day of
admission prompting her to come to the hospital. Vital signs in the ED showed
T 36.8° C, heart rate 70, BP 143/78, respiratory rate 18, with 100% O2
saturation on room air. Physical examination was unremarkable. EKG showed
sinus rhythm with T- wave inversions in leads II,III, aVF and V6 consistent
with age-indeterminate inferior myocardial infarction. High sensitivity
troponins (HST) escalated from 7,459 to 9,507 to 15,470 to 33,563 to
53,303. 2D echocardiogram showed a reduced EF of 40 to 45% with inferior
wall motion abnormalities. Urgent left heart catheterization showed 71%
narrowing in the mid RCA and diffuse luminal narrowing of 78% in the
proximal right PDA with vascular ultrasound evidence of intravascular hema-
toma consistent with type II spontaneous coronary artery dissection (SCAD).

CT angiography of brain, neck and chest for fibromuscular dysplasia workup
did not show any abnormalities. Patient was treated and discharged home with
dual antiplatelet therapy and beta-blockers.
Two months later, patient presented from the cardiologist’s office to the ED
with 3 days of intermittent chest pain. HST of 36, 32, 30. Patient was taken
emergently to the cath lab which showed healed/resolved mid RCA and
proximal right PDA SCAD. Ticagrelor was discontinued and aspirin was
continued as patient’s SCAD resolved.
IMPACT/DISCUSSION: SCAD is an underdiagnosed condition which is
becoming more frequently recognized in the last decade. In women aged less
than 50 years old presenting with myocardial infarction (MI), SCAD is the
underlying cause in 22-43% of cases. The condition primarily affects young to
middle-aged females (female to male ratio of 9:1); the median age of occur-
rence is 52. 55% of the women in a major study were postmenopausal. More
than two-third of cases present as NSTEMI and one-third present as STEMI.
The most common predisposing arteriopathy is fibromuscular dysplasia. Other
predisposing conditions are peripartum arteriopathy, connective tissue
disorders, and arteritis from autoimmune disorders. The gold standard of
diagnosis for SCAD is coronary angiography. Management is conservative
with dual antiplatelet therapy and beta-blockers. Beta-blockers are particularly
useful in preventing future SCAD. Revascularization is reserved for cases with
ongoing ischemia. Prognosis for most patients are generally good but unfor-
tunately recurrent cardiovascular events appear frequently following an initial
SCAD event and repeat coronary dissections may occur.
CONCLUSION: SCAD is an unconventional disease in young women that
presents with acute coronary syndrome that clinicians should strongly consider
in the differential diagnosis of chest pain in younger patients as management
differs from myocardial infarctions due to atherosclerotic obstruction of the
coronary arteries.

A CASE OF SYPHILIS WITH OCULAR MANIFESTATIONS AND
REVIEW OF CURRENT TREATMENT PRACTICES
Justin Tiongson1; Parth Patel1; Peter Bross2; Marlena Klein2
1Student, Rowan University Cooper Medical School, Camden, NJ
2Internal Medicine, Cooper University Health Care, Camden, NJ. (Control ID
#3705107)

CASE:A 29-year-old woman with no relevant past medical history presented to
the Urgent Care with a progressive, maculopapular skin rash throughout her
chest, back, and bilateral upper extremities for the past twoweeks associatedwith
pruritus and weight loss. She was exclusively sexually active with one male
partner for the last year. Subsequently, she underwent skin biopsy as well as
rapid plasma reagin (RPR) and fluorescent treponemal antibody absorption
(FTA- ABS) testing. Both tests were reactive with her skin biopsy demonstrating
granulomatous dermatitis consistent with syphilis. Her symptoms progressed to a
“moth-like” alopecia along with ocular symptoms consisting of peripheral
flashes of light. She was referred for intramuscular penicillin but ultimately
was sent to the Emergency Department due to concerns of neurosyphilis with
ocular involvement. She underwent a full infectious workup including a lumbar
puncture, which revealed a nonreactive cerebrospinal fluid (CSF) VDRL. She
was evaluated by the Ophthalmology team and was found to have an unremark-
able dilated fundoscopic exam. The patient was evaluated by Infectious Disease,
who recommended a two-week course of intravenous penicillin to be continued
after discharge via a peripherally inserted central catheter (PICC) line.
IMPACT/DISCUSSION: There has been an increased incidence of syphilis,
including ocular syphilis, over the past two decades, particularly in those with
HIV or other immunocompromise. Ocular syphilis most commonly presents
with uveitis, which manifests with decreased visual acuity. However, because
syphilitic uveitis lacks pathognomonic findings, delays in diagnosis are com-
mon and ocular syphilis is oftentimes not considered until patients fail to
respond to initial therapy. Delays in diagnosis are associated with poor clinical
outcomes, including long-term sequelae such as vision loss. Lumbar puncture
with serology should be performed in all patients with suspected ocular
syphilis, although CSF testing can be normal and does not rule out ocular
disease. Furthermore, limitations associated with bedside ophthalmology ex-
amination make the decision to treat ocular syphilis empirically with intrave-
nous penicillin a topic of multidisciplinary discussion, as in our patient.
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CONCLUSION: Neurosyphilis is associated with significant morbidity in-
cluding permanent vision loss and severe neurological compromise if not
appropriately managed. Clinicians should therefore have a low threshold for
admitting patients with confirmed syphilis and ocular manifestations. Treat-
ment consists of intravenous penicillin and the decision to pursue aggressive
management in the absence of positive CSF serologies or appreciable findings
on fundoscopic examination remains a topic of discussion, as the therapeutic
benefit often outweighs any potential risk.

A CASE OF T-CELL PROLYMPHOCYTIC LEUKEMIA
PRESENTING WITH VAGINAL BLEEDING
Zeinab Nasser1; Aula Ramo2; Vrushali Dabak3
1Internal Medicine, Henry Ford Hospital, Detroit, MI
2Hematology/Oncology, Henry Ford Hospital, Detroit, MI
3Hematology/Oncology, Henry Ford Hospital, Detroit, MI. (Control ID
#3715696)

CASE: A 57-year-old female with no significant past medical history presented
with a four-month history of lower extremity/facial swelling, vaginal bleeding,
shortness of breath, and palpitations. Cardiac etiologies were ruled out. Complete
blood count showed a WBC of 584 K/uL with absolute lymphocytes of 513,
Hgb at 2.7g/dl, MCV 108.7, platelets 60. No previous baseline available for
which this can be compared to. Folate, vitamin B12, haptoglobin and iron studies
were normal. Viral studies including HTLV 1,2 antibody, hepatitis, EBV, and
CMV were negative. CT of the abdomen/pelvis showed diffuse lymphadenop-
athy, splenomegaly, and uterine fibroids. Bone marrow biopsy showed T-cell
prolymphocytic leukemia (T-PLL), 90% on the bone marrow aspirate smears
and 90% on peripheral blood smear. Bone marrow was hypercellular with
markedly diminished trilineage hematopoiesis. Flow cytometry on peripheral
blood showed a predominant population of CD8+/TCRα/β+monotypic T-cells.
FISH studies were positive for inv (14) TRAD gene rearrangement. Endometrial
biopsy was also consistent with T-PLL. Patient was recently started on
Alemtuzumab therapy for T-PLL treatment with resolution of her symptoms
including her vaginal bleeding. We present to you a rare case of T-PLL
presenting with vaginal bleeding amongst other symptoms.
IMPACT/DISCUSSION: T-cell prolymphocytic leukemia (T-PLL) is a rare,
aggressive, mature T-cell neoplasm of lymphoid cells encompassing 2% of
mature lymphocytic leukemias in middle-aged adults. Most patients present
with little to no systemic B symptoms. On initial presentation, patients present
with a leukocytosis (>100 K/uL), hepatosplenomegaly, generalized lymphade-
nopathy, anemia, and thrombocytopenia. Diagnosis involves evaluation of the
bone marrow, flow cytometry, and cytogenetic testing which will also provide
information on clinical staging and indication for treatment. Given the heter-
ogenous nature of T-PLL, treatment is only proven to improve clinical
outcomes in patients with active disease which includes constitutional
symptoms, enlarging lymph nodes, organ/bone marrow failure, and leukocy-
tosis. Organs that may be affected include skin, spleen, liver, and rarely the
uterus (as in our patient’s case, which has been scarcely reported).
In our case, the patient’s presenting symptoms, bone marrow and endometrial
biopsy, flow cytometry, and FISH study results were consistent with the
diagnosis of T-PLL. Given her active disease, she was deemed a candidate
for alemtuzumab. After starting chemotherapy, there was significant improve-
ment in the patient’s symptomatology.
CONCLUSION: -Active disease symptoms of T-PLL include constitutional
symptoms, facial/peripheral edema, and vaginal bleeding.
-While T-PLL presents with evidence of bone marrow failure, it is crucial to
recognize other organ involvement (lungs, spleen, liver, uterus) and the re-
spective associated symptoms as this will aide in early diagnosis and is an
indication for treatment initiation.

ACASE REPORTOF BENZODIAZEPINEWITHDRAWAL PRECIP-
ITATING DELIRIUM IN AN ELDERLY PATIENT
Mariyam Sheidu, Denise Mohess
Internal Medicine, Inova Fairfax Hospital, Falls Church, VA. (Control ID
#3703397)

CASE: A 95-year-old female with dementia, anxiety, atrial fibrillation, hyper-
tension, hypothyroidism presented as a transfer from an outside facility with
abdominal pain, and dyspnea for two days. Patient denied fevers, chills, chest
pain, headache, dizziness, or sick contacts. Medications include warfarin 2 mg
daily, metoprolol succinate 150mg daily, diltiazem 180mg daily, furosemide
20mg daily, levothyroxine 50mcg daily, buproprion 150mg daily, risperidone
0.25mg every night, mirtazepine 15mg nightly, and alprazolam 0.25mg three
times a day as needed for anxiety. Family history was non-contributory. Patient
had no history of alcohol or tobacco use, lived with her husband, and self-
administered medications. Physical exam revealed a frail-appearing elderly
woman, not in acute distress, whose vitals were stable on encounter, but who
was only alert and oriented to self, and place. The rest of physical exam
unremarkable.
The patient was found to have community acquired pneumonia on chest x-ray
with a course complicated by atrial fibrillation with rapid ventricular response,
as well as diarrhea. Due to hypotension, patient required brief stay in the
intensive care unit for vasopressors. Once stabilized patient was transferred
to medical floor, where she reported visual hallucinations of “birds flying in
room.”CT imaging of head negative for acute processes. Patient's deliriumwas
attributed to ICU stay, and infection. When medical team called son to give
update, he raised the concern that delirium could be due to benzodiazepine
underdosing. Son admitted that patient was actually taking alprazolam 0.25mg
eight times a day, scheduled. Upon clarification patient was started on
lorazepam 0.5mg oral every 12 hours with intention to wean by 0.5mg weekly
upon discharge. Once scheduled alprazolamwas initiated patient had improve-
ment in delirium, whereby she became alert and oriented to person, place, time
(per baseline) with cessation of hallucinations, and resolution of diarrhea.
IMPACT/DISCUSSION: This case reminds us that both initiation and dis-
continuation of high-risk medications in the elderly can pose challenges in this
population. It is an opportunity to highlight the importance of obtaining
collateral information to guide medical decision-making. It highlights the
discrepancy in how a medication is prescribed versus how it is taken. Aside
from medical knowledge, effective communication skills are key to providing
excellent patient care. It is likely that without the son’s input, the patient’s
symptoms may have persisted for longer.
CONCLUSION: This case report is an example of delirium in the elderly
which was likely precipitated or at least exacerbated by benzodiazepine with-
drawal. Though benzodiazepine is a high risk medication in the elderly and can
precipitate delirium, rapid discontinuation can in and of itself be a risk factor
for delirium. Ideally, effort should still be made to safely wean off and
eventually discontinue benzodiazepines in elderly patients.

A CASE REPORT OF TRANSIENT DIABETES INSIPIDUS AFTER
DISCONTINUATION OF VASOPRESSIN
Francis Zirille1; Jackie Urban1; Tyree Kiser2; Yael Aschner3
1Internal Medicine Residency Training Program, University of Colorado,
Aurora, CO
2Department of Clinical Pharmacy, University of Colorado, Aurora, CO
3Division of Pulmonary Sciences and Critical Care Medicine, University of
Colorado, Aurora, CO. (Control ID #3704191)

CASE: A 77 year-old male with past medical history of epileptic seizures
presented from a nursing facility with tonic- clonic seizures. Admission labs
revealed hypernatremia to 152 mEq/L (normal range: 133-145 mEq/L), attrib-
uted to hypovolemia from poor oral intake. Serum sodium corrected with
volume resuscitation. Tonic-clonic seizures resolved, but continuous EEG
revealed subclinical status epilepticus, persisting for 2 weeks despite aggres-
sive anti-epileptic drug regimen. On Hospital Day (HD) 38 the patient was
transferred to the medical ICU for shock requiring norepinephrine infusion.
Antibiotics were started for presumed septic shock from aspiration pneumonia.
On HD 40, he was intubated for acute hypoxic respiratory failure. Hypotension
worsened, and vasopressin was added. Vasopressin infusion was continued for
3 days, until the patient was normotensive and weaned off both pressors onHD
43. Morning labs on HD 44 revealed a serum sodium of 160 mEq/L, increased
from 143 mEq/L the prior morning. Large volume urine output was recorded
for the prior 24 hours (>6L). Additional labs revealed a low urine osmolarity,
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consistent with Diabetes Insipidus (DI). DDAVP 2 mcg q6 hours was started,
with correction of serum sodium in 48 hours. DDAVP was discontinued on
day 47.
IMPACT/DISCUSSION: Vasopressin is increasingly utilized in the ICU for
treatment of vasopressor-refractory distributive shock. This case contributes to
the small but growing body of evidence demonstrating that cessation of
vasopressin is associated with transient DI. The mechanisms underlying this
phenomenon remain unknown. One hypothesis is that V2 receptors (V2R) in
the renal distal convoluted tubule are downregulated in response to overstim-
ulation by vasopressin. V2R regulates aquaporin 2 (AQP2) channel expression
and insertion into the distal convoluted tubule. When V2R are downregulated,
AQP2 channels are not expressed and the kidneys are unable to retain free
water, resulting in the polyuria and hypernatremia that define DI.
Under-reporting of this condition may be due to challenges in determining the
etiology of DI in patients with confounding neurologic comorbidities or
concomitant use of offending medications. Many of the existing case reports
describe patients with neurologic disease or recent neurosurgical procedures.
Regardless, patients with and without acute neurologic disease are susceptible.
Given the increased use of vasopressin for vasopressor-refractory shock,
physicians should be aware of this potential complication. Electrolytes should
be closely monitored after resolution of shock, and DI should be considered
when hypernatremia develops to ensure rapid and appropriate treatment.
CONCLUSION: This report illustrates a case of transient DI after discontin-
uation of vasopressin treatment for distributive shock, adding to the collective
body of evidence for this phenomenon, and heightening the need for clinicians
to recognize DI after vasopressin cessation.

A CLASSIC CASE OF CREUTZFELDT-JAKOB DISEASE (CJD)
Subada Soti
Internal Medicine, Emory University School of Medicine, Decatur, GA. (Con-
trol ID #3715814)

CASE: A 64-year-old woman was brought in by husband for inability to care
for patient. Previously active, she developed gait instability, slurred speech,
andmemory lapse to the point of selective mutism and being bed-bound within
three months. Her medical history was notable for hypertension and Covid four
months prior. She had had mild upper respiratory symptoms and recovered in
ten days.
Examination revealed general encephalopathy, dysarthria, limited ability to
follow commands. She had decreased strength but increased tone and rigidity
in all extremities. She had rhythmic jaw movement and bradykinesia with
scatter myoclonic movements. Cerebellar exam was notable for ataxia, but she
had normal cranial nerve and sensory exams and normal reflexes. MRI of the
brain revealed restricted diffusion and T2/Flair signal abnormality involving
bilateral basal ganglia, ventral medial thalami, hippocampi, and cerebral cor-
tices. Toxic metabolic workup was unrevealing. CSF was positive for 14-3-3
protein and elevated total tau protein, confirming Creutzfeldt-Jakob disease.
IMPACT/DISCUSSION: Creutzfeldt-Jakob Disease (CJD) is a prion disease
with one in a million prevalence. Patients present with rapidly progressing
dementia, myoclonus, and signs of cerebellar, corticospinal and extrapyrami-
dal involvement including nystagmus, ataxia, hyperreflexia, spasticity,
hypokinesia, bradykinesia, dystonia, and rigidity. CJD is fatal within months
to two years. Patients with end stage disease may have akinetic mutism.
Magnetic resonance imaging (MRI), electroencephalogram (EEG), and cere-
brospinal fluid (CSF) analysis are important for evaluation of CJD. Most
sensitive in early stages, MRI Brain commonly shows hyperintense signal
involving the cerebral cortex, corpus striatum, caudate, and putamen. EEG
may capture pattern of periodic bi- or triphasic period sharp wave complexes.
CSF might detect 14-3-3 protein with elevation of tau protein but real-time
quaking-induced conversion (RT-QuIC) has the highest specificity for diag-
nosis for CJD. Though brain biopsy is the sole method of definitive diagnosis,
results of MRI, EEG, and CSF analysis along with presenting signs and
symptoms are sufficient for clinical diagnosis of CJD.
Our patient’s dementia, myoclonus, ataxia, hypokinesia, bradykinesia,
dystonia, and rigidity all progressing to akinetic mutism within three months
are classic presentation of CJD. EEGwas normal, butMRI with hyperintensity

of basal ganglia and cerebral cortices and CSF analysis with positive 14-3-3
and elevated tau proteins are all lead to diagnosis of CJD.
CONCLUSION: This case illustrates a classic case of a Creutzfeldt-Jakob
Disease, a rare prion disease marked by rapidly progressive dementia with
neuropsychiatric features.

A CLASSIC CASE OF PHEOCHROMOCYTOMA
Shine Vazhappilly, John Harcha, Imran Naqvi
Internal Medicine, Mercy Health, Cincinnati, OH. (Control ID #3715991)

CASE:A 54-year-old female with progressive hirsutism and 20-pound weight
gain over 5 years presented to the EDwith episodic headache and palpitations,
progressively worsening over 1 year duration. The patient was hypertensive
and tachycardic throughout admission with SBP greater than 200 and heart rate
consistently greater than 100, typically worsening during the late-night and
early-morning hours. Nicardipine drip was initially used to adequately control
BP. Imaging with CT of the abdomen revealed indeterminate 2.4 cm left
adrenal mass. MRI of the showed 3.4X3 cm left adrenal mass with uniform
enhancement with a focal area of central necrosis. With episodic nature of
symptoms and adrenal mass noted on imaging, pheochromocytoma was
suspected. Metanephrines resulted extremely high at 736 ug/g, more than 2x
the upper limit of normal. Similarly, normetanephrines resulted at 3,474 ug/g,
more than 8x upper limit of normal. The patient was discharged on Doxazosin
which resulted in effective BP control. Outpatient referral to Endocrinologist
was arranged, with subsequent referral to Surgical Oncology for further
evaluation.
IMPACT/DISCUSSION: Pheochromocytoma is a rare condition character-
ized by a typical triad of episodic headache, sweating and palpitations. The
incidence in the United States is approximately 2-8 per million individuals, it is
purported that most clinicians will only encounter one in their working life-
time. The classic triad of symptoms, along with presence of an adrenal mass
should warrant further evaluation for this condition. Diagnosis begins with
confirmation of catecholamine excess. Serum metanephrine and
normetanephrine levels have a 96% sensitivity for detecting pheochromocyto-
ma and can be drawn during an active episode. Identification of the adrenal
mass with subsequent surgical resection typically results in cure, however,
requires careful preparatory measures. The patient should first undergo alpha-
blockade with upwards titration of an agent such as phenoxybenzamine or
doxazosin.
Additional beta-blockade can then be added. Intraoperatively, central and
arterial access as well as cardiac monitoring should be established to monitor
vitals and anticipate complications. Post-surgically and lifelong, catecholamine
levels should be monitored for early identification of any recurrence.
CONCLUSION: Pheochromocytoma classically presents with a triad of
episodic headache, diaphoresis, and palpitations.
Diagnosis is confirmed with elevations in metanephrine and normetanephrine
levels, as well as imaging confirmation of an adrenal mass.

A CLOUDY DIAGNOSIS FOR DYSPNEA
Ariana Stuart1; Talia R. Kahn2,1
1School of Medicine, Oregon Health & Science University School of Medi-
cine, Portland, OR
2Veterans Health Administration, Portland, OR. (Control ID #3707722)

CASE: An 80-year-old male with a history of low-grade follicular lymphoma
(FL) and heart failure (HF) with preserved ejection fraction (EF 55-60%) with
three recent admissions for HF presented with dyspnea. One year prior, he was
diagnosed with FL after thoracic adenopathy was incidentally noted on imag-
ing and had elected for conservative management via close observation. Serial
imaging showed stable disease. As with his recent hospitalizations, on presen-
tation he continued to endorse dyspnea at rest, orthopnea, lower extremity
edema, and increased abdominal girth despite strict adherence to his diuretics
and fluid and salt intake. On exam, he had peripheral edema and a few pound
increase from his presumed dry weight but bedside exam and ultrasound did
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not show elevated jugular venous pressure. Laboratory studies were unremark-
able, with normal albumin, and EKG did not show ischemic changes. Chest x-
ray showed bilateral pleural effusions worsened from his previous admissions.
Given the atypical hypervolemic picture and the fact that a thoracentesis had
never been performed on his pleural effusions, diagnostic thoracentesis was
performed which revealed milky fluid. His pleural fluid demonstrated an
exudative effusion with 2000 WBCs (92% lymphocytic predominance). Flow
cytometry revealed a clonal B-cell population, and it was determined that his
recurrent episodes of fluid overload were secondary to progression of FL
resulting in symptomatic chylothorax. His dyspnea resolved following thera-
peutic thoracentesis and initiation of rituximab.
IMPACT/DISCUSSION: This case demonstrates the importance of recog-
nizing uncommon clinical features of volume overload that would prompt the
physician to consider diagnoses other than HF exacerbation. Specifically, the
patient’s persistent extravascular hypervolemia despite close adherence to HF
management and without evidence of worsening cardiac function, in addition
to lack of intravascular volume overload on exam, suggested an alternative
etiology to his pleural effusions and necessitated further workup via diagnostic
thoracentesis. Additionally, in a patient with known FL, further workup of
atypical symptoms is especially important as literature suggests lymphoma
disease progression or relapse are more frequently identified via
symptomology rather than routine imaging. Given that observation has be-
come increasingly popular management for low-grade lymphoma, it is impor-
tant to recognize possible signs of disease progression even in the setting of
imaging suggestive of stable disease.
CONCLUSION: (1) Persistent extravascular volume overload despite opti-
mization of heart failure management should prompt further workup for
alternative etiologies
(2) Diagnostic thoracentesis should be pursued on any clinically significant
pleural effusion for which the diagnosis is unknown
(3) Pleural effusion in a patient with lymphoma can be a sign of disease
progression even in the setting of reassuring imaging

A COMPLEX CASE OF LIVER METASTASES MASQUERADING
AS ACUTE LIVER INJURY
Kathleen A. Jenkins1; Giuseppe Tripodi1; Robert Miller2. 1Internal Medicine,
Tulane University School of Medicine, New Orleans, LA; 2Southeast
Louisiana Veterans Health Care System, New Orleans, LA. (Control ID
#3713604)

CASE:A 74-year-old man with a history of treated hepatitis C complicated by
cirrhosis and remote non-small cell lung carcinoma with bilateral lobectomy
presented with abdominal bloating. He denied the use of alcohol, hepatotoxic
medications, and illicit drugs.
On physical examination, he was hypertensive to 212/106 mmHg with RUQ
tenderness and abdominal distention. Laboratory studies revealed acute
transaminitis with AST 206 IU/L, ALT 323 IU/L, ALP 235 IU/L, and total
and direct bilirubin of 2.2 and 1.2 mg/dL, respectively. Hepatitis B surface,
core, and C antibodies were positive. Albumin, INR, alpha-fetoprotein, auto-
immune studies, and toxicology screens were normal.
A RUQ doppler ultrasound was negative for biliary and vascular obstruction.
CT abdomen quadruple phase and MRI abdomen with MRCP similarly
revealed hepatomegaly with cirrhotic changes and liver lesions indeterminate
for metastatic disease versus hepatocellular carcinoma (HCC). A recent chest
CT scan at an outside hospital noted a new right lung mass.
PET scan revealed two radiotracer-avid pulmonary nodules and hepatomegaly
with a few small areas of mildly elevated uptake. EBUS guided biopsy of these
nodules returned positive for small cell lung carcinoma (SCLC), and liver
biopsy confirmed metastatic disease. Chemotherapy with cisplatin
andetoposide was urgently initiated after hepatitis B and C viral loads returned
undetectable.
IMPACT/DISCUSSION: Acute liver injury is defined as hepatic insult and
coagulopathy without encephalopathy and is typically caused by drug toxicity,
viral or autoimmune hepatitis, or hepatic ischemia. However, liver metastasis
can also uncommonly present as acute liver injury.

The patient presented with acutely elevated liver enzymes highly concerning
for viral hepatitis, biliary or vascular obstruction, or drug- or alcohol-induced
hepatopathy. However, workup revealed hepatic invasion by SCLC as the
inciting cause of his acute liver injury. The diagnosis was challenging given the
indeterminate findings on quadruple- phase CT and MRI.
The incidence of liver metastasis in those with SCLC is estimated to be 24.3%.
However, acute liver injury secondary to this process is rare. Due to imperfect
sensitivity of CT andMRI imaging alone in diagnosis of liver metastasis, many
patients are diagnosed with liver failure secondary to metastatic hepatic inva-
sion post-mortem. Thus, diagnostic liver biopsy should be indicated early in
the clinical course, as confirmation would alter management.
CONCLUSION: Liver metastasis represents an uncommon cause of acute
liver injury but should be considered early in the medical workup, as confir-
mation of metastatic disease warrants urgent intervention.

A COMPLICATED CASE OFMETASTATIC THYMIC CARCINOMA
Joshua Van Allen, Anand Bhagat, Kangwook Huh. Internal Medicine, UConn
Health, Farmington, CT. (Control ID #3715206)

CASE: A 60-year-old male had a CT scan of the abdomen performed for a
urinary tract infection which incidentally revealed a 1.2 cm right lower lobe
lung nodule. As part of outpatient work-up, CT scan of the chest was
performed which showed a 3.4 cm x 1.6 cm partially calcified anterior
mediastinal mass. Initially, this was thought to be chronic with plan for short
interval repeat imaging.
One month later, he developed right-sided chest pain. CTA of the chest
revealed a nonocclusive subsegmental pulmonary embolism and a new right
pleural effusion. He was subsequently started on anticoagulation. The CTA
also revealed enlargement of the previously seen mediastinal mass now mea-
suring 5.3 cm x 2.2 cm without evidence of mediastinal or hilar lymphade-
nopathy. VATS with pleural biopsy was performed for which pathology
revealedmetastatic squamous cell thymic carcinoma. A PET-CT scan revealed
involvement of the mass on the caval azygous junction, nodules along the
pleura and diaphragm, and multiple lung nodules. This was classified as Stage
IVb.
Given his recent pulmonary embolism, he had an IVC filter placed and then
underwent right thoracotomy, thymectomy, and pleurectomy. Caval resection
of the mediastinal mass was aborted due to persistent hypotension. Two days
later he had completion of the mass resection and reconstruction of the SVC.
Given the extent of his disease but excellent performance status, he was started
on chemotherapy with carboplatin and paclitaxel.
IMPACT/DISCUSSION: Thymic carcinomas are highly aggressive but only
make up about 10% of all thymic neoplasms. For patients with resectable
disease, surgery is the mainstay of treatment. Patients with metastatic disease
should typically be treated with a combination of surgical resection and
chemotherapy. The combination of carboplatin and paclitaxel has been shown
to have the highest response rates.
This demonstrates a case of thymic carcinoma presenting as chest pain in a
male who otherwise had excellent performance status. Patients frequently have
pericardial or pleural effusions as was identified in this patient. This case also
demonstrates the importance of considering thymic carcinoma in any patient
with an anterior mediastinal mass. His mediastinal mass quickly increased in
size from 3.4 cm x 1.6 cm on initial evaluation to 5.3 cm x 2.2 cm just one
month later, demonstrating the potential for rapid progression of disease. As in
this case, thymic carcinoma often involves local invasion of contiguous medi-
astinal structures and can present with metastatic spread to the lungs and
pleura. Early recognition can improve clinical outcomes. This case also shows
the potential complexity of surgical resection in these patients and the impor-
tance of having a multidisciplinary approach.
CONCLUSION: Clinicians should consider thymic carcinoma in any patient
with an anterior mediastinal mass.
Surgical resection is the mainstay of treatment for thymic carcinoma. However,
in metastatic disease, this is often combined with chemotherapy.
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A CONFOUNDING CASE OF NON-ISCHEMIC CARDIOMYOPA-
THY: ACQUIREDMYOCARDITIS FROMCOVID-19 AND SYSTEM-
IC LUPUS ERYTHEMATOSUS LEADING TO CLINICAL HEART
FAILURE
David B. Money1; Ari Hadar1; Dae H. Lee2. 1Internal Medicine, University of
South Florida, Tampa, FL;
2Cardiovascular Medicine, University of South Florida, Tampa, FL. (Control
ID #3707326)

CASE: We report a 50-year-old Caucasian female with a history of systemic
lupus erythematosus (SLE) in remission and chronic kidney disease (CKD)
stage 5. The patient presented with dyspnea on exertion and orthopnea for two
weeks. Six weeks ago, she was diagnosed with COVID-19 after presenting to
the ED for substernal chest pain, myalgias, and fatigue. During this admission,
she denied any current joint pain, chest pain, or rashes. She denies a history of
alcohol or illicit drug use. EKG in the ED showed T-wave inversions in lead I
and aVL, stable from prior EKG. The brain natriuretic peptide level was
elevated at 3,500 pg/ml. There was no transaminitis, and kidney function
was at baseline. Chest x-ray showed pulmonary vascular congestion and
cardiomegaly. A transthoracic echocardiogram showed a left ventricular ejec-
tion fraction of 15-20% with severe global hypokinesis.
The patient had a full cardiomyopathy workup. We ruled out ischemic cardio-
myopathy with a negative coronary angiogram. Non-ischemic cardiomyopathy
(NICMO) workup was initiated, with a focus on viral or autoimmune myo-
carditis. While a cardiac MRI would have been the gold standard to assess for
myocardial scarring, the patient’s CKD status prohibited this possibility.
Similarly, an endomyocardial biopsy was not performed due to its low sensi-
tivity for diagnosing viral or autoimmune myocarditis. Without evidence of
infiltrative disease, or other exposures, it was deemed that the patient’s recent
history of COVID-19 infection, in conjunction with underlying SLE, were the
causes of her new-onset NICMO. The patient’s dyspnea responded to intrave-
nous bumetanide. We initiated guideline-directed medical therapy with
carvedilol and isosorbide-dinitrate. She continues regular follow-up in the
outpatient heart failure clinic.
IMPACT/DISCUSSION: Classification and evaluation of NICMO can be
broad, and thus the clinical picture plays an essential role in the workup.
Acquired cardiomyopathy from prior myocarditis was the most likely etiology
of our patient's new-onset NICMO. Our patient had no clinical symptoms of
myocarditis prior to her exposure to COVID-19, making it unlikely that SLE
was the sole driving factor.
There is a known association between COVID-19 and myocarditis. A few
proposed mechanisms for COVID-19 induced myocarditis include
upregulation of cytokines, particularly interleukin-6, and downregulation of
ACE2, leading to microvascular and cardiac pericyte dysfunction. Cytokine
release from COVID-19 coupled with subclinical SLE could have acted
synergistically to cause this patient's condition. Given the increasing incidence
of COVID-19 infections, internists must consider COVID-19 exposures during
the workup of new-onset heart failure.
CONCLUSION: The workup for NICMO in the COVID-19 era must include
detailed history taking for sick contacts and prior history of COVID-19
diagnosis. More research is needed to determine if COVID-19 infection can
increase the risk of NICMO in patients with a known history of SLE.

ACQUIRED METHEMOGLOBINEMIA IN SETTING OF TEE AND
ROUTINE PREOPERATIVE MEDS- A CASE REPORT
Hina Virk1; John Harcha1; Ghazi Khan2; Barry Brook1; Francisco Lopez3
1Internal Medicine, The Jewish Hospital - Mercy Health, Cincinnati, OH
2The University of Texas Southwestern Medical Center, Dallas, TX
3Cardiology, The Jewish Hospital - MercyHealth, Cincinnati, OH. (Control ID
#3709231)

CASE: A 76 year old male with a PMHx of HTN and spinal fusion for
kyphosis presented to the ED with fever for 3 weeks. Blood cultures were
positive for Enterococcus faecalis and the patient underwent TEE to rule out
endocarditis. Prior to the procedure, the patient was on room air. He was given
oropharyngeal Cetacaine spray with Versed and Fentanyl for sedation. Within

seconds of Cetacaine the patient was acutely hypoxic and cyanotic. Pulse
oximetry showed 02 sats in the 70s, not responsive to 02 via nasal cannula.
Suspicion ofmethemoglobinemia (MetHb) arose and the patient was placed on
high-flow oxygen and given methylene blue with immediate improvement in
oxygen saturation. ABG revealed dark brown blood, pH 7.55, pCO2 25.3, pO2
232. Co-oximetry showed normal carboxyhemoglobin but elevated MetHb.
He received a second dose of methylene blue about 1 hour later. His oxygen-
ation improved and he was weaned to room air. Later, he relayed he had been
using OTC 4% transdermal lidocaine patches 3x daily for back pain.
IMPACT/DISCUSSION: Methemoglobinemia is a condition with life-
threatening potential in which diminution of the oxygen-carrying capacity of
circulating hemoglobin occurs due to the conversion of some or all of the four
iron species from the reduced ferrous (Fe2+) state to the oxidized ferric (Fe3+)
state. Ferric iron is unable to bind and transport oxygen leadin to functional
anemai. It has been hypothesized that anesthetic induced MetHb can be either
idiosyncratic or dose related reactions. Our case demonstrates that methemo-
globin production may be a dose-related reaction. MetHb may be suspected in
patients with cyanosis and low pulse ox saturation that is unresponsive to
oxygen. The rapid desaturation of our patient after Cetacaine administration
that was not alleviated by supplemental 02 raised suspicion of methemoglobin
precipitation. Diagnosis was confirmed with chocolate brown blood on draw
with a normal arterial 02 level and high MetHb levels of 30%. Our patient was
treated for MetHb based on clinical signs and recent use of benzocaine
containing spray. We did not wait for diagnostic confirmation as MetHb is a
potentially fatal occurrence and requires quick intervention. Our patient did not
improve with high flow 02 and discontinuation of Cetacaine, hence he received
methylene blue 2 mg/kg IV. The results were immediate and the dose was
repeated one hour later for further improvement in 02 sats. Repeat blood draw
showed methemoglobin levels of 1.2%. Our patient reported prior exposure to
benzocaine during an EGD without any complications. However, he had now
been using daily transdermal lidocaine patches before his TEE, perhaps ren-
dering him more susceptible to methemoglobinemia.
CONCLUSION: Understand the importance of identifying the precipitation
of methemoglobinemia during topical anesthetic use in medical procedures.
Suspicion based on vitals and physical exam findings should allow for rapid
treatment initiation with methylene blue to prevent fatal consequences.

ACUTE CORONARY SYNDROME MASQUERADING AS A CASE
OF DYSPHAGIA
Aanchal Sawhney1; Sachi Singhal1; Anila Hussain1; Sandeep randhawa3;
Jonathan Finkel2
1Internal Medicine, Crozer- Chester Medical Center, Upland, PA
2Cardiology, Crozer-Chester Medical Center, Upland, PA
3Internal medicine, University of Hawai'i System, Honolulu, HI. (Control ID
#3715182)

CASE: 70 year old male presented from the endoscopy suite in a new onset
arrhythmia. He had an ongoing history of dysphagia and epigastric pain, with
recent onset of odynophagia forcing him to shift to a liquid based diet and was
associated with a 40 pounds weight loss over 1 year. His symptoms prompted
an oncological workup including colonoscopy, which was unremarkable, and
an endoscopy, during which he developed atrial fibrillation with a rapid
ventricular rate of 170 beats/minute along with palpitations. Upon arrival, an
electrocardiography (EKG) was done, suggesting ongoing Non ST elevation
myocardial infarction(NSTEMI) along with elevated troponin of 6.75 ng/ml
trending to 9.05ng/ml. Further history revealed a prior syncopal event a week
before this admission. His family history was significant for premature coro-
nary artery disease in his father. The patient was treated with heparin, aspirin
and statin, and taken for left heart catheterization. Percutaneous intervention
(PCI) revealed multivessel disease, with 100% stenosis in a proximal large
diagonal artery with collateral filling, 60% stenosis in left circumflex and 65%
stenosis in Left anterior descending (LAD) artery with an instantaneous free
wave ratio (iFR) of 0.91, not warranting intervention. Post PCI echocardio-
gram revealed an ejection fraction of 60%, along with anteroseptal akinesis.
His endoscopy post PCI revealed hiatal hernia with no pre malignant lesions.
After initiation of medical therapy for this acute ischemic event, the patient
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reported dramatic improvement in dysphagia related symptoms. He reported
recovering a full appetite, and advanced to a solid diet without any difficulty.
Four months after this event, on his follow up he was symptom free, healthy
and gaining weight.
IMPACT/DISCUSSION: Classically, acute coronary syndrome(ACS)
presents as typical chest pain, substernal in nature, relieved with rest. Atypical
manifestations of this pain are often seen in women, elderly and diabetics.
Other than chest pain, some documented presentations of ACS are dyspnea
(69.4%), nausea (37.7%), diaphoresis (25.2%), syncope(10.6%), and pain in
arms (11.5%), epigastrium(8.1%), or neck(5.9%). To this date and to the best
of our knowledge, an ACS presenting as dysphagia leading to significant
weight loss has not been reported. In our case, the patient did not have any
risk factors significant for atypical manifestation of ACS and his extensive
workup for dysphagia including PET scan was negative.
CONCLUSION: Resolution of dysphagia with medical management of acute
coronary syndrome in the absence of other identified sources of dysphagia,
makes it a unique case with a very unwonted presentation of atypical angina,
eventually manifesting as atrial fibrillation and then NSTEMI.

ACUTE ENCEPHALOPATHY IN A PREVIOUSLY CATATONIC
PATIENT
Erica Mascarenhas, Jerald Taggart
Internal Medicine, Tulane University School of Medicine, New Orleans, LA.
(Control ID #3707735)

CASE: A 58-year-old woman with bipolar I disorder and hypothyroidism
presented for depressive mood with catatonic features, malnourishment, and
dysphoric affect which improved in the inpatient psychiatric unit with
lurasidone and valproic acid treatment. Two days after her medication
adjustments, a rapid response was called for acute mental status change and
reversion to a withdrawn temperament with repetitive speaking and arm
movements.
No acute stroke or hemorrhage was identified on head CT. No improvement
was noted after lorazepam administration. Her workup was significant for an
elevated ammonia level of 127 μmol/L and anion gap metabolic acidosis
(HCO3 19, AG 16) in the setting of elevated valproic acid level.
Valproic acid was held. Mental status rapidly improved after administering
lactulose and L-carnitine. Her liver function enzymes were normal at the time
and ammonia levels decreased to 41 μmol/L with lactulose and L-carnitine.
IMPACT/DISCUSSION: Altered mental status in inpatient psychiatric
patients can have a multitude of confounding factors making diagnosis a
difficult task. One of these factors is if the patient’s dysphoric or catatonic
symptoms have returned despite treatment. Moreover, during inpatient stays,
many adjustments of medications are made which can have profound effects
on the patient’s electrolytes and metabolic byproducts. Other possible causes
for an acute mental status change are hypoxia, trauma, seizure, infection,
intoxication or stroke.
Valproic acid overdose can present with respiratory depression, hypotension,
tachycardia, hyperthermia, miosis, agitation, myoclonus and tremors. Meta-
bolic abnormalities include hyperammonemia, anion gap metabolic acidosis,
hypocalcemia, low carnitine levels, and hypernatremia. Valproate-related
hyperammonemic encephalopathy (VHE) can occur after an acute overdose
as well as chronic use. It also can occur without LFT abnormalities or hepatic
failure, one of the concerning adverse effects of valproate. Mild
hyperammonemia is very common with valproic acid use and half the cases
are asymptomatic. For those with VHE, it was shown to be beneficial to trend
ammonia levels.
Hyperammonemia is due to a metabolite of valproic acid inhibiting an enzyme
needed to eliminate ammonia through the urea cycle. Additionally, valproic
acid may also increase ammonia through inhibiting carnitine synthesis. Treat-
ment with L-carnitine was shown to increase the fall of ammonia levels inVHE
patients.
CONCLUSION: When a patient presents with altered mental status, it is
important to keep the differential diagnosis broad and to be vigilant to iatro-
genic causes. Remembering the metabolic derangements that can come with

fluctuating dosages of psychiatric medications can be crucial in diagnosing the
cause of acute encephalopathy in the inpatient psychiatric patient.

ACUTE HUMAN GRANULOCYTIC ANAPLASMOSIS REQUIRING
INTENSIVE CARE HOSPITALIZATION PRESENTING AS URTI-
CARIAL RASH
Aditi Singh1; Stephen N. Simeone1; Gavriel Cohn2; Jaclyn Cox1
1Department of Internal Medicine, UConn Health, Farmington, CT
2University of Connecticut School of Medicine, Farmington, CT. (Control ID
#3709462)

CASE: We present the case of a 92-year-old male with a past medical history
of atrial fibrillation, interstitial lung disease, and remitting seronegative sym-
metrical synovitis presented with progressive generalized weakness and an
urticarial rash in his axilla and groin for seven days. The patient denied any
recent sick contacts, recent foriegn travel, or new medications. In the emer-
gency department, his temperature was 100.9°F, blood pressure was 111/55
mmHg, and he was saturating at 93% on ambient oxygen with a respiratory
rate of 18 breaths per minute. Chest radiograph demonstrated stable chronic
right apical pleural parenchymal thickening and mild bilateral lower lung
interstitial opacities without focal consolidative process. Chemistry was unre-
markable however complete blood count demonstrated an acute normocytic
normochromic anemia and thrombocytopenia with a hemoglobin of 8.8 g/dL,
hematocrit of 27.0%, and a platelet count of 139,000/uL. Hepatic biochemical
assay demonstrated an elevated total bilirubin at 1.6 mg/dL and a normal direct
bilirubin at 0.5 mg/dL. Haptoglobin was found to be normal at 74 mg/dL
however lactate dehydrogenase was found to be elevated at 256 U/L. The
patient subsequently became hemodynamically unstable and was admitted to
the intensive care unit where after his rash spontaneously resolved. Babesia
microti polymerase chain reaction (PCR) was found to be negative, total
Borrelia burgdorferi antibody assay was equivocal, and Anaplasma
phagocytophilum PCR was found to be positive. The patient completed a ten
day course of doxycycline and reported a complete resolution of symptoms.
IMPACT/DISCUSSION: Human granulocytic anaplasmosis (HGA) is an
infection caused by the zoonotic rickettsia Anaplasma phagocytophilum trans-
mitted by the Ixodes scapularis tick and is clinically characterized by fever,
lethargy, and headache. Serology is commonly characterized by the triad of
thrombocytopenia, leukopenia, and anemia in addition to significant elevations
in liver biochemical assays. In the United States, HGA is most commonly
diagnosed in New England, California, and the upper Midwest and the major-
ity of cases are mild in severity with approximately 7% of cases requiring
intensive care hospitalization. In this critically ill subpopulation, the predom-
inant causes of mortality are opportunistic infections by Candida, Cryptococ-
cus, and Aspergillus. Treatment is composed of a prolonged course of
tetracyclines.
CONCLUSION:We present an atypical case of HGA clinically characterized
by urticarial rash not associated with tick bite subsequently requiring intensive
care hospitalization. To our knowledge, there are no other case reports describ-
ing this initial clinical presentation and few detailing the clinical course of
critical illness in HGA given its relative rarity.

Given its significant clinical heterogeneity, HGA should always be consid-
ered in patients presenting with non- specific symptomatology in endemic
areas.
ACUTE MYOPERICARDITIS COMPLICATED WITH CARDIAC
TAMPONADE IN COVID-19
Dhivya Velu1; Peshitha Nimmagadda1; Prithvi Kukkadapu2; Rafik
ElBeblawy3
1Internal Medicine, UAB Health System, Huntsville, AL
2Critical care, Huntsville Hospital Health System, Huntsville, AL
3Internal Medicine, University of Alabama in Birmingham - Huntsville Re-
gional Medical Campus, Birmingham, AL. (Control ID #3706027)
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CASE: 68yo Caucasian female with no significant cardiac history presented
with worsening dyspnea and fatigue started around 7 days ago. She denied
having any travel or known history of tuberculosis or any other autoimmune
conditions. COVIDRT-PCR test was positive on the day soon after admission.
Initial vitals include SpO2 of 96% on 2L, BP 118/72 mmHg and HR in
110s/min Sinus. EKG revealed sinus tachycardia with non-specific ST-T
changes. Labs showed c- reactive protein 2.0 mg/dl, ferritin 1061 ng/ml,
LDH 300 EnzU/L; cardiac markers- troponin 212-261 ng/L and proBNP of
11,497 pg/mL. ECHO showed EF of 30-45% with global hypokinesis, and
circumferential pericardial effusion with fibrinous strands. Within 48 hours,
the patient sustained cardiac arrest with recurrent hemodynamically unstable
tachyarrhythmia requiring multiple cardioversions. Repeat Bedside ECHO
revealed larger effusion compared to prior, worrisome for cardiac tamponade.
Emergent pericardiocentesis yielded 200ml of serous fluid improving the
hemodynamics in form of improved SBP to 140mmHg from 70mmHg.
Although this improvement appeared promising, it was only transient with
rapid decline. Her ferritin levels went up 10- fold correlating with the worsen-
ing status. Her pressor requirement gradually worsened to the point of requir-
ing IMPELLA, intercepting the initiation of RRT for acute renal failure.
Unfortunately, with higher risk of poor outcome, the family opted to respect
the patient’s wishes and further care was withdrawn.
IMPACT/DISCUSSION: As of January 2022, there have been close to 300
million confirmed COVID-19 cases all over the world. This ongoing pandemic
disease, although primarily occur as respiratory illness, the florid symptoms
with increasing mortality are due to its systemic inflammatory response caus-
ingmultiorgan failure. Hence the symptoms can be anywhere frommild febrile
illness to sudden death.
As such, Cardiac involvement in form of Myo-pericarditis is less recognized in
such scenario and often underestimated. The onset can vary as the primary
presenting symptom to late presentation following respiratory course. While
the association of pericarditis with COVID has been documented, the global
presentation as Myo-pericarditis is still less known. Our case depicts one such
occurrence where cardiac presentation is the key finding having led to poor
prognosis more than the lung damage. The management is still the same using
NSAIDs / Colchicine like any other type of pericarditis. If there were signs of
cardiac tamponade, pericardiocentesis is warranted. In some cases, especially
in the setting of recurrent effusions, pericardial window will be useful.
CONCLUSION: Myo-pericarditis in COVID- 19 can predispose to life
threatening arrhythmias which would increase mortality. With the cytokine
storm and inflammatory response associated with COVID being the primary
offender, it can be challenging to treat them as any other type as the treatment
should also focus on removal of inciting factors simultaneously.

ACUTE PANCREATITIS IN THE SETTING OF NEWLY DIAG-
NOSED TYPE II DIABETES MELLITUS
Erica Mascarenhas, Jerald Taggart
Internal Medicine, Tulane University School of Medicine, New Orleans, LA.
(Control ID #3707741)

CASE: A 43-year-old man presented with three days of epigastric pain,
nausea, vomiting and decreased oral intake. He was found to have diabetic
ketoacidosis in the setting of newly diagnosed diabetes mellitus. He had a
hemoglobin A1c of 14.3%, leukocytosis of 31000/uL, triglycerides of 1200
mg/dL and lipase of 217 U/L with CT findings showing pancreatitis and 7 cm
peripancreatic fluid collection. His symptoms improved with an insulin drip,
antibiotics, pain control and intravenous fluids.
Abdominal ultrasound revealed hepatomegaly, hepatic steatosis, cholelithiasis
and a markedly dilated common bile duct to 13 mm without visualized stones
in the common duct. MRCP was negative for biliary obstruction but showed a
3 cm peripancreatic fluid collection.
His infectious workup was negative and leukocytosis was attributed to pan-
creatitis. With insulin glargine 30 units twice daily and pre-prandial insulin
lispro 12 units, his triglycerides down-trended to 400 mg/dL.
IMPACT/DISCUSSION: The most common causes of pancreatitis are
gallstones and alcohol. However, in this patient’s case, these causes were less
likely given no recent alcohol use, biliary colic or gallstones on imaging.
Common bile duct dilation was due to the peripancreatic fluid collection. His

elevated triglycerides of 1200 mg/dL were deemed to be the cause of his
pancreatitis with the resolution of his symptoms with appropriate insulin
treatment.
Hypertriglyceridemia is a cause of acute pancreatitis when levels are greater
than 1000 mg/dl with increasing risk as levels go above 2000 mg/dL. Higher
levels correlate with a more severe pancreatitis. Diabetic ketoacidosis and
poorly controlled diabetes can induce hypertriglyceridemia especially with
significant acidosis and hyperglycemia. This occurs because a low insulin state
causes lipolysis of adipose tissue leading to the release of free fatty acids and
the subsequent biosynthesis of triglycerides in the liver. The high influx of
triglycerides causes pancreatic lipases to degrade the triglycerides into toxic
free fatty acids leading to inflammation of the pancreas. Treatment for
hypertriglycemia pancreatitis includes IV insulin drip or apheresis until triglyc-
eride levels are less than 500 mg/dL. Once levels have decreased, patients
should be encouraged to decrease dietary fat and alcohol as well as start on
lipid-lowering pharmacologic agents such as fibrates which are considered
first-line agents for severe or very severe hypertriglyceridemia.
CONCLUSION: The patient's insulin requirement rapidly decreased once he
left the hospital, which could be due to the normalization of his triglycerides.
At 2 week hospital follow-up, the patient endorsed frequent hypoglycemic
episodes, which improved when his regimen changed to glargine 10 units
nightly and lispro 3 units with meals. At 3 month follow-up, his Hba1c was
found to be 5.3 after making consistent diet and exercise changes, insulin use
and cutting out alcohol. His insulin was discontinued and only remains on
metformin.

ACUTE PANCREATITIS SECONDARY TO ACUTE HEPATITIS B
David Monaco, Farrah Ibrahim, Princeton Carter. School of Medcine, The
University of Alabama at Birmingham School of Medicine Huntsville,
Huntsville, AL. (Control ID #3708536)

CASE: A 71-year-old male was admitted for acute pancreatitis. Past medical
history was significant for obstructive lung disease, and Hypertension. He
reported drinking 2 beers every 6 months, denied recreational drug use,
smoked for 56 pack-years, and lives with his ex-wife. Further questioning
revealed that he was only sexually active with his ex-wife who had other
partners. Laboratory results were significant for AST of 137 EnzU/L, ALT of
63 EnzU/L, alcohol less than <10 mg/dL, Triglycerides of 78 mg/dL, lipase of
9240 EnzU/L. Total bilirubin was measured at 0.8 mg/dL and direct at 0.5 mg/
dL. Hepatitis panel was positive for Hep B Core Ab IgM, Hep B Surface Ag,
and Hep B Ag. Positive HBe antigen and negative HBe antibody. Hepatitis B
DNA quantitation by PCR of 352 IU/mLComputed tomography angiogram of
abdomen showed mild mesenteric stranding near the pancreatic head. Ultra-
sound of the abdomen showed cholelithiasis with no gallbladder wall thicken-
ing or pericholecystic fluid and the common bile duct was 5mm. Patient was
started on clear liquid diet and intravenous fluids. Over the course of four days
abdominal pain subsided and he tolerated regular diet, discharged in stable
condition with outpatient follow up for evaluation for hepatitis B treatment.
IMPACT/DISCUSSION:Acute pancreatitis hasmultiple etiologies, 40-70%
of cases are secondary to gallstones obstructing the ampulla of vater or edema
resulting from passage of stone. Alcohol, hypertriglyceridemia, and post ERCP
are other common causes. Alcoholic pancreatitis was also considered but given
patient's reported infrequent use less likely. The transaminases (AST/ALT) 2:1
is suggestive of alcohol hepatitis but not specific.
Viral etiology besides mumps includes rubella virus, cytomegalovirus,
Epstein-Barr virus, hepatitis and varicella zoster can cause acute pancreatitis.
Previous cases with hepatitis and acute pancreatitis had autopsy findings of hep
B virus antigen found in the pancreatic acinar cells. Two suggested
mechanisms of damage were either immune response to infected cells or direct
cytotoxicity. The patient had acute hepatitis B and acute pancreatitis that could
most likely have been due to his acute viral infection.
While more common etiologies must be considered for acute pancreatitis once
those have been ruled out it is essential to consider the rest of the patient’s social
history paired with unexplained laboratory results for other potential etiologies.
Hepatitis B is mostly a self-resolving virus but if he were an at-risk patient that
had liver failure, hepatocellular carcinoma, or receiving immune suppressive
therapy additional treatment would be paramount.
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CONCLUSION: Common causes were ruled out for acute pancreatitis viral
etiology is possible. Social history was essential in establishing potential
source of Hep B and checking for other STI’s.

ACUTERENALVEIN THROMBOSIS AS INITIAL PRESENTATION
OF NEPHROTIC SYNDROME
Ayah Farfour1; Ranim Chamseddin2; Taher Sbitli1; Monya Mohieldien1;
Hamdy Abdeldayem1

1Internal Medicine, Specialized Medical Center Hospital, Riyadh, Riyadh,
Saudi Arabia
2Internal Medicine, Wayne State University School of Medicine, Detroit, MI.
(Control ID #3716121)

CASE: A 26-year-old previously healthy male presented to the ER with acute
sharp left groin pain. He was vitally stable. Examwas unremarkable except for
+1 bilateral lower extremity edema. He was not on anymedications. There was
no significant family history. Labs revealed a normal cbc, and CMP except for
hypoalbuminemia. Concern for possible renal colic prompted a CT of his
abdomen and pelvis. However it revealed a renal venous thrombosis (RVT)
extending to the inferior vena cava (IVC) with incidental bilateral pulmonary
embolism that was confirmed by Chest CT angiography. US doppler was
negative for DVT. He was started on therapeutic anticoagulation and under-
went mechanical thrombectomy of both RVT and IVC with placement of IVC
filter. After stabilization further lab investigations showed an elevated TG level
on the lipid panel. His D-dimer and ESR were elevated. Homocysteine was
elevatedwith normal B12. thrombophilia and coagulation studies were normal.
Urine analysis showed nephrotic range protein of +3 and 24-h urinary protein
excretion (8 g). Anti-phospholipase A2 was positive, which is a diagnostic
marker of membranous nephropathy, negative ANA, anti-cardiolipin, anti-ds
DNA, complements, HCV, HBV, HIV and RF. The patient then started on
steroids, rivaroxaban, ramipril, lasix and atorvastatin. He improved and was
scheduled for outpatient follow up and work up.
IMPACT/DISCUSSION: Thrombotic events complicate nephrotic syn-
drome (NS) in approximately 25% of patients. Research shows that most
commonly reported thrombotic complications in NS are DVT, pulmonary
embolism, and renal vein thrombosis. Less common are IVC, portal, splenic,
and superior mesenteric vein thrombosis. The pathophysiologic mechanisms
venous thromboembolism is not clear but thought to be owing to urinary loss
of the anticoagulants antithrombin III and protein C, which increased synthesis
of procoagulant factors fibrinogen, factor V and factor VIII. Pulmonary artery
thrombosis and renal vein thrombosis are serious and often fatal complications.
This fatal complication rarely occurs before the diagnosis of NS. The
presenting symptoms of acute renal vein thrombosis (RVT) can often be
confused with those of nephrolithiasis. Delayed diagnosis and treatment of
RVT can result in catastrophic complications, including loss of renal function
and pulmonary embolism.
CONCLUSION: A high clinical suspicion and early imaging with computed
tomography or magnetic resonance imaging will allow early initiation of
therapy and prevention of thrombus extension. Case series have shown that
membranous nephropathy is particularly associated with venous thrombosis
and the risk of venous thrombosis is higher when serum albumin is <20-25 g/l.
Nephrotic syndrome should be on top differentials for any young patient
presenting with thromboembolism and further work-up is warranted in these
patients.

A DANGER OF DIETARY SUPPLEMENT - ARSENIC
Yi Zhao1; Roger Bedimo2
1GME, Methodist Health System, Dallas, TX
2VA North Texas Health Care System, Dallas, TX. (Control ID #3689237)

CASE: A 37-year-old male with a significant psychiatric history presented to
the emergency department with worsening confusion and difficulty with
ambulation. The family also reported that the patient had chronic non-bloody
diarrhea and unintentional weight loss. The patient’s own narrative of the

history was highly variable. He revealed extensive use of supplemental protein
powder amounting to about 5,000 calories per day (six times daily) for weight
gain and muscle building in addition to vitamin supplements. The timeline on
this unconventional diet was unreliable, and may have lasted years. On
examination, the patient appeared older than the stated age, with patchy, brittle
hair, cheilitis, dystrophic nails, and distended abdomen. Laboratory data
revealed macrocytic anemia, leukopenia, hypoalbuminemia, transaminitis,
acute kidney injury, and elevated inflammatory markers. A computed tomog-
raphy scan revealed a noncirrhotic morphology of the liver with moderate
ascites. An extensive workup including urine drug screen was unrevealing.
Moreover, he had either normal or elevated Vitamin A, B12, C, D, E, K, and
folate levels.
Suspicion for heavy metal toxicity was initially low as the patient had no
environmental or work-related exposure. However, the patient’s mental status
improved and diarrhea resolved during hospitalization, suggesting exogenous
ingestion as the etiology. A random urine heavy metal screen revealed an
elevated arsenic level at 348 mcg/g of creatine. Poison control did not recom-
mend a chelating treatment. The patient and family were informed of the
results, and that the arsenic likely originated from the various brands of protein
powders the patient ingested.
IMPACT/DISCUSSION: Inorganic arsenic is found in groundwater,
sediments, and soil either naturally or through human activities. Traditionally,
frequent rice consumption is associated with increased urinary concentrations
of total arsenic. In recent years, trendy protein powders have been a source of
concern. Safety data for dietary supplements are not reviewed by the United
States Food and Drug Administration. In 2010, Consumer Reports found one
of the commercially available protein shakes contained 16.9 mcg of arsenic if
used three times daily, exceeding the recommended limit from U.S. Pharma-
copeia. The Clean Label Project of 2018 found that 53 out of 134 top-selling
protein powders were contaminated with heavy metals, including arsenic.
Chelation and activated charcoal are the mainstay treatment for acute arsenic
poisoning, but its efficacy is not well established in subacute or chronic
poisoning as observed in our patient.
CONCLUSION: Lower-dose chronic arsenic exposure can result in subacute
toxicity with protean manifestations. Health supplements need to be recog-
nized as a source of arsenic toxicity, especially with unconventional usage at
increased frequency.

ADDRESSING DATA GAPS: A GABAPENTIN WITHDRAWAL
CASE REPORT
Alejandro Rana Custodio1; Roberto Guerrero2,1; Caroline Bashour3; Hassan
Khan1
1Internal Medicine, Loyola University Health System, Maywood, IL
2Internal Medicine, MacNeal Hospital, Berwyn, IL
3Medicine, St. George's University, Saint George, Grenada. (Control ID
#3715972)

CASE: A 71-year-old Polish-speaking man with history of diabetes mellitus
complicated by diabetic neuropathy, dyslipidemia, and hypertension presented
for recurrent mechanical falls with associated bilateral lower extremity weak-
ness, muscle pain, and fasciculations suggestive of underlying myopathy and
hyperglycemia to 580 mg/dL. There were no abnormalities in CK, aldolase,
methylmalonic acid, TSH, ESR, cortisol, B12 orMRI of lumbar spine. Highest
differential for underlying myopathy included diabetes mellitus amyotrophy
for which glucose was corrected with plans to follow up for electroencepha-
logram. Initial medication reconciliation included insulin glargine, lispro,
atorvastatin, and lisinopril, for which family was unclear if patient was com-
pliant as he lived alone. His hospital course was complicated by agitation and
disorientation to time and place, and was found to be in hypertensive urgency.
CT head showed no acute intracranial abnormalities. He remained encephalo-
pathic, his speech was slurred, he was agitated requiring restraints, and persis-
tently in hypertensive urgency requiring four blood pressure agents to remain
controlled. He endorsed pins and needles sensation from head to toe, with
fasciculations. There were concerns for alcohol withdrawal and CIWA scores
reached 16. Encephalopathy persisted for 72 hours and efforts to identify
source of encephalitis, included further imaging withMRI head, chest imaging,
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infectious workup, and consideration for lumbar puncture. Due to failure to
improve, a second medication reconciliation was performed. Multiple phar-
macies on file were contacted and the patient was found to be prescribed
gabapentin 600 mg three times a day, which he had not been receiving during
his hospitalization. Gabapentin was reinitiated and the patient was back to his
baseline in under 48 hours.
IMPACT/DISCUSSION: Gabapentin withdrawal symptoms include irrita-
bility, anxiety, altered mental status, tachycardia, somatic pain, diaphoresis,
and infrequently hypertension, with quick resolution time after reinitiation of
the medication. Practitioners should be alert of the abrupt discontinuation of
gabapentin leading to symptoms that can easily be confused with an alcohol
withdrawal syndrome.
CONCLUSION: Medication reconciliation involves a three-step process:
verification (collecting an accurate medication history); clarification (ensuring
that themedications and doses are appropriate); and reconciliation. This patient
developed withdrawal symptoms early in hospital course and lack of recogni-
tion of encephalopathy lead to unnecessary diagnostic studies, increase in
hospital stay, financial burden, and prolonged use of restraints. Symptoms
completely resolved with reinitiation of gabapentin therapy. Our case
highlights the importance of the process of a well- done medication reconcil-
iation which can significantly decrease errors and promote patient safety and
the importance of gabapentin withdrawal recognition.

A DIFFICULT-TO-TREAT CASE OF REFRACTORY HLA-B27 POS-
ITIVE REACTIVE ARTHRITIS
Swarup Sharma Rijal1; Ibiyemi Oke1; Biraj Shrestha4,1; Anish C. Paudel2;
Arpan Pokhrel3,1; Sijan Basnet1
1Internal Medicine, Reading Hospital, Reading, PA
2Internal medicine, Tower Health, Wyomissing, PA
3Internal Medicine, Tower Health, Reading, PA
4internal medicine, Tower Health, Reading, PA. (Control ID #3690129)

CASE: A 47-year-old Caucasian male with a history of Intravenous drug use,
active tobacco abuse, and recent unprotected sexual intercourse presented with
three weeks history of multiple joint pain with a swelling, nonpruritic rash on
the sole, thigh, and abdomen, bilateral eye redness, and urethral discharge. He
had no fever, diarrhea, abdominal pain, or urinary symptoms. The clinical
exam was consistent with asymmetrical oligoarthritis, right great toe dactylitis,
enthesitis, palmoplantar maculopapular pustular rash beginning peripherally
and extending centrally, conjunctivitis, and circinate balanitis along with
urethral discharge. Laboratory findings included elevated inflammatory
markers, positive Hepatitis C virus (HCV) antibody and HLAB27, and falsely
positive rheumatoid factor. Synovial fluid analysis of left knee joint showed
markedly elevated white cell count (>50,000 WBCs) with 92% segmented
cells, negative for crystals, and no growth on culture. Skin biopsy showed
psoriasiform dermatitis with parakeratosis and numerous intra and subcorneal
neutrophils, most consistent with cutaneous lesions of reactive arthritis. Knee
effusion and a small baker's cyst were seen on the left lower extremity
Computerized Tomography (CT) scan.
Due to a non-steroidal anti-inflammatory drug (NSAIDs) allergy, he was
treated with intravenous methylprednisolone, with no improvement even after
six days, necessitating the addition of sulfasalazine. He was also treated
empirically for Gonorrhoea and chlamydia despite a negative PCR result. Even
after two months of maximum dose of sulfasalazine and high dose prednisone
he had persistent diffuse synovitis and new rashes suspicious of keratoderma
blennorrhagica.
Hydroxychloroquine was added. He responded well to this combination of
hydroxychloroquine, increased dose of sulfasalazine, tizanidine, and Indo-
methacin. Anti-TNF medication was considered, but he had no insurance
coverage. He completed Hepatitis - C virus treatment with Mavyret, and at a
recent follow-up visit, he reported significant improvement in his joint pains
and resolution of the rash.
IMPACT/DISCUSSION: Reactive arthritis (ReA), chronic inflammatory
arthritis, is characterized by a triad of acute oligoarthritis, urethritis, and
conjunctivitis. ReA is usually self-limited, and symptoms resolve within 3 -
12 months. We present a difficult-to-treat case of reactive arthritis requiring
steroids and disease-modifying antirheumatic drugs (DMARDs).

CONCLUSION: The course of reactive arthritis varies depending on the
antecedent pathogen, patient's gender, presence of HLA-B27, and presence
of co-infection like Hepatitis C. Patient can have a waxing and waning course
despite regular treatment.NSAIDs and oral or intraarticular glucocorticoids are
first- and second-line treatments, respectively. DMARDs including methotrex-
ate, sulfasalazine, and anti-TNFs are recommended for refractory cases.

A DISABILITY OR DEFICIENCY: SEVERE B12 DEFICIENCY IN A
YOUNG ADULT
Jasmin Hundal1,2; Suong Nguyen2; Megan Emmich2; Ritika Vankina2. 1Inter-
nal Medicine, University of Connecticut, Hartford, CT; 2UConn Health,
Farmington, CT. (Control ID #3708638)

CASE: A 23 year old African American male presented with gradual weak-
ness with loss of sensation of his lower extremities. Associated symptoms
included fevers, night sweats, unintentional weight loss, lack of appetite,
dyspnea, nausea, vomiting, and diarrhea over the last 2-4 weeks. He is a
physically active university student participating in outdoor activities. He did
not follow a vegetarian diet and no significant family history.
On presentation, he was afebrile, normotensive with tachycardia. Physical
exam was notable for a thin male with a flat affect without rashes or oral
ulcers. Neurological exam revealed adductor weakness of the bilateral lower
extremities, abnormal proprioception, and hyperreflexia with sensation and
vibration intact. Initial labs revealed pancytopenia: white blood cell count 3.1
103 /uL, hemoglobin 4.5 g/dL, hematocrit 12.8%, platelet 29x 103 /uL.
Coagulation factors were within normal range. Hemolysis labs revealed low
indirect bilirubin (2.9 mg/dL) and lactate dehydrogenase (3496 U/L), low
haptoglobin (<8 mg/dL), and low reticulocyte count (1.3%). Renal function
normal but elevated liver function enzymes: aminotransferase 109 U/L, alanine
transferase 72 U/L and alkaline phosphatase 24 U/L. Hematology and oncol-
ogy were consulted due to high concern for TTP. CT and MRI of the brain,
chest, abdomen, and pelvis revealed no abnormalities. With concern of acute
myeloid leukemia and acute TTP, a bone marrow biopsy was pursued. Pathol-
ogy revealed prominent megaloblastic changes. Ultimately, B12 levels resulted
at 66 pg/mL. Further work-up revealed positive intrinsic factor antibody,
elevated homocysteine (19 umol/L) and methylmalonic acid levels (287.90
umol/L) consistent with pernicious anemia. Initiation of intramuscular B12
injections led to significant improvement in sensorimotor changes and remnant
peripheral neuropathy with resolution of anemia within 8 months.
IMPACT/DISCUSSION: Vitamin B12 is an essential co-factor in metabolic
pathways of hematologic and neurologic function. Acute presentation of
severe vitamin B12 deficiencies can mimic features of acute myeloid leukemia
and thrombotic thrombocytopenic purpura (TTP). Severe vitamin B12 defi-
ciency can lead to pancytopenia, hemolytic anemia, macrocytosis,
hypersegmented neutrophils, and hypercellular bone marrow with blastic
changes.
Neuropsychiatric features, including depression, disorientation, paraesthesia,
and peripheral neuropathy, can also occur. These signs and symptoms can lead
to extensive workup and unnecessary treatment measures.
CONCLUSION: Severe vitamin B-12 deficiency can present with pancyto-
penia and features concerning hemolytic anemia, acute leukemia, or TTP. It is
essential to rule out hematologic emergencies. Clinicians should be mindful to
ensure full workup, including a vitamin B12 level to confirm a more benign
diagnosis and to treat in a timely fashion. Vitamin B12 supplementation can
lead to the resolution of signs and symptoms.

ADRENAL CRISIS DUE TO SHEEHAN'S SYNDROME.
Adrese Kandahari, Leigh K. Hunter
Internal Medicine, Methodist Dallas Medical Center, Dallas, TX. (Control ID
#3689609)

CASE: A 47 year-old female presented to the ED via ambulance complaining
of fatigue and weakness. She was noted to be hypotensive and hypoglycemic
refractory to IV fluids, dextrose, and glucagon en route. Upon arrival, she
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quickly became somnolent, withdrawing and opening eyes to pain only. Two
liters NS bolus, 100 mg IV hydrocortisone, 200 mcg IV levothyroxine, and
broad spectrum antibiotics were administered, the patient was admitted to the
ICU, and continued on 50 mg IV hydrocortisone every six hours and 100 mcg
IV levothyroxine daily. Initial serum laboratory values were significant for
normal TSH, low free T3/T4, low cortisol, low ACTH, and normal
aldosterone/renin. As the patient improved, she was able to communicate that
she was on chronic steroids and had not taken any for two days, and that she
believed her primary event occurred around the time of childbirth several years
prior. She did not know her steroid dose, and reported being on thyroid
replacement previously though not recently. Brain MRI was performed which
showed partially empty sella. The patient was transitioned to oral prednisone
and levothyroxine and discharged with close follow-up.
IMPACT/DISCUSSION: This case highlights an excellent demonstration of
the clinical presentation and management of adrenal crisis. Due to the patient's
condition upon arrival, full history was difficult to obtain. Adrenal crisis is a
rare medical emergency which must be recognized early in the clinical course
in order to avoid significant morbidity/mortality. The patient's hypotension and
refractory hypoglycemia were significant clues to a diagnosis of AI.
Although most cases of adrenal crisis are due to primary AI, this case
highlights a crisis due to discontinuation of chronic steroid therapy in the
setting of secondary AI. The patient lacked hyperkalemia or hyponatremia,
and her low ACTH/TSH in the setting of low cortisol and low free T3/T4
pointed to the likelihood of a central cause. In these settings, it is also important
to concomitantly evaluate and treat for myxedema coma, as missed diagnosis
may also be fatal. It is important to note that in central causes of AI that
mineralocorticoid supplementation is not necessary, given normal aldosterone/
renin activity.
CONCLUSION: In the clinical setting when shock due to AI is suspected, it is
critical to treat these patients empirically for AI, septic shock, and myxedema
coma, as these syndromes can overlap and presenting symptoms may be
similar. Laboratory values can provide clues to primary, secondary, or tertiary
causes of AI, for which treatments vary. Stressing medication compliance as
well as disaster prevention (medical bracelet, ambulatory stress dose educa-
tion) is important.

ADRENAL EPITHELIOID ANGIOMYOLIPOMA WITH GASTRO-
ESOPHAGEAL METASTASIS IN A YOUNG MALE: A CASE RE-
PORT ADDRESSING SOCIAL DISPARITIES
Meagan Reif1; Suchi Shah1; Rachel Taylor2; Shajan Peter2
1Internal Medicine, The University of Alabama at Birmingham, Birmingham,
AL
2Gastroenterology and Hepatology, The University of Alabama at
Birmingham, Birmingham, AL. (Control ID #3715915)

CASE:We present a 36-year-old Hispanic immigrant with recently diagnosed
sarcomatoid adrenal neoplasm (19cm in greatest dimension) consistent with
epithelioid angiomyolipoma (AML) subtype of malignant perivascular epithe-
lioid cell tumor (PEComa). He initially presented three months prior with
weight loss and abdominal pain from mass effect due to a retroperitoneal
(RP) tumor. He underwent left adrenalectomy and nephrectomy, excision of
the RP mass with celiac axis nodes, and gastric wedge resection. Histology
confirmed epithelioid and spindle cells with marked atypia, with stains confir-
matory for PEComa. The patient had poor follow-up and little social support,
and never started chemotherapy as planned.
Three months after surgery, the patient presented to the ER with one week of
newmelena and pre-syncope. He denied abdominal pain, bowel habit changes,
hematemesis, NSAID use or anticoagulation. Family history included an
unknown malignancy in the mother. Labs showed hemoglobin 4.3 g/dL from
12.5 g/dL a month prior, >1 million platelets per microliter, INR 1.26 and
severe iron deficiency. He received multiple pRBC transfusions. CT abdomen/
pelvis demonstrated diffuse metastatic disease with lesions in lungs, liver, right
adrenal gland, and retroperitoneum again, as well as a new gastroesophageal
junction mass (7cm x 6cm x 5cm) leading to proximal stomach narrowing.
Endoscopy found a large, highly vascular but non-bleeding malignant-
appearing mass eroding into gastric cardia/fundus, not amenable to

intervention. In attempt to reduce future bleeding risk, the patient underwent
left gastric artery embolization and started palliative radiation. He began
Everolimus through a patient assistance program and has since established in
outpatient oncology with interpreter services.
IMPACT/DISCUSSION: PEComas are a rare family of soft tissue tumors
made of smooth muscle cell and melanocytic markers. They are often highly
aggressive, especially the epithelioid AML variant. PEComas are more com-
mon in women, mostly originate from retroperitoneum and uterus, and are
associatedwith tuberous sclerosis complexwhich our patient was not known to
have. Everolimus is a frequently used treatment as some studies report
progression-free survival up to 12 months with decreased tumor burden. We
regret our patient was unable to initiate early chemotherapy due to significant
social disparities, such as disconnected phone and language barrier with a
delay in completing paperwork. With earlier therapy he may have had slowed
progression of disease and a better outcome. As an Internist, it may not be
crucial to recognize every rare malignancy, but it is fundamental for us to be
equitable in our care of all patients regardless of heritage, financial background,
or insurance status.
CONCLUSION:As Internists we must strive to identify those at risk of being
lost to follow-up, especially when faced with a life-changing diagnosis, and
seek out further resources to optimize care for our vulnerable patients.

ADULT-ONSET STILL'S DISEASE AND MACROPHAGE ACTIVA-
TION SYNDROME FOLLOWING COVID-19 PNEUMONIA
Jose P. Garcia, Stephanie Kao, Mohammed Abdulfatah
Internal Medicine, The George Washington University School of Medicine
and Health Sciences, Washington, DC. (Control ID #3708881)

CASE:A 41-year-old woman with recent COVID-19 pneumonia presented to
the hospital with several months of fever, polyarthralgia, and weight loss. She
reported waxing and waning shoulder, elbow, wrist, hip, knee, and ankle pain
without identifiable triggers. She had no pertinent medical or family history.
Vital signs were only notable for fever of 40C which recurred daily. Exam
revealed tenderness to palpation of multiple joints; her skin had no rash,
purpura, or nodules. Hepatosplenomegaly and axillary lymphadenopathy were
noted. Infectious workup was negative for bacterial, viral, fungal, mycobacte-
rial, parasitic, and protozoal infections. Initial studies demonstrated hemoglo-
bin 8.2 mg/dL, lymphopenia, and aspartate transaminase 58 U/L. Flow
cytometry, excisional lymph node biopsy, and bone marrow biopsy were
negative for lymphoproliferative disease. Rheumatologic workup revealed
elevated ferritin, triglycerides, Interleukin-6, soluble Interleukin-2 receptor
(sIL-2R), and “C-X-C Motif Chemokine Ligand 9” (CXCL9); extensive
rheumatologic serologies were otherwise negative. Her clinical picture was
consistent with Macrophage Activation Syndrome (MAS). She also met diag-
nostic criteria for Adult-Onset Still’s Disease (AOSD) given arthralgia, fever,
lymphadenopathy, splenomegaly, abnormal liver function test (LFT), and
otherwise negative workup. Her presentation suggested COVID-19 triggered
AOSD which triggered MAS. We administered intravenous immune globulin
(IVIG) and high-dose steroids. She clinically improved and was discharged
with oral steroids.
She returned to the hospital two months later for fever, arthralgia, and faint,
evanescent rash with elevated erythrocyte sedimentation rate, C-reactive pro-
tein, ferritin, lactate dehydrogenase, and LFT consistent with an AOSD flare.
She received intravenous steroids and Anakinra. Symptoms resolved, and she
was discharged with plans to continue Anakinra and oral steroids. At follow-
up, she had resolution of all symptoms.
IMPACT/DISCUSSION: COVID-19 has many chronic complications, in-
cluding triggering of underlying rheumatic disease. This sequence of events
suggests that COVID-19 Pneumonia triggered an underlying diagnosis of
AOSD. AOSD should be considered in the differential diagnosis of patients
with quotidian fever and arthralgia following COVID-19 infection. AOSD is a
diagnosis of exclusion and requires ruling out infectious, malignant, and
rheumatic etiologies. AOSD may trigger MAS, a dysregulated immune re-
sponse to underlying inflammation, and should be considered in patients with
suspected infection refractory to treatment who have fever, splenomegaly,
cytopenias, and elevated ferritin, triglycerides, sIL-2R, and CXCL9.
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CONCLUSION: COVID-19 has many chronic complications. AOSD may
manifest after COVID-19 infection and should be considered in the differential
diagnosis of patients with persistent fever and arthralgia.
MAS should be suspected in patients with systemic inflammation refractory to
treatment. AOSD may cause MAS.

ADVANCED EARLY ONSET COLORECTAL CANCER IN A PA-
TIENT WITHMULTIPLE BARRIERS TO CARE
JaredA.Moon, Jadranko Corak, DeepaMittal, Sherine Salib, Michael Pignone
Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX. (Control ID #3712294)

CASE:NR is a 25-year-oldman with a history of bipolar disorder and stage III
colorectal adenocarcinoma diagnosed in 2019 who presented in October 2021
with fever and perianal pain and was diagnosed with a perirectal abscess. His
social history was notable for multiple periods of incarceration from age 13 to
19 with inconsistent access to medical care, periods of homelessness, and
lapses in health insurance coverage. Family history is significant for his father,
3 paternal uncles, paternal aunt, and his paternal grandfather all diagnosed with
colorectal cancer after the age of 50.
NR received an incision and drainage and IV antibiotics. Abdominal imaging
revealed progression to metastatic disease and the colorectal surgery and
oncology teams offered palliative chemotherapy or pelvic exenteration to
him, and he opted for the exenteration. Five days into his antibiotic course,
he mentioned that he would like to be discharged to spend Halloween with his
kids because “it might be [his] last.” After discussion of the potential risks of
stopping IV antibiotics, he was discharged on oral antibiotics and was
counseled about return precautions and his upcoming palliative surgery. NR
returned a few days later to the hospital in poor condition, and the surgery was
subsequently cancelled.
IMPACT/DISCUSSION: Formerly incarcerated youth have higher all-cause
morbidity and mortality than their non- incarcerated peers. Lack of health
insurance and limited access to care upon release exacerbates these health
disparities. NR is a prime example of this as he experienced lapses in both
psychiatric and cancer care. His cancer was only discovered during one of his
fragmented psychiatric visits where he had a syncopal episode due to active
rectal bleeding. Even after diagnosis he experienced fragmented cancer care
due to lack of health insurance after release from incarceration. Often, he only
received chemotherapy or radiation when he was hospitalized for cancer
complications.
NR also has a strongly suspicious family history that meets Bethesda criteria
for genetic and microsatellite instability testing. Despite this suspicious history,
NR was diagnosed at stage III and had no prior screening and no family
members had genetic testing. After his diagnoses, he received genetic counsel-
ing due to heritability concerns for NR’s children, and future generations of his
family. His initial pathology report and genetic testing were negative for
deleterious mutations.
Formerly incarcerated individuals have worse rates of colorectal cancer screen-
ing and are diagnosed at later stages of cancer. Once diagnosed this population
faces tremendous stigma and fragmented care. Efforts should be made to
reduce systemic inequities, implicit bias, and stigma these individuals may
face.
CONCLUSION: -Previously incarcerated individuals face extensive
healthcare inequities
-Eliciting family history has important implications for prevention of early
onset colorectal cancer for patients and their relatives

A FASCINATING RARE CASE OF LARGE CALCIPHYLAXIS-
INDUCED AORTIC MASS
Gino Caruso1; Hersimren Minhas2; Adam Aslam2; Woosun Kang3
1Medicine, Wayne State University School of Medicine, Detroit, MI
2Internal Medicine, Wayne State University School of Medicine, Detroit, MI
3Cardiology, Wayne State University School of Medicine, Detroit, MI. (Con-
trol ID #3715121)

CASE: A 70-year-old woman with type 2 diabetes (T2DM), hypertension,
heart failure, and end-stage renal disease (ESRD) on hemodialysis presented
with chest pain and lower extremity weakness. Acute stroke was ruled out
using CT of the head. Electrocardiogram showed no ST changes. Labs
revealed hyperkalemia and troponin elevation to 140ng/L. Blood cultures were
positive for Staphylococcus Epidermidis. Though transesophageal echocardio-
gram andCTA did not reveal aortic dissection or intracardiac vegetation, a 3cm
mass was visualized in the ascending aorta. As there was concern that the mass
would embolize, the patient was taken to surgery for aortic mass excision. The
mass was sent to pathology with findings of extensive calcifications, suspi-
cious for calciphylaxis. The patient was discharged home in stable condition.
IMPACT/DISCUSSION: Calciphylaxis-induced aortic masses are rare. Pri-
mary soft tissue malignancies account for <1% of all adult malignancies with
vascular sarcomas accounting for <5% of these tumors. The aorta is the least
likely location for these masses to form in large vessel sarcomas with the
inferior vena cava and pulmonary arteries being more likely1. Histopathology
in this casewas consistent with calciphylaxis given the extensive calcifications.
The most significant risk factors for developing calciphylaxis are ESRD,
female sex, T2DM, and obesity. This may be caused by chronic low-grade
ischemia that leads to further ischemia and infarction. Extracellular calcium
and phosphorous then deposit and crystallize. One of the proposed
mechanisms involves altered inhibition of calcium and phosphate precipita-
tion. Calciphylaxis typically occurs in the microvasculature and affects pri-
marily the skin causing ulceration. Calciphylaxis in the aorta, coronary arteries,
and femoral arteries are less prevalent but occurs in ESRD patients2. No
guidelines exist for management of this rare disease, but a similar case utilized
anticoagulation rather than embolectomy given their patient's several
comorbidities3.
1) Restrepo, C. S., Betancourt, S. L., Martinez-Jimenez, S., & Gutierrez, F. R.
(2012). Aortic tumors. Seminars in Ultrasound, CT, and MR, 33(3), 265–272.
https://doi.org/10.1053/j.sult.2011.10.001
2) Nigwekar, S. U., Thadhani, R., & Brandenburg, V. M. (2018).
Calciphylaxis. The New England Journal of Medicine, 378(18), 1704–1714.
https://doi.org/10.1056/NEJMra1505292
3) Theodoropoulos, K. C., Papachristidis, A., Papitsas, M., Byrne, J., &
Monaghan, M. J. (2018). 3DTEE imaging of a descending aorta floating
thrombus in a patient with calciphylaxis. Echocardiography (Mount Kisco,
N.Y.), 35(1), 132– 134. https://doi.org/10.1111/echo.13769
CONCLUSION: Look for extra-cardiac sources of infarcts when common
etiologies are investigated and are deemed unlikely or inconsistent with typical
findings.
Aortic masses are extremely rare but due to their potential for harm require
prompt cardiology and surgical consultations for further management.

A GRAVE MISTAKE: FAST FOOD PRECIPITATING
HYPOKALEMIA
George Chalhoub, Michelle Chen, Hauchie Pang
Internal Medicine, Montefiore Medical Center, Bronx, NY. (Control ID
#3716004)

CASE: A 28-year-old Hispanic man with no significant past medical history
presented with fine tremors of his hands for two weeks with no other
symptoms. The night prior to admission, he had consumed a large amount of
fast food, and when he woke up, developed sudden onset bilateral lower
extremity paralysis, preventing him from getting out of bed. On presentation,
he was found to be hypertensive to 164/105 and tachycardic to 107, potassium
was 2.0 and magnesium was 1.5. After electrolyte repletion, his symptoms
resolved, and he was fully ambulatory. On physical examination, he remained
hyper-reflexic and bilateral fine tremors were appreciated on outstretched
hands. Thyroid stimulating hormone (TSH) was less than 0.05 with a free T4
(FT4) of 2.1, and thyrotropin-binding inhibitory immunoglobulin was over 40.
Thyroid ultrasound revealed a generally heterogenous and coarsened thyroid
gland typical of chronic active or acute thyroiditis. He was then initiated for
treatment of Graves’ disease with methimazole and propranolol.
IMPACT/DISCUSSION: Thyrotoxic periodic paralysis (TPP) is common
among Asian men despite women having higher rates of thyrotoxicosis, but
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incidence has increased in Western countries recently. Patients typically pres-
ent without a family history of paralysis, though there is some genetic overlap
between TPP and familial hypokalemic periodic paralysis. Diagnosis can be
challenging as the clinical features of muscle weakness can range from mild to
paralysis and has a large neurological and endocrinological differential. While
the pathophysiology of TPP has not been fully elucidated, thyrotoxicosis has
been shown to increase tissue responsiveness to sympathetic stimulation,
causing both increased sodium-potassium ATPase activity and
hyperinsulinemia, the latter of which is supported by attacks being commonly
precipitated by a high carbohydrate load. Thyroid hormone by itself can also
increase sodium- potassiumATPase activity. This suggests that the augmented
severe hypokalemia is from a large intracellular potassium shift and not total
body potassium depletion. The associated hypomagnesemia is similarly also
due to an intracellular shift from adrenergic stimulation. During the acute
phase, it is crucial to begin treatment with electrolyte supplementation while
awaiting thyroid function test results. Repletion should be cautious, however,
as there is a risk of rebound hyperkalemia due to the extracellular release of
potassium. As such, non-selective beta blockers such as propranolol, should
also be included in treatment as it can inhibit adrenergic stimulation of the
sodium-potassium ATPase, preventing further hyperpolarization of cells. De-
finitive therapy to maintain patients in a euthyroid state is the mainstay
treatment in order to prevent these episodes from recurring.
CONCLUSION: In patients with hypokalemic periodic paralysis, hyperthy-
roidism should be considered as treatment of the underlying cause can prevent
recurrence of these episodes.

ALLDRESS(ED) UP:ACASEOFEOSINOPHILICCHOLECYSTITIS
TRIGGERED BY TOPICAL DICLOFENAC
Rebecca K. Tsevat1; Erika Brigmon2; Christopher Crane2; Anthony Hartzler3;
Supreet Kaur3; Danielle G. Tsevat4; Joel Tsevat3
1University of California Los Angeles David Geffen School of Medicine, Los
Angeles, CA
2Surgery, The University of Texas Health Science Center at San Antonio Joe R
and Teresa Lozano Long School of Medicine, San Antonio, TX
3Medicine, The University of Texas Health Science Center at San Antonio Joe
R and Teresa Lozano Long School of Medicine, San Antonio, TX
4Obstetrics and Gynecology, Thomas Jefferson University Hospital,
Philadelphia, PA. (Control ID #3715666)

CASE: A 64-year-old man presented with a 12-day history of abdominal
fullness and anorexia. His symptoms were accompanied by new rashes in-
volving the scalp, neck, back, and trunk. His past medical history was notable
for polymyalgia rheumatica, pemphigus vulgaris, and rosacea. He had photo-
sensitivity to piroxicam and topical ivermectin. His medications included
topical metronidazole, as well as daily use of topical 1% diclofenac gel for
2½ weeks for left dorsal foot pain. On presentation, his temperature was
101.6°F but vital signs were otherwise normal. His physical exam revealed
diffuse abdominal tenderness without rebound or guarding and an erythema-
tous rash involving the areas mentioned above. Initial labs were notable for a
white blood cell count of 11.3 with 25% eosinophils, creatinine of 1.32, AST
of 236, ALT of 445, and alkaline phosphatase of 293. An abdominal ultra-
sound demonstrated acute cholecystitis. The patient was given IV fluids and
piperacillin-tazobactam. He underwent laparoscopic cholecystectomy and an
intraoperative cholangiogram without complications; however, surgical pa-
thology revealed eosinophilic cholecystitis.
His absolute eosinophil peaked at 7,490 on hospital day 7. A PCR test for
HHV-6 was positive. An extensive workup for parasites was negative, but he
was treated empirically with praziquantel. He was diagnosed with drug reac-
tionwith eosinophilia and systemic symptoms (DRESS) triggered by his recent
exposure to topical diclofenac, and he was discharged on day 10 without
needing systemic corticosteroids. Serial evaluations after discharge demon-
strated symptomatic resolution and eventual normalization of his eosinophil
count and liver enzymes.
IMPACT/DISCUSSION: This case highlights an unusual presentation of
DRESS leading to eosinophilic cholecystitis. Upon ruling out parasitic infec-
tion, the patient’s history of fever, eosinophilia, skin involvement, and organ

involvement in the setting of new medication use were most consistent with
DRESS. His positive HHV-6 result was also consistent, as reactivation of
viruses from the Herpesviridae family is a known associated phenomenon.
Non-steroidal anti- inflammatory drugs have been shown to cause severe
cutaneous adverse reactions,1,2 and diclofenac has occasionally been implicat-
ed2; however, topical diclofenac has rarely been identified as a cause of
DRESS.
CONCLUSION: DRESS can have protean systemic manifestations and can
be triggered by seemingly benign agents, such as topical diclofenac. A high
index of suspicion is needed in patients with new drug exposures accompanied
by persistent eosinophilia and organ involvement.
References:
1. Huang PW, ChiouMH, ChienMY, ChenWW, Chu CY. Analysis of severe
cutaneous adverse reactions (SCARs) in Taiwan drug-injury relief system: 18-
year results. J Formos Med Assoc. 2021 Oct 18:S0929-6646(21)00471-X.
2. Charfi O, Aouinti I, Zaiem A, Lakhoua G, El Aidli S, Kastalli S. Diclofenac
induced drug rash with eosinophilia and systemic symptoms. Therapie. 2018
Dec;73(6):551-553.

A LOT OF PILLS TO SWALLOW- THE CASE OF A LITHIUM AND
PROPRANOLOL OVERDOSE
Neil Gerts, Mahvand Sadeghi
Internal Medicine, Los Robles Regional Medical Center, Thousand Oaks, CA.
(Control ID #3708974)

CASE: A 63-year-old male with a past medical history of major depressive
disorder, three past suicide attempts, anxiety, and hyperlipidemia, who
presented due to a suicide attempt. On day of presentation, patient ingested
30 pills of 300 mg of lithium and 30 pills of 20 mg of propranolol around four
hours prior to presentation. On initial presentation, patient was bradycardic
with a heart rate of 54 bpm, blood pressure of 130/90, temperature of 36.4,
respiratory rate of 20, with normal oxygen saturation. On examination patient
was A/O x 4. He was lethargic, and complained of nausea, vomiting, diarrhea,
and abdominal pain. He also endorsed bilateral upper extremity and lower
extremity numbness.
Initial lithium level was 1.90 on admission. Initial treatment included 1mg of
IV glucagon for propranolol overdose. EKG on presentation demonstrated
bradycardia at 54 bpm, and a QT interval of 454ms. Patient was started on IV
fluids at a rate of 100ml/hr, and given Polyethylene glycol for whole body
irrigation in the setting of lithium overdose.
Psychiatry and Poison Control were both consulted. Nephrology was also
consulted due to potential hemodialysis being needed. Lithium levels were
then trended every two hours. He was started on a 3mg/hr drip of IV glucagon,
which was discontinued due to minimal improvement in heart rate. He was
subsequently given 3 mg, 4 mg, and 5 mg IV pushes of glucagon, with heart
rate continuing to be around 50 to 60 bpm. Patient was also noted to be
hypoglycemic and was transitioned to D5W at a rate of 100ml/hr, and blood
glucose was checked every four hours. Lithium levels continued to be trended,
and when they reached 1.2, were trended every 12 hours. Throughout hospital
course, patient experienced a resolution in his symptoms of extremity numb-
ness, abdominal pain, nausea, and vomiting. Lithium levels continued to
downtrend, and on discharge were 0.30. On discharge, patient was 48 hours
without a glucagon requirement, and denied any symptoms.
IMPACT/DISCUSSION: Overdose on both propranolol and lithium is a
relatively uncommon occurrence. Management of complications such as bra-
dycardia and QT interval prolongation are important. For lithium toxicity,
management includes IV fluids along with whole body irrigation with poly-
ethylene glycol within two to four hours after ingestion, and monitoring
thyroid and kidney functions. QT interval should also be monitored. Hemodi-
alysis should be considered if serum lithium levels continue to rise and is
recommended for levels greater than 5.0. For propranolol toxicity, IV Gluca-
gon can be administered with close attention to blood glucose levels which
may require IV dextrose. Overall, propranolol and lithium together can be a
lethal complication, and physicians should focus on managing both. CON-
CLUSION: - In the treatment of a propanolol and lithium overdose, QT length
should be montorred

JGIM S399



- Serum lithium levels should be trended and dialysis should be used if
indicated.

ALTEREDMENTALSTATUS INANELDERLYWOMAN,MUSTBE
THE URINARY TRACT INFECTION, OR IS IT?
Allison E. Whorton1; Tyson McLeish1; Paige Horcher2; Pinky Jha2
1Medical School, Medical College of Wisconsin, Milwaukee, WI
2Medical College of Wisconsin Department of Medicine, Milwaukee, WI.
(Control ID #3710995)

CASE: An 80-year-old female with past medical history significant for atrial
fibrillation on apixaban, coronary artery disease, heart failure with preserved
ejection fraction, Grave’s disease s/p thyroidectomy on vitamin D, calcium and
levothyroxine supplements, and diabetes mellitus presented with 1 week of
malodorous urine and 3 weeks of auditory and visual hallucinations. She
reported having chills but no nausea, vomiting, or fevers. She described the
hallucinations as constant but increasing in frequency over time. She has no
personal or family history of schizophrenia or bipolar disorder.
In the ED she was vitally stable, afebrile, with labs significant for a urinalysis
suggestive of UTI, creatinine 1.76 mg/dL, and calcium of 12.3 mg/dL. CT of
the head showed no acute abnormalities. Urine cultures came back with
>100,000 cfu
E. coli, treated with a course of cefalexin. Further investigation found an iPTH
of 2.8 pg/mL, 25-hydroxyvitamin D2 & D3 of 471.2 ng/mL and vitamin D
1,25-dihydroxy of >450 pg/mL. As a result, all vitamin D and calcium
supplements were held. Further neurology workup was held until resolution
of hypercalcemia, acute kidney injury (AKI), and UTI.
IMPACT/DISCUSSION: The findings of a UTI paired with altered mental
status (AMS) in a female over the age of 65 seems like a closed case, however
her hypercalcemia could not be explained by a UTI. Furthermore, her
hallucinations preceded the urinary symptoms by 2 weeks launching a search
for alternative underlying mechanisms. Previous thyroidectomy for Grave’s
disease led to incidental hypoparathyroidism treated with vitamin D and
calcium supplements thereafter. Due to her age and prescribed
supplementations, it is plausible that hypercalcemia and hypervitaminosis D
was caused by an inadvertent supplement overdose. This is supported by her
elevated 25- hydroxyvitamin D2 levels, contributing to the hypercalcemia
which then precipitated her hallucinations and caused AKI via decreased
glomerular filtration caused by renal vasoconstriction.
The association between delirium and urinary tract infections (UTIs) in geri-
atric populations has been widely acknowledged by the healthcare community.
However, alternative causes of cognitive deficits like hypercalcemia in elderly
patients may have been overlooked for conventional diagnoses. The clinical
impact of this case stems from a potential diagnosis that goes beyond conven-
tional thinking.
CONCLUSION: In summary, this is a case of calcium inducedAMS andAKI
precipitated by vitamin D toxicity with concomitant UTI. This case is a
reminder of additional underlying mechanisms of AMS in elderly patients
with UTIs.

A LUNG ABSCESS, MULTIFOCAL PNEUMONIA, AND UTI: AN
UNUSUAL PRESENTATION OF SALMONELLA SEPTICEMIA
Kathleen A. Jenkins1; Giuseppe Tripodi1; Robert Miller2
1Tulane University School of Medicine, New Orleans, LA
2Southeast Louisiana Veterans Health Care System, New Orleans, LA. (Con-
trol ID #3713794)

CASE: A 59-year-old woman with a history of multiple sclerosis and non-
small cell lung carcinoma with brain metastasis status post radiation and
chemotherapy with cisplatin and docetaxel presented with severe dysuria,
hematuria, transient diarrhea, and productive cough for three days.
On arrival, she was febrile to 101.3°F and tachycardic to 130s. Urine culture
revealed 100,000 CFU per mL of Salmonella species and 50,000-
100,000 CFU per mL of Gardnerella vaginalis. Blood and sputum cultures
yielded abundant Salmonella species. CT chest revealed a new large cavitary

lesion occupying the left upper lung lobe and lingula and consolidations in the
right upper, middle, and bilateral lower lobes.
She was diagnosed with disseminated non-typhoidal Salmonella (NTS) infec-
tion sensitive to ampicillin, ceftriaxone, and trimethoprim-sulfamethoxazole;
ceftriaxone was initiated. Unfortunately, her functional status gradually de-
clined, and she acutely decompensated due to progressive cancerous and
infectious burden.
IMPACT/DISCUSSION: NTS is a leading cause of self-limiting foodborne
illness in developed countries and is typically contracted via ingestion of
contaminated food and water or fecal-oral contact. Symptoms present within
72 hours of infection and include nausea, vomiting, diarrhea, and abdominal
cramping. Less than 1% of non-typhoidal Salmonella infections are known to
cause bacteremia. However, immunocompromised individuals and patients
with gastrointestinal tract alterations have an increased risk for hematogenous
spread, resulting in extraintestinal infection at any location, including the
urinary tract, lungs, bones, and muscles. NTS pneumonia typically results
from hematogenous spread or through aspiration of gastrointestinal contents.
Further history revealed that she had recently consumed raw vegetables during
a multistate Salmonella outbreak linked to onions. Given her active metastatic
cancer and immunosuppression from chemotherapy, she was at increased risk
of disseminated infection.
Extraintestinal NTS infections are managed with prolonged antibiotic therapy
with fluoroquinolones as empiric treatment of choice and third-generation
cephalosporins as an alternative. Prolonged antibiotic treatment up to six weeks
is warranted in immunocompromised patients. However, increasing antibiotic
resistance has been noted. An estimated 3% of NTS species are resistant to
ceftriaxone, and 7% are resistant to ciprofloxacin. Thus, tailoring antibiotic
regimens to culture sensitivities is imperative.
CONCLUSION: Immunocompromised individuals are at increased risk for
uncommo NTS infections originating from the gastrointestinal tract and later
disseminating hematogenously.

AMOXICILLIN-INDUCED DRUG ERUPTION AND IGM CROSS-
REACTIV ITY IN THE SETT ING OF INFECT IOUS
MONONUCLEOSIS
Yesha P. Rana, Mihir Jani, Chih-Chiun J. Chang, Svetlana Chernyavsky
Department of Internal Medicine, Mount Sinai Beth Israel Hospital, New
York, NY. (Control ID #3709744)

CASE: 19 year old college student living in a dorm with no medical history
presented to the hospital for a diffuse rash with intermittent fevers. Her
symptoms first started two weeks prior with tender cervical lymphadenopathy,
sore throat, and loss of appetite. She was subsequently seen at an urgent care
and was given amoxicillin 875 mg BID for possible otitis media. Five days
later, she presented to EDwith progressing symptoms and new diffuse, pruritic
full body rash and abdominal pain. Her exam significant for cervical lymph-
adenopathy, hepatosplenomegaly and a diffuse morbilliform rash involving
her face, torso, abdomen, and all extremities. Labs were significant for AST
170 mg/dL, ALT 225 mg/dL, total bilirubin 1.8 mg/dL. Monospot test was
positive. She was discharged with symptom management with benadryl,
triamcinolone cream, and tylenol.
Two days later, she returned to ED as the rash was becoming more confluent.
She was hypotensive with SBPs 90-100 despite fluid resuscitation. Empiric
ceftriaxone was started for possible sepsis, and she was admitted for further
management. Prednisone was initiated with triamcinolone 0.1% and hydro-
cortisone 2.5% creams for topical relief.
Ceftriaxone was discontinued with negative blood cultures. She clinically
improved and was discharged on 2 week course of topical steroids, continued
on prednisone taper, and outpatient follow up. Two days after discharge,
serology results came back positive for HHV-6 antibodies (ab), Rubeola IgM
ab, Typhus Fever IgM ab, Mumps IgM and IgG ab, and Hepatitis A IgG ab.
IMPACT/DISCUSSION: On initial presentation, suspicion for EBV
remained high given the patient’s clinical symptoms and demographics. Dur-
ing examination, bilateral ears demonstratedmiddle ear effusions without signs
of an erythematous or bulging tympanic membrane. Making the connection
between amoxicillin use, infectious mononucleosis, and morbilliform drug
eruption is important. The clinical picture favored a diagnosis of infectious
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mononucleosis and discontinuation of amoxicillin would have either prevented
or decreased the severity of the rash.
Given the severity of her condition, titers for other viral illnesses were sent.
Interestingly, titers were positive for HHV- 6, Rubeola, Mumps, and Typhus
Fever IgM
Antibodies. Literature suggests various explanations to the phenomenon ob-
served such as polyclonal stimulation of different B cells during acute EBV
infection or antigenic cross-reactivity especially among the herpes viruses. In
this scenario, it is important to follow the clinical picture rather than relying
solely on IgM titers to make a decision. In cases of EBV, noting the phenom-
enon above can help avoid unnecessary testing and treatment.
CONCLUSION: ● Amoxicillin containing antibiotics should be avoided or
discontinued in patients with clinical suspicion for EBV
● IgM titers of other viruses can be elevated in EBV, but should not prompt
treatment unless clinically indicated

AMPHETAMINE INDUCED ABDOMINAL PAIN
Sangeetha Isaac1; Mohammed Afraz Pasha1; Demilade A. Soji-Ayoade1;
Utibe Ndebbio1; Ishita Mehra1; saquib anjum2

1Internal Medicine, North Alabama Medical Center, Florence, AL
2Internal medicine, North AlabamaMedical Center, Florence, AL. (Control ID
#3716060)

CASE: A 33-year-old gentleman presented to the emergency department with
abdominal pain associated with multiple episodes of vomiting and diarrhea of
one-day duration. His past medical history was notable for ADHD for which he
was on amphetamine for at least two decades. Surgical history was unremark-
able. His review of systems was unremarkable.
On initial presentation, the patient was afebrile, tachycardic to 109/min,
tachypneic to 24/min, otherwise hemodynamically stable. He was clinically
dehydrated. Abdomen was soft, with voluntary guarding and equivocal ten-
derness at McBurney’s point, bowel sounds were normal without borborygmi.
Investigations revealed leukocytosis with a total white count of 14.2/ mm3 with
a neutrophil predominance of 75%. Hemoglobin was 17. Electrolytes were
normal with creatinine 2.2 andBUN 33. Lactate was normal. Urine drug screen
was positive for amphetamines. Computed Tomography of abdomen & pelvis
showed no bowel wall thickening or asymmetric bowel dilation; appendix was
visualized and appeared normal.
The patient was admitted and hydrated aggressively, resulting in normalisation
of renal functions and correction of hemoconcentration. Serial abdominal
examinations were negative for McBurney point tenderness. Surgical consult
was sought and deemed no surgical intervention was warranted as the patient’s
symptoms were improving. Scopes were not indicated in view of gradual
symptom resolution.
Patient’s symptoms were attributed to the use of amphetamine and he was
advised follow up with primary care physician to explore other therapeutic
options for ADHD should he opt to discontinue amphetamine.
IMPACT/DISCUSSION: Amphetamine is a stimulant drug and can be used
as a prescription as well as for recreational use. Gastrointestinal (GI) effects of
amphetamine are not widely reported in the literature. Our report highlights a
case of a young man with abdominal pain possibly related to amphetamine use
which was conservatively managed. With this case, we intend to discuss
possible pathophysiology leading to GI side effects.
CONCLUSION: Sympathomimetic actions and associated vasoconstriction
could lead to transient mesenteric ischemia resulting in abdominal pain,
ischemic colitis, and gastrointestinal bleeding. Gastrointestinal side effects of
amphetamine could also be explained by the proposed discovery of cocaine
and amphetamine-regulated transcript (CART) receptors in the stomach and
intestines. Most times, gastrointestinal complications can be managed
conservatively

A MYSTERY MIGRATORY OLIGOARTHRITIS
Christine Parsons
Internal Medicine, Beth Israel Deaconess Medical Center, Boston, MA. (Con-
trol ID #3716115)

CASE:A 33 year-old male with no significant medical history presented to the
Emergency Department with pain and swelling of multiple joints over the
previous four days including his left wrist, third digit on the right hand, and
right elbow. He initially developed symptoms in the left wrist. These improved
over the course of a few days even as he developed new symptoms in the right
third digit and right elbow. Other associated symptomswere notable for diffuse
body aches and a small skin lesion on his left ankle. He reported being sexually
active with two female partners over the past month, using barrier protection
during both encounters. Exam was notable for a punctate, erythematous skin
lesion on left lateral malleolus, edema and erythema of the right third digit, left
wrist tenderness and slightly limited range of motion, and right elbow effusion,
warmth, erythema, significantly limited range of motion, and exquisite tender-
ness. X- rays of the involved joints were unremarkable. CRP was elevated at
39.8. Joint fluid analysis notable for total nucleated cell count of 26,525 and 76
polymorphonuclear leukocytes. Joint culture did not have any growth. Urine
chlamydia/gonorrhea nucleic acid amplification tests (NAATs) were negative,
however pharyngeal gonorrhea NAAT was positive. He was treated with
intravenous Ceftriaxone for a 14-day course with complete resolution of his
symptoms.
IMPACT/DISCUSSION: This case highlights the manifestations of dissem-
inated gonococcal infection and arthritis. There are several characteristic
findings of gonococcal arthritis. It is asymmetric, migratory, and can affect
small, medium, and large joints. As in this case, there are often associated skin
findings of gonococcal dermatitis, typically pustular lesions. In gonococcal
arthritis, synovial fluid cultures are often negative. Given this, diagnostics
should also include sampling of multiple mucosal sites including pharynx,
genitourinary, and rectum. This case is interesting in that the synovial fluid
leukocyte count was 26,525. With gonococcal arthritis, synovial fluid leuko-
cyte counts are typically higher, although lower counts can be seen, as in this
case. Given this patient had a significant joint effusion, he was treated with a
14-day course of IV Ceftriaxone rather than transitioning to PO earlier in the
course.
CONCLUSION: When encountering an inflammatory arthritis, the number,
distribution, and character of the joints as well as the tempo of the illness can
help narrow the differential. An asymmetric, migratory oligoarthritis with
associated skin findings and systemic symptoms should make the clinician
consider gonococcal arthritis. Diagnosis may require testing of multiple mu-
cosal sites in addition to synovial fluid analysis and culture.

AN ATYPICAL CASE OF A DROWNING LIVER
Liyan R. Obeidat, Hannah Shuman, Joshua D. Collins
Internal Medicine, Henry Ford Hospital, Detroit, MI. (Control ID #3706961)

CASE: A 61-year-old man with a medical history of ischemic cardiomyopa-
thy, chronic kidney disease, insulin- dependent type 2 diabetes, and atrial
fibrillation presented with confusion, diminished breath sounds at bilateral
lung bases, jugular venous distension, and abdominal distension (9 kg over
documented dry weight). Laboratory evaluation revealed hypoglycemia (glu-
cose 52 mg/dL), extended prothrombin (115.5 s) and partial thromboplastin
times (95 s), very high INR of 16.97, elevated ALT 90 IU/L and AST 80 IU/L,
albumin 2.4 g/dL, bilirubin 1.5 mg/dL and BNP 1200 pg/mL. He was treated
with IV vitamin K for severely elevated INR and IV diuresis for volume
overload. His mental status improved after hypoglycemia correction. Lab
results were negative for infectious, autoimmune, hypercoagulable, liver, and
biliary etiologies. Ultrasound and abdominal CT imaging were negative for
hepatic and biliary pathology.
Chest X-ray showed pulmonary vascular congestion with bilateral pleural
effusion. Transthoracic echocardiogram showed low ejection fraction of
13%, right atrial pressure of 15 mm Hg, pulmonary artery pressure of
45 mmHg, and dilated incompressible inferior vena cava. Notably, the patient
had 2 previous instances of elevated INR in the setting of congestive heart
failure (HF) exacerbation, and warfarin therapy for atrial fibrillation had been
stopped 12 days prior to the current presentation, where INR continued to
increase. Our patient’s INR lowered significantly after supportive treatment for
HF exacerbation which allowed us to restart anticoagulation therapy. We
concluded that the patient’s initial high INR was an unusual manifestation of
congestive hepatopathy secondary to end-stage HF.
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IMPACT/DISCUSSION: Congestive hepatopathy (CH) is a form of liver
damage seen in patients with HF. Over time, elevated right-sided heart
pressures are transmitted to the liver by passive venous congestion, causing
tissue damage and potentially leading to cirrhosis. However, patients are often
asymptomatic, highlighting the need for vigilance when treating patients with
HF. Liver biochemical abnormalities in CH vary, but elevated bilirubin,
aminotransferases, and alkaline phosphatase along with hypoalbuminemia
and prolonged prothrombin time are the most common. For our patient, his
volume overload, recurring high INR, and hypoglycemia (despite a typical
insulin regimen and unchanged oral intake) along with his improvement after
aggressive diuresis suggested an atypical presentation of CH.
CONCLUSION: Patients with CH may have atypical presentations, which
can include hypoglycemia and an unusually high INR. While treatment for
underlying HF is standard therapy for CH, managing glucose and water
balance may also be critical.

AN ATYPICAL PRESENTATION OF ALPHA 1 ANTITRYPSIN DIS-
EASE WITHOUT LUNG DISEASE
Nikita Dahake1; Brent Hardman2
1Internal Medicine, Drexel University College of Medicine, Philadelphia, PA
2Department of Medicine, Allegheny Health Network, Pittsburgh, PA. (Con-
trol ID #3715156)

CASE: A 59-year-old male with a past medical history of cirrhosis diagnosed
one year ago complicated by portal hypertension, hepatic encephalopathy, and
ascites with regular paracenteses presented with altered mental status and
abnormal labs ordered by his hepatologist. He was hemodynamically stable
with mild confusion, abdominal discomfort, grossly distended abdomen with a
fluid wave, and asterixis. Significant labs included sodium 132, creatinine 1.55
(baseline 0.99), AST 63, ALT 42, alkaline phosphatase 171, total bilirubin 2.2
with direct bilirubin 1.1, and ammonia 58. His hemoglobin dropped from 11.0
to 9.8 over a month.
Given his symptomatic ascites and AKI, he received paracentesis with removal
of 5L and albumin replacement. Ascitic fluid analysis showed no evidence of
SBP, but prophylaxis was initiated as fluid protein <1.5 (1.1) and serum
creatinine >1.2 (1.5). His hepatic encephalopathy was treated with lactulose
and rifaximin. Screening colonoscopy and EGD were performed due to con-
cern of GI bleed, with the former being inconclusive and later finding small
esophageal varices.
Liver ultrasound showed three solid masses, but his AFP was <1.8.
He had been previously diagnosed with nonalcoholic fatty liver disease with-
out any additional screening. A workup was started for causes of his acceler-
ated decompensation. He denied excessive alcohol use which was corroborat-
ed by family. He was evaluated for hepatitis B and C, hemochromatosis,
Wilson’s disease, primary biliary cirrhosis, primary sclerosing cholangitis,
autoimmune hepatitis, and alpha 1 antitrypsin deficiency. All were normal
aside from alpha 1 antitrypsin level <20 with the PI*ZZ genotype. CT of the
lungs showed no evidence of pulmonary disease. ANCA panel was sent to
evaluate for concomitant vasculitis and was negative.
IMPACT/DISCUSSION: This is a unique case of alpha 1 antitrypsin disease
(AATD) diagnosed later than usual. Typically, AATD is diagnosed during
one’s 20-40s, starting with pulmonary symptoms mimicking emphysematous
COPD followed by cirrhotic changes in the liver. Patients with a smoking
history are diagnosed extremely early while those without smoking history
develop changes later. This patient had no symptoms or evidence of pulmonary
disease on CT, which is unusual for PI*ZZ, but more likely as he never
smoked. His severe liver cirrhosis was the only evidence that he had AATD.
This patient did not have emphysematous changes, and therefore did not
require treatment with alpha 1 proteinase inhibitor. However, as evidenced in
this patient, those with PI*ZZ genotype are several times more likely to
develop hepatocellular carcinoma than typically associated with cirrhosis and
should have more frequent screening.
CONCLUSION: This case highlights the importance of broad screening for
every patient with symptomatic cirrhosis, as catching certain causes, such as
AATD with PI*ZZ genotype, early may lead towards possible prevention or
amelioration of significant disease.

AN ATYPICAL PRESENTATION OF CRYPTOCOCCAL
MENINGITIS
Kathryn R. Sharma1; Qasem N. AlShaer2; Jennifer Lom3

1Emory University School of Medicine, Atlanta, GA
2Neurology, Emory University, Atlanta, GA
3General Medicine, Emory University, Atlanta, GA. (Control ID #3715485)

CASE:A 39-year-old manwith known human immunodeficiency virus (HIV)
infection, not on antiretroviral therapy, presented with several hours of altered
mental status. He was found lying in his urine and incoherent.
On physical exam, he was febrile, hypertensive, and tachypneic. He was
stuporous and unable to follow commands. He had left-sided flaccid paralysis.
A forced left gaze deviation was noticed, then he developed right gaze
preference.
Laboratory studies revealed an acute kidney injury and a CD4 count of 47.
Toxicology screen was negative. Given his neurologic exam, there was con-
cern for acute stroke along with infectious etiology causing meningoenceph-
alitis. He was started on broad antimicrobial therapy for central nervous system
(CNS) infection.
Computed tomography (CT) of the head showed subtle hypodensity of the
right hemisphere indicating edema from either ischemia or seizure. CT angi-
ography revealed diffuse irregularities of the right middle cerebral artery
branches concerning for vasculitis. Magnetic resonance imaging revealed signs
of meningitis, with gyriform restricted diffusion in the right hemispheric
cortex.
Lumbar puncture revealed an opening pressure of 37 cmH2O. Cerebrospinal
fluid and blood cultures were positive for Cryptococcus neoformans. The
patient began amphotericin B and flucytosine therapy with daily lumbar
punctures to relieve intracranial hypertension.
IMPACT/DISCUSSION: This vignette demonstrates an atypical presenta-
tion of a common fungal infection in patients who are immunosuppressed.
Commonly, cryptococcosis presents as a subacute to chronic meningitis or
meningoencephalitis with symptoms including headache, fever, vomiting and
altered mental status. Recently, there has been a rise in literature on vascular
involvement following cryptococcal CNS infections, in the form of small
vessel vasculitis. One study suggested only 4% of CCM have evidence of
cerebral infarction. Mortality rates are extremely high, thus early suspicion and
treatment are critical.
Once Cryptococcus neoformans has been identified as the causative organism,
antifungal therapy should be initiated immediately. Antifungal treatment
includes three phases: induction phase with amphotericin B and flucytosine,
followed by consolidation and maintenance phases with fluconazole. If an
elevated opening pressure is recorded, daily lumbar punctures should be
performed until a target pressure (less than 20 cmH2O) has been achieved.
Antiretroviral therapy should be deferred four to six weeks after initiating
antifungal treatment to reduce the risk of immune reconstitution inflammatory
syndrome.
CONCLUSION: - Cryptococcal meningitis may have an atypical presentation
including focal neurologic deficits resulting from infarcts or vasculitis.
- Cryptococcal meningitis is a severe infection that requires immediate and
long-term antifungal treatment.
- Antiretroviral therapy should be deferred to reduce the risk of immune
reconstitution inflammatory syndrome in patients with human immunodefi-
ciency virus.

AN ECTOPIC CAUSE OF FUNCTIONAL DECLINE
Shao Chun Lim1; Zhi Yun June KOH2

1GeneralMedicine,Ministry of Health Holdings Pte Ltd, Singapore, Singapore
2General medicine, Tan Tock Seng Hospital, Singapore, Singapore. (Control
ID #3710126)

CASE:An 82-year-old Chinese lady was admitted for a prolonged duration of
5 months, shuffling between the acute and community hospitals after an
eventful hospitalization for perforated diverticulitis. Prior to the first admission,
she was independent in her Activities of Daily Living (ADL) and ambulant
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with a walking frame. She had a past medical history of hypertension, hyper-
lipidemia, and hypertensive nephrosclerosis.
During her admission, she had recurrent hypernatremia and hypokalemia with
metabolic alkalosis attributed to intravascular depletion. She had recurrent
infections (including pneumonia and urinary tract infections), as well as
recurrent thrombo-embolic events. Her lower limb deep vein thrombosis
(DVT) was attributed to immobility, while her upper limb DVT was thought
to be due to a peripherally inserted central catheter. She also had significant
functional decline, becoming bedbound and dependent in her ADLs. This was
attributed possibly to severe deconditioning from prolonged admission and
critical illness myopathy.
Physical examination revealed a disoriented elderly lady with generalized
edema (attributed to hypoalbuminemia), with proximal weakness (Medical
Research Council scale for muscle strength Grade 2 proximally and Grade 3
distally for all limbs). Preliminary investigations on admission revealed
hypernatremia (Sodium 159mmol/L) and hypokalemia (Potassium
2.5mmol/L) with a lower than expected rise in creatinine and urea (Creatinine
68umol/L, Urea 15.0mmol/L).
Given the constellation of signs and symptoms, the medical team considered
the possibility of underlying Cushing’s syndrome (Of note this patient was not
on any exogenous steroids or Traditional Chinese Medicine). Investigations
revealed a markedly elevated basal cortisol level (1205nmol/L), which was not
suppressed by overnight Dexamethasone (Cortisol 1093nmol/L). Adrenocor-
ticotropic hormone (ACTH) was also significantly elevated (86.4pmol/L).
Computed tomography of abdomen and pelvis showed bulky adrenals con-
cordant with longstanding ACTH overproduction.
Magnetic resonance imaging of the pituitary fossa did not reveal any pituitary
lesions. Patient was reviewed by Endocrinology, whose overall impression
was that patient's condition was a result of Cushing's syndrome from ectopic
ACTH of unknown primary.
IMPACT/DISCUSSION: This case illustrates that Cushing’s syndrome can
present insidiously - in this case the patient did not have the signs and
symptoms classically attributed to it. Hence it is important to be aware of
subtler constellations that may be suggestive. The case also serves as a
reminder against cognitive bias, and clinicians should explore differentials
whenever there is insufficient treatment response to initial working diagnosis.
CONCLUSION: - Cushing’s syndrome can present with subtler
constellations that clinicians should be aware of.
- It is important to avoid cognitive bias and reevaluate clinical diagnosis in a
timely manner when treatment response is not achieved.

AN EXTRA SITE - PRESACRAL MASS AS SITE OF
EXTRAMEDULLARY HEMATOPOIESIS IN A PATIENT WITH
MYELODYSPLASTIC SYNDROME
Hussain Dalal1; Radhika Rachamalla2.
1Internal Medicine, Nuvance Health, Lagrangeville, NY
2Hematology/oncology, Vassar Brothers Medical Center, Poughkeepsie, NY.
(Control ID #3690213)

CASE: 79-year-old male with a past medical history of MDS, Refractory
anemia with ringed sideroblasts subtype (IPSS score-1) presented to the ER
with nausea, vomiting, and abdominal pain x 1 day. CT abdomen and pelvis
consistent with high-grade small bowel obstruction (SBO) as well as two
lobulated masses in the presacral fat anterior to the right S1 vertebral body
measuring approximately 4.9 x 2.2 x 3.2 cm and 3.1 x 1.7 x 1.4 cm. These
preliminary findings of presacral masses were discussed with hematology and
the possibility of atypical EMH was raised. Patient was conservatively man-
aged for SBO with nasogastric decompression and slowly advanced to a low
fiber diet once SBO resolved. Patient followed up with hematology on an
outpatient basis, MRI with and without contrast of the pelvis was consistent
with possible EMH vs neoplastic process involving the urinary bladder (patient
was noted to have bladder wall thicking on earlier CT; hx of BPH). Patient
underwent CT guided biopsy of presacral mass which showed maturing
trilineage hematopoiesis consistent with extramedullary hematopoiesis. No
blast cells were seen. Of note, subsequent cystoscopy and bladder biopsy
revealed an unrelated diagnosis of superficial papillary urothelial carcinoma.

IMPACT/DISCUSSION: EMH refers to replication of hematopoietic tissue
outside of the bone marrow and is usually common in disorders such as
thalassemia, sickle cell disorder and myelofibrosis. EMH may represent a
normal physiologic function for anemic disorder; it can also be pathologic in
disorders such as MDS. Scouring the literature, we came across roughly thirty
cases of EMH seen in the presacral region, none of them were associated with
MDS. However, we did come across only one case where the presacral EMH
was associated with MDS, making this an extremely rare finding. Presacral
masses are generally rare, with many differentials, including malignancy,
benign lesions (osteomas), and abscesses. Given, most of them are slow-
growing, they may not warrant further investigation until the patient is symp-
tomatic or they are picked up incidentally on imaging. Our case here highlights
the differential of considering EMH in any MDS patient who has findings of a
mass on routine imaging.
CONCLUSION: –In patients with MDS who present with a mass,
differentials are very broad but EMH should always be considered.
AN OLIVE A DAY: A CASE REPORT OF FOLATE DEFICIENCY
Luc Overholt1; Tiffany N. Lien3; Andrew Berry2
1Internal medicine, University of Colorado Health, Aurora, CO
2Internal medicine, VA Eastern Colorado Health Care System, Aurora, CO
3Internal medicine, University of Colorado Denver School of Medicine, Au-
rora, CO. (Control ID #3692566)
CASE: A 48-year-old-woman with alcohol use disorder and restrictive diet
presented with 2 weeks of abdominal distension, and jaundice. She was
tachycardic (109) and hypotensive (93/60). Exam was notable for lower
extremity edema, abdominal distension with fluid wave, jaundice, scleral
icterus, and stigmata of cirrhosis. She exhibited slow processing but remained
alert and oriented without asterixis. Her MELD score was 32 (creatinine 1.3
mg/dL, total bilirubin 9.8 mg/dL, sodium 128 mmol/L and INR 2.8) and
discriminant score of 109. She had worsening macrocytic anemia with hemo-
globin 8.1 g/dL (MCV 115 fL) down from 10.4 g/dL months prior. Her
hemoglobin fell to a nadir of 6.2 g/dL. LDH was mildly elevated at 339 U/L
and haptoglobin was below the limit of detection. Peripheral smear revealed
hyper-segmented neutrophils and target cells. Reticulocyte index was low.
Folate was below the level of detection; B12 and work up from thrombotic
microangiopathy were normal. Abdominal ultrasound demonstrated cirrhosis
and portal hypertension.
She was diagnosed with decompensated cirrhosis, alcoholic hepatitis, and
multifactorial anemia from severe folate deficiency and liver disease. Oral
folate was administered, and her anemia returned to baseline with correction
of macrocytosis. Her cognition improved. On further history, her diet consisted
of apple cider vinegar, lemon juice, cocktails, and a grape or olive daily.
IMPACT/DISCUSSION:Deficiency in folate, a co-factor in DNA synthesis,
leads to megaloblastic anemia by impairing DNA synthesis in hematopoietic
cells. Intra and extramedullary hemolysis result from defective DNAwithin red
blood cells and precursors. We conclude folate deficiency related hemolysis
occurred due to mixed hyperbilirubinemia, undetectable haptoglobin, mildly
elevated LDH, and correction of anemia and macrocytosis with folate supple-
mentation. However, this case highlights the difficulty of making this diagnosis
in patients with decompensated cirrhosis, as other than correction with folate
supplementation, cirrhosis can also account for such lab abnormalities. Clinical
findings of folate deficiency, including macrocytic anemia, jaundice, and
neurocognitive changes, share overlap with decompensated cirrhosis leading
to potential delay in diagnosis of folate deficiency.
Folate deficiency is rare in the United States following mandates for folate
fortification of grain products. Less than 0.2% of patients tested had folate
deficiency in the United States. Literature suggests routine testing is not cost-
effective. This case highlights the importance of identifying at risk patients
including alcoholics, the severely malnourished, prior bariatric surgery history,
and high metabolic states (pregnancy and chronic hemolysis).
CONCLUSION: Folate deficiency is a rare cause of hemolytic anemia in the
United States. Concurrent liver disease may complicate the clinical picture,
leading to a delay in diagnosis and treatment.

ANOTHER COMPLICATION OF COVID-19?: A CASE OF RHINO-
ORBITAL-CEREBRAL MUCORMYCOSIS
Matthew N. Metzinger1; Kevin Stephenoff1; Tanya Nikiforova2
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1Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA
2Internal Medicine, University Of Pittsburgh Medical Center, Pittsburgh, PA.
(Control ID #3715595)

CASE: A 44-year-old male with past medical history of type II insulin-
dependent diabetes mellitus (DM) and end stage liver disease (ESLD) due to
alcohol use and nonalcoholic fatty liver disease (NAFLD) presented with one
week of left- sided retroorbital headache and diplopia. Two weeks prior, the
patient tested positive for COVID-19 and initially his severe headache was
attributed to this diagnosis. On hospital presentation the patient was found to
have ophthalmoplegia, ptosis and diminished sensation in the CN V1 distri-
bution on the left. The patient was in diabetic ketoacidosis (DKA) with glucose
of 686, venous blood gas of 7.32/29/15 and serum anion gap of 17. Contrasted
orbital and maxillofacial CT showed complete opacification of the left sphe-
noid sinus and CT angiography/venography of the head were negative for
venous sinus thrombosis. MRI of the brain showed left optic nerve ischemia
and left frontal lobe cerebritis without abscess. Bedside nasal endoscopy with
ENT showed purulent, fuzzy white debris bilaterally concerning for fungal
sinusitis. He was taken urgently to the operating room and was found to have
angioinvasive fungal sinusitis with cultures growing Lichthemia corymbifera,
a fungus in the Mucor family. In addition to treatment with IV insulin and
fluids for DKA, the patient was given amphotericin B and posaconazole;
however, surgical intervention was deemed too high risk and futile in the
setting of patient’s comorbidities.
IMPACT/DISCUSSION: Mucormycosis is a fungal infection that typically
involves the sinuses, orbits and the central nervous system (CNS). Infection of
the sinuses manifests with fever, sinus congestion/pain and headache, but can
rapidly progress to involve the orbits, leading to vision changes, and the CNS,
leading to encephalopathy. Other structures that can be involved include the
cavernous sinus, leading to palsies of cranial nerves III-VI. Known risk factors
for mucormycosis include DM, especially in patients with DKA, glucocorti-
coid treatment, immunosuppression and deferoxamine use. Urgent histopath-
ologic diagnosis, initiation of intravenous antifungal agents (amphotericin B)
and surgical intervention with ENT, ideally prior to extension beyond the
sinuses, are fundamental to decreasing mortality, which is as high as 62%.
There have been numerous case reports of mucormycosis in patients with
COVID- 19, particularly from India. Many of these patients were prescribed
glucocorticoids as part of the COVID-19 treatment pathway or had underlying
DM. Additional research is needed into the association between COVID-19
and invasive mucormycosis.
CONCLUSION: In patients with poorly controlled DM or immunosuppres-
sion presenting with severe headache, sinus pain, and/or neurologic changes,
mucormycosis must be considered, as it is a fatal entity requiring urgent
surgical intervention and initiation of antifungal agents. Patients with
COVID-19 infection may be at increased risk for mucormycosis, especially
in those with underlying DM or on glucocorticoids.

ANTIGEN NEGATIVE CRYPTOCOCCAL MENINGITIS
Eduardo M. Padrao1; Ana Becerra1; Monaliza D. Castro3; Brian Bustos1;
Kevin Dieckhaus2
1Internal Medicine, UConn Health, Farmington, CT
2Infectious Disease, UConn Health, Farmington, CT
3Faculdade de Medicina, Universidade Nove de Julho, Sao Paulo, SP, Brazil.
(Control ID #3716016)

CASE: A 35 year-old transgender female with a history of HIV presented to
the emergency roomwith a 1-week history of bilateral, pressure-like headache.
She reported that it was worse in the morning, aggravated by coughing and
straining, and was accompanied by vomiting. She also endorsed low grade
fevers and night sweats. She had been admitted with cryptococcal meningitis 4
months earlier and received 14 days of amphotericin/flucytosine, however did
not complete the maintenance therapy with fluconazole as prescribed. Two
months prior to admission, she had resumed antiretroviral therapy and her CD4
count was 46 cell/mm3 (6%) with HIV load of 11,201 copies/mL.
On admission, vitals signs were normal and the physical exam was notable for
nuchal rigidity and Jolt accentuation. Initial laboratory work was only

significant for creatinine 1.3 mg/dl. Head CT revealed no acute intracranial
pathology. Lumbar puncture showed clear cerebral spinal fluid (CSF) with
WBC 88 cell/mm3 (67% neutrophils), glucose 58 mg/dL (serum 111 mg/dl),
and protein 63 mg/dL. Gram stain and India-ink were negative. Additionally,
CSF and serum cryptococcal antigens (CrAg) were negative. The patient was
started on ceftriaxone, vancomycin and amphotericin/flucytosine. On day 2 of
admission, CSF culture was remarkable for Cryptococcus neoformans.
Vancomycin and ceftriaxone were subsequently discontinued. Unfortunately,
she left against medical advice and was prescribed fluconazole 800 mg daily
and follow-up with the Infectious Diseases Department.
IMPACT/DISCUSSION: Cryptococcal meningitis is often seen in HIV
patients with CD4<100 cell/mm3, entailing a high mortality if not treated.
We present a case of relapse of cryptococcal meningitis with negative CrAg.
The use of CrAg test is becoming increasingly common for diagnosis given its
high sensitivity and specificity. The Latex Agglutination tests are reported to
be as high as 98-100%, especially with pronase-treated CSF samples. A few
reasons for false-negative results have been identified including low fungal
load, presence of hypo/acapsular strains of Cryptococcus spp, post-zone phe-
nomenon, lack of pretreatment with pronase, host-specific factors and inap-
propriate transported vials. False-negative results have previously been
reported in literature, despite correction of these factors. In our patient, the
clinical suspicion remained high due to recent incomplete treatment for cryp-
tococcal meningitis.
Relapsing or persistent infection has been reported to be as high as 23% of
cases, with treatment non-adherence as a common cause. This case emphasizes
the importance of clinical suspicion and CSF cultures in the diagnosis of
disseminated cryptococcal infection.
CONCLUSION: Although highly sensitive, CrAg may be negative and
history should always be taken into account when considering this diagnosis.
Cryptococcal meningitis can relapse or persist especially in patients that have
not received complete treatment.

ANT-SRP POSITIVE IMMUNE-MEDIATED NECROTIZING
MYOPATHY
Shine Vazhappilly, John Harcha, Kelash Kumar
Internal Medicine, Mercy Health, Cincinnati, OH. (Control ID #3709268)

CASE: A 36-year-old female with PMH of polysubstance abusepresented to
the ER with complaints of progressively worseningbilateral upper and lower
extremity weakness associated with numbness and tingling over a period of
approximately 6 weeks.Family history was unremarkable. Her medication list
was reviewed and without known culprit. Initial exam was remarkable for
reduced proximal muscle strength, 2/5 in bilateral upper and lower extremities.
Workup revealed CK of17,855. Urine drug screen was positive for cocaine,
and the patient received aggressive hydration for rhabdomyolysis attributed
secondary to drug use. The patient revisited the ER 2 weeks later with
persistent symptoms, CK was near 20,000 at this visit. Urine drug screen
was negative. Muscle biopsy was obtained from the right calf which was
consistent with necrotizing myopathy. It also exhibited SSA-52 (Ro-52) anti-
body and anti-SRP antibody positivity. Treatment with 60 mg prednisone was
initiated after initial Rheumatology consult however did not result in substan-
tial clinical improvement. IVIG was initiated along with rigorous physical
therapy with eventualdown trending of CK levels and clinical improvement.
IMPACT/DISCUSSION: Immune-mediated necrotizing myopathies
(IMNM) are a group of inflammatory myopathies divided into 3 subclasses;
anti-SRP-positive IMNM, anti-HMGCR positive IMNM and seronegative
IMNM. Anti-SRP positive IMNM is distinct from polymyositis as it presents
with a more aggressive clinical course involving debilitating skeletal muscle
weakness and marked elevation in CK, sometimes surpassing 10x the upper
limit of normal1. Anti-SRP positivity is found in around 5% of patients with
IMNM1. Muscle biopsies in these patients show necrotizing myopathy with
minimal inflammatory features, such as in our patient1. First line treatment is
typically with corticosteroids, either high-dose oral or pulsed intravenous
methylprednisolone2. Second-line treatments include IVIG or other
DMARD’s such as Azathioprine or Methotrexate2. In cases of treatment-
resistant or refractory anti-SRP myopathy, Rituximab has proved beneficial
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based on studies suggesting the significance of B cells in the pathogenesis of
this myopathy3. This case highlights identification of IMNM early and as a
distinct entity from polymyositis as key in initiating appropriate and effective
management.
CONCLUSION: IMNM are a group of disorders distinguished from
polymyositis by aggressive deterioration of muscle function alongwithmarked
elevation in CK levels.
IMNM should be included in the differential for progressive muscle weakness
to identify these disorders early and initiate necessary management.

AN UNCOMMON CAUSE OF A COMMON DISEASE: AUTOIM-
MUNE SMALL-FIBER POLYNEUROPATHY AFTER COVID-19
VACCINATION
William C. Gautier1; Katherine Gavinski2
1Medical Student, University of Pittsburgh School ofMedicine, Pittsburgh, PA
2General Internal Medicine, University of Pittsburgh Medical Center,
Pittsburgh, PA. (Control ID #3708781)

CASE: JW is a previously healthy 27-year-old woman who presented with
several months of progressive weakness, neuropathy, and tachycardia that
began shortly after her second dose of the Pfizer COVID-19 vaccine. Initially,
she noticed fatigue followed by occipital neuralgia and paresthesia. Weeks
later, she was febrile with extremity tremors and neuralgia. She went to the ED
where she was lymphopenic, group A strep positive (GAS+), and had unre-
markable imaging; she was given antibiotics and gabapentin. Her fever re-
solved, but her pain/tremor continued. Occipital nerve blocks provided tem-
porary relief; acyclovir and duloxetine had no effect. On two subsequent ED
visits, she was again GAS+ and was given additional antibiotics. Later, she
developed non-pruritic rash, dermatographia, and blepharitis; skin biopsy
showed non-vasculitic progressive pigmented purpura. An extensive
rheumatologic, post-infectious, and paraneoplastic workup was unrevealing.
Notably, she had high anti-COVID-19 spike antibody on qualitative assay.
During workup, her symptoms rapidly worsened, leading to admission. On
exam, she had intact sensation, profound gait imbalance, and HR to 150s with
standing. LPwas negative; EMG ruled out large fiber polyneuropathy (LFPN).
She was diagnosed with autoimmune small fiber polyneuropathy (SFPN) and
POTS. She improved rapidly with IVIG and steroids. Given her negative
workup, the COVID-19 vaccine was identified as the likely trigger.
IMPACT/DISCUSSION: Despite being common, SFPN is undiagnosed in
many patients, likely due to its non-specific symptoms and low awareness
among physicians. Furthermore, SFPN and LFPN often coexist, complicating
the diagnosis of SFPNwhich typically requires confirmatory skin biopsy. Post-
vaccine SFPN has been described, including a milder case following the Pfizer
COVID-19 vaccine. Symptoms typically progress chronically, follow a
Guillain- Barré-like presentation, and may include dysautonomia. SFPN is
thought to be mediated via humoral autoimmunity and autoreactive B-cells.
Treatment is immunoglobulins and steroids.
That JW’s case progressed through the healthcare system for several months
prior to diagnosis demonstrates two key points: 1) despite the ubiquity of
SFPN, scant diagnostic tools and the subjective and chronic nature of
symptoms may result in underdiagnosis; 2) given the public discourse around
vaccination and the rarity of adverse effects, there may be a tendency to dismiss
complaints related to vaccines. Despite JW’s early suggestion that the COVID-
19 vaccine caused her symptoms, post-vaccine syndromeswere not considered
until late in the course.
CONCLUSION: SFPN should be considered in any patient with neuropathy.
Clearer diagnostic criteria for SFPN are needed and may improve patient
outcomes and enable more clinical trials.
COVID-19 vaccination can trigger polyneuropathy. Vaccine-related adverse
outcomes should remain on the differential when symptoms begin shortly after
vaccination, despite the rarity of such outcomes.

AN UNSUAL CAUSE OF EYE PAIN
Jonathan Rho, Nila Radhakrishnan
Medicine, University of Florida College of Medicine, Gainesville, FL. (Con-
trol ID #3715600)

CASE: A 52-year-old female without remarkable medical history had 7
months of left eye redness, blurry vision, and pain despite topical steroids
and antibiotics. She developed nausea, occipital headache, dizziness, tinnitus,
weight loss, and worsening eye pain, prompting admission to the general
medicine service.
Left eye exam revealed panuveitis. Labs were positive for p-ANCA, MPOAb,
elevated inflammatory markers and IgG. CSF analysis showed monocytic
leukocyte predominance and oligoclonal bands. Brain MRI showed patchy
dural thickening and scattered enhancements. Head MRA and orbital MRI
were unremarkable. A vitreous biopsy was unrevealing. A meningeal biopsy
revealed dense lymphocytic infiltrate with collagen fibrosis and perivascular
inflammatory infiltrates without necrotizing vasculitis. Immunostudy showed
IgG4 33 positive cells per HPF. A diagnosis of IgG4-related ophthalmic
disease (IgG4-ROD) was made. She was started on IV Solumedrol 1 g daily
for 3 days with significant improvement. She was discharged with PO predni-
sone 60 mg daily.
IMPACT/DISCUSSION: IgG4-related disease (IgG4-RD) is a
fibroinflammatory disease which causes tumefactive lesions.1 When it
manifests primarily in the eyes, it is referred as IgG4-ROD.2 Due to the wide
array of manifestations, the diagnosis is challenging. Preliminary work up of
our patient led to multiple diagnoses including infections, sarcoidosis, and
Behcet’s disease. Despite positive p-ANCA and MPO Ab, primary vasculitis
was unlikely due to biopsy findings suggestive of IgG4-RD and lack of clinical
characteristics of vasculitis.3,4 Initially thought to be idiopathic hypertrophic
pachymeningitis, a revealing meningeal biopsy ultimately diagnosed this as
IgG4-ROD.5

Because IgG4-RD can affect any organ, there is a broad differential (malig-
nancy, infections, vasculitis, autoimmune, etc.1,6) Patients are likely to be seen
by a general internist, as our patient was. Umehara et al. created diagnostic
criteria for IgG4-RD that stratifies patients based on clinical/radiological
features and serologic/pathologic findings which can guide work up.5 Al-
though there are two reports of IgG4-ROD with bilateral panuveitis,7,8 we
report the only case of IgG4-ROD manifesting as pachymeningitis with
unilateral panuveitis. A broad differential and methodical work-up on the
general internal medicine service lead to the final diagnosis.
CONCLUSION: When treating idiopathic systemic inflammation and fibro-
sis, internists should add IgG4-RD as an important differential. It is important
to exclude masquerading pathologies and to obtain appropriate history and
physical, serology, imaging, and biopsy.
Umehara et al. created criteria for IgG4-RD that stratifies patients based on
clinical/radiological features and serologic/pathologic findings which can help
guide work up.
Our case report is the only case of IgG4-ROD presenting as pachymeningitis
with unilateral panuveitis, thus providing new clinical insight.

A N U N U S U A L C A S E O F H E M O P H A G O C Y T I C
LYMPHOHISTIOCYTOSIS ASSOCIATED WITH M.CHIMAERA
OR LARGE CELL NEUROENDOCRINE CARCINOMA
Tejaswi Venigalla3; sheila kalathil2; mark morginstin1; Patricia Perosio4
1Hematology Oncology, Einstein Medical Center Montgomery, East Norriton,
PA
2Hematology Oncology, Albert Einstein Medical Center, Philadelphia, PA
3Internal Medicine, Einstein Medical Center Montgomery, East Norriton, PA
4Pathology, Einstein Medical Center Montgomery, East Norriton, PA. (Con-
trol ID #3691778)

CASE: 56-year-old Caucasian male presented to the hospital with worsening
weakness, exertional dyspnea, dry and nonproductive cough, and a 5-pound
weight loss in 2 weeks associated with loss of appetite. He has a significant
medical history of mitral valve repair in July 2014, status post bioprosthetic
mitral valve replacement in August 2019– culture-negative treated with
ceftriaxone, vancomycin, and doxycycline for 6 weeks complicated with
CVA, atrial flutter, tobacco abuse, alcohol abuse.
His shortness of breath worsened quickly with O2 saturations dropping to 85%
and had to be placed on BiPAP followed by high flow nasal cannula/
noninvasive ventilation and became febrile. He was then transferred to ICU
for acute hypoxemic respiratory failure.
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Differentials could be very broad ranging from infections like visceral leish-
maniasis, atypical/tuberculous mycobacteria, histoplasmosis, Ehrlichia,
Bartonella, Brucella, adeno, disseminated HSV, hematological like
Langerhans cell histiocytosis, multicentric Castleman disease.
In this patient, differentials included hemophagocytic lymphohistiocytosis,
COVID-19. Covid was negative x2. His lab abnormalities as well as diagnostic
testing revealed hemophagocytic lymphohistiocytosis.
He was empirically started on antibiotics and dexamethasone 20 mg to be
continued for 2 weeks then taper if the patient has continued improvement.
Dexamethasone was tapered over 8 weeks. On later admissions, Carious test
was positive for M. chimaera, and core biopsy of the lung nodule showed large
cell neuroendocrine carcinoma.
IMPACT/DISCUSSION: Hemophagocytic lymphohistiocytosis (HLH) is a
rare but very dangerous condition, characterized by abnormal activation of the
immune system, causing hemophagocytosis, inflammation, and potentially
widespread organ damage.
The primary (genetic) form, caused by mutations affecting lymphocyte
cytotoxicity, is most commonly seen in children. SecondaryHLH is commonly
associated with infections or malignancies. Most current information on diag-
nosis and treatment is based on pediatric populations.
The HLH-2004 diagnostic criteria are the most commonly used diagnostic
criteria and were developed for children; but used in adults as commonly as in
children, although there is a gap in the knowledge. The HLH-2004 diagnosis
criteria state that diagnosis of HLH can be established if either a molecular
diagnosis is made consistent with HLH or diagnostic criteria for HLH is
fulfilled, which includes meeting 5 of 8 criteria. These are lab and clinical
findings including fever, splenomegaly, significant cytopenia,
hypertriglyceridemia and/or hypofibrinogenemia, hemophagocytosis in bone
marrow/spleen or lymph nodes, low or no NK cell activity, ferritin >500 ug/L
or sCD25 >2400 U/mL.
CONCLUSION: HLH is a disease that needs to be diagnosed and treated
promptly, it is fatal otherwise. Treatment is mostly tailored to the patient’s root
cause, treat the cause, and symptomatic treatment with dexamethasone and
etoposide.

AN UNUSUAL CASE OF IGA VASCULITIS WITH NEPHRITIS
PRESENTING AS LOWER EXTREMITY CELLULITIS IN AN
ADULT
Johanna C. Romo Rodriguez, Brian Bustos, Kangwook Huh, Eduardo M.
Padrao
Internal Medicine, UConn Health, Farmington, CT. (Control ID #3715683)

CASE: A 44-year oldmale with a history of diabetes mellitus and hypertension
presented to the emergency department (ED) due to rash and new onset severe
abdominal pain. He described the rash as non-pruritic, purple in color, located
over the face, abdomen, bilateral upper, and lower extremities. The abdominal
pain was located in the periumbilical region and rated 10/10 in intensity with
no radiation. He also complained of new arthralgias in his hands. Two days
prior, he was discharged after being managedwith antibiotics for suspected left
lower extremity cellulitis. At that time, he developed a diffuse non-pruritic
erythematous rash, thought to be secondary to a delayed allergic reaction to
Cefazolin, which subsequently improved after changing to Cefadroxil. Phys-
ical exam on the second ED visit revealed diffuse palpable purpura on bilateral
upper, lower extremities, back, abdomen, and face. There was generalized
tenderness to palpation of his abdomen with no rebound tenderness or
guarding. Lab work was notable for a creatinine of 1.2 mg/dL (baseline
0.6mg/dL), ESR of 90 mm/hr and CRP of 7.68 mg/dL. Urinalysis and
microscopy was significant for moderate proteinuria and blood. Abdominal
CT showed evidence of long segment wall thickening of the small bowel with
adjacent inflammatory changes.
ANA, ANCA, C3, C4, HIV, viral hepatitis panel were negative. A skin biopsy
was done while admitted. Given clinical presentation, laboratory, and imaging
findings, the patient was suspected to have IgA vasculitis with mild IgA
nephritis. His symptoms improved with supportive management and no need
for steroids. After discharge, biopsy results returned with findings consistent
with IgA-mediated vasculitis.

IMPACT/DISCUSSION: IgA vasculitis is commonly seen in the pediatric
population. It is uncommon in adults and has an incidence of 0.1-1.2 per
million in those over 20 years old, with cutaneous and gastrointestinal
manifestations seldomly seen. The diagnostic criteria includes palpable purpu-
ra without thrombocytopenia and two or three of the following: arthritis/
arthralgias, abdominal pain and/or renal involvement. We present an unusual
case wherein our patient was initially managed for suspected cellulitis, and
returned with palpable purpura, arthralgias, abdominal pain, renal dysfunction
and skin biopsy proven IgA vasculitis. This case emphasizes the importance of
having a broad differential in patients with new generalized rash and systemic
symptoms, and that suspicion for vasculitis should be raised in these settings to
avoid complications.
CONCLUSION: Although IgA vasculitis is rare in adults, it should be
considered in patients who present with palpable purpura and systemic
involvement.
As in our patient, IgA vasculitis is self limited in most of the cases. However if
there is no improvement of symptoms or renal involvement, steroids should be
considered as treatment option

AN UNUSUAL CASE OF REFRACTORY ANGINA
Richi Kashyap1; Mohammed Afraz Pasha1; Sangeetha Isaac1; saquib anjum2

1Internal Medicine, North Alabama Medical Center, Florence, AL
2Internal medicine, North AlabamaMedical Center, Florence, AL. (Control ID
#3715671)

CASE: A 57-year-old male presented with complaints of chest pain for 2:30
hours. He had an extensive history of coronary artery disease (CAD) diagnosed
15 years ago requiring multiple percutaneous coronary interventions (PCI)
resulting in 29 stent placements. His most recent coronary angiography (CA)
performed 3 months ago for angina demonstrated chronic total occlusion
(CTO) of pre-existing stents in the left anterior descending (LAD) artery and
obtuse marginal (OM) branch and a lesion in the left circumflex artery (LCx).
He subsequently underwent PCI for CTO of distal LAD followed by
brachytherapy to this area along with balloon angioplasty of LCx.
IMPACT/DISCUSSION: Refractory angina (RA) is defined as reversible
myocardial ischemia, for ≥3 months unrelieved by a combination of optimal
medical therapy (OMT), coronary angioplasty, or bypass surgery. The ACC/
AHA 2012 along with European Society of Cardiology 2013 guidelines
recommend Enhanced External Counter Pulsation (EECP) therapy for RA.
We present a case of RA and briefly discuss the role of Cardiac Shockwave
Therapy (CSWT) in RA. Debilitating angina episodes with negative cardiac
biomarkers and angiography, resulting in recurrent hospitalization despite
OMT, multiple PCI, and CABG, warrants consideration of other modalities
like CSWT to improve quality of life.
CONCLUSION: RA has a mortality rate of 1-2 % at 1 year. With the
exhaustion of serial treatment modalities, CSWT is the only non-invasive
therapy with proven benefits as per meta-analysis which could be considered.
CSWT utilizes high voltage spark underwater to generate shock waves which
are delivered using an applicator after identifying the treatment area with an
ultrasound.
Alternatively, transmyocardial laser revascularization, percutaneous myocar-
dial laser revascularization, spinal cord stimulation stem cell therapy, EECP,
and coronary sinus reducer have shown some beneficial effects in patients with
RA.

AN UNUSUAL CASE OF SECONDARY SJOGREN’S SYNDROME
WITH NERVOUS SYSTEM INVOLVEMENT STEMMING FROM
UNDERLAYING OCCULT MALIGNANCY
Allison Doyle2,1; John Szymusiak2,1
1Pediatrics, UPMC, Pittsburgh, PA
2Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA.
(Control ID #3715509)

CASE: 74-year-old woman with a history of hypertension presented with two
months of progressively worsening cognitive impairment and confusion,
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weakness of left upper and bilateral lower extremities, dry mouth, and a 20-lb
weight loss. She was previously independent with normal cognition and
performing all IADLs without assistance. She was no longer able to walk
independently and now needed assistance with most ADLs. Vitals were normal.
Exam notable for asymmetric weakness in the left deltoid, biceps, triceps and
absent reflexes in the left arm, along with symmetric weakness globally in the
lower extremities with gait instability. She was oriented but with tangential,
rambling speech and impaired recall and attention on neurocognitive testing.
Bilateral enlarged cervical lymph nodes and parotid glands also noted. An EEG
and MRI of the brain and cervical spine were unremarkable. EMG of left arm
demonstrated subacute C5-C8 radiculopathy with ongoing denervation. Labs
notable for thrombocytopenia at plt 132 with normal initial WBC and hemoglo-
bin (evolving into true pancytopenia during the admission), elevated ANA
1:1280 and SSA >8.0. B12, RPR, HIV, TSH, T4 were normal. CSF with
elevated protein at 343 and a lymphocytic pleocytosis with WBC at 420. CSF
viral PCRs and culture were negative, and cytology showed reactive
lymphocytes. A paraneoplastic panel, blood smear, and serum peripheral flow
cytometry were unremarkable. Given findings of dry mouth, enlarged parotid
glands, elevated SSA, and suspicion for systemic inflammatory process, second-
ary Sjogren’s syndrome with neurologic involvement was diagnosed. She was
treated for secondary Sjogren’s with hydroxychloroquine with improvement in
weakness and cognition but not full resolution. The pancytopenia persisted, and
an outpatient bonemarrow biopsy onemonth after discharge revealedAMLwith
20% blasts, indicating that this is the likely underlaying process driving the
systemic autoimmune response.
IMPACT/DISCUSSION: Sjogren's syndrome (SS) is an autoimmune inflam-
matory disorder that classically affects that salivary and lacrimal glands. The
diagnosis is made clinically, and should be suspected with presentation of dry
eyes or mouth, enlarged parotid glands, elevated SSA, elevated ANA along
with rheumatoid factor, along with suspicion for systemic autoimmune condi-
tion. Extraglandular manifestations are also common and can affect all organ
systems, including the nervous system. Primary SS presents indolently, while
secondary SS presents acutely and is driven by another primary process,
usually infection, malignancy, or another autoimmune condition.
CONCLUSION: With rapidly progressive cognitive decline associated with
focal neurological deficits, it is important to evaluate for reversible processes
including metabolic, infectious, malignant, autoimmune, or paraneoplastic
etiologies. Underlaying occult malignancy can stimulate the rapid progression
of uncommon presentations of common autoimmune conditions, such as
Sjogren's syndrome.

ANUNUSUALCAUSEOFCONFUSIONANDMYOCLONUS IN THE
SETTING OF THORACIC DISCITIS
Rabab S. Isa, Read Pierce
Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX. (Control ID #3707836)

CASE: A 76-year-old man with congestive heart failure, coronary artery and
peripheral vascular disease, diabetes, hypertension, prior severe acute kidney
injury, and recent hospitalization for thoracic discitis on outpatient cefepime
and vancomycin presented for altered mental status and worsened back pain.
At home, he had 5 days of slurred speech, weakness, and confusion. In the ER,
he was somnolent but arousable, complaining of thoracic pain radiating into his
abdomen. Blood pressure was 190s/110s; other vitals were normal. He was
oriented and followed commands, but frequently fell asleep. Speech was
dysarthric and slurred. He had 5/5 strength in all extremities and sustained
bilateral upper extremity myoclonus.
Labs showed elevated creatinine (2.4 mg/dL), slight acidosis, and normal
lactate. Non-contrast MRI showed endplate erosion with prevertebral
phlegmons at T9-T10, spinal canal narrowing, and discitis–osteomyelitis. CT
revealed urinary retention; post-void residual was >500mL. Contrast-enhanced
MRI showed increased edema of T9-T10 vertebra and minimal epidural
enhancement compared to scans two months ago. Karius testing, bone biopsy,
coccidiomycosis, and tuberculosis testing were negative.
Vancomycin and gabapentin were held and a foley catheter was placed.
Neurology and Infectious Disease recommended cefepime cessation,

suspecting cefepime-induced encephalopathy from decreased renal clearance.
The patient’s mentation normalized 4 days after stopping cefepime.
IMPACT/DISCUSSION: Cefepime is a 4th-generation cephalosporin pre-
scribed empirically for severe infection, given its broad coverage of gram
positive and negative pathogens. Due to its frequent use, internists should keep
cefepime-induced encephalopathy on the differential for altered mentation and
myoclonus if other causes are absent.
Cefepime causes encephalopathy in 3% of patients and can be fatal. The
syndrome is variable, including confusion, decreased consciousness,
hallucinations, agitation, aphasia, convulsions, non-convulsive status
epilepticus, tremor, myoclonus, chorea-athetosis, delirium, coma, and death.
Its neurotoxic mechanism is thought to be concentration- dependent, compet-
itive GABA antagonism. As 85% of cefepime is excreted renally, toxicity
manifests due to reduced glomerular function, resulting in elevated nervous
system penetration. Many patients (75%) experience renal failure with relative
overdosing of the drug, but up to 25% occur with proper doses, emphasizing
the prevalence of toxicity. Encephalopathy occurs within 1-10 days, and
symptoms improve 2-7 days after stopping the drug. Prognosis depends on
early diagnosis and medication cessation. Severe infection, comorbidities,
polypharmacy, and advanced age are poor prognostic factors, as they may
lower clinical suspicion and delay diagnosis.
CONCLUSION: Cefepime-induced neurotoxicity is a reversible cause of
altered mental status to be considered in patients presenting with neurologic
impairment and reduced glomerular function.

AN UNUSUAL CAUSE OF FLANK PAIN
Christopher D. Anderson, David A. Feldstein, Emily Owen, Linda Baier
Medicine, University of Wisconsin-Madison School of Medicine and Public
Health, Madison, WI. (Control ID #3712487)

CASE: A 36-year-old male with a history of heart failure and stage 3 CKD
presented to the ED for several days of persistent left-sided flank pain. After a
sudden “twisting” motion in a forklift chair, he felt a “pop” immediately
followed by flank pain aggravated by movement. He had no urinary, bowel
or respiratory symptoms. Vital signs were notable for pulse of 100 bpm.
Physical exam revealed no flank tenderness with palpation and was otherwise
remarkable only for dry oral mucosa. Labs were notable for Cr: 4.66 mg/dl
(baseline ~2.0). CBC and UA were unremarkable, but FeUrea was 29.5%,
suggestive of a pre-renal etiology for his AKI, and bedside POCUS demon-
strated a collapsible IVC. CT scan revealed a small left-sided diaphragmatic
hernia containing transverse colon. Previous CT 3 months prior did not show
diaphragmatic injury. Operative repair was planned, but he suffered thoracic
colonic perforation prior to surgery resulting in an emergency laparotomy and
a prolonged recovery.
IMPACT/DISCUSSION: This case represents an acquired diaphragmatic
hernia (ADH) that had occurred without sustaining significant trauma based
on the recent normal imaging. ADH occurs in 0.8-5% of cases after significant
trauma to the thoracoabdominal wall. High-velocity blunt mechanisms account
for 75% of cases, with the rest due to penetrative injuries or iatrogenic causes.
There are very rare reports of cases occurring without a history of significant
trauma. ADH occurs 4 times more frequently in males. At least 80% of
ruptures occur at the left hemidiaphragm, thought to be due to the protective
presence of the liver on the right. ADH often presents acutely in the setting of
trauma; however, up to 66% of ADHs are not diagnosed during the initial
work-up and may result in a prolonged period of non-specific symptoms such
as chest pain, recurrent abdominal pain, postprandial fullness, nausea, chronic
dyspnea, cough, and even occasionally mimicking musculoskeletal pain
syndromes. One case report describes chronic unilateral shoulder and mandib-
ular pain for 22 years that resolved after identification and surgical repair of a
post-traumatic diaphragmatic hernia. Thoracic bowel sounds can be a clue to
diagnosis, but CT is the gold standard for diagnosis with a sensitivity of 14-
82% and specificity of 87%.All left-sided diaphragmatic injuries require repair
when recognized. This case involving an unusual presentation of ADH as flank
pain without a history of high-impact trauma has modified my practice by
expanding my own anatomic framework beyond the most common musculo-
skeletal and referred pain sources when considering pain complaints.
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CONCLUSION: - AlthoughADH is typically due to high-impact trauma, rare
reports describe spontaneous ADH or ADH due to trivial trauma.
- ADH may present with delayed or atypical symptoms, which require a high
index of suspicion to diagnose.
- CT is necessary for diagnosing ADH.

ANYTHING BUTMONOTONOUS: AN UNUSUAL PRESENTATION
OF HEPATITIS
Rahul Mohan2; Claire Brickson2; Julie Knoeckel1,2
1Hospital Medicine, Denver Health, Denver, CO
2University of Colorado School of Medicine, Aurora, CO. (Control ID
#3715846)

CASE: A 47 year-old male presented with one week of headaches, fever, and
dark urine. He reported no recent travel andworks in healthcare. Family history
was significant for Wilson’s disease in his mother. Medications included
twenty herbal supplements. He was febrile on admission with jaundice and
right upper quadrant pain on exam. He was not encephalopathic, and noKaiser
Fleischer rings were noted.
Labs revealed a hemoglobin of 10 g/dl decreased from 15 g/dl previously, AST
603 u/l, ALT 671u/l, alkaline phosphatase 380u/l, total bilirubin of 10.6 mg/dl
with direct bilirubin of 7.4 mg/dl and a normal INR. CT of the abdomen
revealed hepatomegaly and lymphadenopathy. A wide differential diagnosis
was considered and additional testing was sent. Lab evaluation demonstrated
an elevated LDH, undetectable haptoglobin and a positive direct antiglobulin
test consistent with cold autoimmune hemolytic anemia. On hospital day 3, a
Monospot test returned positive, followed by positive EBV IgG and IgM,
confirming the diagnosis of acute Epstein-Barr virus (EBV). His symptoms,
anemia, and elevated liver enzymes improved with supportive management
and was discharged with close followup and instructions to stop all herbal
supplements containing hepatotoxins. He was offered genetic testing for
Wilson’s disease and found to be heterozygous.
IMPACT/DISCUSSION: EBV infects more than 95% of the adult popula-
tion, and 75% of young adults infected develop typical infectious mononucle-
osis, a clinical syndrome characterized by fever, tonsillar-pharyngitis, lymph-
adenopathy and atypical lymphocytes. EBV infection can lead to acute
complications including hemolytic anemia.
This patient’s presentation is remarkable for an absence of typical mononucle-
osis symptoms as well as development of both acute hepatitis and cold
autoimmune hemolytic anemia. Mild elevations in liver enzymes are common
in acute EBV, but hepatitis is rare, accounting for less than 1% of presentations
of acute hepatitis and is very infrequently associated with a typical infectious
mononucleosis syndrome. Clinically significant hemolytic anemia only occurs
in up to 3% of hospitalized patients with infectious mononucleosis.
Initially EBV was not high on the differential diagnosis as there were other
plausible explanations suggested by the history of herbal supplement use and a
family history of Wilson’s disease. The identification of the autoimmune
hemolytic anemia helped focus the differential diagnosis, and the return of
the highly specific Monospot test expedited a diagnosis.
CONCLUSION: This case is notable for an unusual presentation of EBV in a
hospitalized patient. EBV should be considered in cases of hepatitis, even if the
patient does not have symptoms typical for infectious mononucleosis. From a
clinical reasoning perspective, when uncommon or interesting features are
present as in this case, care should be taken to avoid anchoring and ensuring
a standard evaluation is completed.

A PERFECT STORM OF ATRIOVENTRICULAR NODAL DYS-
FUNCTION: ATRIAL FLUTTERWITH SLOWVENTRICULAR RE-
SPONSECAUSEDBYUNTREATEDOBSTRUCTIVE SLEEPAPNEA
AND HYPERCALCEMIA IN A PATIENT WITH MARKED FIRST-
DEGREE HEART BLOCK AND NEWLY DIAGNOSED T-CELL
LYMPHOMA
Jeff Triska1; Henry Zheng2; Cayla Roy1; Paul Schurmann2; Mini Varughese1
1Internal Medicine, Baylor College of Medicine, Houston, TX
2Cardiology, Baylor College of Medicine, Houston, TX. (Control ID
#3715184)

CASE: An 82-year-old male presented with 2 months of lymphadenopathy,
confusion, and weight loss concerning for new malignancy. An ECG 8 years
prior showed marked first-degree heart block with a PR interval of 354 ms. A
sleep study was recommended but not performed. ECG on hospital day 1
showed new onset atrial flutter with 4:1 conduction. PET- CT revealed ingui-
nal, iliac, and retroperitoneal lymphadenopathy with significant FDG uptake
suspicious for lymphoma. Labs showed pancytopenia and corrected calcium of
12.1 mg/dl (normal <10.5 mg/dl). TTE demonstrated LVEF of 40% with
global hypokinesis and pulmonary artery systolic pressure of ~60 mmHg.
On hospital day 4, patient developed symptomatic bradycardia and hypoten-
sion. ECG demonstrated atrial flutter with ventricular rate of 44 bpm. He
underwent emergent dual-chamber pacemaker implantation with stabilization
of vitals, but persistence of atrial flutter. Inguinal biopsy confirmed T-cell
lymphoma. Due to continued clinical decline, decision was made to pursue
hospice care after goals of care discussion with the family.
IMPACT/DISCUSSION: Atrial flutter is characterized by rapid, regular
contractions of the atria due to abnormal electrical signaling. An atrial rate of
300 and ventricular of 150, referred to as 2:1 conduction is most commonly
seen on ECG. Bradycardia, indicating slow ventricular response, is rare and
indicates concomitant AV nodal dysfunction.
Whether this constitutes high-degree AV or complete heart block can only be
determined after conversion to normal sinus rhythm. Bradycardia leading to
hypotension, as seen in this patient, is a life-threatening condition that
necessitates placement of an emergent pacemaker. Bradycardia in the setting
of a reduced EF likely contributed to this patient’s hypotension and symptoms.
Common causes of high-degree AV block include AV nodal blocking drugs,
intrinsic conducting system disease, and electrolyte abnormalities such as
hypercalcemia. Prolonged PR intervals are associated with higher mortality
and need for a permanent pacer. OSA through short-term effects of intermittent
hypoxia and longer-term of atrial enlargement, which interferes with conduc-
tion, has also been implicated in the development of both typical atrial flutter
and heart block. Most cases of concomitant atrial flutter and AV nodal
dysfunction in patients with malignancy have been described in patients with
structural heart disease such as cardiac lymphoma. Given the persistence of
atrial flutter after pacemaker and correction of calcium levels, AV nodal
dysfunction in this patient with typical atrial flutter and marked first-degree
heart block was likely the result of hypercalcemia augmenting intrinsic con-
duction disease caused by long- standing untreated OSA.
CONCLUSION: OSA and hypercalcemia may contribute to AV nodal dys-
function in patients with underlying arrythmias such as atrial flutter. This may
worsen preexisting AV conduction delay causing life-threatening bradycardia
in the setting of low LV systolic function.

APHTHOUS GENITAL ULCERS: AN UNCOMMON MANIFESTA-
TION OF NEW-ONSET SYSTEMIC LUPUS ERYTHEMATOSUS
(SLE)
Preeti Kakani
Medicine, University of California Los Angeles David Geffen School of
Medicine, Los Angeles, CA. (Control ID #3715241)

CASE: A 20-year-old woman with a history of asthma and migraine was
admitted to the hospital with one week of worsening symptoms including fevers,
chest pain, dyspnea, headache, diarrhea, upper back pain, bilateral lower extrem-
ity pain and weakness. She also developed vaginal pain the day of admission.
She had been admitted for pericarditis and myocarditis 4 months prior and was
found to be seropositive for parvovirus IgG at the time. Her symptoms were
therefore believed to be secondary to viral infection. Additionally, at that time,
she developed vaginal ulcers which improved after azithromycin. As she was
sexually active with a single male partner, she was thought to have chancroid.
Upon further questioning, she stated that her last sexual encounter was with the
same male partner 3 months prior to her current admission and that she did not
use a condom at the time. Exam was notable for several painful, nonpurulent
ulcers on the vulva and in the vagina. No oral lesions were noted. Initial labs
were notable for thrombocytopenia (93,000/μl), troponin-I elevation (peak:
0.60 ng/ml) and an elevated creatine kinase (2718 U/L). ECG showed border-
line ST segment changes and chest x-ray showed mild pulmonary vascular
congestion.
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After initial presentation, a broad rheumatologic and infectious workup was
initiated. The patient was found to have negative gonorrhea, chlamydia,
syphilis and HIV testing. Rheumatologic studies were notable for a positive
antinuclear antibody (speckled, 1:1280), rheumatoid factor (32 IU/ml), lupus
anticoagulant and anti-SSA antibody (120 U), along with a mildly elevated
urine protein/creatinine ratio (0.5).
She was diagnosed with SLE, meeting 4 out of 11 American College of
Rheumatology criteria for diagnosis (thrombocytopenia, arthritis, positive
ANA, positive lupus anticoagulant). She was started on prednisone 40mg
and hydroxychloroquine 400mg and her symptoms improved. She was seen
in rheumatology clinic two weeks after discharge for optimization of predni-
sone dosage.
IMPACT/DISCUSSION: Aphthous genital ulceration can be reactive in
response to infection or systemic inflammation and is commonlymisdiagnosed
as sexually transmitted infection. These ulcers are classically seen in Behcet’s
and Crohn’s disease and are often associated with oral ulceration. However,
genital ulceration is an uncommon manifestation of SLE and has been
documented on few occasions. The pathophysiology of recurrent aphthous
ulceration in the setting of immune dysregulation remains largely unknown,
though the mechanism of inflammation is thought to involve activation of T
cells bymast cells andmacrophages, as well as release of tumor necrosis factor
alpha (TNF- alpha).
CONCLUSION: Determining the cause of genital ulceration presents a
clinical challenge particularly in sexually active individuals. However, in the
setting of various coinciding symptoms and in the absence of evidence of STI,
it is important to consider systemic conditions such as lupus erythematosus
when evaluating a patient.

A PICTURE OF A RASH MAY BE WORTH A THOUSAND WORDS
BUT IS ONLY A SNAPSHOT IN TIME
Jamie Yao
Internal Medicine, University of California San Francisco, Los Angeles, CA.
(Control ID #3707213)

CASE: Mr. L is a 67-year-old man with paraplegia due to a remote cervical
injury and chronic myeloid leukemia on dasatinib who presents with fevers/
chills and erythema in various limbs for two months. Two months prior to
presentation, patient noted that he had “blotchy” redness, swelling, and burning
pain without pruritus in his left leg. He did not see a medical provider for this,
however it "healed" back to his normal state in four weeks. A month later, he
noticed the same findings in his left arm, which also recovered after four weeks
without intervention. One week prior to presentation, he noticed the rash on his
right leg, starting on his thigh and progressing downward to his feet. Upon
consideration that these rashes could be due to dasatinib, he stopped taking this
medication for two weeks. During the time off dasatinib, however, a rash in a
new location appeared.
On examination, his vital signs were normal, and he was well-appearing. Skin
exam revealed faint erythema involving 90% of his right lower extremity with
a few patches of skin spared and mild edema. He had a white blood cell count
of 18.8 with 16.4 absolute neutrophils, hemoglobin of 9.2, and platelet count of
745. He declined a duplex ultrasound of his right leg. Based on the presenta-
tion, differential diagnosis included tumor necrosis factor receptor-associated
periodic syndrome (TRAPS), Still's disease, atypical Sweet syndrome, tyrosine
kinase inhibitor-related rash, and other auto-inflammatory conditions like
urticarial vasculitis. Punch biopsy was performed, favoring neutrophilic der-
matitis and in particular Sweet syndrome, but with findings that could also
represent stasis dermatitis/eczema, tinea incognito, erythromelalgia, and eosin-
ophilic cellulitis. Dermatology favored the diagnosis of a relapsing Sweets-like
dermatitis and started the patient on colchicine.
IMPACT/DISCUSSION: Though the initial admission diagnosis was cellu-
litis, further history revealing transient and migratory erythema suggested
another diagnosis at play. This case underscores the importance of consider-
ation of etiologies for a red swollen extremity other than the commonly
encountered cellulitis or deep venous thrombosis diagnoses. This patient was
at higher risk for Sweet syndrome given his malignancy, but other factors such
as recent infection and certain medications can also increase risk. If there is

clinical suspicion, biopsy for pathology is the next step to confirm the
diagnosis.
CONCLUSION: Sweet syndrome is an uncommon dermatologic condition
characterized by painful and erythematous papules, plaques, or nodules.
Diagnosis is made with clinical criteria in addition to histological findings with
neutrophilic infiltrate.
Treatment of mild Sweet syndrome is with topical or intralesional corticoste-
roid injections, whereas more extensive or systemic Sweet syndrome requires
systemic glucocorticoids. For those who cannot tolerate systemic
glucocorticoids, alternative therapies include colchicine, dapsone, and potas-
sium iodide.

A PUZZLING CASE OF PALPABLE PURPURA
Sara Lalani, Ambili Ramachandran, Temple Ratcliffe
Internal Medicine, The University of Texas Health Science Center at San
Antonio, San Antonio, TX. (Control ID #3708445)

CASE: A 65-year-old male with history of prior ischemic stroke, hyperten-
sion, hyperlipidemia, alcohol dependence, and tobacco abuse presented to the
hospital with complaint of a rash on his legs for 3 days which was spreading
proximally. He endorsed a dry cough as well as painful ulcers on his feet that
had been enlarging over the past few days. On initial presentation, his blood
pressure was elevated to 219/97 but other vitals were normal. Physical exam
was notable for non-tender, non-blanching, palpable purpuric macules and
petechiae in the bilateral lower extremities, primarily to dorsal shins, with a few
scattered lesions on the abdomen and back. Multiple deep, hemorrhagic,
crusted ulcers were noted on his feet. Initial labs showed WBC 12.2K, CRP
11 mg/dL, ESR 31 mm/hr, and D-dimer 752 ng/mL. Chest x-ray showed
interstitial markings and bronchial wall thickening. He was admitted for work-
up of possible vasculitis. Punch biopsy of purpuric lesionwas done on the right
leg and hand which showed leukocytoclastic vasculitis. Direct immunofluo-
rescence showed superficial perivascular granular deposition of IgA, compat-
ible with IgA Vasculitis. On hospital day 6, he developed abdominal pain and
hematochezia. CTA abdomen showed inflammatory changes in the small
bowel and mesentery as well as signs of vasculitis in the proximal to mid
SMA and distal celiac artery. IV Methylprednisolone 80 mg daily was started
with notable improvement in his rash and GI symptoms. On hospital day 17,
patient developed atrial fibrillation with RVR and became unresponsive. MRI
brain showed new onset ischemic stroke in the right MCA territory. Patient
was transitioned to comfort care per family’s request.
IMPACT/DISCUSSION: IgA Vasculitis (IgAV) is a common form of vas-
culitis in children but has a much lower incidence in adulthood (0.1-1.8 per
100,000). It is characterized by a tetrad of clinical manifestations including
palpable purpura without coagulopathy or thrombocytopenia, arthralgias, ab-
dominal pain, and renal involvement. IgAV can present more subtly in adults
so confirmation of the diagnosis by biopsy is necessary. Patients frequently
have mild interstitial changes on chest x-rays without significant respiratory
symptoms. Adults are also more likely to have ulcerative and hemorrhagic skin
lesions. IgAV is typically self-limited in children but tends to present with a
more severe disease course with increasedmorbidity and mortality in adults, as
seen in this case. Existing treatment guidelines remain controversial but adults
with severe extracutaneous disease generally warrant immunosuppressive
treatment.
CONCLUSION: IgA vasculitis should be suspected in adults with palpable
purpura without coagulopathy or thrombocytopenia even in the absence of
other clinical manifestations and can be confirmedwith skin biopsy. Adults are
more likely to have severe organ involvement than children, but initiation of
corticosteroids can expedite symptom resolution and improve prognosis for
some patients.

A RAPIDLY PROGRESSIVE EXTRANODAL NASAL TYPE NK/ T
CELL LYMPHOMA STARTING IN THEMOUTH
Linett Negron, Bryan L. McCrea, Jack Schnur, Damian Casadesus
Internal Medicine, JacksonMemorial Hospital, Miami Beach, PA. (Control ID
#3715517)
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CASE: Nasal type NK/T cell lymphoma, also known as lethal midline gran-
uloma, is an Epstein Barr virus-associated lymphoma. It is a rare medical
condition with rapid progression and poor prognosis. The nose is the most
common initial site involved, and it is typically associated with nasal obstruc-
tion and purulent discharge. Our patient is a 64-year- old male with a history of
hypertension and VTE who presented to the emergency room with worsening
facial swelling. He previously visited another institution because of a blister in
his mouth and upper lips warranting a bilateral incisors extraction. The small
blister evolved into a central facial mass with associated edema of his upper lip
and soft and hard palate. After an initial biopsy in our hospital, the patient was
lost for follow-up and now returned with worsening edema periorbital edema.
The facial examination showed a large, dark, papillomatous-like necrotizing
mass in the nose andmouth. The mass was observed entering the nasal and oral
cavities, tracking along the nasal dorsum to rhinion, extending into the soft and
hard palates with significant periorbital edema. A CT scan of the neck, chest,
abdomen, and pelvis did not show abnormal lymph nodes or evidence of
metastatic disease. Facial CT showed an extensive mass in the nose with
extension to the nasal and oral cavities. The tumor biopsy was consistent with
nasal-type extranodal NK/T cell lymphoma. The hospital course was compli-
cated with sepsis treated with ampicillin/sulbactam and levofloxacin.
The patient developed DIC and died 10 days after admission.
IMPACT/DISCUSSION:As nasal-type NK/T cell lymphoma is known to be
one of the most aggressive lymphomas, it is essential to offer a suitable
treatment at an early stage of the disease. Patients with nasal involvement
present initially with nonspecific localized symptoms. The disease can extend
to adjacent tissues causing extensive necrotic lesions in the midline facial area
and even widely disseminate in the late stage. Providing adequate diagnostic
information to patients and properly explaining disease outcomes is critical for
patients to be able to fully grasp the scope of the disease. As seen in this case,
the patient was lost for follow-up, thus resulting in the progression of the
disease.
CONCLUSION: It is important to keep an openmind when assessing patients
and make sure to take a thorough and detailed history to be able to come up
with the correct diagnosis. Diseases like nasal-type NK/T cell lymphoma can
initially have a variable presentation and not appear as such from the begin-
ning. Do not rule out nasal type NK/T cell lymphoma as a diagnosis because it
does not present with textbook signs and symptoms. Adequate history taking
and prior infection with Epstein Barr virus should be documented.

A RARE BITTER RASH LEADS TO THE DIAGNOSIS OF SWEET
SYNDROME
Christopher Banach1; Zeel Patel1; Faiza Chaudhry1; Brian Henstenburg1;
Alexis Zavitsanos2
1Internal Medicine, Lehigh Valley Health Network, Allentown, PA
2Rheumatology, Lehigh Valley Health Network, Allentown, PA. (Control ID
#3707160)

CASE: A 38-year-old male with recent diagnosis of Ulcerative Colitis (UC)
presents with a four-day history of new onset painful rash and bilateral
conjunctivitis. Patient had two recent admissions for UC where he was treated
with Vancomycin for C. Difficile infection. During this admission, he was
febrile. Physical exam showed diffuse inflammatory papules and vesicles
involving the scalp, face, ears, neck, chest, abdomen, arms, legs and the back.
He had vesiculopustular eruption on the hard palate and the right lateral tongue.
Labs showed leukocytosis with neutrophilia and significantly elevated inflam-
matory markers: CRP 142 and ESR 73. Computed tomography showed
enterocolitis. Stool panel was negative. He was presumed to have a UC flare
and was treated with IV solumedrol which was transitioned to prednisone.
Initially, Dermatology was concerned that the skin lesions were Linear IgA
Bullous Dermatosis (LABD) given recent oral vancomycin use and
recommended topical steroids. Dermatological biopsies revealed dense dermal
neutrophilic inflammation, consistent with Sweet’s Syndrome. He was contin-
ued on systemic steroids, with notable improvement in his abdominal pain,
rash, and conjunctivitis.
IMPACT/DISCUSSION: Sweet’s syndrome (SS), also named acute febrile
neutrophilic dermatosis, is a rare condition which presents with sudden onset

cutaneous manifestations. It is often idiopathic but can be associated with
inflammatory bowel disease (IBD), respiratory infections, drug-induced, or
malignancy. We present a case of SS associated with UC. SS is diagnosed if 2
major and 2/4 minor criteria are met. Our patient met the major criteria as he
had a painful rash and histopathologic finding of dense neutrophilic infiltrate.
Minor criteria were met via fever, associated inflammatory disease, and ab-
normal lab values (elevated ESR/CRP and leukocytosis). Treatment includes
systemic corticosteroids as the first line agent. There is a broad differential
diagnosis for red papulonodular skin lesions, which requires thorough history
to differentiate. LABD is a similar rash but is mainly medication-induced.
Biopsy is crucial for distinction, as LABD is treated with dapsone. Cutaneous
manifestations of IBD include pyoderma gangrenosum and erythema
nodosum. In contrast, SS is a rare extraintestinal manifestation of UC occurring
in 30% of IBD cases. SS also can be associated with malignancies such as
colon cancer, leukemia, and breast cancer.
CONCLUSION: Rash can precede, follow, or occur simultaneously with
inflammatory disease or malignancy. Thus, it is important to consider new
onset inflammatory conditions, such as IBD, or malignancy in a new onset rash
to ensure proper treatment. Our case highlights the significance of accurate
history taking, broad differentials for acute rash, and recognition of classic
symptoms of SS.

A RARE CASE OF ACUTE PSYCHOSIS AS INITIAL PRESENTA-
TION OF CUSHING’S SYNDROME
Kerry K. Meltzer1; Alexandra King2; Peggy B. Leung2
1Internal Medicine, NewYork-Presbyterian Hospital/Weill Cornell Medical
Center, New York, NY
2Internal Medicine, Weill Cornell Medicine, New York, NY. (Control ID
#3715367)

CASE: A 57 YO W presented to the ED with headaches, chest tightness,
insomnia and weight loss. The patient had recently made drastic lifestyle
changes including multi-day fasting. She was hyperverbal with pressured
speech, inappropriately tearful, and paranoid. Her BP was 182/102, HR 110.
Exam pertinent for anxious appearing thin woman without moon facies,
hirsutism, or striae.
Initial labs notable for low K at 2.3, and elevated CO2 >40, glucose 133, AST
233, ALT 380. Further testing revealed elevated AM cortisol 318 ug/dL, late-
night salivary cortisol >15 ug/dL, ACTH 240 pg/mL, and 24-hour urinary free
cortisol 14756 ug/day.
CTA/P showed diffuse thickening of the adrenal glands.MRI Brain revealed a
0.5cm pituitary microadenoma but inferior petrosal sinus sampling (IPSS) was
consistent with an ectopic source. However, no clear ectopic ACTH-secreting
tumor was found on anatomic or functional imaging. Her course was compli-
cated by CMVviremia, indicative of her immunocompromised state, as well as
persistent paranoid delusions. She underwent b/l adrenalectomy and after three
months from her initial presentation, is notably calm and off all anti-
hypertensives and CMV treatment.
IMPACT/DISCUSSION: The hallmark signs of Cushing’s syndrome (CS)
are weight gain, moon facies, abdominal striae, and hypertension due to the
body’s exposure to excess cortisol, most often from exogenous ingestion of
steroids. Endogenous CS is either ACTH-independent, caused by hyperactive
adrenal glands, or ACTH-dependent, caused by a pituitary adenoma or an
ectopic ACTH-producing tumor. Ectopic ACTH syndrome accounts for just
10-15% of cases of CS, does not present with classic features of CS, and is often
characterized by a more severe acute clinical presentation along with exces-
sively high cortisol, elevated ACTH, hypokalemia, metabolic alkalosis, glucose
intolerance and elevated liver enzymes, all of which this patient exhibited.
Early diagnosis of endogenous CS is important to avoid complications includ-
ing a threefold increase risk of death due to cardiovascular disease and
infection. While psychiatric complications of CS often include irritability,
anxiety or depression, psychosis is a rare manifestation of CS and the literature
mostly consists of case-reports. In this patient, the diagnosis of CS was
confirmed with elevated 24-hour urinary free cortisol, one of the highest ever
reported. Although she was found to have a pituitary microadenoma, subse-
quent IPSS favored ectopic origin.
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CONCLUSION: 1. CS due to an ectopic source does not present with
characteristic features such as weight gain, moon facies and abdominal striae
and rarely can present as acute psychosis.
2. Laboratory abnormalities of ectopic CS are characterized by metabolic
alkalosis, hypokalemia, glucose intolerance, elevated cortisol and ACTH,
and IPSS sampling favoring ectopic origin.
3. Early diagnosis and treatment of CS is important to avoid complications
including increased risk of death due to cardiovascular disease and infection.

A RARE CASE OF AN ADULT WITH HOLT-ORAM SYNDROME
AND EISENMENGER SYNDROME
Keith Shaffer, Umar Hasan, Khalil Hussein
Department of Medicine, Greenwich Hospital, Greenwich, CT. (Control ID
#3705847)

CASE: Holt-Oram Syndrome (HOS) is a 1 in 100,000 autosomal dominant
disease that features congenital cardiac disease, most commonly secundum
atrial septal defect (ASD), and upper limb deformities such as triphalangeal
thumbs and carpal-bone dysmorphism. Eisenmenger syndrome (ES) is a
disease process in which a chronic left to right congenital cardiac shunt causes
pulmonary hypertension with eventual reversal of the shunt from right to left
causing cyanosis. We present a rare case of an adult with classic features of
HOS and ES.
A 32-year-old Guatemalan-born male presented to a primary care clinic after
experiencing left upper extremity weakness, darkened vision, and loss of
sensation in his legs. His past medical history was notable for alcohol use
disorder, unrepaired ventricular septal defect (VSD), untreated ES, and chronic
hypoxemia leading to secondary polycythemia. He had been prescribed
sildenafil for pulmonary hypertension, but due to social and financial hardships
was not taking any medications. He was sent to the emergency department due
to oxygen saturation of 77%. Physical exam revealed uncoordinated move-
ment in the left upper extremity, pronounced clubbing, a grade I/VI
holosystolic blowing murmur heard best over the apex, and thumb abnormal-
ity. Noncontrast CT head was unremarkable, but brain MRI revealed a 1.3 cm
focus of restricted diffusion in the right thalamus consistent with acute infarct.
Labs revealed hemoglobin of 22.9, hematocrit of 71.2, and D-dimer of 1.18.
He was started on aspirin. Transthoracic echocardiogram showed a left ven-
tricular ejection fraction of 21-25% with VSDwith shunt and apical thrombus,
so he was started on a heparin drip. He was diagnosed with HOS given his
clinical presentation, labs, and imaging. He was transferred to a tertiary care
facility, and two small thrombi were seen in left ventricular (LV) apex on
cardiac MRI. The heparin drip was briefly stopped after hemorrhagic conver-
sion of his stroke. Given his increased stroke risk, he underwent phlebotomy to
decrease his chance of further stroke. His status improved over several days
once sildenafil was restarted. He was weaned to room air and eventually
endorsed feeling back to his baseline. Prior to discharge, he was transitioned
from heparin to apixaban for his LV thrombi.
IMPACT/DISCUSSION: ES is commonly associated with pulmonary artery
hypertension and thrombosis. However, patients are not routinely
anticoagulated because of bleeding risk secondary to greater baseline fibrino-
lytic activity and depletion of vonWillebrandmultimers. HOS typically is seen
with ASD, but this patient’s VSD contributed to his unfortunate combination
of syndromes predisposing him to clotting and bleeding events.
CONCLUSION: Because patients with HOS and ES can live to the fourth or
fifth decade, internists must be aware of the associated complications from
both syndromes.
Careful consideration of anticoagulation risks is necessary in patients with
congenital heart defects.

A RARE CASE OF BACK PAIN AS THE FIRST PRESENTING
SYMPTOM FOR ACUTE LYMPHOBLASTIC LEUKEMIA (ALL) IN
A YOUNG ADULT.
Khaled W. Kabbara1,2; Reem Q. Al Shabeeb1; Danielle Shafer2
1Internal Medicine, Inova Fairfax Hospital, Falls Church, VA
2Oncology, Inova Schar Cancer Institute, Fairfax, VA. (Control ID #3716045)

CASE: A 26 years old male without any past medical history presented
originally to the ED with sudden onset of sharp back pain localized to the
right side of the lower back with only tingling in the right leg. Pain is worse
with movement and exercise. Denies bowel and bladder incontinence. Denies
any history of trauma or family history of any autoimmune process. Social
history is unremarkable. Physical exam was unremarkable. No labs or imaging
were obtained during that visit and he was referred to orthopedics surgery
initially due to concerns for a herniated disc. He was prescribed naproxen and
cyclobenzaprine without relief and his pain intensified over the following
week. MRI of the lumbar spine showed enhancement of vertebral bodies and
sacroiliac joints in a pattern of inflammatory arthropathy such as ankylosing
spondylitis. No disc herniation was identified.
He returned to the ED two weeks later due to new-onset fevers,
lightheadedness, night sweats and with worsening back pain. He endorsed
losing 5 lbs over 1-2 months. Physical examination was only positive for
straight leg raise and bruising over the right shin.
Patient’s temperature was102.7F and heart rate 115 beats per min.White blood
count was 8000 uL, platelets 68,000 uL, hemoglobin 11.8 g/dL. A manual
differential revealed absolute neutrophil count 0.81x10^3/uL and blasts of
4.3x10^3 uL. His chemistry panel is unremarkable. He was admitted for
treatment of neutropenic fever with cefepime and leukemia workup. Bone
marrow biopsy showed B-cell Acute Lymphoblastic leukemia (ALL) and
positive Philadelphia chromosome. He was treated with chemotherapy that
improved his back pain.
IMPACT/DISCUSSION: Patients with ALL typically present with signs of
bone marrow deficiencies such as bruising, fatigue, or infection. Constitutional
symptoms usually include fever, night sweats and weight loss. Patients may
have lymphadenopathy or hepatosplenomegaly. Sacroiliitis is a very rare
presentation in ALL adult patients and not well reported in the literature.
Recognizing the musculoskeletal manifestation of ALL is especially important
as the management of back pain can involve non-steroidal anti-inflammatory
drugs that can worsen ALL associated thrombocytopenia, as was the case with
our patient. Moreover, early recognition allows for early diagnosis and
treatment.
Although the MRI was suggestive of ankylosing spondylitis, back pain is a
manifestation of leukemic cells infiltrating synovial membranes mimicking
rheumatological disease.
CONCLUSION: Conclusion: ALL can present initially as back pain, a rare
manifestation in adults. Recognizing this can help tailor a more appropriate
treatment plan early on and minimize progressive damage.

A RARE CASE OF BILIARY COLIC UPPER GI BLEED
Omar Calderon, Dasom Lee
Internal Medicine, University of South Florida, Tampa, FL. (Control ID
#3715483)

CASE: A 73 year-old male patient with history of cholecystectomy in 2017
presented to the emergency room with fevers, abdominal pain, and rigors. On
examination he was hemodynamically stable with generalized abdominal
tenderness. There were no peritoneal signs. Laboratory findings were notable
for white blood cell count of 20,000 cells per cubic millimeter, aspartate
aminotransferase of 42 units per liter (u/L), alkaline phosphatase of 203
(u/L), total bilirubin of 0.7 milligrams per deciliter (mg/dL), hemoglobin
(Hgb) of 16 grams per deciliter (g/dL). Abdominal ultrasound and CT scan
of abdomen demonstrated post cholecystectomy bile duct dilation and
duodenitis, respectively. The patient was started on empiric antibiotic treatment
for suspected cholangitis and underwent emergent endoscopic retrograde
cholangiopancreatography (ERCP) with biliary sphincterotomy,
sphincteroplasty, lithotripsy and balloon extraction of bile duct stone. It also
revealedmany non-bleeding cratered duodenal ulcers with etiology concerning
for Zollinger Ellison Syndrome (ZES). The patient’s symptoms resolved after
ERCP and initiation of proton-pump inhibitor therapy. The patient finished a
5 day course of antibiotic for cholangitis and was discharged on PPI therapy
with plan for repeat esophagogastroduodenoscopy (EGD) in 1 month. The
patient returned to the ER the next day with melena and Hgb from 10.4 (g/dL)
to 7.4 (g/dL). Emergent EGD demonstrated multiple bleeding duodenal ulcers,
which were treated with hemospray. Despite these interventions, he continued
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to have melena requiring multiple transfusions and was subsequently admitted
to the medical intensive care unit due to pressor requirements.
IMPACT/DISCUSSION: This case illustrates a rare case of post-
cholecystectomy cholangitis with erosive duodenitis which resulted in life
threatening upper gastrointestinal bleed. The etiology of the severe ulceration
of duodenum was not specified; gastric biopsies showed mild inactive gastritis
and were negative for Helicobacter Pylori. Gastrin level was normal. Per
literature review, cases of recurrent cholangitis and erosive duodenitis can be
caused by aberrancy in bile ducts with ectopic orifices in prepyloric stomach
and duodenum. Another review of ectopic biliary drainage notes 80% of
patients with cholangitis and erosive duodenitis had prior gall bladder related
surgery. ERCP is the gold standard for ascending cholangitis; however, for
patients with persistent biliary colic status post prior biliary surgery, treatment
may require the creation of biliodigestive anastomoses.
CONCLUSION: Ectopic biliary drainage is a rare condition presenting most
commonly with recurrent cholangitis and ulceration of distal stomach or bulbar
duodenum. In a patient with history of cholecystectomy who presents with
cholangitis and erosive duodenitis, ectopic biliary drainage should be in the
differential and surgical evaluation considered to prevent recurrence or pro-
gression of disease.

A RARE CASE OF FATAL METFORMIN-INDUCED LACTIC
ACIDOSIS
Stephanie Gambino1; Matthew J. Bittner1; Faraaz A. Shah2
1Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA
2Medicine/Pulmonary, University of Pittsburgh, Pittsburgh, PA. (Control ID
#3715989)

CASE:A 39-year-old man with alcoholic hepatosteatosis and type 2 diabetes on
metformin presented to the emergency department with hallucinations and
shortness of breath. Ten days prior to admission he developed rhinorrhea and
diarrhea of unclear etiology associated with poor oral intake and decreased
alcohol use. He presented when he developed auditory hallucinations which he
ascribed to alcohol withdrawal. On admission, his vitals signs were notable for a
blood pressure of 94/58 mmHg but otherwise normal. He was jaundiced and had
mild diffuse abdominal tenderness on physical exam. His labs were notable for a
normal CBC but multiple severe electrolyte derangements including Na 127, K
2.6, CL 87, CO2 12, BUN 7, Cr 6 (baseline 1), INR >20, AST 357ALT 86ALP
367, TBILI 10.2, ammonia 101. VBG 7.168, with CO2 of 26 and lactate of 15.
Panels for viral hepatitis, Wilson’s disease, and hemochromatosis returned
negative. A right upper quadrant ultrasound with dopplers displayed no acute
findings or hepatic vein thrombosis. He denied acetaminophen use but was given
NAC empirically. Blood cultures grew MSSA. Over the next few hours, his
mental status and vitals deteriorated leading to intubation and use of vasopressor
medication. Given his profound lactic acidosis with new renal failure, there was
concern for metformin induced lactic acidosis (MALA) as an etiology of his
presentation and thusmetformin levels were sent. Nephrologywas consulted and
he was immediately started on iHD and CRRT. The initial stages of his hospital
course weremarked bymarked hypotension requiring the use of two vasopressor
medications and an exceedingly tenuous acid base status requiring CRRT and
frequent use of isotonic bicarbonate which led to volume overload and hypoxia.
His MSSA bacteremia was treated with IV oxacillin. He had short term im-
provement of his hypotension and lactic acidosis and we were considering
extubation when suddenly he began to acute worsen again with rapidly increas-
ing pressor requirements and lactic acidosis. Despite aggressive measures, we
were unable to correct his deterioration and the patient passed away peacefully
after discussion with family members at the patient’s bedside. A week after his
passing, his metformin level resulted at 10mcg/mL (normal range 1-2mcg/mL).
IMPACT/DISCUSSION:MALA is an uncommonly diagnosed disease with a
high mortality rate (~30-50%) and should be considered in patients with new
onset renal failure and lactic acidosis who are takingmetformin. Concurrent liver
disease can contribute to the deterioration given due to inability to clear lactate.
When MALA is suspected, rapid iHD or CRRT is the mainstay of treatment.
CONCLUSION: Initial acidosis was in part secondary to metformin toxicity,
evidenced by elevated metformin levels and improvement initially with renal
replacement therapy.

Severe metformin toxicity was likely secondary to medication adherence
despite poor intake from viral illness and was more difficult to control given
liver dysfunction.

A RARE CASE OF FOURNIER GANGRENE DUE TO
ACTINOTIGNUM SCHAALII
Ali Al Safi, Hector Ojeda-Martinez
Internal Medicine, Nuvance Health, Lagrangeville, NY. (Control ID
#3689275)

CASE: An 89-year-old male with a history of atrial fibrillation, CKD, COPD,
hypertension, perforated diverticulitis with bowel resection and colostomy
presented to the hospital after a mechanical fall where he was found to have
low- grade fever and tachycardia. On exam, 4 cm laceration over the posterior
scalp and irregularly irregular heart rate.
Otherwise, unremarkable. Workup showed leukocytosis (12.9 x10(9)/L),
chronic normocytic anemia, and acute on chronic kidney disease.
Trauma workup was notable for subdural hematoma, for which the patient
underwent reversal of rivaroxaban. He developed scrotal and penile swelling,
erythema, and purulent discharge; with urinary retention requiring urology
evaluation. He was started on metronidazole and ciprofloxacin by the admit-
ting team. Scrotal ultrasound showed diffuse edema and fluid collection in the
upper portion of the scrotum. He had worsening leukocytosis (25 x10(9)/L),
fever, and lethargy requiring a change in antibiotic therapy to vancomycin,
cefepime, clindamycin, and metronidazole for suspected necrotizing infection.
He underwent cystoscopy and foley catheter placement with incision and
drainage of the scrotal abscess. He was monitored in the ICU for septic shock.
Blood and urine cultures were negative. Abscess cultures collected from the
OR grew E. coli, Actinotignum schaalli (AS), and Bacteroides fragilis.
Antibiotics were narrowed to ceftriaxone and metronidazole. He underwent
second scrotal exploration, right orchiectomy, and partial wound closure with
the application of wound VAC. Ceftriaxone was deescalated to cefdinir and
metronidazole for 14 days from initial surgical intervention. He was discharged
with urology and wound care follow-up.
IMPACT/DISCUSSION: The genus Actinotignum contains three species: A.
urinale, A. sanguinis and A. schaalii. AS, is gram-positive emerging
uropathogen, residing in the urinary tract.
Fournier gangrene is caused by facultative organisms alongwith anaerobes. To
the best of our knowledge, only a few cases of AS being documented in
Fournier gangrene.
No treatment guidelines for AS–related infections exist. The literature has
reported favorable clinical outcomes in patients treated with β-lactams. Treat-
ment duration up to 2 weeks appears to be efficient and should be
recommended.
Our patient didn’t have the typical risk factors for Fournier gangrene. We
believe that he might had a minor laceration from his fall that led to growth of
AS, leading to necrotizing fasciitis in the scrotum, penis, and groin area.
Collectively, literature review shows that AS is an emerging pathogen in
humans and should be investigated. The two other Actinotignum species are
less involved in human infections.
CONCLUSION: AS is an emerging pathogen that could be responsible for
invasive infections, sepsis, and increased mortality. Fluoroquinolones and
cotrimoxazole are usually used in the treatment of UTI but should be avoided
in AS due to treatment failure (as in our patient) or the risk of high level of
resistance.

A RARE CASE OF GEMCITABINE-INDUCED PNEUMONITIS
Justin Carrington1; Nirav Antao2
1Medical School, Loyola University Chicago Stritch School of Medicine,
Maywood, IL
2Hematology and Oncology, Loyola University Medical Center, Maywood,
IL. (Control ID #3700324)

CASE: A 75 year old male was admitted to the hospital with increasing
shortness of breath and found to have severe anemia, thrombocytopenia, and

JGIMS412



acute hypoxic respiratory failure. His medical history was significant for
recurrent metastatic urothelial carcinoma, previously treated with resection
and radiation therapy and most recently with chemotherapeutic agents
gemcitabine and cisplatin. A CT of the chest revealed new bilateral ground
glass and reticular opacities for which he was empirically treated with anti-
microbial therapy. However, his respiratory status continued to deteriorate
prompting transfer to the medical ICU. Broad infectious workup with sputum
cultures, respiratory pathogen panel, fungal studies and bronchoscopy with
BAL was unrevealing. Given negative infectious work up, he was treated with
steroid therapy for suspected gemcitabine induced pneumonitis. This resulted
in a marked improvement in his respiratory status and he was subsequently
discharged from the hospital on a steroid taper.
IMPACT/DISCUSSION: Chemotherapeutic drugs can have significant
toxicities. At times, these can be difficult to distinguish from other drug
therapies and underlying medical comorbidities, without a thorough review
of their side effects. Interstitial pneumonitis is a rare side effect of gemcitabine
and a diagnosis of exclusion. It presents an average of at 48 days after treatment
initiation with symptoms including dyspnea, fever, and cough. Chest imaging
typically reveals bilateral ground-glass opacities, reticular opacities, and thick-
ened septal lines. This non-specific presentation can have multiple differential
diagnoses, most notably infection, which is common in immunosuppressed
individuals undergoing cancer therapy. However, gemcitabine pneumonitis is
responsive to steroids, which can possibly exacerbate a pulmonary infection.
Therefore, it is crucial for clinicians to rule out other etiologies of respiratory
compromise by performing a broad infectious workup, assessing for throm-
botic and cardiovascular events, and reviewing concomittant medication side
effect profiles. There are additional confounders, such as gemcitabine's use as a
radiosensitizer in patients receiving lung radiation, which may result in con-
current radiation pneumonitis. Most patients with gemcitabine pneumonitis
respond to drug discontinuation and a short steroid course. Remarkably, the
disease can resolve, clinically and radiographically, in a matter of days.
However, some patients progress to severe toxicity with a mortality rate up
to 20% making awareness of gemcitabine toxicity critical.
CONCLUSION: - Gemcitabine pneumonitis is a rare and often cryptic
diagnosis with an often rapid and excellent response to drug cessation and
steroid therapy
- Cancer patients presenting with respiratory symptoms should receive a
comprehensive evaluation including infectious workup and review of side
effects of their treatments, particularly chemotherapies and radiotherapy, due
to the similarity of their presentations.

A RARE CASE OF LACTOBACILLUS ENDOCARDITIS POST
ESOPHAGOGASTRODUODENOSCOPY
John Harcha, Kareem Saleh, Nathan Kelly, Imran Naqvi
Internal Medicine, Mercy Health, Cincinnati, OH. (Control ID #3709495)

CASE: Patient is a 65-year-old female with multiple chronic comorbidities
including bioprosthetic AVR for nonrheumatic aortic valve disease, iron defi-
ciency anemia recently completing IV iron 2/2 to AVMs status post EGD with
APC 4 weeks prior to this presentation who is now coming in for confusion and
not being herself. The patient’s husband noted the patient to be more confused
than her baseline. Patient was reporting more shortness of breath with her normal
daily activities. Head CT and labs were unremarkable however she did have a
low-grade temp. Blood cultures were obtained, and the patient was encouraged to
be admitted to the hospital for further workup. Patient refused admission and
elected to follow-up with her PCP shortly after discharge. Blood cultures were
positive for 1/2 for lactobacillus. The patient’s symptoms had not gotten worse
nor better and thus the patient was directly admitted for further evaluation. Blood
cultures again grew lactobacillus except this time positive in 2/2 samples.
Cardiology was consulted for bacteremia and TEE showed a 0.44 X 0.36 cm
mobile echogenic structure on the right coronary cusp leaflet. Infectious Disease
was consulted and patient was started on IV Ampicillin.
IMPACT/DISCUSSION: Lactobacillus species are facultatively anaerobic,
Gram-positive rods that are seen in normal human gastrointestinal and genito-
urinary flora. Lactobacillus spp. are rare human pathogens but have been
implicated in a variety of infections, including bacteremia and endocarditis.

Both upper endoscopy and colonoscopy have been associated with the devel-
opment of transient bacteremia with gastrointestinal flora, including
Lactobacillus.
Lactobacillus species are a rare cause of infective endocarditis, comprising
<0.5% of cases. Despite their low virulence, certain species of the genus can
adhere to endovascular surfaces and cause infection. Manipulation of the
gastrointestinal mucosa during upper endoscopy has been linked to transient
Lactobacillus bacteremia. Of note, the patient also recently received 125 mg
Solumedrol with her recent iron infusion. Corticosteroids can enhance gastrin
and parietal cell hyperplasia with increased acid secretion diminished gastric
mucus synthesis and suppressed arachidonic acid metabolism and prostaglan-
din (PG) synthesis. Given the patient’s gastric mucosa was already compro-
mised from the recent corticosteroid use, the recent EGD with mucosal
manipulation increased her susceptibility of transient bacteremia. This patient’s
underlying valve disease increased the patient’s risk for endocarditis. Many
Lactobacilli spp. are sensitive to ampicillin and penicillin
CONCLUSION: Lactobacillus species is typically associated with a low
virulence but has been shown to cause endocarditis and other infections
The presence of lactobacillus in a blood culture should not be routinely
considered a contaminant, and careful analysis of the patient's clinical status
is required.

A RARE CASE OF LIGHT CHAIN DEPOSITION DISEASE (LCDD)
CAUSING ACUTEKIDNEY INJURY INWALDENSTROMMACRO-
GLOBULINEMIA (WM)
Christopher Terrell, Farrah Ibrahim, Rafik ElBeblawy, Ali Hachem
Internal Medicine, The University of Alabama at Birmingham School of
Medicine Huntsville, Huntsville, AL. (Control ID #3715724)

CASE: A 62-year-old female with a past medical history of WM in remission
treated with chemotherapy four years ago presented with dysuria and fever for
3 days. TheWM diagnosis was preceded by a long history of IgMMGUS that
manifested as anemia and thrombocytopenia. Last IgM level was 646 mg/dL 6
months ago.
Physical exam was benign. Labs results; creatinine 14.1 mg/dL (previously
normal), hemoglobin 7.7 g/dL, and platelets 127,000 per mcL. Total urine
protein was 1.5 grams. IgM level was 4870 mg/dL. Lambda free light chains
were 2721 mg/L with normal kappa light chains. SPEP revealed multiple
monocolonal bands in the gamma region with immunofixation noting a
mononclonal band of IgM lambda with uncertain heavy chain. UPEP
suggested the same.
Urinalysis showed moderate protein, greater than 720 leukocytes/HPF, 35
erythrocytes/HPF, and large bacteria.
She received antibiotics for urinary tract infection. Anemia was corrected with
blood transfusion. She was given intravenous fluids for acute kidney injury
without improvement in creatinine, and other causes of acute kidney injury
were excluded. Acute kidney injury was thought secondary to Waldenstrom’s
relapse. She received Plasmapheresis and IgM levels responded well. Bone
marrow biopsy did not reveal myeloma or amylyoidosis but noted
lymphoplasmacytic lymphoma which was known. Renal biopsy showed light
chain deposition disease. She was started on Bortezomib, Dexamethasone, and
Rituximab. She transitioned to dialysis and required multiple transfusions for
her cytopenias. She was discharge to inpatient rehab and plans to continue
chemotherapy with poor prognosis regarding renal recovery.
IMPACT/DISCUSSION: LCDD is associated with multiple diseases such as
multiple myeloma (MM) and amyloidosis. Some sources note MM involve-
ment around 50% and no significant plasma cell dyscrasia around 17%. The
percent associated with WM is unclear. WM is associated with hyperviscosity
leading to intracapillary pseudothrombi, but it less commonly causes LCDD.
Approximately 80% of cases are kappa chains and 20% of cases are lambda
chains. Lambda light chains are also usually associated with beta-pleated
sheets found in amyloidosis, but bone marrow biopsy was negative for amy-
loidosis and MM.
Multiple organ involvement has been reported including the heart and liver.
However, the kidney is the most commonly affected structure because it filter
light chains. Pathogenesis is characterized by light chain deposition

JGIM S413



accumulation in the extracellular matrix causing thickening of the tubular and
glomerular basement membrane.
LCDD treatment is focused on aggressive treatment of the underlying malig-
nancy in this case as data supports a good hematological response to treatment
is associated with better renal outcomes.
CONCLUSION: 1. LCDD mainly affects kidneys and should be considered
in patients with known or suspected plasma cell dyscrasias
2. Lamba LCDD is not always associated with amyloidosis
3. LCDD treatment is focused on treatment of the underlying cause of disease

A RARE CASE OFMULTIPLE MYELOMA RECURRENCE IN THE
CENTRAL NERVOUS SYSTEM
John Nawrocki1; Kevin J. Hess1; Anthony Tramontozzi2
1Internal Medicine, Christiana Care Health System, Wilmington, DE
2Internal Medicine Residency, Christiana Care Health System, Wilmington,
DE. (Control ID #3705663)

CASE: 59-year-old male with past medical history of atrial fibrillation and
multiple myeloma presented to the hospital with acute-onset right jaw swelling
and pain. He was diagnosed with multiple myeloma two years prior and
received treatment with systemic chemotherapy and autologous stem cell
transplant and was subsequently declared to be in remission.
On exam, his right mandible was swollen and tender to palpation. He was
without any gross neurologic deficits or lymphadenopathy. Computed tomog-
raphy (CT) of the head was pursued which demonstrated mandibular edema
and a non-specific hyperdensity in the left temporal region. This was followed
by magnetic resonance imaging (MRI) which showed abnormal T2 flair
hyperintensity in the left temporal region consistent with vasogenic edema.
The facial swelling was attributed to osteonecrosis of the jaw secondary to
denosumab therapy. Lumbar puncture was performed which demonstrated 62
white blood cells, 84% of which were abnormal plasma cells. Flow cytometry
of the cerebrospinal fluid (CSF) showed abnormal plasma cells with cell
surface markers CD19 and CD20 negative, and CD38, CD56, and CD138
positive. This confirmed CNS multiple myeloma.
He was evaluated by hematology-oncology, radiation oncology, and neuro-
surgery. An Ommaya reservoir was placed and intrathecal chemotherapy was
initiated. After discharge, he received whole brain radiation and was initiated
on systemic chemotherapy with daratumumab, carfilzomib, and decadron.
IMPACT/DISCUSSION: Multiple myeloma with central nervous system
(CNS) involvement is rare, especially as relapsed disease after stem cell
transplantation, which is described only seven times in the literature. CNS
involvement should be suspected in patients with history of multiple myeloma
or other supportive features of a multiple myeloma diagnosis with additional
neurologic symptoms such as visual changes, radiculopathy, headache, and/or
mental status changes. Characteristic findings onMRI include: leptomeningeal
enhancement, intraparenchymal lesions, or both.
Prognosis is poor and thus prompt diagnosis with MRI and lumbar puncture
with flow cytometry, cytology and immunohistochemistry is beneficial as
early initiation of systemic chemotherapy has been shown to prolong survival.
Due to the scarcity of literature, there is no consensus on treatment regimen.
Radiation and intrathecal therapy are often employed, however little benefit
has been shown with these regimens without the addition of systemic therapy.
CONCLUSION: Multiple myeloma with CNS involvement is a rare occur-
rence but should be suspected in patients with prior history of multiple
myeloma or clinical features concerning for multiple myeloma concurrently
with neurologic symptoms and characteristic findings on MRI of the brain.
Although there is no treatment consensus, it is currently recommended that
patients receive a combination of systemic chemotherapy, radiation therapy
and intrathecal therapy, as these treatment modalities can prolong survival.

A RARE CASE OF NEWLY DIAGNOSED AIDS AND CONCOMI-
TANT TB PLEURISY IN ADVANCED AGE
Liana Michaud, Aaron Schluger, Rebecca Glassman, Oleg Epelbaum
InternalMedicine,WestchesterMedical Center Health Network, Valhalla, NY.
(Control ID #3715628)

CASE:A 69-year-old Haitian woman with past medical history of anemia and
recurrent fevers was admitted to our hospital for failure to thrive.While in Haiti
she had not had frequent medical care. During her admission she was found to
be HIV+with CD4 count of 14 and had a loculated right pleural effusion with a
thoracentesis showing a lymphocytic predominant exudative fluid and high
suspicion for active tuberculosis. She underwent pleural biopsy and bronchos-
copy with bronchial alveolar lavage (BAL). Pleural fluid culture was positive
for AFB, though pleural biopsy culture was negative. During her hospitaliza-
tion she required ICU level of care for treatment of septic shock which she
recovered from. She was started on antiretroviral therapy for treatment of HIV
and steroids as immune reconstitution inflammatory syndrome (IRIS) prophy-
laxis. Consequently, she initiated RIPE therapy for presumed TB pleurisy. She
is planned to complete 8 weeks of antimicrobials, and 18weeks of continuation
phase therapy with rifampin and isoniazid. She was also treated with Bactrim
for PCP prophylaxis. Her symptoms improved and she was discharged to
rehab.
IMPACT/DISCUSSION: Recent estimates of the prevalence of HIV in Haiti
are around 1.9%, only accounting for people aged 15-49 years old. The data are
lacking for patients greater than 50 years of age in Haiti. There are rising rates
of newly diagnosed HIV in older individuals. Additionally, many patients who
are undiagnosed and therefore untreated, are at risk for developing well known
complications of poorly controlled HIV infection including opportunistic
diseases such as active tuberculosis. Delay in access to care likely contributed
to our patient’s late-stage presentation. Whether this was a result of bias
involved in her care in Haiti or when she immigrated to the US is unknown.
This case exemplifies that early initiation of ART therapy in treatment of AIDS
in elderly patients is indicated even in the presence of acute infection in the
hospitalized population.
CONCLUSION: In the United States (US) in 2019, there were approximately
34,800 new diagnoses of HIV. Although most of these cases occurred in
people aged 25-29, adults over the age of 55 represent a significant proportion
of new HIV infections. An estimated 18.9% of HIV diagnoses during 2000-
2017 were among foreign born individuals, who were also diagnosed at a later
stage of disease. The prevalence of HIV/tuberculosis (TB) co-infection has
been reported to be approximately 14.84% (95% CI 10.44-19.24) in the US.
However, the occurrence of co infection in undiagnosed patients with HIV is
rare in patients greater than 50 years of age. There are challenges to diagnosing
active TB in HIV positive patients.
Here we presented a Haitian-born individual who received a first-time diag-
nosis of AIDS at the age of 69 years old with concomitant active mycobacte-
rium tuberculosis (MTB) infection.

A RARE CASE OF PEMBROLIZUMAB INDUCED DIABETIC
KETOACIDOSIS
Aayushi Sood, Brihant Sharma, Khyati Khattar
Internal Medicine, Wright Center for Graduate Medical Education, Scranton,
PA. (Control ID #3715951)

CASE: The patient is a 69 year old male who presented to the hospital with
generalized weakness.
His past medical history was significant but not limited to, Hypothyroidism,
Tobacco use disorder, Stage IV Siewert type 2 gastroesophageal junction
adenocarcinoma (cT4N2M1, HER2/FGFR negative, PD-L1 positive) after
completion of one year of chemotherapy.
He was now undergoing immunotherapy with Pembrolizumab, with his first
dose three weeks ago.
Reviews of systems including fever, abdominal pain, nausea, vomiting, poly-
uria, polydipsia were negative. Vital signs were grossly normal. He gave no
personal or family history of diabetes.
On admission venous blood gas demonstrated a high anion gap metabolic
acidosis (pH 7.09, Blood glucose 762 mg/dL, Anion Gap 29 mmol/L, bicar-
bonate 9 mmol/L). Serum Lipase was 23 U/L. HbA1c was found to be 5.9%.
Urinalysis was significant for glucose >500 mg/dl and >80 mg/dl of ketones.
The physical examwas only remarkable for drymucousmembranes. Given the
presentation and lab findings, he was subsequently diagnosed with DKA.
The patient was treated with standard guideline therapy for DKA including
bolus fluids, maintenance fluids and intravenous (IV) Insulin. His anion gap
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closed and blood glucose decreased to under 200. He was transitioned to a
subcutaneous insulin regimen, and discharged on the same.
IMPACT/DISCUSSION: Based on diagnostic workup and exclusion of
probable aetiologies, the patient was diagnosed with pembrolizumab- induced
DKA. In the acute care setting, an autoimmune workup was not done in our
patient. A meta analysis review (Akturk et al, 2017) of 71 cases from 56
publications showed the average ± sd HbA1c concentration was 7.84±1.0% at
presentation. The A1c finding of 5.9%, defined as pre-diabetes, in our patient
makes this an usual presentation. Another meta analysis (Clotman et al, 2018)
demonstrated that these patients presented with variable symptoms, ranging
from asymptomatic hyperglycemia, polyuria, and polydipsia to severe DKA.
DKA was the first sign of diabetes in 30 out of 35 patients(85.7%).
Also, to be noted is a fact that amylase and lipase could be elevated in DKA
associated with pre existing diabetes. What differentiates this from the ICI
induced DKA is the fact amylase and lipase are within the normal range in such
patients.
The pathophysiology of this side effects is still unknown, however several
mouse model studies have shown PD-1 and PD-L1 blockade precipitating
diabetes in prediabetic nonobese diabetic mice. Anti–PD-1 drugs might have
the same effect, and the reduction of PD-1 might activate autoreactive T cells,
resulting in an autoimmune response against pancreatic islet cells.
CONCLUSION: As the use of immunotherapy is expected to increase, it is
essential that clicians become aware of DKA as a rare and life-threatening side
effect of immunotherapy. Blood glucose monitoring during anti–PD-1 therapy
is necessary.

A RARE CASE OF POST TRANSFUSION PURPURA IN A COMMU-
NITY CENTER WITH PRESENTATION OF PULMONARY
HEMORRHAGE
Tejaswi Venigalla1; Manasa Anipindi1; Jaber Monla-Hassan2
1Internal Medicine, Einstein Medical Center Montgomery, East Norriton, PA
2Critical care medicine, Einstein Medical Center Montgomery, East Norriton,
PA. (Control ID #3708362)

CASE: 85-year-old female with medical history of endometrial cancer, CKD
stage IV, chronic anemia requiring blood transfusions, history of ITP diag-
nosed 30 years ago, treated with steroids, IVIG, in remission for 25 years,
presented to the hospital with an occasional cough, dyspnea, gum bleeding 2
days ago that stopped spontaneously and a new rash on the body. She was
recently seen in the hospital 1 week ago for anemia and required blood
transfusion. She had swelling at the transfusion site. On presentation, she had
a chest x-ray which was concerning acute pulmonary edema, but the patient
had no history of CHF but had elevated troponin and BNP. Hemoglobin was
6.7, had a high LDH and low haptoglobin, because of this hemolytic picture it
was followed by Coombs, which was negative. No schistocytes were seen on
peripheral smear. Platelets were less than 3. The suspicion was ITP, was started
on high-dose steroids, and hematology was consulted. This admission went
into acute hypoxemic respiratory failure, requiring emergent intubation. On
intubation, had severe pulmonary hemorrhage requiring frequent suctions, this
was thought to be TRALI. Has received multiple units of prewashed RBCs
(red blood cells). Later she was diagnosed to have PTP- Posttransfusion
purpura and was treated with Intravenous immunoglobin 1mg/kg and high
dose steroids. Platelet count improved to 96 by the time of discharge. She was
gradually tapered down on steroids and was discharged on prednisone to be
tapered off outpatient by hematology.
IMPACT/DISCUSSION: Post-transfusion purpura (PTP) is a delayed trans-
fusion reaction that was first recognized in multiparous women with prior
exposure to human platelet antigen (HPA 1a) via pregnancy or transfusion. It is
an anamnestic response against HPA-1a antigen developing in five to ten days
of transfusion. It can be confused with other transfusion reactions which can
lead to life-threatening hemorrhage. It is common in women and elderly people
with underlying illnesses such as cardiac arrhythmias, leukemia, coagulopathy,
and transplants. The common site of bleeding is mucous membranes. Intracra-
nial hemorrhage and pulmonary hemorrhage occur in rare cases. Thrombocy-
topenia following transfusion should raise suspicion for PTP and diagnosis
requires platelet antibody testing with HPA 1a genotyping. It is treated with

intravenous immunoglobulin, steroids, and plasma exchange. It may persist for
a month after the transfusion.
CONCLUSION: Posttransfusion purpura is a rare life-threatening transfusion
reaction. It usually presents as severe thrombocytopenia. It can cause acute
hypoxemic respiratory failure due to pulmonary hemorrhage. This type of
presentation is often confused with congestive heart failure, pneumonia,
transfusion-associated lung injury, Disseminated Intravascular Coagulation,
hemolytic reaction, and idiopathic thrombocytopenic purpura. Knowing this
presentation is particularly important in the medical community as it is life-
threatening without appropriate treatment.

A RARE CASE OF POWASSAN VIRUS MENINGOENCEPHALITIS
C O M P L I C A T E D B Y D I A B E T E S I N S I P I D U S
PANHYPOPITUITARISM HYDROCEPHALUS AND CEREBELLAR
TONSILLAR HERNIATION IN A YOUNG FEMALE
Arifa Javed, Olushola Ogunleye, Sheikan Elnigomy, Pang Lam, Rehan Ahmad
Internal Medicine, Nuvance Health, Poughkeepsie, NY. (Control ID
#3716410)

CASE: A 39-year-old previously healthy female New York State resident
presented to the ER ten days following a tick bite with fever, headache, nausea,
vomiting, diarrhea, and cranial nerve palsy. She did not meet hospitalization
criteria and was sent home on oral doxycycline. Two days later, she was
brought back to the ER with progressive weakness and fatigue. Examination
indicated fever (103°F), confusion, left upper extremity rigidity, and no neck
rigidity. Laboratory evaluation showed mild anemia, thrombocytopenia,
hyponatremia, and elevated liver enzymes. CT angiogram of the head and
neck, initial CT head, and chest x-ray showed no acute pathology. Patient
underwent a spinal tap in the ER, revealing findings consistent with aseptic
meningitis. Viral encephalitis panel and cultures were sent. Patient was admit-
ted to the ICU and placed on acyclovir, doxycycline, ceftriaxone, and
vancomycin. On Day 2, she developed status epilepticus requiring emergent
intubation and loading with antiepileptics. On Day 3, she rapidly developed
hypernatremia (170-175 mmol/L). Serum osmolality, urine osmolality, and
urine sodium indicated diabetes insipidus.
Pituitary hormone evaluation showed evidence of panhypopituitarism. On Day
4, repeat CT head showed massive brain edema, new hydrocephalus, and
cerebellar tonsillar herniation. Emergent ventriculostomy was planned but
not performed because EEG and neurologic examination indicated brain death.
CSF encephalitis panel returned positive for Powassan virus. The patient’s
family elected to withdraw care.
IMPACT/DISCUSSION: Powassan virus meningoencephalitis has an incu-
bation period of 8 to 34 days. It is rapidly progressive from symptom-onset to
death, as seen in our patient. No vaccine or curative treatment is currently
available. Definitive laboratory diagnosis is often delayed, so a high level of
suspicion is necessary for timely supportive care. It has a 10% case fatality rate,
especially in adults aged ≥50 years, while 1 in 2 survivors have long-term
neurologic sequelae. Powassan virus meningoencephalitis appears to have a
male predilection; only a handful of cases have been reported in females.
Altered sensorium, cerebellar symptoms, temporal lobe involvement, and
hemiplegia are frequent manifestations. Although common in children,
seizures rarely manifest in adults. Diabetes insipidus, hydrocephalus, and
cerebellar tonsillar herniation have been reported but are rare. Upon review
of the literature, to our knowledge, this is the first report of panhypopituitarism
associated with Powassan virus meningoencephalitis.
CONCLUSION:Clinicians should consider Powassan virus in the differential
diagnosis of aseptic meningitis and encephalitis during appropriate seasons in
endemic areas. Intracranial pressure monitoring should be considered in unre-
sponsive patients to help identify cases for early intervention.

A RARE CASE OF SARCOIDOSIS WITH PULMONARY, BONE
MARROW, AND HEPATIC INVOLVEMENT IN AN ASIAN MALE
PATIENT
Ragul Yuvaraj1; Emma Smith2; Tyler Pretzlaff3; Venkata SKK Pulivarthi5;
Osama Qasim Agha4
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1Internal Medicine, Creighton University School of Medicine, Omaha, NE
2Internal medicine, Valleywise Health Medical Center, Phoenix, AZ
3Internal Medicine, Creighton University, Omaha, NE
4Internal Medicine, Creighton University School of Medicine Phoenix Re-
gional Campus, Phoenix, AZ
5Internal Medicine, Creighton School District 14, Phoenix, AZ. (Control ID
#3716408)

CASE: 37-year-old Burmese, Hakha Chin-speaking male with a history of
non-ischemic cardiomyopathy, hypertension, and nephrotic syndrome,
presented with dyspnea and fever for two days. He immigrated fromMyanmar
10 years ago and worked as a sushi chef with no alcohol, drug, or tobacco use.
Vitals were significant for a temperature of 39 C with an unremarkable
physical exam. Labs were significant for pancytopenia (WBC 2.4 k/uL, Hgb
9.8 g/dL, Plt 117 k/uL).
CT chest showed right lower lobe consolidation. He was started on IV
antibiotics to treat community-acquired pneumonia. However, the patient
continued to have daily fevers despite broadening antibiotics with a negative
infectious workup. Surprisingly on day 15 of admission, patient started having
hypercalcemia at 11.7 mg/dl and transaminitis. Additional labs showed ele-
vated 24-hour urine calcium, 1,25-hydroxyvitamin D, and ACE levels and
decreased 25-OHVitamin D, and PTH. He was started on IV fluids, Calcitonin
and Zoledronic acid for hypercalcemia. Repeat CT chest showed development
of diffuse bilateral ground-glass nodularity. A transbronchial biopsy, bone
marrow biopsy, and liver biopsy showed noncaseating epithelioid granulomata
with negative staining for microorganisms. A diagnosis of sarcoidosis was
made after excluding other etiologies for granulomatous diseases and the
patient was started on PO prednisone with rapid resolution of fevers and
hypercalcemia. The patient was discharged home with close outpatient
follow-up.
IMPACT/DISCUSSION: Sarcoidosis may present atypically without typical
features of hypercalcemia or hilar lymphadenopathy. In this case sarcoidosis
manifested as fever, unilateral lung infiltrates, and pancytopenia. Another
unique aspect of this case was that this patient was Hakha Chin-speaking only.
The translation technologies available did not have this language available with
the closest language being Burmese. Unfortunately, the Burmese translator and
patient had difficulty understanding each other due to the differing dialects. As
such, we were essentially reliant upon the patient's relatives for translation.
We were able to set scheduled times for telephone translation throughout the
day that coincided with relatives' work breaks. This method carried risks of
bias and misunderstanding with remote translation and potential lack of direct
equivalence between English and Hakha Chin verbiage. This barrier also posed
a significant hurdle to discharge as the patient required multiple follow-ups
with specialists. Overall, this case adds to the literature because of its atypical
manifestation in an East Asian male that spoke a language inaccessible by
traditional translation methods.
CONCLUSION: Sarcoidosis can present in many ways, and this case is an
excellent example of sarcoidosis presenting as sepsis with lung consolidation.
Patients with a rare disease who speak a language not available by traditional
interpretation services may require significant additional guidance to ensure
outpatient follow up.

A RARE CASE OF SPONTANEOUS TUMOR LYSIS SYNDROME IN
METASTATIC MELANOMA
Ashley Vojtek1; Christian Menezes1; Robert Decker2; Saro Sarkisian2;
Bradley Lash2
1Internal Medicine, Lehigh Valley Health Network, Allentown, PA
2Hematology Oncology, Lehigh Valley Health Network, Allentown, PA.
(Control ID #3711005)

CASE: A 70-year-old male with a remote history of melanoma on his scalp
removed with clear margins by Mohs surgery 2 years prior presented to his
primary care physician with right upper quadrant abdominal pain ongoing for
months. CT scan abdomen and pelvis demonstrated innumerable liver masses.
Biopsy confirmed metastatic melanoma. Routine pre-treatment laboratory
testing revealed serum creatinine 14.90 mg/dL (1.02 three weeks prior),

BUN 156 mg/dL, potassium 6.8 mmol/L, calcium 7.2 mg/dL, total bilirubin
7.7 mg/dL (previously 0.7), and lactate dehydrogenase 3245 U/L. He was
admitted to the intensive care unit for anuric renal failure. Renal ultrasound
demonstrated diffuse increased cortical echogenicity bilaterally without ob-
struction. Additional laboratory evaluation revealed phosphorus 10.5 mg/dL.
Due to multi-system organ failure in the setting of metastatic malignancy, the
patient and his family elected to pursue hospice care.
IMPACT/DISCUSSION: Tumor lysis syndrome is defined by meeting two
of the Cairo-Bishop laboratory criteria which include hyperkalemia,
hyperphosphatemia, hyperuricemia or hypocalcemia within seven days of
cancer treatment. Spontaneous tumor lysis syndrome is diagnosed by the same
criteria in untreated malignancy. Spontaneous TLS as a complication of
melanoma, as in this case, is exceedingly rare with less than ten reported cases
in documented literature. Management was limited in this patient due to
progressive malignancy with multi-system organ failure. In patients at high
risk for TLS, preventative measures with adequate hydration and use of uric
acid lowering therapies are usually undertaken. The typical approach to treat-
ment is dependent on early identification, initiation of uric acid lowering
therapies and hydration. In severe cases, patients may require renal replace-
ment therapy due to uric acid crystallization within the renal tubules. Hyper-
uricemia and electrolyte abnormalities result from the rapid lysis of cells. Acute
renal failure occurs as a result of uric acid crystal deposition within renal
tubules leading to partial or complete obstruction of collecting ducts, renal
pelvis, or ureter. Uric acid lowering therapy via allopurinol or rasburicase is
critical in preventing urate nephropathy. While rare, patients with a high cell
turnover in solid malignancy are at risk for TLS and spontaneous TLS.
CONCLUSION: Key points to recall are an emphasis of prompt recognition
and treatment to prevent severe consequences.

A RARE CASE OF STAPHYLOCOCCUS LUGDUNENSIS INFEC-
TIVE ENDOCARDITIS COMPLICATED BY COMPLETE HEART
BLOCK POST-OPERATIVELY
Nneka U. Chukwu1; Samuel Lee1; Olushola Ogunleye1; Kamran Haleem2

1Internal Medicine, Vassar Brothers Medical Center, Poughkeepsie, NY
2Cardiology, Vassar Brothers Medical Center, Poughkeepsie, NY. (Control ID
#3707083)

CASE: Patient is a 59-year-old previously healthy male non-intravenous drug
user who presented to our emergency room with complaints of fever, myalgia
and fatigue of one-week duration. At presentation, examination was significant
for low-grade fever of 100°F, splenomegaly and new-onset systolic murmur at
cardiac apex. Complete blood count revealed mild anemia with hemoglobin
concentration of 11.4 g/dL, elevated ESR of 140 mm/hr, and CRP of 10.9 mg/
dL. On imaging, chest x-ray showed bilateral pleural effusion, chest CT
suggestive of bilateral parenchymal opacifications and effusions consistent
with congestive heart failure as well as mediastinal and hilar adenopathy.
Tick- borne disease serologies, HIV, ANA, Myeloperoxidase, Proteinase-3,
and Angiotensin Converting Enzyme assay were negative. Patient was com-
menced on intravenous antibiotics; ceftriaxone and vancomycin due to concern
for infectious etiology. Blood cultures were obtained on day 1, and by day 2
results revealed growth of Staphylococcus lugdunensis in aerobic and anaero-
bic bottles, he was then switched to IV cefazolin based on culture susceptibility
pattern. Bedside transthoracic echocardiogram showed evidence of a large
multilobed mitral vegetation with normal ejection fraction.
Transesophageal echocardiogram confirmed a 2.8 x 1.5 cm vegetation on the
anterior leaflet of the mitral valve with severe mitral regurgitation and perfo-
ration; no other valvular involvement was seen. Consequently, the cardiotho-
racic surgery teamwas consulted and decisionwasmade to proceedwith mitral
valve replacement. He underwent successful mitral valve replacement on day
4. The procedurewas complicated by development of a complete heart block in
the first few hours post-surgery and was temporarily dual chamber paced, he
further received a permanent pacemaker on day 10.
Patient wasmonitored in the ICU post cardiac surgery and discharged home on
Day 11 to complete a 6-week course of Cefazolin.
IMPACT/DISCUSSION: Staphylococcus lugdunensis is a coagulase-
negative staphylococcus that usually colonizes the skin as part of the normal
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flora. When it causes infection, the skin and soft tissues are predominantly
affected.
Bloodstream infections can be aggressive, and workup for IE should always be
completed. Typical valvular pathology caused by Staphylococcus lugdunensis
involves bulky leaflet vegetation commonly involving left-sided native heart
valves. Patients who develop heart block from endocarditis often do so prior to
valvular replacement not as a complication post-replacement as seen in our
patient. Possible mechanisms of heart block may have been disruption of
cardiac conduction fibers or blood supply from the atrioventricular nodal artery
which occasionally runs close to the mitral valve annulus, during surgery.
CONCLUSION: This case highlights the importance of identification of rare
causes of infective endocarditis, as well as early intervention and recognition of
complications in patients with Staphylococcus lugdunensis endocarditis.

A RARE CASE OF STEC-HUS TRANSITIONED TO AHUS (ATYPI-
CAL HUS) IN A RENAL TRANSPLANT PATIENT
Nikita Dahake5; Shivani Shah1; Syed Azharuddin2; Maitreyee Rai3; Deep
Shah4; Briana DiSilvio2
1Internal Medicine, Allegheny General Hospital, Pittsburgh, PA
2Division of Pulmonary Critical Care Medicine, Allegheny General Hospital,
Pittsburgh, PA
3Division of Hematology andMedical Oncology, Allegheny General Hospital,
Pittsburgh, PA
4Department of Hematology and Cellular Therapy, Allegheny General Hospi-
tal, Pittsburgh, PA
5Drexel University College of Medicine, Philadelphia, PA. (Control ID
#3689039)

CASE:A 55-year-old male with history of type 1 diabetes mellitus and ESRD
with kidney transplant in 2013 on tacrolimus and mycophenolate presented
with a 3-day history of nausea, vomiting, and diarrhea. He denied fevers, recent
antibiotic use, or sick contacts, but recently ate a hamburger at a restaurant. His
stool was positive for shiga toxin. Labs included hemoglobin 12.4g/dL,
platelets 144x10^3/mcL, creatinine 5.3mg/dl, total bilirubin 0.2mg/dl, lactate
dehydrogenase 407U/L, haptoglobin <10mg/dl, reticulocyte count(%) 2.85.
Peripheral smear showed schistocytes.
ADAMTS13 activity was 55% making TTP unlikely. Transplanted kidney
biopsy showed fibrinoid necrosis of afferent arterioles with fibrin thrombi,
glomerular endothelial swelling, neutrophils with karyorrhectic debris, and
glomerular basement membrane reduplications diagnosing thrombotic
microangiopathy(TMA) with no acute T-cell mediated rejection. This was
presumed shiga toxin-producing Escherichia coli mediated HUS(STEC-
HUS) and managed conservatively.
His renal function continued to decline and developed encephalopathy sec-
ondary to uremia. He also developed muscle rigidity. Hemodialysis and
intubation for airway protection were required. His LDH rose, platelet count
and haptoglobin dropped, and mental status worsened.
Differential included refractory STEC-HUS or STEC-HUS transitioned to
aHUS versus tacrolimus-induced TMA. Precautionarily, tacrolimus was
switched to belatacept for immunosuppression but given the long-term use of
tacrolimus and most cases being early in the treatment course, the latter was
less likely. Plasmapheresis was started to preserve renal graft until eculizumab
was procured. Renal function, mental status, and muscle rigidity markedly
improved after plasmapheresis and initiation of eculizumab.
IMPACT/DISCUSSION: TMA is characterized by thrombocytopenia,
microangiopathic anemia and organ injury. HUS is a TMA syndrome which
specifically presents with kidney damage. The most common subtype is
STEC-HUS caused by O157:H7 serotype enterohaemorrhagic E. coli, and
treatment is supportive. A less common subtype is aHUS caused by genetic
or acquired disorders leading to the dysregulation of the complement system.
Long-term management of aHUS consists of indefinite eculizumab treatment,
a humanized monoclonal antibody targeting complement C5.
Discontinuation may lead to recurrences of TMA and renal failure.
aHUS can also be characterized by altered mental status, seizures, and extra-
pyramidal symptoms, as seen in this patient. The improvement in patient’s
status after initiation of plasmapheresis and eculizumab supports the diagnosis
of a transition of STEC-HUS to aHUS. Prompt treatment with plasmapheresis

should be initiated before starting eculizumab treatment, especially when
transplanted renal grafts can be saved.
CONCLUSION: This case elucidates the importance of keeping aHUS in the
differential for non-improving kidney function in patients with proven shiga
toxin, as STEC-HUS can evolve to refractory or aHUS.

A RARE CASE OF THORACIC AORTITIS ASSOCIATED WITH
MYELODYSPLASTIC SYNDROME
Cindy Fang, Alexander Bareis
Medicine, New York University, New York, NY. (Control ID #3694045)

CASE: A 75 year-old man with no significant history presented with four
weeks of malaise and lower extremity rash, five days of cough and rhinorrhea,
and one day of pleuritic chest pain that he attributed to incessant coughing. On
arrival he was febrile to 38.3 Celsius and tachycardic to 120 beats per minute.
His exam was notable for petechial rash over the bilateral lower extremities.
His labs were significant for leukocytosis to 14.7 x10*3/μL, hemoglobin of 6.3
g/dL and platelet count of 40 x10*3/μL. Blasts and tear drop cells were
observed. Bone marrow biopsy confirmed myelodysplastic syndrome (MDS)
with excessive blasts. He also tested positive for respiratory syncytial virus.
A Chest CT angiogram revealed marked thickening of the proximal
descending aorta with extensive infiltration in the surrounding mediastinal fat
compatible with active aortitis. There were also multifocal ill-defined ground
glass opacities consistent with viral infection, but no pulmonary embolism.
Thorough infectious workup was performed to rule out bacterial and fungal
etiologies. Rheumatologic serologies including antinuclear antibody, rheuma-
toid factor, and angiotensin-converting enzyme were negative. 1 mg/kg of
prednisone was started for presumed paraneoplastic aortitis secondary toMDS.
He was also started on azacitidine and venetoclax for high-risk MDS after
discharge. A repeat CT scan after months later revealed resolution of aortitis.
IMPACT/DISCUSSION: Aortitis refers to the inflammation of the aorta and
can be categorized as infectious or inflammatory. Although the most common
causes of aortitis are large vessel vasculitides such as giant cell arthritis and
Takayasu arthritis, it is important to rule out infectious etiologies as immuno-
suppressive therapies can worsen an infectious process, and missing an infec-
tious aortitis can be fatal. It was an especially important distinction in our
patient who presented with a fever that could be explained by a concomitant
viral infection and was also expected to start treatment for his MDS.
It has been estimated that 10 to 20 percent of MDS patients present with or
develop systemic inflammatory or autoimmune conditions. MDS-associated
aortitis is rare but has been described in case reports. Although the exact
pathogenesis is unknown, it has been postulated that dysfunctional T cells
from underlying dysplastic hematopoiesis may play a role in large vessel
arteritis. Patients with aortitis can present with pain, fever, arterial insufficien-
cy, or aneurysm. The varied and non-specific symptoms can make diagnosing
aortitis challenging. Because the presence of an autoimmune disorder is
associated with worse prognoses in patients with MDS, it is important to not
miss aortitis for its prognostic and management implications.
CONCLUSION: Myelodysplastic syndrome-associated aortitis is a rare au-
toimmune entity and can be difficult to diagnose given the nonspecific clinical
presentation, but is important to consider given its prognostic and management
implications.

A RARE CASE REPORT OF CHRONIC KIDNEY DISEASE SEC-
ONDARY TO LEUKOCYTE CHEMOTACTIC FACTOR 2
AMYLOIDOSIS
Jaspreet Sian
Internal Medicine, Creighton Alliance: St. Joesph's Hospitals and Medical
Center, Phoenix, AZ. (Control ID #3716289)

CASE: 72 year old Hispanic female fromMexico with diabetesmellitus type 2
complicated by diabetic nephropathy and hypertension presented to the hos-
pital for weakness and dizziness for the past 4 days. Vitals were normal.
Physical examination was significant for 1+ pitting edema in the lower ex-
tremities. Labs were significant for BUN of 61 mg/dL, Creatinine of 4.29 mg/
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dL, baseline Creatinine one month ago was 2.3 mg/dL, and bicarb of 18 mg/
dL. Urine Creatinine was 44.62. mg/kg, sodium of 40 mg. Urine analysis
showed small blood, 100 mg protein. Urine protein to Creatine ratio was 3571
mg/kg/24 h. Renal ultrasound showed normal kidney size, renal cysts and non-
obstructing 7mm left renal calculus. Patient was started on normal saline at 100
mL/hr and bicarbonate with Cr not improving. Nephrology was consulted and
patient was started on Lasix 20 IV BID. Patient started to urinate and swelling
started to decrease however Creatinine remained elevated above 4 mg/dL.
ANCA was negative, hepatitis B and C was negative, HIV was negative,
complement fixation was negativePatient had been diagnosed with diabetic
nephropathy in Mexico and a renal biopsy had never been completed. Upon
further history, it was discovered that the patient diabetes was diagnosed 5
years ago controlled on metformin, diet and exercise and hemoglobin A1c was
7. A CT guided renal biopsy was completed which showed approximately
20% cortex and there showed a chronic inflammatory infiltrate present within
the fibrotic interest issue within the cortex interstitium there is a deposition of
protein material that is positive by Congo red with green birefringence upon
polarization the same material is locally present within the arteries as well as
the sclerotic glomeruli and an immunohistological stain for LECT 2 is positive
within the material. Patient was diagnosed with LECT2 amyloidosis.
IMPACT/DISCUSSION: Leukocyte chemotactic Factor 2 (LECT 2) amy-
loidosis is a rare disorder with atypical presentation. Unlike other amyloidosis
there is no cardiac involvement and it presents later in life with a mean age
being 70 years. One third of patient do not patient have proteinuria, urine
sediment is unremarkable, and full nephrotic syndrome is rare. Therefore,
many patient’s do not receive a kidney biopsy or are usually diagnosed with
diabetic or hypertensive nephropathy not requiring a biopsy. Histologically, it
will affect the cortical interstitium in comparison with other forms of amyloid-
osis. Although survival rates are higher for patient with LECT-2 amyloidosis
due to lack of other organ involvement in particular cardiac, 30% cases do
rapidly progress to end stage renal disease and patient are usually started in
dialysis. No other treatment has been established for this.
CONCLUSION: In conclusion, it is important to consider other causes of
chronic kidney disease, especially when there is a dramatic change in creati-
nine in a short period of time; and diagnostics, timing and disease condition do
not fit the diagnosis

ARARECAUSEOFCRYPTOGENIC STROKE, A CASEOFCYSTIC
MYXOMA
Palwinder Sodhi, Parag A. Tipnis
Medicine, University of Wisconsin-Madison, Madison, WI. (Control ID
#3716277)

CASE: The patient (CD) is a 47-year-old female with asthma and hypothy-
roidism who presented with chest discomfort and left arm numbness. CD had
palpitations intermittently for the past five years, but no other symptoms and
her echo was normal.
CD is on levothyroxine. There is no family history of stroke. She denies
smoking, drug or alcohol use.
On examination, CD was in no distress. Neuro exam was normal. Lungs were
clear. There was a normal S1 and S2 with no murmurs. There were no rashes.
CT head showed a small stroke in the right occipital lobe. ECG showed sinus
rhythm. Data showed normal blood counts, basal metabolic panel and cardiac
markers. TTE showed normal systolic function and valve function, but the atria
were not well seen.
CD was thought to have a cryptogenic stroke and she was referred for a TEE
showed normal systolic function, normal valve function, and a small secundum
atrial septal defect (ASD). A 3 cm mobile, net-like structure with a stalk seen
superiorly in the left atrium.
Cardiac Magnetic Resonance (CMR) demonstrated the left atrial mass during
the perfusion sequence, with a stalk adjacent to the right lower pulmonary vein.
Cause of the tumor was not clear, but due to the size of the tumor, CD
underwent surgical resection and was found to have a large cystic mass with
a stalk between the right upper and lower pulmonary veins. A small ASD was
closed. Pathology showed a 4X3 cmmucoid, gelatinous, and yellow-tan tissue
with a grape-like appearance. Immunostaining showed CD31 stains highlight-
ing blood supporting a diagnosis of myxoma.

CD remains symptom free in follow-up.
IMPACT/DISCUSSION: Stroke is the 5th leading cause of death in the US
and cryptogenic strokes account about 30% of all strokes of which 30% are
cardiac related. Initial work-up of cryptogenic strokes include cardiac testing.
In our case, cardiac imaging showed a cardiac tumor. Primary cardiac tumors
are extremely rare with an incidence of less than 0.1%; however, metastatic
disease to the heart is more common. Primary cardiac tumors are generally
found incidentally. In adults, most cardiac tumors are benign and malignant
tumors are rare. Myxomas are the most common, papillary fibroelastomas and
lipomas are next often seen. Paragangliomas and sarcomas are most common
malignant tumors.
Myxomas are pedunculated and gelatinous ranging in size 1 to 15 cm in
diameter. 35% are friable or villous which can lead to emboli. 80% originate
in the left atrium at the atrial septum. In this case the myxoma had an atypical
origin and was cystic rather than solid appearing.
Symptoms are due to valve obstruction, systemic embolization, and cytokine
production. Echo can show the presence and mobility of the mass. CMR can
help further classify the cardiac tumor. Surgical resection is recommendedwith
a good prognosis. Resection prevents embolization, symptoms, and sudden
death.
CONCLUSION: Cardiac myxomas are rare but can be a cause of cryptogenic
stroke. Prompt resection prevents complications of embolization and
symptoms.

A RARE CAUSE OF UPPER GASTROINTESTINAL BLEEDING-
GASTRIC NEUROENDOCRINE TUMOR
Gonca Ozcan1; Jasmin Hundal2; Teresa Da Cunha2; Dheera Grover1; Nikola
Perosevic3
1Internal Medicine, UConn Health, Hartford, CT
2Internal Medicine, University of Connecticut, Hartford, CT
3Medicine, Saint Francis Hospital and Medical Center, St. Francis Hospital,
CT. (Control ID #3706010)

CASE: Introduction: Neuroendocrine tumor (NET) of the stomach is a rare
tumor derived from enterochromaffin-like (ECL) cells of the stomach. Gastric
NETs are generally clinically silent but rarely can present with gastrointestinal
bleeding.
Case Presentation: A 57 years-old man with a history of arthritis presented to
the emergency department with one episode of melena. He reported associated
fatigue, lightheadedness, and decreased appetite for one week. On presenta-
tion, the patient was afebrile, hypertensive, diaphoretic. Initial blood workup
was significant for hemoglobin of 7.2 g/dl hematocrit of 21.5 %, BUN to
creatinine ratio of 41. Consequently, he was admitted for gastrointestinal
bleeding and treated with blood transfusion and IV iron infusion.
Eesophagoduodenoscopy revealed a 3.5 cm fungating mass in the cardia of
the stomach, with normal duodenum, without erosions or ulcerations.
Hemospraywas used on the mass to quell bleeding, and biopsies were obtained
at that time. CT chest abdomen pelvis demonstrated 7.5 x 5.5 cm mass in the
lesser curvature extending to the cardia and the hepatogastric ligament. Biopsy
revealed a well-differentiated grade 1 neuroendocrine gastric tumor, positive
for synaptophysin and chromogranin, Ki-67 index 2%. He underwent total
gastrectomy with Roux-en-Y reconstruction and feeding jejunostomy. All
surgical margins were free of tumor, no distance metastasis seen, but four
out of twenty-one lymph nodes were positive for malignancy. Preoperative
serum gastrin and serotonin levels were within normal limits, but serum
chromogranin A was elevated. Tumor clinically staged as Stage 3 low-grade
gastric carcinoid and fully resected with clear margins; hence no adjuvant
therapy was indicated.
The patient is currently on active surveillance.
IMPACT/DISCUSSION: Gastric NETs are rare gastric tumors, and their
prevalence is rising. They are usually slow- growing tumors and are clinically
silent but rarely can present with gastrointestinal bleeding. Gastric NETs are
divided into three types: type 1 is associated with achlorhydria, such as
pernicious anemia or atrophic gastritis. Type 2 is associated with gastrinoma,
Zollinger Elison syndrome, MEN. Type 3 is related to atypical carcinoid
syndrome, and serum gastrin levels are normal, unlike other types. Treatment
and prognosis are determined by the tumor's grade and stage. Endoscopic
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resection, surgery, somatostatin analog therapy, peptide receptor radioligand
therapy, chemotherapy, liver targeted therapy (radiofrequency ablation, bland
embolization, and chemoembolization), and symptomatic treatment are all
available treatment options.
CONCLUSION: Gastric neuroendocrine tumors can present with various
symptoms, but gastrointestinal bleeding is an uncommon manifestation. It is
crucial to distinguish the diagnosis of g-NET from other causes of gastrointes-
tinal bleeding as treatment differs. Early recognition and diagnosis of gastric
neuroendocrine tumors can lead to a better patient outcome.

A RARE INSTANCE OF AN ABDOMINAL CUTANEOUS
METASTATIC LESION
Tyler J. Mumm
Internal medicine, Detroit Medical Center, Detroit, MI. (Control ID #3703592)

CASE: A middle-aged female with a history of diabetes and hypertension
presented to the emergency room with a chief complaint of nausea, vomiting
and diffuse abdominal pain. Approximately one week prior, she had presented
with similar complaints and was diagnosed with symptomatic cholelithiasis.
She had outpatient follow-up with general surgery and had a CT scan
performed, which showed a nodular liver with a 6 x 4.5 cm mass in the lateral
left hepatic lobe with associated smaller metastasis. Additionally, metastatic
foci were seen within the omentum in the left lower quadrant and near the
umbilicus. She was referred for follow-up with GI oncology but presented
again to the hospital before that appointment for worsening abdominal pain.
Repeat CT scan at that time showed a high-grade large bowel obstruction with
infiltrative adhesions from the mesentery. She was boarded for a diverting
colostomy with biopsy, and those findings were consistent with adenocarci-
noma of colonic origin. She was discharged after one week.
Approximately six months later, she had been tolerating treatment with five
rounds of FOLFOX, but it was noted that she had developed palpable omental
lesions predominately near the umbilicus as well as an initial painless skin
implant. Given the fact that there was no intraluminal mass detected on any of
her imaging, a biopsy was performed and repeat tumor markers were sent. It is
now believed that her primary tumor is more likely to be cholangiocarcinoma
rather than colonic carcinoma. She is pending repeat PET/CT for further
evaluation.
IMPACT/DISCUSSION: Diagnosis of cutaneous metastasis is rare, but can
be seen in a variety of cancers including both cholangiocarcinoma and slightly
more frequently from primary colon cancers. Historically, this development
was seen as a poor prognostic indicator, leading to a transition from curative to
palliative measures. Palliative chemotherapy with gemcitabine and cisplatin
were the approved regimen. There have been several case reports of new
chemotherapy regimens, with varying levels of success. In this particular case,
the development of the cutaneous skin lesion on the abdomen lead to a
reevaluation of the initial diagnosis. This signaled the unfortunate progression
and, ultimately, a poorer prognosis for the patient.
CONCLUSION: This case report demonstrates a rare instance of a clesion
that was first detected by the patient on the abdomen and signaled progression
of her diseases. This rare occurrence ultimately led to further investigation of
the origin of the primary cancer.

A RARE MANIFESTATION OF HIP PAIN: GLUTEAL COMPART-
MENT SYNDROME
Mary Fok1,3; Kellie Kitamura2,1
1Emergency Medicine, University of California Los Angeles David Geffen
School of Medicine, Los Angeles, CA
2Emergency Medicine, UCLA Medical Center Olive View, Sylmar, CA
3Internal Medicine, UCLAMedical Center Olive View, Sylmar, CA. (Control
ID #3715081)

CASE: A healthy 26 year old female presents to the emergency department
with acute onset right hip pain. She reports waking up after a night of drinking
alcohol with intense hip pain and right leg paresthesia. Patient recalls possibly
falling on her right side multiple times. On physical exam vital signs were

temperature of 37 degree Celsius, blood pressure 110/72, heart rate 76, respi-
ratory rate 19, and pulse oximetry was 96% on room air. Patient had mildly
diminished sensation along right lower extremity, exquisite tenderness to
palpation along right gluteal region, hip, and lateral thigh, and palpable
extremity pulses. Range of motion of right leg was limited due to significant
pain. Labs were significant for a WBC of 17.2, AST 689, ALT 187, CRP 28,
and CK more than 45,100. Urinalysis showed large blood with 0-2 RBCs. CT
of hip and pelvis showed findings concerning for myositis with diffuse deep
subcutaneous edema and gas in proximal lateral right upper leg with fluid deep
to the right iliotibial band and asymmetric enlargement of the right piriformis
muscle with surrounding inflammatory changes. Patient was started on intra-
venous fluids and antibiotics and fasciotomy and decompression were
performed which revealed dark and dusky gluteal medius with decreased
contractile activity. The wound was then evaluated serially for sequential
tightening and closure. Creatinine kinase continued to downtrend and wound
care arranged outpatient.
IMPACT/DISCUSSION: Acute compartment syndrome (ACS) oftentimes
develop after trauma or forceful direct injury to a tissue compartment. ACS
mostly involves the extremities and rarely involves the gluteal region. Gluteal
compartment syndrome is extremely rare and can be seen in prolonged
immobilization due to loss of consciousness. Symptoms present in a stepwise
fashion and involve rapid progression over a short period of time. These
include pain out of proportion to apparent injury, persistent deep burning pain,
and paresthesias. Physical exam findings include diminished sensation, weak-
ness, pain with passive stretch of muscles, and even paralysis. Lab findings
include elevated creatinine kinase and myoglobinuria. Early recognition of
diagnosis and appropriate management are important to prevent complications
of sepsis, renal failure, and death. Medical management includes adequate
analgesia and fluid resuscitation to prevent worsening tissue injury. Surgical
consultation and fasciotomy to decompress involved compartments are the
definitive treatments. This patient had prolonged immobilization and repeated
blunt trauma leading to the increased risk of developing gluteal compartment
syndrome. Patient’s physical exam findings, lab findings with elevated CK,
AST, ALT, and evidence of myoglobinuria, and CT findings were all highly
suggestive of gluteal compartment syndrome.
CONCLUSION: Gluteal compartment syndrome is rare and early clinical
suspicion is crucial to prevent serious complications. Treatment involves
pharmacotherapy and surgical interventions.

A RARE PRESENTATION OF DRUG INDUCED AUTOIMMUNE
HEPATITIS AND MALE ENHANCING SUPPLEMENTS
Juan Enciso, Ruhi Vasavada-Patel, Rana Daas
Internal Medicine, University of South Florida, Tampa, FL. (Control ID
#3715421)

CASE: A 45-year-old male with a history of hypertension, hyperlipidemia,
alcohol use disorder, male enhancing supplement use, presented for abdominal
pain with emesis. Workup notable for elevated serum iron, ferritin, aspartate
aminotransferase, alanine aminotransferase, alkaline phosphatase, total biliru-
bin, and Immunoglobulin G, as well as positive anti-mitochondrial antibody,
and anti-smooth muscle antibody. Given increased values, viral hepatitis
panels, Cytomegalovirus, Epstein-Barr virus, and antinuclear antibody levels
were obtained, all of which were negative.
Imaging including computer tomography of the abdomen revealed a nodular
liver contour consistent with liver cirrhosis. Magnetic resonance imaging of the
abdomen displayed lobulated hepatic contrast with confluent fibrosis. The patient
underwent trans-jugular liver biopsy with pathology remarkable for portal in-
flammation with lymphoplasmacytic and eosinophilic infiltrate with no evidence
of parenchymal or mesenchymal iron deposition, or significant fibrosis.
IMPACT/DISCUSSION: This case highlights a potential ramification from
the consumption of unregulated supplements and their conversion to patho-
logic metabolite neoantigens, a process that remains unknown. When consid-
ering autoimmune hepatitis (AIH), findings of lymphoplasmacytic and eosin-
ophilic predominance can suggest a dichotomous process, involving both AIH
and drug induced liver injury (DILI). When presented together, one should
suspect a diagnosis of Drug-induced autoimmune hepatitis (DIAIH). Although
the distinction between AIH and DILI remains a challenge, pathologic
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evidence is not always warranted, and clinical diagnostic tools such as AIH
scores, can aid in diagnosis. DIAIH has been associated with other biological
agents including Nitrofurantoin, Minocycline, Clometacin and Alpha-Methyl
Dopa in published case reports. This is the first known case of DIAIH to stem
from an over-the-counter male enhancing supplement. This case is particularly
unique due to the lack of regulation over these supplements, making it nearly
impossible to identify the offending agent within the supplement. Typically,
AIH is known to be treated with lifelong courses of steroids. In the case of
DIAIH, prior case reports have shown that by removing the offending agent, a
shortened course of steroids will suffice for complete remission.
CONCLUSION: DIAIH does not have a “gold standard” diagnosis as it can
have varying pathological findings with components of both DILI and AIH. A
clinical diagnosis with thorough medical history and diagnostic scoring tools
may be sufficient for treatment.
While AIH and DIAIH are treated similarly, the lifelong sequela of the disease
process can be limited if the identification of the insulting agent and medical
management are initiated early. Several cases have shown that patients with
DIAIH are able to reach remission in roughly 6 months, sparing the patients
from long term steroid use and their harmful side effects.

A RARE PRESENTATION OF SUSPECTED VALPROATE IN-
D U C E D C U T A N E O U S V A S C U L I T I S O F T H E
LEUKOCYOTOCLASTIC VASCULITIS TYPE
Demilade A. Soji-Ayoade, Sangeetha Isaac, Megha Aggarwal, Saquib Anjum.
Internal Medicine, North Alabama Medical Center, Florence, AL. (Control ID
#3709531)

CASE: A 75-year-old Caucasian male who presented the Emergency room
(ER) with altered mental status and new onset rashes on his abdomen a day to
presentation. There was no fever, or new medication initiated.
Past medical history was significant for childhood meningitis, seizure disorder
on Valproate and Levetiracetam, There was no significant surgical history and
patient was primarily wheelchair bound with urinary incontinence due to
multiple strokes in the past
Social history was non-contributory.
On presentation to the ER, on examination heart rate was 101, blood pressure
was 96/80, 02 saturation was 89% on 4L. The chest was clinically clear,
integumentary examination remarkable for multiple bullae on the head and
the abdomen with associated blanching macules on the abdomen. other exam-
ination findings were at his baseline.
Laboratory results were remarkable for leukocytosis of 13.5, platelet count was
normal BUN/Creatinine of 29/1.5 Sodium of 132.
Antinuclear antibody screen, complement C3 and C4, Hepatitis A, B, and C
screen were negative. Blood cultures did not yield any growth. Urinalysis
yielded trace proteinuria. Biopsy of the skin lesions done showed dermis
containing focal changes suspicious for cutaneous vasculitis of the
leukocytoclastic vasculitis type.
Patient was started on Intravenous (IV) antibiotics and IV fluids on presenta-
tion, and valproate was discontinued as there was prior suspicion of a
valproate-induced vessicobullous dermatitis and it was subsequently changed
to zonisamide following biopsy results
IMPACT/DISCUSSION: Leukocytoclastic vasculitis (LCV) is a histopatho-
logic diagnosis of vasculitis in the small vessels, with the predominant infiltrate
being neutrophils. It can affect the skin as well as the internal organs,and it is
usually characterized by the development of nuclear dust, which simply put, is
the debris that develops from the break down and death of degranulated
neutrophils.
The etiology of LCV is very broad and can range from cancer, drugs, to
autoimmune conditions and infectious causes; hence the need for a thorough
clincal history and examination cannot be over-emphasized.
In the above discussed case, Valproate was the suspected cause, other common
causes were also ruled out and following discontinuation of the medication, the
spread of the rashes reduced moderately.
CONCLUSION: In conclusion, the above case presentation of LCV is rela-
tively rare, and moreso in the setting of valproate use rarer,with a reported
incidence of about 1 %. Hence a high index of suspicion is warranted to
accurately clinch the diagnosis of Valproate induced LCV and manage it.

However it is crucial to bear in mind the rarity of this presentation and ensure
other common causes have been adequately explored.

ARTHRITIS-DERMATITIS SYNDROME IN A SEXUALLY ACTIVE
FEMALE
Roel Sanchez Baez1; Sharonya Shrivastava1; Andrew Bui1; Justin Cohen2
1Internal Medicine, San Ysidro Health, San Ysidro, CA
2Internal Medicine, San Ysidro Health, San Ysidro, CA. (Control ID
#3715680)

CASE: A 53-year old female with hypertension presented with pain, redness
and swelling of the left wrist and ankle, subjective fever and chills. She also
noticed skin lesions in her right forearm. She had an unprotected sexual
encounter with one newmale partner in the last month. Physical exam showed
erythema and edema of the left wrist and ankle.
Hemorrhagic pustules were noted in the right forearm. HerWBC count was 16
K/mcL, ESR of 99 mm/hr, and C- reactive protein >270 mg/L. A single blood
culture grew Micrococcus luteus/lylae. Magnetic resonance imaging (MRI) of
the left wrist showed a small amount of fluid in the third and fourth digit
extensor tendon sheaths suggesting mild tenosynovitis along with cellulitis in
the dorsum of the hand. MRI of the left ankle showed moderate cellulitis
around the left ankle joint and in the dorsum of the foot. Testing for HIV,
syphilis, Hepatitis B and C was negative. Urethral swab assay was positive for
Neisseria gonorrhoeae and negative for Chlamydia trachomatis. The patient
was initiated on intravenous ceftriaxone for a 28-day course. She also under-
went incision and drainage for cellulitis of the left hand, arthrotomy, irrigation
and debridement of left wrist tenosynovitis and left ankle arthroscopic debride-
ment. She was discharged to a skilled nursing facility for intravenous
antibiotics and physical therapy for her left ankle.
IMPACT/DISCUSSION: Disseminated gonococcal infection (DGI) is esti-
mated to occur in 0.5 to 3 percent of patients infectedwith N. gonorrhoeae. Our
patient presented with arthritis-dermatitis syndrome, one form of DGI
consisting of tenosynovitis, dermatitis and polyarthralgia. Fewer than 50% of
patients with DGI present with actual arthritis. The definitive diagnosis of
disseminated gonococcal infection is made by identification of N. gonorrhoeae
(either through molecular testing or culture) on a specimen of blood, synovial
fluid or tissue, skin lesion, or other non-mucosal site. If those specimens are
negative, the presumptive diagnosis can be made in a patient with microbio-
logic evidence of N. gonorrhoeae from mucosal (urogenital, rectal, or pharyn-
geal) specimens and a clinical presentation consistent with disseminated infec-
tion. In cases where all microbiological tests are negative, the diagnosis is
assumed based on a consistent clinical presentation, absence of alternative
cause, and response to appropriate therapy. In our patient only a single blood
culture was drawn which grew a contaminant, so presumptive diagnosis was
made with a urogenital specimen.
CONCLUSION: We present a rare occurrence of DGI. Diagnosis can be
made regardless of the presence of microbiological evidence.

ASPERGILLUS NIGER: A RARE CAUSE OF PERITONITIS IN A
PATIENT UNDERGOING PERITONEAL DIALYSIS
Samuel Craft1; Heidi Back1,2; Bethany Canver1,2; Abhay J. Dhond1,2
1NA, Yale University School of Medicine, New Haven, CT
2Internal Medicine, Yale School of Medicine, New Haven, CT. (Control ID
#3691433)

CASE:A 69-year-old man with a history of ESRD on peritoneal dialysis (PD)
for 10 years, CAD with stent placement, T2DM well controlled with insulin,
severe PAD, bullous pemphigoid, and stroke presented with acute abdominal
pain, vomiting, and diarrhea. Upon presentation the patient was afebrile and
hemodynamically stable but did have an elevated WBC count of 13,400 cells/
μL. A peritoneal fluid sample showed 8,090 nucleated cells/μL, consistent
with peritonitis, but initial blood and peritoneal fluid cultures were negative.
Hewas admitted to themedical floor and empirically started on broad spectrum
antibiotics: vancomycin, ceftazidime, and metronidazole, as well as nystatin
for anti-fungal prophylaxis. Shortly thereafter, he was transferred to theMICU.

JGIMS420



Over the next several days, the patient was given piperacillin/tazobactam,
intraperitoneal vancomycin, intraperitoneal gentamicin, and fluconazole. On
hospital day 11, the patient’s PD catheter was removed and a deepwound culture
was obtained that grew out Aspergillus niger. The patient was then transitioned
to voriconazole and antibiotics were discontinued. Repeated (1,3)-ß-d-glucan
assays were performed over the next several days; all were positive at >500 pg/
mL, consistent with invasive fungal infection. Despite ongoing treatment with
voriconazole, the patient further decompensated, developing septic shock, respi-
ratory failure, and ischemic colitis before passing away on hospital day 27.
IMPACT/DISCUSSION: Fungal peritonitis is a rare, yet potentially fatal
complication in patients undergoing PD. The majority of these infections are
caused by Candida spp., with Aspergillus spp. causing only 2-5% of all cases.
Peritonitis caused by Aspergillus spp. has a high mortality rate, ranging from
15-50%. While Aspergillus fumigatus has been the most common cause of
Aspergillus peritonitis reported, other species have rarely been identified. A
recent history of bacterial peritonitis, broad spectrum antibiotic therapy, or
hospitalization, as well as immunosuppression and autoimmune disease have
been identified as risk factors for fungal peritonitis. Our patient did have some
degree of immunosuppression resulting from his ESRD and T2DM but was
not taking any biologic agents to cause severe secondary immunosuppression.
He also had a prior hospitalization for bacterial peritonitis caused by
Enterobacter cloacae approximately five years before this presentation. He
did not have any recent episodes of bacterial peritonitis or hospitalizations,
however. This history, coupled with his persistently negative blood and peri-
toneal fluid cultures, made the diagnosis particularly challenging.
CONCLUSION: Risk factors for fungal peritonitis include a recent history of
bacterial peritonitis, broad spectrum antibiotic therapy, or hospitalization, as
well as immunosuppression or autoimmune disease. Fungal etiologies should
be considered in patients with peritonitis who have one or more of these risk
factors, especially if initial cultures are negative.

A SPORADIC PRESENTATION OF RARE DISEASE -
DERMATOMYOSITIS SINE DERMATITIS - DIAGNOSIS AND
MANAGEMENT
Ilmaben Vahora1; Sahithi Nadella1; Ajay Lingireddy1; Fatma Dihowm2

1Internal Medicine, Texas Tech University Health Sciences Center El Paso, El
Paso, TX
2Internal Medicine, Texas Tech University Health Science Center, El paso,
TX. (Control ID #3715647)

CASE: A 28-year-old African-American female presented with acute worsening
of muscle weakness for one month. The patient endorsed interval worsening
proximal muscle weakness, making her ADLs such as combing hair, sitting up
and sitting down on a chair, and taking staircase difficult also, dysphagia for the
same period made her choke while swallowing relieved on drinking water. An
elevated creatinine kinase required more intervention towards autoimmune
disease. Rheumatologic workup showed positive - +ve ANA, titers-
1:5120,+VE Anti SMITH, +VE ANTI- RNP. A muscle biopsy was performed
followed by three days of IV Solu- Medrol 500mg BID, and a noticeable
improvement in muscle weakness was seen. Themuscle biopsy showed atrophy,
necrosis, and regeneration, with associated patchy endomysial fibrosis and
chronic inflammation, a positive Anti-MDA 5 antibodies, highly specific for
dermatomyositis. As anti-MDA 5 antibody is associated with interstitial lung
disease, a CT scan of the thorax was ordered to see lung involvement and XR
barium swallow for dysphagia evaluation. A CT chest w contrast showed
axillary, hilar, and submental lymphadenopathy but no signs of interstitial lung
disease. Also, the XR barium swallow showed no structural or functional issues
of the upper gastrointestinal (GI) tract. Since the patient showed an excellent
response to IV steroids, the patient was discharged on oral steroids with GI
prophylaxis after a three-day course of IV steroids. During her PCP follow- up
visit after discharge, she endorsed improvement in ADLswith steroids treatment.
IMPACT/DISCUSSION: DM is a rare disease with dermatomyositis sine
dermatitis being an infrequent presentation that makes this patient’s presenta-
tion and diagnostic tests interesting. The usual combination of Anti- MDA5
antibody and interstitial lung disease was not present in this patient. Also, Anti-
MDA5 DM carries a poor prognosis with malignancy risks which was also not
seen in this case. Unfortunately, the diagnosis was initially underlooked

because of no lung involvement, which is typically seen with Anti-MDA5
DM. However, the presence of this antibody on muscle biopsy with muscle
symptoms makes it specific about DM sine dermatitis. The patient’s presenta-
tion with only muscle involvement and positive Anti MDA5 antibody with no
lung involvement makes it a unique also challenging diagnosis.
CONCLUSION: There is different types of DM have been noticed, but DM
sine dermatitis is yet a rare presentation. Although, this patient’s presentation
was unique from previously reported cases of DM sine dermatitis. This case
shows that patients with DM sine dermatitis do present with only muscle
involvement and no skin symptoms. But, it is also possible for the patient to
have a positive Anti-MDA5 antibody with no lung involvement. And this type
of presentation usually has an excellent response to steroids.
This case will be helpful in providing data and sources on how to diagnose and
manage patients with such rare presentations.

ASTHMA OR ACHALASIA? LOOK AT THE LOOP!
Vinay Jahagirdar1; Ifrah Fatima1; Jennifer Von Ende1; Salil Kulkarni2; Fouad
Jaber1; Noor Hassan1; Ashraf Gohar2
1Internal Medicine, University of Missouri Kansas City School of Medicine,
Kansas City, MO
2Pulmonary/Critical Care Medicine, University of Missouri Kansas City
School of Medicine, Kansas City, MO. (Control ID #3706312)

CASE: A 30-year-old, 34 weeks pregnant lady presented with progressive
shortness of breath for 3 months, dry cough, reflux symptoms, and vomiting.
She was diagnosed as asthma one month prior but had a poor response to
bronchodilator therapy. She reported dyspnea and stridor after eating, and
improvement after vomiting and when fasting. Physical examination revealed
inspiratory and expiratory stridor, rather than a wheeze. Re-evaluation with
inpatient spirometry showed obstructive airway disease with no response to
bronchodilator. Flow-volume loop revealed flattened inspiratory and expirato-
ry flow, suggestive of fixed obstruction. The findings were congruent with
achalasia with airway obstruction. Chest imaging revealed a dilated esophagus
causing compression and narrowing of the trachea. EGD and esophageal
manometry confirmed esophageal achalasia. Treatment with botulinum toxin
injection led to the relief of respiratory symptoms and vomiting.
IMPACT/DISCUSSION: Achalasia is a motility disorder of the esophagus
resulting from the degeneration of ganglion cells in the myenteric plexus of the
esophagus. This results in failure of relaxation of the lower esophageal sphinc-
ter and loss of peristalsis. Retained food products can trigger retrosternal
burning and vomiting. The resulting esophageal dilation may compress the
adjacent trachea, presenting acutely with stridor and respiratory failure, or
chronically with progressive dyspnea, cough or wheezing. While non-
specific, these symptoms may be ascribed to alternative diagnoses such as
asthma. This patient was similarly misdiagnosed as asthma and treated for over
a month with no improvement of symptoms. Spirometry indices were sugges-
tive of obstructive airway disease. However, the absence of bronchodilator
response to a beta-2 agonist and flow-volume loop showing evidence of fixed
upper airway obstruction pointed away from asthma and played a central role
in leading to an expedited evaluation and eventually diagnosing achalasia.
Given the patient’s pregnancy status, treatment with botulinum toxin was
chosen, with more definitive management deferred for a later time.
CONCLUSION: When problematic respiratory symptoms persist despite
adequate asthma therapy, clinical reassessment is warranted. The diagnosis
of asthma is clinical, supported with a post-bronchodilator increase in FEV1 of
12% or more and 200 mL from baseline in spirometry. A dilated esophagus in
achalasia may cause tracheal stenosis, triggering respiratory symptoms. Tra-
cheal stenosis results in flow limitation during inspiration and expiration,
causing flattening of both the limbs of the flow-volume loop.

A STICKY SITUATION: HYPERVIRULENT KLEBSIELLA BAC-
TEREMIA IN A DIABETIC PATIENT
Katherine Sadaniantz1; Dina Roche1; Brandon Sepe1; Oliver C. Marasigan2
1Internal Medicine, University of Massachusetts Medical School, Worcester,
MA
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2Internal Medicine, UMass Memorial Medical Center, Worcester, MA. (Con-
trol ID #3690409)

CASE: A 54-year-old male with history of hypertension, type 2 diabetes, and
hyperlipidemia presented to the emergency room with abdominal pain for the
past ten days. He described the pain as diffuse but mild in intensity. This was
associated with nausea, vomiting, and fever. He initially presented to Urgent
Care and was sent home on oral antibiotics, but then proceeded to the ED as his
“blood culture came back positive.” In the ED, VS were: T 102.3, HR 126, BP
167/77. His examination was remarkable for abdominal tenderness on palpa-
tion of the RUQ. Murphy’s sign was negative. There was no guarding or
rebound tenderness. Lab was significant for WBC 15.4 cell/mm3, lactate 2.6,
anion gap 20, and elevated LFTs (ALP 416, AST 341, ALT 479). CT of the
abdomen and pelvis revealed a large (9x10 cm) multilobular cystic mass in the
right hepatic lobe. He was empirically initiated on Ceftriaxone and Metroni-
dazole. This was followed by US-guided aspiration of the hepatic abscess
draining 110 cc of purulent fluid. To evaluate for biliary source, MRCP was
performed and revealed no biliary defect. It did show incidental findings of
lung embolism. A follow-up CT chest confirmed numerous septic pulmonary
emboli with bilateral pleural effusions. On hospital day 5, blood cultures
speciated as Klebsiella pneumoniae with a “positive string sign,” indicative
of the sticky hypervirulent, hypermucoviscous variant of the bacteria.
Ceftriaxone was changed to 2 g BID and patient was discharged with a total
of 6 weeks of IV antibiotic therapy.
IMPACT/DISCUSSION: Hypervirulent Klebsiella pneumoniae (hvKp) in-
fection is a serious and potentially fatal infection owing to its risk of causing
severe invasive disease and bacteremia with metastatic dissemination. In
contrast to the classical K. pneumoniae, this variant has the ability to cause
an aggressive disease course in healthy adults. Its polysaccharide capsule acts
as a protective shield from phagocytosis by immune cells, thereby making it
more virulent. Compared to the classic K. pneumoniae infections in older
hospitalized patients, hvKp infection has a propensity for young community-
dwelling adults with diabetes as a risk factor (as in our patient’s background). It
tends to spontaneously form abscesses, commonly in the liver, and then seed or
metastasize, particularly to the lungs, eyes, and CNS. Studies are lacking on
optimal antibiotics for hvKp, thus treatment should be narrowed based on
susceptibility testing - in this case, a B-lactam antibiotic.
CONCLUSION: - Hypervirulent Klebsiella should be suspected in a young,
diabetic patient presenting with hepatic abscesses and/or secondary
bacteremia.
- Timely and prompt administration of antibiotics, and attentive examination
for additional sites of infection decreases end-organ complications and
mortality.
- Source control is crucial, with drainage of abscesses and closed space
infections providing optimal outcomes.

A STROKE OF TUBERCULOSIS
Andrew T. Pham, Reem M. Hanna
Internal medicine, University of Colorado - Anschutz Medical Campus, Au-
rora, CO. (Control ID #3715440)

CASE: A 28 year-old male presented with two days of right-sided weakness
and slurred speech. He endorsed persistent headache and intermittent vomiting
over the past month. He denied fevers, chills, or unintentional weight loss. He
had no prior medical diagnoses but reported an incarceration three months
prior to presentation.
Physical examinationwas notable for four out of five strength in the right upper
and lower extremities, right cranial nerve VI palsy, and mild right facial droop.
CSF obtained through lumbar puncture yielded 85 WBCs with 84%
neutrophils, 0 RBCs, protein 110 mg/dL, glucose 26 mg/dL with negative
meningitis/encephalitis panel. HIV testing was negative. MRI brain revealed
innumerable ring-enhancing nodules in the supratentorial and infratentorial
brain with associated vasogenic edema and acute infarcts in the left internal
capsule. Additionally, the patient had a CT chest which demonstrated diffuse
miliary nodules and a left-sided loculated pleural effusion.

Given the severity of the patient’s illness, empiric treatment for tuberculous
meningitis was started with isoniazid, rifampin, pyrazinamide, ethambutol, and
corticosteroids. MTB NAAT of the sputum returned positive three days later.
He had improvement in his symptoms and underwent rehab after his hospital-
ization with subsequent resolution of all of his neurologic symptoms.
IMPACT/DISCUSSION: Tuberculous meningitis typically develops as a
complication of progressive primary TB infection or reactivation of TB in
immunocompromised individuals. HIV is a risk factor for CNS TB which is
what makes this case unusual as our patient tested negative for HIV.
TBmeningitis has 3 distinct phases - prodromal, meningitic, and paralytic. Our
patient likely presented in the meningitic phase given his neurologic deficits.
Cranial nerve II and VI palsies are common findings of TB meningitis and are
uncommon in bacterial meningitis, making them key distinguishing features.
Other distinguishing features include subacute presentation in addition to
altered consciousness and personality changes.
Spinal fluid studies in TB meningitis typically demonstrate a lymphocytic
pleocytosis, elevated protein, and low glucose. Our patient had a neutrophilic
predominance in his spinal fluid, which can be seen early in the course of the
illness and is consistent with his acute presentation.
Early initiation of treatment is important in TB meningitis given its high
mortality rate. Delay in treatment initiation has been associated with poor
outcomes. Treatment should not be delayed while awaiting diagnostic testing.
CONCLUSION: Major takeaways:
1) TB meningitis presents with similar symptoms to bacterial meningitis but is
more subacute and can involve CN II and VI.
2) CSF typically demonstrates lymphocytic pleocytosis but can also have a
neutrophilic predominance as well
3) TB meningitis is associated with high mortality and treatment should be
started early even if cultures are still pending

ATYPICAL HEMOLYTIC UREMIC SYNDROME LOOKING BE-
YOND THE TYPICAL DIAGNOSIS
Johanna S. Balas3; Samantha Pierce3; Anchal Sabharwal1; Claire Dolan1;
Jamile Shammo2
1Internal Medicine, Rush University Medical Center, Chicago, IL
2Hematology Oncology, Rush University Medical Center, Chicago, IL
3Rush Medical College, Rush University Medical Center, Chicago, IL. (Con-
trol ID #3715202)

CASE: 64-year-old woman with a history of atrial fibrillation and chronic
kidney disease (CKD), presented for direct cardioversion for symptomatic
atrial flutter. Labs on presentation were notable for acute kidney injury
(AKI) with a creatinine of 3.30mg/dL (baseline 1.7 mg/dL), thrombocytopenia
(platelets 67 K/uL), and patient was admitted for further workup.
The patient was previously hospitalized in March 2020, with thrombocytope-
nia 73 K/uL and AKI (creatinine 1.57mg/dL compared to baseline 0.8 mg/dL).
Her thrombocytopenia was thought to be heparin-induced thrombocytopenia
(HIT), however, HIT antibodies were negative. She was discharged without
further evaluation. Since that admission, the patient’s creatinine and platelet
counts have progressively worsened.
On this admission, patient’s labs showed moderate schistocytes on smear, low
haptoglobin <8mg/dL, and elevated lactate dehydrogenase (LDH) 528 U/L.
ADAMTS13 testing was sent and plasmapheresis with high dose steroids was
initiated. Though her haptoglobin and LDH returned to normal limits, her
platelets and creatinine did not improve. After seven days of treatment, flow
Cytometry and ADAMTS13 (73%) were normal, making aHUS the lead
diagnosis.
Eculizumab treatment was initiated and she was discharged with sessions
scheduled as an outpatient. After 5 weekly doses of eculizumab, the patient’s
platelet count normalized, but her creatinine did not recover (3.98 mg/dL).
IMPACT/DISCUSSION: This case highlights the presentation of a rare and
often misdiagnosed disease, occurring in two individuals per million, aHUS.
When our patient was initially hospitalized, a timely diagnosis of aHUS and
initiation of treatment could have prevented significant renal damage.
For decades aHUS was associated with a high mortality rate and risk of end-
stage renal disease. The introduction of therapeutic options such as
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complement factor 5 inhibitors, eculizumab, and ravulizumab have significant-
ly improved the prognosis. Since ADAMTS13 takes several days to result,
most patients with suspected TMA are treated with plasmapheresis and
steroids. While plasmapheresis may maintain a normal platelet count and
LDH it does not treat the underlying systemic disease. Thus, if ADAMTS13
is >5% and the patient is resistant to plasmapheresis, the diagnosis is more
likely to be aHUS. After diagnosis, treatment for aHUS should be initiated
immediately to prevent long-term morbidity and increase the chance of full
renal recovery.
CONCLUSION: This case highlights the importance of recognizing aHUS
early in its disease course when a patient presents with thrombocytopenia,
elevated creatinine, and hemolysis labs. Correct diagnosis was made possible
in this case by ordering ADAMTS13 to rule out the other main differential
diagnosis, TTP. The ADAMTS13 lab takes several days to process so it should
be sent early in the disease course to prevent unnecessary plasmapheresis,
avoid permanent renal injury, and further delay the recommended treatment
with complement inhibitors.

ATYPICAL MENINGIOMA RESECTION AND SUBSEQUENT DE-
VELOPMENT OF PLEOMORPHIC SARCOMATOID NEOPLASM-
A CASE REPORT
John Harcha, Vincent Ngo, Erin Black
Internal Medicine, Mercy Health, Cincinnati, OH. (Control ID #3709261)

CASE: Patient was a 69 year old AA female with PMHx significant for
previous DVT and PE, HTN, and GERD who presented to a local ER after
sudden onset weakness and inability to ambulate. She was out shopping and
suddenly felt nauseous and weak and needed help to her car. Head CT showed
a 3.9 cm mass in the right parietal lobe suggestive of meningioma. Brain MRI
showed an enhancing extra-axial mass along the posterior right falx with
vasogenic edema. She underwent right parietal craniotomy for resection of a
parafalcine meningioma 1 week later. Post operative imaging confirmed gross
total resection. Final pathology reported atypical meningioma. Surveillance
imaging 6months post op showed significant recurrence in the area of previous
resection. She denied any new neurological symptoms. She underwent a
second right parietal craniotomy for resection. Her tumor specimen was
reviewed and interpreted as malignant pleomorphic sarcomatoid neoplasm.
She was scheduled to follow up with medical oncology once her final pathol-
ogy resulted but soon developed dysphagia, emesis, and weakness and
presented to the ED. Initial imaging was negative for acute CVA. Brain MRI
was obtained which showed leptomeningeal carcinomatosis with
ventriculomegaly and communicating hydrocephalus. LP was performed with
removal of 35 ml. Patient had difficulty controlling her secretions and she did
have an episode of Cardiac arrest in which she was found to be in PEA. She
was intubated and ROS was achieved. Ultimately the patient’s prognosis was
very poor and patient’s family elected to make the patient DNRCC.
IMPACT/DISCUSSION:Meningiomas are a primary intracranial tumor that
arises within the leptomeninges or dura mater. These tumors have morpholog-
ical and immunophenotypic evidence of origin from meningothelial cells
which are present in arachnoid membrane and arachnoid villi. The majority
of meningiomas arise within the cranial cavity and are supratentorial dura-
based lesions that develop most commonly in the vicinity of the superior
sagittal sinus, over the cerebral convexities or in contact with the falx cerebri.
Meningiomas do show a considerable morphologic variation and are most
commonly benign tumors. Three grades of meningiomas are Grade 1 (benign),
Grade 2 (atypical), and Grade 3 (anaplastic) which have aggressive/malignant
potential. The recurrence rates of grade II (atypical) meningiomas range
between 29% and 52%. The rate of malignant transformation in meningiomas
is around 2%. Allelic losses of 1p, 9q, 10q and 22q have been correlated with
such type of de-differentiation. Out of these, allelic loss of 22q has been
associated with higher percentage of grade II and III meningiomas. Unfortu-
nately, in the above case I could not find the final pathology results.
CONCLUSION: Some allelic losses have been associated with increased risk
of malignant meningioma transformation There are different histologic grades
of Meningiomas which correlate to recurrence

ATYPICAL METASTASIS OF HPV-POSITIVE SQUAMOUS CELL
CARCINOMA TO THE PLEURA AFTER 3 YEARS
Brian J. Lee1; Alexandra Armato2; Fatma Dihowm1

1Internal Medicine, Texas Tech University Health Sciences Center El Paso, El
Paso, TX
2Texas Tech University Health Sciences Center El Paso Paul L Foster School
of Medicine, El Paso, TX. (Control ID #3715842)

CASE: A 58-year-old man presented to the ED after a possible right-sided
lung mass was seen on CT. Patient had a three-week history of cough, fatigue,
night sweats, chills, fever, dyspnea on exertion, and weight loss. Prior to this,
he had no symptoms and had been running daily. He denied medication use
other than a probiotic supplement. Past medical history was significant for
squamous cell carcinoma (SCC) of the neck diagnosed 2/2018, treated with
radical neck dissection, cisplatin, and radiation. Social history was negative for
tobacco use, though he had second-hand exposure in his early years as both
parents were heavy smokers. Family history was not significant.
The patient was initially treated for community acquired pneumonia. Chest X-
ray performed at that time showed large right pleural effusion. CT thorax
without contrast was suggestive of a large pleural-based mass in the right
medial posterior costophrenic angle, as well as a large right pleural effusion
with multiple pleural-based nodules that may represent pleural metastasis.
Ultrasound-guided thoracentesis was performed, and pleural fluid met Light’s
Criteria for exudative fluid. Pleural fluid cytology was negative for malignan-
cy. Repeat CT thorax with contrast suggested right mesothelioma with lymph-
adenopathy, pulmonary metastases and transdiaphragmatic extension.
Biopsy of the pleural mass was performed. Pathology indicated metastatic
moderately differentiated SCC with tumor cells diffusely and strongly positive
for cytokeratin 5/6, p63 and p16 immunostains.
Chemotherapy was started inpatient. He has since been following outpatient,
completing subsequent chemotherapy. IMPACT/DISCUSSION: This case
documents a rare and unusual metastasis of HPV+ oropharyngeal cancer
(OPC). HPV+ OPCs show patterns of distant metastases that are distinct from
more conventional, HPV-negative head and neck SCC. These metastases have
been seen to occur after longer intervals (>2 years) as well. HPV+/p16+ is
considered a prognostic marker, associatedwith superior response and survival
outcome. Thus, p16 staining has become a regular part of OPC assessment.
The capacity of HPV+ SCC to present with late and distant metastasis makes it
essential for patients to follow with long-term surveillance after treatment.
Currently, there is no approved HPV testing for men. The CDC does not
recommend routine screening for HPV in men either. Recommendations
against HPV include vaccination for all preteens aged 11-12, or everyone
through age 26 if not already vaccinated.
CONCLUSION: HPV+ OPC/SCC has been documented to follow unusual
metastases patterns after longer intervals; thus, they should warrant long-term
surveillance.
Vaccination of preteens is the most up-to-date recommendation in prevention
of HPV.

ATYPICAL PRESENTATION OF CARDIAC MYXOMA
Kelsey Auyeung1; Rex Hermansen2
1Icahn School of Medicine at Mount Sinai, New York, NY
2Department of Medicine, Mount Sinai Health System, New York, NY.
(Control ID #3706758)

CASE: Primary heart tumors are very rare, but among them, cardiac myxomas
are the most common. Rarity of occurrence and variability of presentation
make myxomas complex to diagnose.
A 47-year-old-female presented to our emergency department with complaints
of fatigue, symmetric numbness, and weakness in the bilateral lower extrem-
ities. The numbness occurred in a stocking glove distribution and her
symptoms were also associated with generalized fatigue that had been ongoing
for 2 weeks. She had four similar episodes within the past year. Physical
examination revealed a temperature of 100.1F and decreased strength bilater-
ally in the proximal legs, upon knee flexion and extension, and in dorsiflexion
and plantarflexion. Positive Hoover sign was also present. A CT scan of her
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head showed no acute lobar infarctions, intracranial hemorrhage, or mass
effect. An MRI brain and spine were ordered out of concern for a primary
neurologic process, but was notable only for acute scattered microinfarcts in
the bilateral cerebrum and subacute right cerebellar infarct. Complete blood
count revealed only anemia (hemoglobin of 7.8 g/dl), and blood and urine
cultures were negative. A lipid profile, thyroid function test, liver function test,
ANA/ANCA, and myasthenia gravis labs were normal. C-reactive protein
(CRP) was elevated to 52.7 mg/L and erythrocyte sedimentation rate (ESR)
was increased to 69 mm/hour. Troponin was also elevated with a peak of 1.6
ng/ml. CT angiography of her chest was then ordered out of concern for aortic
dissection and incidentally identified a left atrial mass. Further imaging with
cardiac MRI suggested a left atrial myxoma. Given urgency and concern for
further embolic events, the patient underwent surgical treatment a week after
presentation. She underwent excision of left atrial myxoma and histopatholog-
ical examination of the excised mass confirmed a diagnosis of atrial myxoma.
The patient had an uneventful postoperative period and recovered well with
improvement of her neurologic symptoms at her post-surgery follow-up.
IMPACT/DISCUSSION: This case illustrates the potential for cardiac myx-
omas to present with non-specific neurologic symptoms and general
challenges in diagnosis. The bilateral distribution of her weakness and her
nonspecific symptoms of fatigue and mild fever of unknown cause prompted a
wide differential diagnosis, including vascular lesions, damage to a nerve
plexus, neuromuscular junction disorders, paraneoplastic syndrome, autoim-
mune diseases including multiple sclerosis, infectious etiologies, and vitamin
deficiencies. Her cardiac tumor was discovered incidentally on a CT angiog-
raphy performed as workup for possibility of aortic dissection. However, in
other similar situations, the nonspecific systemic symptoms and minor embolic
phenomena contributing to variable neurological symptoms could be
overlooked, delaying key cardiac investigations.
CONCLUSION: A high index of suspicion is critical to prompt excision and
prevention of significant embolic events.

ATYPICAL PRESENTATION OF CRYPTOCOCCAL MENINGITIS
IN A NON-HIV-INFECTED PATIENT
Brandon W. Moritz1,2; Miloni Parmar1; Nikhil A. Bachoo1
1Department of Internal Medicine, The University of Oklahoma College of
Medicine, Oklahoma City, OK
2Office of Interdisciplinary Programs, The University of Oklahoma Health
Sciences Center, Oklahoma City, OK. (Control ID #3709523)

CASE: A 30-year-old Native American female with a history of type 2
diabetes mellitus (DM2), hyperlipidemia, hypertension, asthma and migraines
was brought to the emergency room after being found obtunded, initially
concerning for a potential seizure. The patient’s family reported that the patient
had been experiencing confusion, recurring headaches, dizziness, nausea,
vomiting, and ipsilateral facial weakness for about 2 weeks. After admission,
the patient was persistently hypoxic, required emergent intubation and was
started on broad spectrum antibiotics and seizure prophylaxis. Initial labs were
significant for left shift leukocytosis, hyperglycemia, lactic acidosis and ele-
vated liver function tests. Urine drug screen was positive for cannabinoids.
Computed tomography (CT) Chest revealed extensive bilateral pulmonary
opacities concerning for multifocal pneumonia. Magnetic resonance imaging
(MRI) brain showed leptomeningeal enhancement at the interpeduncular cis-
tern and along the cortical sulci, most obvious at the sylvian fissure, which was
concerning for meningitis with ventriculitis. Further workup for Syphilis,
Hepatitis, Human immunodeficiency virus (HIV) came back negative. Abso-
lute CD4 and CD8 counts were within normal limits. Cerebrospinal fluid
(CSF) analysis revealed WBC count 270/mm3 (82% Neutrophils, 17%
Lymphocytes), RBC count 11/ mm3, glucose 27 mg/dl, and total protein 255
mg/dl. In addition, CSF was positive for cryptococcal antigen titre lateral flow
assay (LFA) 1:640 and fungal culture was positive for Cryptococcus
neoformans. Serum LFA was positive with titre 1:80. Amphotericin and
flucytosine induction therapy was initiated with close monitoring which
resulted in improvement of symptoms.
IMPACT/DISCUSSION: Cryptococcal meningitis (CM) is a common pre-
sentat ion of disseminated cryptococcos is rout ine ly seen in

immunocompromised patients, with a mortality rate up to 30% even with
treatment. (1) CM has been rarely diagnosed in apparently immunocompetent
patients with weakened immune systems due to other disease processes, such
as chronic, uncontrolled DM. (1,2) While meningitis is more commonly due to
viral or bacterial etiologies, physicians should be aware that Cryptococcus can
lead to fungal meningitis. (3) In our case of non-HIV-infected cryptococcal
meningitis, the only identifiable risk factor was uncontrolled DM2. (4) Patients
with DM have a higher incidence of infection thought to be due to a chronic
state of hyperglycemia, which can cause systemic inflammation and disrupt
normal immune system function. (5) CONCLUSION: While significant focus
and research has been placed on the vascular complications of DM, uncon-
trolled DM has pernicious effects on the immune system, and in cases of such
patients who present with non-specific neurologic symptoms or an atypical
presentation of meningitis, it is important to:
- Maintain a broad differential
- Work efficiently to diagnose
- Provide appropriate treatment promptly to optimize patient outcomes

ATYPICAL PRESENTATION OF LEGIONNAIRES DISEASE WITH
DIVERTICULITIS IN IMMUNOSUPPRESSED PATIENT
Sreelakshmi Vasudevan1; Geetika Arora2; Maria Riasat2; Karishma V.
Rupani1; Patricia Dharapak2
1Internal Medicine, Mount Sinai Health System, New York, NY
2InternalMedicine, Mount Sinai Beth Israel Hospital, NewYork, NY. (Control
ID #3716161)

CASE: A 69-year-old male smoker with stage 3b prostate cancer managed
with abiraterone and prednisone, prior severe COVID-19 pneumonia requiring
mechanical ventilation, and history of perforated sigmoid diverticulitis
presented with 3 days of anorexia, watery diarrhea, and left lower abdominal
pain. Twoweeks earlier he developed amild dry coughwithout fever, dyspnea,
or chest pain. There were no sick contacts or recent travel. He was afebrile, and
initial routine chemistries and a complete blood count were unremarkable. An
abdomino-pelvic CT revealed acute diverticulitis of the distal descending and
sigmoid colon. A consolidation at the right lung base was also incidentally
noted. Follow up imaging confirmed a multifocal pneumonia on chest Xray.
Legionella antigen was detected in the urine. Metronidazole and levofloxacin
were initiated with clinical improvement and the patient was discharged home
to complete a 10-day course of antibiotics
IMPACT/DISCUSSION: Legionella bacteria are gram negative organisms
found widespread in soil and bodies of water including lakes, streams, and
artificial reservoirs. Transmission is via inhalation of aerosols and a high
innoculum is typically needed to cause infection. Host risk factors for infection
include older age, impaired cellular immunity, smoking, male sex, and medical
co-morbidities such as diabetes mellitus, renal, lung and cardiovascular dis-
ease. The two most commonly known syndromes associated with Legionella
infection are Legionnaire’s disease, a pneumonia occurring typically in the late
summer or early autumnmonths (as in our patient), and Pontiac fever, an acute
self- limited febrile illness. The mortality rate for hospitalized Legionnaire’s is
up to 10%. Extra-pulmonary manifestations are rare and can include skin and
soft tissue infections, septic arthritis, endocarditis, myocarditis, peritonitis,
pyelonephritis, meningitis, brain abscesses, and surgical site infections. The
diagnosis of extra-pulmonary disease requires detection of Legionella at the
affected site by culture or polymerase chain reaction. In the absence of a known
local Legionella outbreak, our patient’s age, sex, smoking status, and under-
lying immune suppression most likely increased his risk for this sporadic
infection. We postulate that the acute diarrhea associated with Legionnaire’s
disease may have triggered inflammation of his diverticula or the acute
diverticulitis was an extra-pulmonary manifestation. To our knowledge, we
are the first to report a case of Legionnaire’s disease presenting as acute
diverticulitis.
CONCLUSION: Legionnaire’s is a typical disease with many atypical and
extra-pulmonary presentations. We present a case of Legionnaire’s disease
masquerading as acute diverticulitis and urge timely consideration and testing
for Legionella in at-risk patients presenting with predominantly GI symptoms
and subtle or no respiratory complaints, as it can be life-saving.
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A UNIQUE CASEOF CANDIDA RETINITIS IN THECOVID-19 ERA
Shiva S. Bongu1; Caroline Amakove1; Malitha Hettiarachchi2
1Medical Student, Wayne State University School of Medicine, Detroit, MI
2Internal Medicine, Detroit Medical Center, Detroit, MI. (Control ID
#3715581)

CASE: A 56-year-old male with a history of asthma was admitted to the
intensive care unit (ICU) for acute hypoxic respiratory failure. He was found to
have sepsis secondary to pneumococcal pneumonia superinfected by COVID-
19. Labs showed elevated inflammatory markers. Chest x-ray initially demon-
strated left lower lobe pneumonia but throughout the COVID-19 course,
worsened to persistent multifocal pneumonia. The patient was intubated and
treated with enoxaparin and a ten-day course of dexamethasone as well as
antibiotics due to worsening clinical status. After the COVID-19 course
resolved and the patient was extubated, he developed sepsis again - this time
secondary to Candidemia. Treatment with intravenous micafungin was initiat-
ed and HIV antibodies screening returned negative. The patient began to report
subacute visual changes including floating spots and blurry vision in the right
eye without any other acute ocular symptoms. Upon ophthalmological exam,
there were multiple white retinal lesions without vitreous involvement bilater-
ally on the macula indicating candida retinitis. Antifungal treatment with
micafungin was changed to intravenous voriconazole for greater intraocular
penetration. After seven days of intravenous voriconazole, two blood cultures
came back negative for Candida. At this point, the patient was medically stable
and was discharged on a six- week course of oral voriconazole.
IMPACT/DISCUSSION: The COVID-19 pandemic changed the landscape
of medicine. Not only have healthcare systems worked hard to treat the
COVID-19 infections themselves but also the long-term effects that result
from an infection. As treatment guidelines have been developed and honed,
steroids appear at the forefront of therapy. However, this does not come
without consequences as prolonged use of corticosteroids can dampen the
body’s immune system.
This compounds the ability of COVID-19 pneumonia to result in a severely
immunocompromised state that can subsequently expose the body to oppor-
tunistic infections.
Candida albicans is an organism that exists in all humans in the gastrointestinal
and genitourinary systems typically without impact. In severely immunocom-
promised individuals such as the patient in the case, hospital courses involving
ICU care can lead to hematogenous spread of Candida. The candidemia leads
to sepsis and may also present with rare clinical pictures such as Candida
retinitis. For this reason, candidemia should prompt thorough evaluation of
patients with an echocardiogram, abdominal computer tomography, and oph-
thalmologic exam.
CONCLUSION: This case displays the ability of COVID-19 infections to
provide an opportunity for rare infectious manifestations such as Candida
retinitis. As the pandemic prolongs, proper treatment regimens must be
reassessed for future use as these presentations may become more common.

A UNIQUE CASE OF METFORMIN INDUCED LACTIC ACIDOSIS
IN THE SETTING OF PRESCRIPTION MEDICATION MISUSE
Alexandra Zhang2; Colin Gallagher1
1Internal Medicine, University of Illinois at Chicago, Chicago, IL
2University of Illinois at Chicago, Chicago, IL. (Control ID #3706147)

CASE: A 71-year-old female with a history of polio, seizures, type 2 diabetes
mellitus, hypertension, chronic kidney disease stage 4, blindness, and stroke
presented with slurred speech andmyalgias starting 2 hours prior. The patient’s
home medications were amlodipine, aspirin, atorvastatin, carvedilol, insulin,
lisinopril and lacosamide. On admission, the patient’s blood pressure was 113/
43mmHg, pulse 73, respiratory rate 22, and SpO2 99% on room air. Examwas
largely normal, stroke workup was negative, and initial symptoms resolved.
The patient’s lactate was 18.1, pH <6.8, pCO2 18, pO2 83, bicarbonate 2 on
venous blood gas, sodium of 141, potassium of 5.3, anion gap of 38, creatinine
of 9.34, BUN of 69, glucose of 139 and beta hydroxybutarate of 7. Osmolarity
was 322, and osmolar gap was 9. The patient was admitted to the ICU and
treated with intravenous fluid, continuous bicarbonate, insulin and dextrose

infusion. After stabilization, the patient’s sister revealed she had been provid-
ing the patient with her own metformin as a substitute for insulin, which had
run out several weeks prior. As the patient’s acidosis persisted, CVVHD was
initiated with pH normalization after 2 days. The patient’s renal function did
not improve sufficiently, and the patient was transitioned to hemodialysis prior
to discharge. Metformin levels drawn on presentation were 32 mcg/mL,
confirming metformin induced lactic acidosis (MILA).
IMPACT/DISCUSSION: MILA is a serious and rare adverse effect of
metformin, occurring at metformin levels >5 mcg/mL, with an incidence of
3-9 cases per 100,000 patient-years. Mortality is high, approaching 50%, and
associated with higher lactic acid levels and lower pH but not with increasing
metformin levels. Apart from acute overdose, MILA rarely develops without
comorbid conditions, such as renal impairment, liver disease, heart failure, or
sepsis. The evidence base for treatment is lacking due to rarity of the condition,
but it generally encompasses dialysis, for severe acidemia and drug removal,
bicarbonate infusion and supportive care. Investigational treatments include
methylene blue and insulin infusion with dextrose.
The importance of educating patients on medication indications, administra-
tion and adverse effects is demonstrated by this case. Medication misuse is
common and is affected by marketing, availability, opportunities for education
and health literacy among other factors. While metformin is well tolerated,
efficacious and accessible, it still comeswith its own risks and opportunities for
misuse. As such, presentation and prescription of metformin to patients must
be done with care to avoid adverse and potentially fatal outcomes.
CONCLUSION: MILA is a unique cause of lactic acidosis, and a detailed
history and high index of suspicion is necessary for prompt diagnosis and
treatment. As with all prescription and non-prescription drug misuse, thorough
patient education is necessary to avoid adverse consequences.

AUTOSOMAL DOMINANT POLYCYSTIC KIDNEY DISEASE
PRESENTING WITH COMBINED SYSTOLIC AND DIASTOLIC
CHF- A CASE REPORT
John Harcha1; Kofi Ansah1; Muhammad Khan2
1Internal Medicine, Mercy Health, Cincinnati, OH
2Nephrology, The Jewish Hospital - Mercy Health, Cincinnati, OH. (Control
ID #3709215)

CASE: Patient is a 58 yo Mexican man with no documented PMHx who
presented to the ED for shortness of breath that had progressively worsened
over 3 days and is now present at rest. He also endorsed orthopnea, PND and
dry cough.
Patient was an illegal citizen without insurance and has not seen a doctor in a
long time. He was hypertensive in the ED with initial BP 164/118. BMP
showed a Creatinine of 6.7 (no baseline to compare), anion gap 18, pro-BNP
46388. CBC was unremarkable. CXR showed perihilar and scattered intersti-
tial opacities concerning for pulmonary edema.
Echocardiogram showed a severely reduced LVEF of 10% with severe
hypokinesis and Grade III diastolic dysfunction. Renal US obtained and was
consistent with Autosomal Dominant Polycystic kidney disease. CT A/P again
noted extensive hepatic and renal cystic disease. Workup showed normal
complements and 1.5 gm protein in his urine.
Cardiology wanted to pursue angiogram however given his suspected AKI he
could not tolerate contrast thus angiogram was deferred at this time. He was
started on goal directed medical therapy with Lasix, ASA, statin, metoprolol
and hydralazine. His kidney function stabilized and he was discharged home.
Prior to discharge Nephrology had an extensive discussion with patient in
regards to his need for hemodialysis in the near future. Due to being an illegal
citizen and without insurance he was recommended to return to the ED if he
started to feel ill and would likely need to pursue emergent dialysis. Patient
voiced an understanding.
IMPACT/DISCUSSION: Autosomal Dominant Polycystic kidney disease
has an estimated incidence between 1:400 and 1:1000 live births. ADPKD is a
congenital disorder primarily affecting kidneys, characterized by the develop-
ment and growth of cysts, though other organs may be involved, such as liver,
gastrointestinal tract, and arterial blood vessels. In 85% of cases there is a
mutation localized on chromosome 16 (ADPKD type 1) and 15% has a
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mutation to chromosome 4 (ADPKD Type 2). These cysts disrupt the normal
functions of the kidneys therefore leading to kidney failure, hypertension,
infections, cysts rupture, and even death. People with mutations in the PKD2
gene, particularly women, typically have a less severe form of the disease than
people with PKD1 mutations. The signs and symptoms, including a decline in
kidney function, tend to appear later in adulthood in people with a PKD2
mutation. ADPKD have a high incidence of cardiovascular disease due to
ischemia and CHF. Cardiovascular structural and functional abnormalities are
quite common in these individuals likely due to suspected uncontrolled hyper-
tensive effects on the heart.
CONCLUSION: ADPKD is a progressive disease and symptoms tend to get
worse over time Treatment for ADPKD involves managing the symptoms and
slowing disease progressionADPKD is themost common inherited disorder of
the kidneys

AVOIDING COGNITIVE BIAS IN A PATIENT WITH CHRONIC
CHEST PAIN
Sarah L. Floden, Parag A. Tipnis
Medicine, University of Wisconsin-Madison, Madison, WI. (Control ID
#3712713)

CASE: KR is a 45-year-old woman with autoimmune arthritis, dyslipidemia,
and hypothyroidism who presented with dyspnea and chest discomfort. She
noted 9 months of dyspnea with a lower extremity rash, fatigue, and joint
stiffness. She noted dyspnea with minimal exertion.
Exam showed that she was in no acute distress with BP 112/67, HR 88, a
normal S1 and S2 without murmurs or gallops. Her lungs were clear. There
were multiple small erythematous lesions of the bilateral lower extremities.
Her medications were metoprolol, simvastatin, hydroxychloroquine, and
levothyroxine. She did not drink, smoke, or use other drugs.
KR was noted to have an elevated d-dimer at 976 ng/ml, ESR at 40 mm/hr and
initial elevated troponin at 3.12 ng/ml. Her BMP was normal. Her ECG
showed sinus rhythmwith anterior-lateral T wave inversions. CTA of the chest
showed no pulmonary embolism. Echo showed normal valves, normal systolic
function with moderate concentric LVH. Cardiac MRI showed concentric
LVH and focal hypoperfusion in the subendocardial inferior lateral wall with
late gadolinium enhancement consistent with myopericarditis. Cardiac cathe-
terization showed no coronary disease. Cardiac biopsy showed myocyte hy-
pertrophy and fibrosis, suggestive of toxicity from hydroxychloroquine.
Hydroxychloroquine was stopped; however, KR continued to have dyspnea
over the following 3 months along with band-like chest tightness and
palpitations. Her troponin remained high at 2.43 ng/ml. Her exam was un-
changed. A cardiac MRI was repeated and was similar to previous.
IMPACT/DISCUSSION: KR’s presentation left us with several questions.
She presented with chest pain and dyspneawith persistent troponin elevation in
the absence of CAD. TTE showed significant LVH without HTN. Cardiac
MRI showed late-gadolinum enhancement suggestive of a myopericardial
inflammatory process. Our differential included acute viral or drug induced
myopericarditis, auto-immune disease, hypertrophic cardiomyopathy (HCM),
or infiltrative myocardial disease.
Therefore, she underwent genetic testing for cardiomyopathies and was het-
erozygous for alpha-galactosidase A (GLA) consistent with Fabry disease.
Fabry is a rare X-linked glycolipid storage disease caused by deficient activity
of the lysosomal enzyme GLA estimated to affect 1:3000 males and 1:40,000
females. This deficiency results in the accumulation of glycolipids in
lysosomes throughout the body and can include cutaneous, corneal, cardiac,
renal, and neurologic manifestations. In adult patients, unexplained LVH is a
common clue to a diagnosis of Fabry. The early diagnosis of Fabry is important
as enzyme replacement can reverse or prevent further disease.
CONCLUSION: Chest discomfort, persistent troponin elevation and unex-
plained LVH should broaden our differential to include myocardial and sys-
temic diseases.
Cardiac MRI can be very helpful in evaluating for myocardial disease.
Genetic testing is an important tool in the diagnosis and treatment of certain
cardiomyopathies.

AXITINIB INDUCED POSTERIOR REVERSIBLE ENCEPHALOPA-
THY SYNDROME
Can Jones1; Kayla DeSuza1; Riya Job1; Harry Goldsztajn2
1Internal Medicine, University of Miami School of Medicine, Miami, FL
2Hematology/Oncology, JFK Medical Center, Atlantis, FL. (Control ID
#3715736)

CASE: A 77-year-old Caucasian female with a past medical history of clear
cell renal cell carcinoma presented to the Emergency Department (ED) with
altered mental status. The patient was diagnosed with clear cell renal cell
carcinoma in 2006 and received left kidney nephrectomy. She was in remission
until June 2020 when she developed symptoms of vertigo. Computed Tomog-
raphy (CT) head showed a 9mm right cerebellar enhancing lesion with adja-
cent vasogenic edema. The patient was treated with Cyberknife. Axitinib was
initiated by oncology.
Four months later, the patient was found drooling at home. She could not
recognize her children and was sent to the ED. On admission, the patient was
tachycardic at 96 bpm with a blood pressure of 200/96 mmHg. CT of the head
without contrast revealed a stable right cerebellar mass. The patient was treated
supportively with permissive hypertension for the possibility of ischemia stroke.
Magnetic Resonance Imaging (MRI) of the brain revealed no acute ischemic
change, but patchy T2/FLAIR hyperintense signal abnormality within the
cortical and subcortical bilateral frontal, parietal, occipital, and temporal lobes.
Based on the clinical symptoms, MRI result, and current use of axitinib,
Posterior reversible encephalopathy syndrome (PRES) was diagnosed. Axitinib
was discontinued and the patient was managed with hydralazine, lisinopril, and
amlodipine for blood pressure control along with seizure prophylaxis with
levetiracetam. The patient’s mental status significantly improved. She was
discharged home to follow up with oncology and primary care.
IMPACT/DISCUSSION: PRES describes a combination of neurologic
symptoms and neuroradiographic findings. Patients usually present with a
headache, altered mental status, change of vision, and seizure. MRI findings
include patchy areas of vasogenic edema generally occurring bilaterally in the
posterior parietal and occipital lobes.
Axitinib is currently the first-line treatment for renal cell carcinoma. It is
reported to cause hypertension by inhibition of the VEGF signaling pathway.
Acute inhibition of the VEGF signaling pathway decreased the production of
vasodilators such as nitric oxide thus causing unopposed vasoconstriction.
Meanwhile, axitinib could have direct toxicity on vascular endothelium, which
damages the blood-brain barrier.
Management of PRES in the setting of axitinib use includes the withdrawal of
axitinib, management of blood pressure, along with appropriate seizure pro-
phylaxis. Providers should be aware of axitinib's rare, albeit serious, side effect
of PRES.
CONCLUSION: 1. Axitinib is the first-line treatment for renal cell carcinoma.
2. One rare side effect of axitinib is causing PRES, presented with neurological
symptoms and typical neuroradiographic findings.
3. Treatment of PRES includes withholding the causing agent, blood pressure
control, and seizure prophylaxis.
4. Physicians should be aware of this rare side effect when prescribing axitinib,
especially to patients with a history of hypertension.

BACK TO BASICS WITH PULMONARY-RENAL SYNDROME OF
ANTI-NEUTROPHIL CYTOPLASMIC AUTOANTIBODY-
ASSOCIATED VASCULITIDES.
Muhammad F. Habib, Haris Mobeen
SUNY Upstate Medical University, Syracuse, NY. (Control ID #3715214)

CASE: A 73-year-old female with a past medical history of hypertension
presented with two weeks history of abdominal and periodic chest pain. On
arrival to the ED, she had a blood pressure of 218/100 mm of Hg, labs:
Creatinine 3.69 mg/dl (baseline creatinine 0.6 mg/dl), urinalysis +1 protein,
+3 hemoglobin and 47 RBCs, CXR: b/l pleural effusion, CT-abdomen: b/l
pleural effusions, ascites and pericardial effusion. On examination: +1 pedal
edema and b/l crackles in the lungs. In the ED she was given IV hydralazine
and Lasix for suspicion of hypertensive emergency. Further investigation with
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urine microscopy and CT chest revealed classic dysmorphic RBCs and diffuse
pulmonary hemorrhages respectively. This directed our differential diagnosis
towards glomerulonephritis (GN). Her anti-neutrophil cytoplasmic autoanti-
body (ANCA) (1:320) and anti-myeloperoxidase (320 CU) serologies resulted
positive. The patient was started on pulse dose steroids, plasma pheresis and
rituximab with a diagnosis of ANCA- associated vasculitides with pulmonary-
renal syndrome. Subsequent renal biopsy showed chronic with focal active
ANCA associated GN with scarring/fibrous crescents.
IMPACT/DISCUSSION: ANCA-associated vasculitides (AAV) are a group
of necrotizing vasculitis that affect small- vessels, which do not deposit
immune complexes but are associated with ANCA specific for
myeloperoxidase or proteinase 3, referred to as pauci immune vasculitides.
The combination of pulmonary hemorrhages and renal insufficiency is often
referred to as pulmonary-renal syndrome of AAV and has a highmorbidity and
mortality if not diagnosed early.
The key turning point in our patient’s management was to see dysmorphic
RBCs under direct visualization of a microscope. This led to further diagnostic
serologies like ANCA, renal biopsy, and early initiation of treatment. Our
patient’s respiratory symptoms improved as well as her renal parameters with
an admitting creatinine of 3.69 mg/dl, which peaked to 4.40 mg/dl and upon
discharge came down to 2.87 mg/dl.
CONCLUSION:AAV is a group of necrotizing vasculitides, which can lead to
many organ-or-life-threatening complications such as GN and pulmonary hem-
orrhage, as in our patient. We want to emphasize that adhering to the basics of
diagnostic approaches like urinalysis and urine microscopy can help early
diagnosis of AAV resulting in GN. Over the years, serological studies have
limited the use of urine microscopy in diagnosing GN. However, with urine
microscopy looking for RBC casts and dysmorphic RBCs as in our patient
clinched the diagnosis early with early effective initiation of treatment, which
potentially reduced severe morbidity and perhaps mortality in our patient.

BEYOND THE SCIENCE OF MEDICINE: HOW EFFECTIVE COM-
MUNICATION SETS THE STAGE
Jasdeep Bathla1,2; Lekiesha Porter1,2; Caleb Sokolowski2; Diane L. Levine1,2
1Internal Medicine, Detroit Medical Center, Detroit, MI
2School ofMedicine,Wayne State University School ofMedicine, Detroit, MI.
(Control ID #3715992)

CASE: A 53yo woman presented to an outside facility with a 3-month history
of an enlarging left-sided neck mass, associated neck pain, dysphagia, and a
40lb unintentional weight loss. She underwent multiple CT's of neck and
thorax aswell as flexible laryngoscopy and was initially treatedwith antibiotics
for suspected retropharyngeal abscess and angioedema. Short-term follow up
was planned, however, she returned 3 months later, with increasing symptoms
and progression of disease on imaging with malignancy becoming the most
likely etiology. Biopsy was unable to be performed due to insurance issues.
She was referred to our hospital for evaluation and biopsy. CT neck was
repeated, and patient underwent triple endoscopy with tracheostomy and
PEG tube placement. She was initially hesitant to consent to the procedure
and had not realized the high likelihood of tracheostomy, which was
distressing postoperatively. Biopsies revealed invasive squamous cell carcino-
ma. The case was discussed at multidisciplinary tumor board, and she was
subsequently scheduled for outpatient induction chemotherapy.
IMPACT/DISCUSSION: Patient was admitted from the ENT clinic to the
inpatient Medicine team. An assumption was made that the leading diagnostic
possibility and reason for admission was discussed with the patient. We were
surprised and dismayed when the patient explained post-operatively that she
thought she had an infection that would be treated during hospitalization. It is
likely other physicians discussed the possibility of malignancy, but we did not
assess her understanding or appreciate that the patient may have been in denial;
we also did not discern her unrealistic expectations.
There were many opportunities throughout her course for improving commu-
nication, establishing close follow-up to avoid lapses in care, and troubleshoot-
ing barriers to care. She had mistrust of the healthcare system and challenges
following up. Postoperatively, we focused on establishing clear lines of com-
munication, appropriate expectations moving forward, and a plan for continu-
ity of care. We used the SPIKES method to deliver her diagnosis, identified

gaps in understanding, and were able to rebuild some trust. Unfortunately,
there are systemic deficiencies in effective communication with patients that
lead to lack of understanding and insight, frustration, and care gaps.We use our
experiences and the lessons learned from this patient to reinforce the impor-
tance of maintaining strong lines of communication, assessing patient under-
standing, building rapport with patients and families, establishing continuity of
care, and addressing social determinants of health.
CONCLUSION: Communication and assessment of patient understanding is
the initial phase of establishing andmanaging appropriate patient expectations.
Maintaining continuity of care, including establishing a realistic outpatient
follow-up plan addressing social determinants of health prior to discharge is
crucial to good outcomes.

BILATERAL PNEUMOTHORACES AS A COMPLICATION OF
COVID-19
Hector Mora
Internal Medicine, Hospital of the University of Pennsylvania, Philadelphia,
PA. (Control ID #3715589)

CASE: A 40-year-old man with no significant past medical history presented
with acute hypoxemic, hypercarbic respiratory failure and was diagnosed with
COVID-19 pneumonia. He reported that he was unvaccinated against SARS-
CoV-2. Over the course of two months, he required high-flow nasal cannula,
continuous then nocturnal BIPAP for respiratory support and completed ap-
propriate courses of dexamethasone, remdesivir, and baricitinib. He also
completed a course of levofloxacin due to concern for superimposed bacterial
pneumonia. After finishing the course of dexamethasone, the patient was
initiated on a prolonged prednisone taper. His course was complicated by the
development of fibroproliferative acute respiratory distress syndrome two
months after his initial diagnosis of COVID- 19 requiring continuous followed
by nocturnal BIPAP to maintain adequate oxygenation. Subsequently, he
developed recurrent bilateral, spontaneous pneumothoraces, which required
the insertion of multiple chest tubes due to ongoing air leaks and continued
recurrence on removal.
IMPACT/DISCUSSION:Acute respiratory distress syndrome (ARDS) leads
to diffuse alveolar damage in the lung and is increasingly being seen as a
complication of COVID-19. These patients frequently require steroids along
with positive pressure ventilation to maintain adequate oxygenation. Pneumo-
thorax is a common and sometimes fatal complication of positive pressure
ventilation in patients with acute respiratory distress syndrome, with some
studies quoting an incidence as high as 48%. On the other hand, development
of spontaneous pneumothorax in patients with COVID-19 pneumonia is much
more rare, with studies showing an incidence of approximately 1% and usually
upon the initiation of invasive mechanical ventilation, with collapse due to
barotrauma in the setting of cystic and fibrotic changes in the lung parenchyma.
However, there are no current case reports citing pneumothoraces as late
complications of COVID-19 ARDS, as occurred in our patient two months
into his hospitalization, and related solely to BiPAP use in a patient who never
previously underwent endotracheal intubation or ventilation. Additionally,
since corticosteroids delay wound healing, it is critical to recognize the possi-
bility of developing spontaneous, recurrent pneumothoraces in patients with
COVID-19 on prolonged steroid tapers who are initiating any form of positive
pressure ventilation, including non-invasive ventilation such as BIPAP.
CONCLUSION: Pneumothoraces are rare complications of COVID-19 pneu-
monia, and are most commonly seen in males who undergo endotracheal
intubation. Corticosteroids delay wound healing, and prolonged steroid tapers
increase the risk of recurrent pneumothoraces once one develops. Clinicians
must be wary of this rare, late complication of patients with COVID-19 ARDS
and prolonged steroid exposure and should be extra judicious with the use of
positive pressure ventilation.

BILATERAL THALAMIC STROKE PRESENTING AS ALTERED
MENTAL STATUS
Syed A. Hasan1; Sri Harsha Boppana1; Tayyaba Zahra2; Elieth Martinez1
1Internal Medicine, University of Nevada Reno, Reno, NV
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2Internal Medicine, Sheikh Zayed Post Graduate Medical Institute, Lahore,
Punjab, Pakistan. (Control ID #3715773)

CASE: 87-year-old male with a past medical history significant for diabetes,
hyperlipidemia, hypertension, coronary artery disease presented from his
group home for altered mental status ongoing for four hours. Physical exam
revealed a somnolent male, intermittently snoring, not following commands,
and responsive only to painful stimuli by moving all extremities. Pupils were
round and sluggishly reactive; the neurological examwas limited due to altered
mental state.
Workup for metabolic encephalopathy returned normal.
Spot EEG, CT head, CTA head/neck were unremarkable. CT cerebral perfu-
sion showed 6 ml perfusion defect, echo with bubble study confirmed normal
ejection fraction and no right to left shunt, non-contrast MRI of the brain on
hospital day two revealed bilateral anterior thalamic infarcts suggestive of
artery of Percheron variant (Figure 1). He was started on Aspirin, Plavix, and
high-intensity statin. Modafinil was initiated to promote wakefulness. His level
of consciousness fluctuated, while awake he remained dysarthric and was
noted to have a bilateral vertical gaze palsy consistent with deficits noted in
bilateral thalamic stroke. Unfortunately, due to his previous poor quality of life
and wishes to remain comfortable, he was transitioned to comfort care on day
five and discharged to the group home.
IMPACT/DISCUSSION: Diagnosing a CVA from acute bilateral thalamic
infarct can be challenging as it can present with a spectrum of neurological
deficits such as acute onset altered mental status, coma, hypersomnolence,
aphasia, memory impairment, and vertical gaze palsy.
Thalamus functions as a relay center for both sensory/motor signals and
regulates consciousness, alertness, and sleep. Four anatomical vascular
variants can supply the thalamus/midbrain. Type 1, most common, where a
perforating branch arises from the P1 segment of each posterior cerebral artery
(PCA). Type 2a, both paramedian arteries arise from the same PCA. Type 2b,
AOP (artery of Percheron) described in this case, a rare anatomical vascular
variant that comprises a single trunk from the PCA supplying the thalamus and
midbrain bilaterally. Type 3, an arcade connecting the paramedian arteries
(Figure 2). Infarction of the AOP is the only variant that can result in bilateral
paramedian thalamic infarction with or without midbrain involvement.
CONCLUSION: Our case discusses the presentation of bilateral thalamic
infarcts due to infarction of the rare anatomic variant i.e. AOP supplying
bilateral thalamus and midbrain. Like any other CVA, initiating work up in a
time-sensitive manner is warranted. A high index of suspicion should be
maintained in patients with previous history or risk factors for stroke. Early
diagnosis, intervention including thrombolysis, secondary prevention, and
rehab is crucial for better outcomes. Literature has shown a favorable prognosis
once the diagnosis is made early and appropriate management is initiated.

BILOTHORAX AS A RARE CAUSE FOR EXUDATIVE PLEURAL
EFFUSION- A CASE REPORT
John Harcha1; Hina Virk1; Nathan Kelly1; Erich Walder2
1Internal Medicine, The Jewish Hospital - Mercy Health, Cincinnati, OH
2Critical Care/Pulmonology, The Jewish Hospital - Mercy Health, Cincinnati,
OH. (Control ID #3709257)

CASE: A 63 y/o f w/ a PMH of an alcohol use disorder, SDH s/p R
hemicraniectomy w/ evacuation in 2016, was brought in by her husband for
progressively worsening weakness, jaundice, weight loss, and inability to
perform her ADLs for the last several weeks. The patient’s husband states
his wife refused to seek medical evaluation on a routine basis. The patient
developed worsening mentation and was gasping for air and the husband
brought the patient in for further evaluation. She presented to an outside
hospital and was found to have a Hgb of 4, Lactic acid of 9, Total bilirubin
of 11, INR of 2.51, Alk phos of 2.5K. CT of head w/o contrast found R 4 mm
subdural hemorrhage. CT C/A/P found massive right pleural effusions, com-
plete collapse of the right lung, and pancreatic ductal dilation w/ a suspected
pancreatic head mass and low-density liver lesions. She received 3L of normal
saline, started on broad-spectrum antibiotic therapy, given Kcentra and was
transferred to the intensive care unit. She was suspected to have metastatic

pancreatic carcinoma. The patient underwent bedside thoracentesis with
1600 cc of bilious fluid removed. GI was consulted but the patient had
difficulty oxygenating and she was a DNI. It was recommended to hold off
on aggressive intervention and to monitor cytology from pleural fluid. Pleural
fluid cytology showed occasional clusters of atypical cells but unfortunately
there was insufficient diagnostic cellular material for further evaluation. Fur-
ther workup was not performed due to patient's family being transitioned ot
Hopspice services.
IMPACT/DISCUSSION:Malignant pleural effusions are a common presen-
tation for individuals who have metastatic disease involving the pleura or lung
parenchyma. Bilothorax is characterized by the presence of bile fluid in the
pleural space. Some causes include biliary obstruction from a malignant or
benign stricture, trauma to the biliary tree or diaphragm, or direct or lymphatic
spread of infection from the liver or subphrenic space. In most cases, a
diagnosis can be established with a pleural fluid to serum bilirubin level >1.
The most reported cause of this is after iatrogenic hepatobiliary injury arising
from perforation and subsequent biliopleural fistulization. In the case described
above, her poor prognosis led her family to elect comfort care measures and
she was transitioned to inpatient hospice. It is expected the underlying cause in
our patient was obstructive jaundice as a result of her pancreatic head mass.
Usually, a HIDA scan can show the fistula however in our patient no HIDA
scan was obtained due to her overall poor prognosis and transition to Hospice.
CONCLUSION: Although a rare cause for pleural effusion, Bilothorax
should always be on the differential diagnosis in an individual with liver
pathology and pleural effusion
There are several mechanisms of a Bilothorax formation however it is usually
from a biliary obstruction with the formation of a biliary pleural fistula
formation

BLACKOUT: A CASE OF LEFT VENTRICULAR NON-
COMPACTION (LVNC) PRESENTING AS SYNCOPE
Riaz Mahmood1; Lawrence Dudas2
1Internal Medicine GME, Northeast Georgia Health System Inc, Gainesville,
GA
2Internal Medicine, Northeast Georgia Health System Inc, Gainesville, GA.
(Control ID #3716152)

CASE:A 45-year-old female with no significant cardiac history and history of
gastric Roux-en-Y, abnormal uterine bleeding, hemorrhoids and psychiatric
illnesses presented to the ED for evaluation after MVC following a syncopal
event. She reported blacking out and rear-ended the vehicle in front of her. She
was unable to recall events immediately preceding her syncope. In the ED, her
vitals were notable for hypertension and tachycardia in the setting of pain. CBC
was significant for hemoglobin of 5.1 and her FOBT positive. Labs were
unremarkable otherwise. CXR showed no acute cardiopulmonary process
and her CT chest was significant for bibasilar atelectasis. Her trauma work-
up was negative for acute fractures. She underwent endoscopic evaluation by
GI and no active bleeding was noted. Her routine echocardiogram showed
stable LV function without any significant valvular regurgitation or stenosis.
However, it was notable for increased left ventricular trabeculations. Cardiol-
ogy was consulted and her Cardiac MRI was notable for EF of 61% and LV
trabeculations confirming LVNC. EP cardiology was consulted and performed
an EP study that revealed normal sinus node function, AV node function, and
HV interval with baseline LBBB. No accessory pathway was noted. She had
atrial fibrillation and atrial flutter induced with Isuprel but no inducible VT. A
loop recorder was placed and she was started on beta-blocker therapy. The
patient was stable for discharge home and to closely follow-up as outpatient
with both cardiology and EP cardiology.
IMPACT/DISCUSSION: Syncope may be multifactorial, and the differential
is broad butmust include cardiac etiologies. Left ventricular non-compaction is
one of those etiologies and is a rare disorder with characteristics of hypertro-
phic, restrictive, and dilated cardiomyopathies. The hallmark of LVNC is
prominent trabeculations most commonly in the left ventricle. LVNC is caused
by halted development of the myocardium during fetal development however
the exact mechanism is unknown and mutations in at least nine genes have
been implicated. Diagnosis is achieved with Echocardiography or Cardiac
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MRI. Management aims to reduce symptom burden and complications of left
ventricular non-compaction as there is no corrective therapy for the underlying
condition itself.
CONCLUSION: This case highlights the value of a thorough history and
physical. Any new syncopal episodewarrants a thorough cardiac investigation;
even in the absence of cardiac symptoms, cardiac abnormalities should remain
high on the differential. Imaging modalities such as an echocardiogram or
cardiac MRI are an integral part of any LVNC workup. Early diagnosis and
symptomatic management can improve patient outcomes.

BLINDNESS AFTER GIVING BIRTH – A SURPRISING DIAGNOSIS
OF PRES
Dania S. Hasan1; Eric Tanenbaum1,2

1College of Medicine, Washington State University, Pullman, WA
2Swedish Medical Center, Seattle, WA. (Control ID #3708187)

CASE: A 21-year-old woman, 37 weeks pregnant, G1P0, pregnancy compli-
cated by diet controlled gestational diabetes, presented to the hospital with
regular contractions and was admitted for delivery. She had no other significant
past medical history. Her antenatal blood pressure recordings were within
normal limits. On presentation, BP was 131/81, with otherwise unremarkable
vital signs and intake physical exam. She was briefly hypertensive up to 162/96
during labor and was normotensive post-partum. 40 minutes after delivery she
developed sudden onset bilateral blindness, describing dark and blurry vision.
Code Stroke was called and she was evaluated by the overnight on-call
hospitalist. The patient was able to identify movement but was not able to read
or count fingers. She had an otherwise normal neurologic exam. Lab testing
was significant for new elevation in WBC count, AST, ALT, and new pro-
teinuria. CT headwithout contrast andCTA head and neckwere unremarkable.
MRI brain showed areas of increased FLAIR signal involving subcortical
white matter suggestive of posterior reversible leukoencephalopathy syndrome
(PRES).
MRA showed a mild narrowing of the distal cavernous carotids bilaterally and
MRVwas unremarkable. The patient’s vision issues resolved spontaneously in
3 hours. Her lab findings suggested a diagnosis of pre-eclampsia.
IMPACT/DISCUSSION: Physicians who respond to in-hospital emergen-
cies need to know what neurologic syndromes are associated with pregnancy.
Specific conditions that should be considered in addition to eclamptic seizures
and more common stroke syndromes are reversible cerebral vasoconstriction
syndrome, cerebral venous sinus thrombosis, arterial dissection, and PRES.
PRES is characterized by white matter vasogenic edema, predominantly af-
fecting the posterior occipital and parietal lobes, with symptoms including
headache, altered mental status, visual changes, and seizures. The mechanism
of this condition is still controversial but thought to be caused by hypertensive
encephalopathy. As a sudden increase in blood pressure exceeds the
autoregulation capacity of the cerebral vasculature, it causes hyperprefusion,
vessel damage and breakdown of the blood brain barrier. This leads to
interstitial extravasation of fluid which results in cortical and subcortical
edema. Although often related to severe hypertension, PRES is associated with
a variety of other conditions including chemotherapy and immunosuppressive
medications, renal insufficiency, hypercalcemia, and preeclampsia.
MRI is considered the gold standard for the diagnosis of PRES. Treatment is
blood pressure control and addressing the underlying cause.
CONCLUSION: - PRES can occur in pregnant and peri-partum patients even
in the absence of severe prolonged hypertension.
- Any physician responsible for responding to inpatient emergencies should be
familiar with the specific neurological syndromes that are more likely in the
setting of pregnancy

BODY ON BLOCK: CENTRAL NERVOUS SYSTEM TOXICITY
STATUS POST SPINAL BLOCK
Hajira Chaudhry, Rebecca Lynn L. Anderson, Alicja Wasilewski
Henry Ford Allegiance Health Psychiatry, Henry Ford Health System, Detroit,
MI. (Control ID #3715748)

CASE: 59-year-old woman with a history of fibromyalgia, rheumatoid arthri-
tis, and bipolar disorder who was admitted for nausea and vomiting. 2 weeks
prior she had a lidocaine injection in her cervical spine, and shortly after began
experiencing confusion, double vision, and a feeling of restless. After calling
the pain clinic, she was directed to the emergency department.
While in the emergency department the patient endorsed tactile hallucinations,
stating that there was hair on her tongue that she felt something on her face.
When seen by Psychiatry, the patient had notable nystagmus, akathisia, and
slurred speech. Per her outpatient psychiatric provider who has been seeing the
patient for 4 years, the patient has not experienced hallucinations, even when
suffering from significant depression. Also, the patient's psychiatric
medications have remained stable for at least the past year. In considering
the patient's past 2 weeks, the only major change is the administration of the
cervical spinal block, most likely lidocaine injections. Her symptoms subsided
without lipid emulsion.
IMPACT/DISCUSSION: Impact: Local anesthetic systemic toxicity
(LAST) is a life-threatening adverse event associated with the increasingly
prevalent utilization of local anesthetic (LA) techniques throughout various
health care settings, with an incidence of 0.03%.
LAST or surrogate outcomes include cardiac arrest, seizures, and use of lipid
emulsion on the day of surgery. Early neurologic symptoms include tinnitus,
oral numbness, metallic taste, and lightheadedness. One study found signifi-
cant lapses in knowledge with regard to the use of total body weight for dose
calculations, use of ultrasound during LA administration and dosage, avail-
ability and storage of the definitive therapy. This lack of knowledge for
providers administering the procedure increases the need for other medical
providers to be aware of potential toxidromes from local anesthesia. Therefore,
a case of toxicity following a cervical spinal procedure will be presented.
Methods: We searched Pubmed, Scopus, and Web of Science using the
keywords {(LA toxicity), (spinal block toxicity), (lidocaine or buprivocaine
toxicity), (LA morbidity), (LA outcomes), (spinal block morbidity), (spinal
block outcomes)} 182 articles were found with over 92 being animal studies
Discussion: When considering the symptoms and their onset, there is a
considerable concern for LAST. Central nervous system (CNS) side effects
of lidocaine include dizziness, blurred vision, restlessness, slurred speech,
ataxia, depression, nystagmus, hallucinations, and memory impairment. CNS
symptoms usually precede cardiovascular symptoms, most commonly hyper-
tension and tachycardia. Management is supportive or lipid emulsion if sig-
nificant morbidity.
CONCLUSION: By reviewing this case the goal is to address the knowledge
gap for providers so that timely and optimal care can be provided to hopefully
minimize serious morbidity and mortality.

BRBPR AND PROCTITIS? YEP, IT’S SYPHILIS.
Alexandra L. Coritsidis1; Kenneth M. Fifer2
1Internal Medicine, Mount Sinai Health System, New York, NY
2Medicine, Icahn School ofMedicine atMount Sinai, NewYork, NY. (Control
ID #3715490)

CASE: A 33 year old male with no past medical history presented to the
emergency room with 3 weeks of worsening cramp-like epigastric abdominal
and back pain, and a few days of hematochezia. Associated symptoms includ-
ed fatigue, anorexia, subjective fever, and chills. He denied headache, chest
pain, shortness of breath, and diarrhea. Social history was notable for smoking
4-5 cigarettes daily, consuming 3 alcoholic drinks 3 times weekly, and mari-
juana use. Sexual history was significant for unprotected receptive anal inter-
course with one male partner. Initial labs were significant for tests elevated
LFTs (AST 310, ALT 301, alkaline phosphatase 487) and a CBC within
normal limits. A CT abdomen pelvis demonstrated mild meso-rectal, pelvic,
retroperitoneal, and upper abdominal lymphadenopathy as well as rectal wall
thickening with perirectal fat stranding. A colonoscopy revealed proctitis.
While pathology from the rectal biopsies were pending, further work-up
revealed a positive treponemal antibody and RPR (titer 1:128). Of note,
patient’s prior treponemal antibody 3 months prior was negative. Rectal biopsy
ultimately revealed spirochetes on immunohistochemical stain, confirming the
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diagnosis of secondary syphilis with syphilitic proctitis. The patient was treated
with a single dose of 2.4 million units of penicillin G.
IMPACT/DISCUSSION: Secondary syphilis occurs weeks to months fol-
lowing infection and can presents with a wide array of symptoms involving
multiple organ systems. Gastrointestinal findings may include hepatitis with a
high serum alkaline phosphatase and normal or mildly elevated transaminases.
Diffuse lymphadenopathy can occur. Syphilitic proctitis is a rare manifestation
of secondary syphilis that occurs as a result of infiltration of the gastrointestinal
tract. It can even present with a neoplasm such as a rectal mass. Syphilitic
proctitis may present without other pathognomic symptoms of syphilis and
thus be misdiagnosed as malignancy or inflammatory bowel disease. Biopsies
of the lesionwill reveal Treponema pallidum organisms on immunohistochem-
ical staining. In our case, the patient had a known negative treponemal
antibody 3 months prior to presentation, and therefore was treated for symp-
tomatic, early secondary syphilis with a single 2.4 million unit intramuscular
dose of penicillin G. If laboratory evidence demonstrates infection has been
present for greater than one year, or the length of infection is unknown,
treatment for late latent syphilis with 3 consecutive weekly doses of penicillin
G is appropriate.
CONCLUSION: This case underscores the importance of STD screening
among patients presenting with new onset gastrointestinal symptoms, particu-
larly in high risk populations.

BRUGADA SYNDROME LIKELY INDUCED BY CANNABINOID
USE: A CASE REPORT
John Harcha, Abdul Shehzad
Internal Medicine, Mercy Health, Cincinnati, OH. (Control ID #3709294)

CASE: Patient is a 29-year-old Caucasian male no reported PMHx except
Marijuana abuse who presented to the EDwith head laceration and fall. Patient
was in the shower, and he fell backwards and hit his head and regained
consciousness immediately. He denied urinary or fecal incontinence but did
not remember anything regarding the fall. He did not report any presyncopal
symptoms including lightheadedness or dizziness or chest palpitations. No
personal or family history of syncope. His initial EKG in the ED was
concerning for Brugada syndrome. EP was consulted for cardiac syncope
and despite lead placement change the subsequent EKG was again concerning
for possible arrhythmogenic right ventricular dysplasia but epsilon waves after
every QRS consistent with Brugada type II. Additional work-up in the EDwas
unremarkable including negative troponin, normal complete blood cell count
and renal panel. TTE was done which did not show inducible ventricular
tachycardia or ventricular fibrillation despite aggressive pacing. Followign a
Procainamde challenge, patient was noted to have an inducible Type 2
Brugada pattern. He was later discharged with recommendations of conserva-
tive management and outpatient follow-up.
IMPACT/DISCUSSION: Brugada syndrome is a condition that causes dis-
ruption of a heart’s normal rhythm by causing irregular heartbeats in the
ventricles leading to ventricular arrythmias. These arrythmia’s can result in
syncope, seizures, dyspnea, or sudden death. Brugada syndrome is estimated to
occur in 5 in 10,000 people worldwide. It occurs more commonly in Asian
ancestry and appear to affect males most commonly. The most common cause
is a mutated SCN5A gene which is altered in 30% of these individuals. This
gene affects sodium channels which normally transport positively charged
sodium atoms into heart cells and plays an important role in maintaining the
normal heart rhythm.
Themutated gene leads to decreased sodium in ions into the cell which disrupts
ion transport leading to abnormal heart rhythm. Other causes include anti-
arrhythmics, psychotropics and recreations drugs including Cocaine and Mar-
ijuana. Cardiovascular effects from marijuana consists of a dose dependent
tachycardia and hypotension from THC. Previous studies have shown low to
moderate doses tend to cause tachycardia and raised blood pressure by increas-
ing sympathetic activity. Although the direct correlation between Marijuana
and Brugada is limited, there are a few documented cases of suspected
Cannabinoid-induced Brugada syndrome. For type 2 Brugada syndrome, there
is no need for ICD, management is avoiding fever/dehydration, abstinence
from illicit drug use, avoiding hypokalemia and sodium blocking agents.

CONCLUSION: Brugada syndrome is a rare but potentially life-threatening
syndrome that can affect young health adults
There are several cases describing cannabinoid induced Brugada syndrome
which is important to bring awareness given the recent popularity of Cannabis
for health and recreational use

BURKITT’S LYMPHOMA IS WAITING ON THE CORNER
Gonca Ozcan1; Garima Gautam1; Nikola Perosevic2. 1Internal Medicine,
UConn Health, Hartford, CT; 2Medicine, Saint Francis Hospital and Medical
Center, Hartford, CT. (Control ID #3708217)

CASE: Introduction: Burkitt's lymphoma (BL) is a highly aggressive form of
non-Hodgkin's B-cell lymphoma with three subtypes, namely endemic, spo-
radic, and immunodeficiency-associated types. The endemic type commonly
manifests as a jaw or facial bonemass and spreads to extranodal areas, whereas
the non-endemic (sporadic) type manifests as an abdominal mass.
Immunodeficiency-related BL more often manifests in lymph nodes.
Case Presentation: A 31-year-old male with no significant past medical
history presented with intermittent right flank pain for two days and worsening
left testicular swelling for several weeks. Initial blood work was unremarkable,
including normal complete blood count, chemistry panel, and liver function
tests.
The patient underwent CT abdomen and pelvis, which revealed a large mes-
enteric mass measuring 13.6 x 8.6 x 17.6 cm with mass-effect on the inferior
vena cava andmild right hydronephrosis. CT-guided needle biopsy of the mass
was consistent with Burkitt lymphoma, which showed CD20+, Ki-67 100%.
The patient subsequently underwent a PET CT scan which showed a large
abdominal hypermetabolic nodal mass, reactive left axillary node, peritoneal
nodularity of the left paracolic gutter without splenomegaly. The patient did
not have any neurologic complaints, and prophylactic CSF cytology was
negative for lymphomatous meningitis. The patient underwent induction che-
motherapy with a hyper- CVAD regimen (Cyclophosphamide, Vincristine,
Doxorubicin, Dexamethasone) and intrathecal chemotherapy with Cytarabine
and Methotrexate. He received allopurinol for tumor lysis (TL) prophylaxis
and did not show TL signs. The patient is still currently on active treatment and
tolerated four cycles of chemotherapy well. The PET scan after the second
cycle showed a drastic improvement of bulky mesenteric disease, metabolic
resolution of FDG avid peritoneal disease and left axillary lymph node and
resolution of previously demonstrated right hydronephrosis and pelvic fluid.
IMPACT/DISCUSSION: Burkitt lymphoma (BL) is a highly aggressive B
cell neoplasm and is mainly present with a rapidly growing mass. Diagnosis of
BL is based on a biopsy. Burkitt lymphoma has a high proliferation rate and
apoptotic cell death, as demonstrated by the high Ki-67 index and classic
"starry-sky" pattern in histology. The standard treatment regimen includes a
combination of highly cytotoxic chemotherapy with intrathecal chemotherapy.
Ova/sperm cryopreservation should be offered to patients in child-bearing
years. Due to high cell turnover, BL is commonly associated with TL, which
can cause severe electrolyte arrangement. Preventive strategies for TL include
aggressive IV hydration and uric acid-lowering therapy.
CONCLUSION: It is crucial to suspect and recognize early BL as it is
associated with high mortality and morbidity. Early diagnosis and prompt
initiation of induction chemotherapy can lead to better patient outcomes.

CALCIPHYLAXIS SECONDARY TO RENAL FAILURE DUE TO
THROMBOTIC MICROANGIOPATHY LIKELY DERIVED FROM
UNTREATED HYPERTENSION
Nishitha Shekhar, Elieth Martinez, Yo Sup Keum
Internal Medicine, University of Nevada Reno, Reno, NV. (Control ID
#3713948)

CASE: A 33-year-old woman with past medical history of uncontrolled
hypertension presented to the hospital with ascending necrotic skin lesions.

JGIMS430



Two months before admission, she noted bilateral lower extremity edema and
erythema associated with painful blisters. The blisters developed into malodor-
ous, weeping, and painful scabs which progressed to her abdomen. Review of
systems was notable for unintentional weight loss, weakness, and constipation
with last bowel movement one month prior. She denied taking medications or
antibiotics. Presenting blood pressure was 161/95. Patient was toxic-appearing
but had normal mental status. Skin exam revealed large, black, malodorous,
hardened necrotic lesions to bilateral legs, thighs, abdomen- covering 40-50%
of body surface area. Lesions spared genitals and mucous membranes. The
abdomen was hard and had a rock-like feeling on palpation. Legs were
edematous, and feet had blisters with clear weeping fluid.
Lab tests revealed microcytic anemia with hemoglobin of 3.3 g/dL, low iron,
leukocytosis of 26.5 K/uL, creatinine of 6.38 mg/dL/GFR of 7 mL/min, BUN
of 162 mg/dL, hypocalcemia, high PTH. Urinalysis demonstrated significant
proteinuria and blood. Infectious (HIV, syphilis) and autoimmune (lupus,
Sjogren’s, rheumatoid) labs were negative. CT of the abdomen/pelvis without
contrast showed extensive calcifications throughout subcutaneous fat. Skin
biopsy revealed interstitial calcium deposition, most consistent with
calciphylaxis. Renal biopsy results demonstrated severe interstitial fibrosis
and tubular atrophy, with thrombotic microangiopathy (TMA). During her
hospital stay, lesions progressed to bilateral arms. A transfer was requested to a
quaternary center, however, due to poor prognosis, the request was declined.
She was transitioned to comfort care due to unrelenting pain.
IMPACT/DISCUSSION: Although hypertension induced TMA is rare, it is
documented as often mimicking TTP induced TMA. The primary
differentiators apart from ADAMTS-13 deficiency in TTP (not obtained in
our patient) aremoremodest thrombocytopenias, prior history of hypertension,
and significant renal impairment on presentation for hypertension induced
TMA- all of which were present for our patient. The pathophysiology is
thought to be luminal narrowing secondary to obliterative vasculopathy and
fibrin/ platelet clots that then fragment erythrocytes and continue to consume
platelets.
CONCLUSION: This case highlights an unusual clinical diagnosis with high
mortality in an otherwise healthy young patient without classic risk factors.We
suspect that the patient’s renal failure secondary to TMA put her at risk for
calciphylaxis. Treatment of calciphylaxis is limited, but involves a multidisci-
plinary approach requiring wound management, treatment of infections, and
normalizing electrolytes such as phosphorous and calcium. Unfortunately, she
presented late in her disease course and her calciphylaxis had substantially
progressed by admission.

CALCIUMOXALATE CRYSTAL RELATED KIDNEY INJURY IN A
PATIENT WITH HISTORY OF ROUX-EN-Y GASTRIC BYPASS- A
CASE REPORT
John Harcha1; Shine Vazhappilly1; Arshdeep Tindni2
1Internal Medicine, The Jewish Hospital - Mercy Health, Cincinnati, OH
2Nephrology, The Jewish Hospital - Mercy Health, Cincinnati, OH. (Control
ID #3714181)

CASE: Patient is a 49-year-old with PMHx significant for chronic pancreatitis,
IBS, HTN and previous gastric bypass. She was complaining of fatigue over
the past fewweeks. Labs were ordered by her PCP recently showed worsening
creatinine and GFR. She called her PCP who recommended she go to the ED
for further evaluation. In the ED, CBC showed mild pancytopenia with WBC
3.5, Hgb 7.9, PLT 114,000. CMP showed BUN 55, Cre 2.5, and GFR of 20.
CTA/P showed presence of a new 2.0 cm nonobstructing stone in the left renal
pelvis. There is no associated hydronephrosis. She had normal kidney function
documented in 5/2021 which worsened to 1.9 in 11/2021. Work up including
iron, vitamin B-12, folate deficiency, hemolytic anemia, upper GI bleed are all
negative. No evidence of liver disease. SPEP was negative. Kappa/Lambda
free light chains elevated but suggestive of polyclonal gammopathy and hence
MM ruled out. She was given IVF without improvement. She was started on
Prednisone 40 mg daily for anticipated 5-day duration. CT guided kidney
biopsy was obtained and noted acute tubular necrosis with increased calcium
oxalate crystals within tubular lumens.

IMPACT/DISCUSSION: Calcium oxalate (CaOx) crystal deposition can
lead to acute kidney injury. Once diagnosed it is important to establish if
hyperoxaluria is from a primary versus a secondary cause. Primary
hyperoxaluria includes a group of hereditary disorders with enzymatic defects
in the glyoxylate pathway which leads to decreased oxalate metabolism.
Secondary hyperoxaluria can result from intestinal absorption, nutritional
deficiencies, decreased fluid intake, impaired excretion, and increased dietary
consumption of oxalate. There are different mechanisms involved in secondary
hyperoxaluria including enteric hyperoxaluria and nutritional deficiencies.
Dietary calcium normally binds to oxalate in the intestines. In the setting of
fat malabsorption, calcium is sequestered by the luminal fat, resulting in
increased free oxalate in the intestines and thus increased reabsorption. This
is typically seen in bariatric surgery patients, pancreatic insufficiency, and
other malabsorption disorders including Crohn’s. Our patient had two known
causes to increase her risk of hyperoxaluria: bariatric surgery and chronic
pancreatitis with insufficiency. Depending on the severity of hyperoxaluria,
it is common for an individual to have diminished kidney function. Dialysis
can help temporarily but this does not keep up with the amount of oxalate
produced particularly in primary hyperoxaluria. For secondary oxaluria it is
important to staywell hydrated and oral phosphates and citrate help prevent the
formation of calcium oxalate crystals.
CONCLUSION: This case illustrates the importance of a kidney biopsy in
determining the etiology of AKI when the etiology remains elusive.
In addition to the typical work-up, special attention should be warranted to the
dietary habits of patients at elevated risk of hyperoxaluria

CAMERON LESIONS: THE LINK BETWEEN HIATAL HERNIA,
IRON DEFICIENCY ANEMIA AND PULMONARY EMBOLISM
Angelica Gangemi1,2; Himani Divatia1
1Internal Medicine-Pediatrics, Christiana Care Health Services Inc,
Wilmington, DE
2Nemours Children's Hospital Delaware, Wilmington, DE. (Control ID
#3704170)

CASE: A 36-year-old male with chronic iron deficiency anemia (IDA) of
unclear etiology and GERD presented with right-sided pleuritic chest pain and
dyspnea. Vitals were normal and he was saturatingwell on room air. Examwas
unremarkable. Labs revealed microcytic anemia with hemoglobin of 7.3,
thrombocytosis to 534, D-dimer of 399, ferritin of 5, negative troponin and
normal BNP. CTA chest revealed small bilateral subsegmental pulmonary
emboli (PEs) and incidental finding of a large diaphragmatic hernia. Lower
extremity dopplers were negative for DVT. He was started on therapeutic
anticoagulation and found to be negative for Factor V Leiden and Factor II
mutations.
Hemoglobin downtrended so he received a packed red blood cell transfusion
and intravenous iron. Due to severity of his IDA without clear etiology,
gastroenterology evaluated the patient to assess bleeding risk prior to initiation
of a direct oral anticoagulant (DOAC). EGD noted a large hiatal hernia with a
single Cameron lesion. Colonoscopy was unremarkable. He was discharged
home with oral iron, proton pump inhibitor, DOAC, and thoracic surgery
follow-up for elective hernia repair.
IMPACT/DISCUSSION: Our patient presented with pleuritic chest pain and
dyspnea and was found to have bilateral subsegmental PEs. His symptoms
seemed inconsistent with the location and caliber of the clots. His hiatal hernia
was likely contributory to his symptoms, emphasizing the importance of
keeping gastrointestinal (GI) pathology on the differential for chest pain.
Patients with hiatal hernia and unexplained IDA should be evaluated for
Cameron lesions. Cameron lesions are linear erosions found in gastric mucosal
folds. They are a rare complication seen in roughly 5% of patients with hiatal
hernia. Themechanism for their development is unclear, thoughmay be related
to repetitive mechanical trauma from sliding, reflux or local ischemia. These
lesions are often overlooked on endoscopy but can cause bleeding and IDA, as
seen in our patient. Chronic IDA has been associated with reactive
thrombocytosis and increased incidence of thrombotic events such as PE.
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His hypercoagulability workup and colonoscopy were negative. The absence
of other risk factors suggests a possible link between the hiatal hernia, Cameron
lesion, IDA and thrombocytosis leading to emboli formation.
CONCLUSION: Iron deficiency anemia is commonly encountered in the
inpatient setting. While acute IDA due to GI bleeding requires more emergent
intervention, chronic IDA can lead to significant complications as well and
thus warrants attention during hospitalization. Chronic IDA can cause a
reactive thrombocytosis, which may predispose patients to thrombotic events.
Patients with hiatal hernia and unexplained IDA should be evaluated for
Cameron lesions as this is a rare complication associated with blood loss.
Treatment of Cameron lesions and repair of the hiatal hernia can provide
symptomatic relief, resolution of IDA and lower thrombotic risk.

CANDIDA ALBICANS ENDOCARDITIS: A RARECOMPLICATION
IN THE BACKGROUND OF RISING FUNGEMIA RATES
Ahila Manivannan, Simran Bhatti
Internal Medicine, Henry Ford Hospital, Detroit, MI. (Control ID #3716108)

CASE: Our patient is a 74 year-old male with a past medical history of stage
IV pancreatic cancer with metastasis to the lungs and a history of a Whipple
procedure, currently on chemotherapy with Fluorouracil and Irinotican. He
presented to the hospital with a two-day history of high-grade fevers and rigors
at home, and was found to be in septic shock.
Patient had AST and ALT levels within normal limits and elevated alkaline
phosphatase. He reported no abdominal pain or right upper quadrant tender-
ness. CTAbdomen demonstrated a possible liver abscess measuring 7.2 by 6.9
cm. Patient was started on broad spectrum antibiotics (Vancomycin and
Piperacillin/ Tazobactam), however, he continued to remain intermittently
febrile. Interventional radiology-guided drainage of the liver mass yielded 3
mL of serosanguinous fluid. Fluid cultures were positive for Candida albicans.
Blood cultures were also positive for Candida albicans. Patient was initially
started on anidulafungin and subsequently switched to IV fluconazole for
ocular involvement. Transthoracic echocardiogram demonstrated a 2 mm aor-
tic valve vegetation suggestive of endocarditis. His course was complicated by
spontaneous bacterial peritonitis due to Enterococcus faecium, requiring
daptomycin. Patient was discharged with a 6 week course of fluconazole for
Candida albicans fungemia, endocarditis, and endophthalmitis.
IMPACT/DISCUSSION: Candida endocarditis is a rare pathology compris-
ing only 1-2% of all endocarditis cases. Despite having low prevalence, the
mortality rate for candida endocarditis remains relatively high with figures
ranging anywhere between 30-80%. Of concern is the growing incidence of
fungemia in the past few years which is putting patients at a higher risk of
developing this complication. Common predisposing risk factors include the
presence of central line catheters, immunocompromised status, presence of
prosthetic valves, open heart surgery, and history of prolonged antibiotic
administration. Our case presents a rare complication of Candida albicans
fungemia, originating from hepatic candidiasis. Given the exponential rise in
fungemia rates and the high mortality rate of Candida albicans infective
endocarditis, it is important for clinicians to keep this diagnosis on their
differential and order appropriate testing so that treatment can be initiated in
a timely manner.
CONCLUSION: Candida infections should be considered in the workup of
patients presenting with sepsis, especially in patients with gastroenterological
malignancies.
Candida endocarditis is a serious sequela of candidemia and is associated with
a high mortality rate

CANVZVMENINGOENCEPHALITIS BE A DISEASE IN THE NON-
IMMUNOCOMPROMISED
Yassmin Hegazy1; Jeremey Walker1,2; Michael Saag1,2; Meagan Reif3
1Internal Medicine, The University of Alabama at Birmingham School of
Medicine, Birmingham, AL
2Department of Infectious Disease, The University of Alabama at Birmingham
Department of Medicine, Birmingham, AL
3Internal Medicine, The University of Alabama at Birmingham, Birmingham,
AL. (Control ID #3689768)

CASE: A 66 year-old African-American female with a history of diabetes and
hypertension presents with worsening headaches and confusion. She reports
generalized headaches with nausea and decreased responsiveness over the last
five days prior to admission. Per family, the patient wasn't taking any illcit drugs
or other medications except for her prescribed amlodipine, hydrochlorothiazide,
and escitalopram. Vitals on admission were notable for mild hypertension (BP
140/89). On physical exam, she was somnolent, but arousable to voice with
intact strength and reflexes, equal and reactive pupils, and symmetrical face. Labs
were significant for WBC count 11.17 with 70% neutrophils, but otherwise
unremarkable chest x-ray and urinalysis. Code stroke was called after noted
dysarthria and sudden left-sided weakness. However, neurological workup in-
cluding CT angiogram and MRI brain were without acute changes. She was
started on empiric vancomycin, ceftriaxone, and ampicillin with blood cultures
growing diptheroids in anaerobic and aerobic sets. Lumbar puncture revealed
glucose 40 mg/dL, protein 292 mg/dL, WBC 317, and lactic acid 4.3 mMol/L.
Additional cerebrospinal fluid studies showed positive varicella PCR with Var-
icella Zoster Virus (VZV) quantitative count of 34 million copies. Further
investigation confirmed no dermatomal rash and patient was diagnosed with
VZV encephalitis. She had a rapid improvement in mentation prompting transi-
tion from IV to oral valacylovir to complete a 21 day treatment course.
IMPACT/DISCUSSION: This case highlights the broad differential diagno-
sis of meningoencephalitis in immunocompetent patients. Our case included a
notable misleading finding in the contaminated blood cultures with gram
positive rods and later diphtheroid species with initial diagnosis of listeria as
the cause and lumbar puncture ruling out this diagnosis and confirming VZV
meningoencephalitis. This syndrome is not as well described in non- immu-
nocompromised patients, but recent reviews demonstrated similar symptoms
seen in our patient including confusion, headache, and nausea/vomiting with
up to 55% of patients presenting without skin manifestations. MRI findings
range from normal to cerebritis with hyperintensities in cerebral cortex and
basal ganglia. CSF findings include lymphocytic pleocytosis and protein
elevation with positive PCR testing. Early antiviral treatment with valacylovir
is important for prognosis, but poor neurological outcomes can be seen despite
therapy in elderly, immunocompromised populations. Treatment with parental
therapy is typical, but high dose oral valacylovir can be effective and allows for
outpatient treatment.
CONCLUSION: Our case demonstrates the challenges of diagnosing VZV
encephalitis in the absence of skin manifestations and MRI findings and the
importance of obtaining a lumbar puncture for workup. Recognizing VZV
encephalitis can be challenging with testing for viral CSF studies being vital in
allowing for early treatment initiation and improved prognosis.

CAROTID CRESCENT CONUNDRUM: A DIAGNOSTIC DILEMMA
OF BLEED, INFECTION, AND INFLAMMATION
Grace L. Lisius
Internal Medicine Residency, University of Pittsburgh Department of Medi-
cine, Pittsburgh, PA. (Control ID #3715612)

CASE: A 72-year-old mother with Von Willebrand Disease (vWD) with
previous hematomas and recent dental work including maxillary bone grafting,
presented with acute progressive left neck pain and swelling. Several days ago,
she experienced antero-lateral neck pain and progressive swelling, associated
with left eye visual changes of “dark rain”, fatigue and new left sided-
headache, without fevers, jaw or mouth pain. She had no trauma or chiropractic
manipulation. She was mildly hypertensive, with tenderness over the left
carotid throughout her neck, and a prominent, tender left temporal artery.
Her neurologic exam, including cranial nerves, was normal. Labs were notable
for a normocytic anemia to 9, and moderately elevated ESR and CRP. A CTA
neck revealed a poorly defined crescent surrounding the carotid from the aortic
arch to carotid bulb, which could represent hematoma, inflammation or ab-
scess, and a small extravascular contrast blush suggestive of a vaso vasorum
bleed, which resolved on repeat scan. The vascular surgeons did not pursue
emergency stenting due to lack of stenosis or stroke. MRI jaw showed well-
healing bone grafts without osteomyelitis. CT chest to evaluate for mediastinal
involvement revealed circumferential arterial wall thickening of the aortic root,
ascending aorta, aortic arch, and bilateral carotid arteries consistent with a large
vessel vasculitis. Patient was determined to clinically meet criteria for giant cell
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arteritis (GCA), given her classic CT findings and demographics, so a risky
biopsy given her vWD was deferred. She was initiated on high dose steroids
with gradual improvement in symptoms.
IMPACT/DISCUSSION: The most worrisome initial differential was a
spontaneous carotid dissection. This vascular emergency is rare, usually
presenting as an ischemic stroke, and associated with activities such as bas-
ketball, sneezing, or roller coasters. Risk factors include smoking, hyperten-
sion, and connective tissue diseases like fibromuscular dysplasia, and the
genetic conditions such as Ehler Danlos. GCA is uncommonly associated with
carotid hematomas. Instead, GCA presents with acute unilateral blindness, or
subacute ischemic symptoms such as jaw claudication and unilateral headache,
especially in polymyalgia rheumatica patients. Patients with the exam finding
of an enlarged temporal artery are four times as likely to have GCA. The
diagnosis does not require a temporal artery biopsy, as the false negative rate
can be up to 45%. First line treatment is high dose steroids.
CONCLUSION: Unilateral neck pain and swelling has emergent causes such
as a carotid dissection or hematoma, and more subtle causes such as infection
from dental processes or vasculitis, such as GCA.

CASCADING TO CANDIDEMIA: AMIODARONE INDUCED THY-
ROTOXICOSIS RESULTING IN FUNGEMIA
Andrew Pham, Michelle Paek, Adam Abraham, Ethan Cumbler
Department of Medicine, University of Colorado, Denver, CO. (Control ID
#3702240)

CASE: A 73-year-old female presented to the ED with acute encephalopathy.
Patient history was significant for permanent atrial fibrillation, which had been
well controlled for years on amiodarone. One month prior to admission,
however, she was diagnosed with amiodarone induced thyrotoxicosis type I
(AITI) based on clinical symptoms, TSH 0.008, and free T4 2.67. Endocrinol-
ogy initiated methimazole. Because she did not improve, thyroid ultrasound
was performed, demonstrating no thyroid nodules and low vascular flow.
These findings were hence consistent with amiodarone induced thyrotoxicosis
type II (AITII) instead. Prednisone was added to her methimazole therapy.
Routine labs featured normal leukocyte count and liver function tests. Upon
hospital admission, she was still taking methimazole but finished prednisone
two weeks prior. On presentation, the patient had hypothermia to 33.3 degrees
and bradycardia in the 40s. Testing revealed persistent hyperthyroidism with
free T4 3.93, leukopenia with ANC 1500/mL, and acute liver injury. Her
illness was attributed to worseningAITII, prior medicationswere discontinued,
and methylprednisolone was initiated. Still, persistent hypothermia and brady-
cardia did not fit this hypothesis. Ultimately, blood cultures collected on the
patient’s fourth day of hospitalization grew Candida albicans. She was started
on anidulafungin, and steroid doses were reduced. Transesophageal echocar-
diogram showed no endocarditis, and within a week of treatment, her vital
signs, mental status, and laboratory values improved.
IMPACT/DISCUSSION:Whilemethimazole can cause neutropenia (ANC ≤
1500) or agranulocytosis (ANC < 500), there are no previously reported cases
of association with candidiasis. This patient’s case reflects adverse endocrine
effects from amiodarone cascading to hematologic consequences of resultant
methimazole use, culminating with candidemia despite a paucity of traditional
risk factors. Her neutropenia from methimazole toxicity, paired with concom-
itant steroid treatment, likely instigated this candidiasis. This infection there-
fore illustrates how combined drug administration can exacerbate harm - even
without drug-drug interactions - when detrimental side effects are additive. The
patient’s presentation also highlights how physicians should not empirically
treat AIT without imaging. AITI is caused by excess iodine release leading to
increased hormone production, especially in people with preexisting thyroid
nodules. Conversely, AITII consists of direct amiodarone induced follicular
cell destruction. Thus, these conditions are primarily distinguishable by imag-
ing; clinical symptoms and labs are supplementary. Because of these patho-
physiologic differences, AITI is treated with methimazole while AITII is
treated with prednisone.
CONCLUSION:When either AITI or AITII is confirmed with imaging, patient
therapy should be tailored accordingly. There are no data showing superiority of
combination therapy, and this patient’s case underscores potential harm.

CASE OF COAGULOPATHY IN LIVER DISEASE
Garima Gautam1; Gonca Ozcan1; Raj Parikh2
1Internal Medicine, UConn Health, Farmington, CT
2Pulmonary Medicine, Hartford Hospital, Hartford, CT. (Control ID
#3709778)

CASE: The liver is an essential player in the pathway of coagulation in both
primary and secondary hemostasis. Liver failure is accompanied by multiple
changes in the hemostatic system because of reduced plasma levels of
procoagulant and anticoagulant clotting factors synthesized by hepatocytes
and sinusoidal cells. Here, we describe a case of severe coagulopathy in liver
disease presenting similarly to Disseminated Intravascular Coagulation (DIC).
A 54-year-old male with a past medical history of alcoholic cirrhosis presented
to the hospital after a fall. The patient was disoriented and initially hypotensive
and tachycardic. Initial lab workup was remarkable for hemoglobin of 5 g/dL
Total bilirubin 37.9 mg/dL, Aspartate aminotransferase 244 U/L, Alanine
Aminotransferase 58 U/L, Alkaline Phosphatase 171U/L, Lactic acid 11.6
mmol/L, Ethanol level 92 mg/dL
Ultrasound of the abdomen showed an enlarged, heterogenous, coarsened liver
parenchyma suggestive of hepatocellular disease sequela of portal hyperten-
sion as evidenced by splenomegaly, recanalized periumbilical vein and a small
amount of perihepatic ascites. EEG showed moderate to severe encephalopa-
thy. Peripheral blood smear showed burr cells which are classic for advanced
liver disease. The patient’s workup revealed PT 27.8 seconds, aPTT 49
seconds, INR 3.1, D-dimers 6030 ng/dL, fibrinogen 68 mg/dL. Given the
initial workup, there was a presumedworking diagnosis of DIC, and the patient
was transfused with 6 units of packed red blood cell, 2 units of platelets, 1 unit
of fresh frozen plasma, and 1 unit of cryoprecipitate. However, there was
minimal improvement in the patient’s blood counts and there were no active
signs of bleeding. Factor VIII was elevated, suggesting that the clinical picture
was more consistent with hepatic coagulopathy rather than DIC.
Going forward, thromboelastogram (TEG) analysis was used to dictate ongo-
ing transfusion strategy. However, transfusing blood products was futile due to
an overall poor prognosis as the patient was not a liver transplant candidate due
to active alcohol use. The patient eventually passed away from multiorgan
failure.
IMPACT/DISCUSSION: In DIC, there is an increased bleeding tendency.
As seen in our case, the end-stage chronic liver disease frequently presents with
DIC- like laboratory abnormalities, although clinical manifestation is rare.
Factor VIII is produced by endothelial cells and in chronic liver disease,
increased shear stress related to portal hypertension contributes to its high
plasma level.
CONCLUSION: Liver coagulopathy can be a challenging diagnosis and
requires prompt recognition. Determination of factors V, VII, and VIII are
useful indicators of DIC and prognostic indicators in acute liver failure,
however, checking factor VIII levels can help differentiate between liver
disease and DIC.

CASE PRESENTATION -UNUSUAL TRANSTHORACIC ECHO-
CARDIOGRAM FINDING-SURGERY OR ANTICOAGULATION
WHAT WILL BREAK THE TIE
Demilade A. Soji-Ayoade1; Mohammed Afraz Pasha2; Therese Lango1
1Internal Medicine, North Alabama Medical Center, Florence, AL
2Internal Medicine, North Alabama Medical Center, Sheffield, AL. (Control
ID #3706554)

CASE: 56-year-old female presents with shortness of breath of 2 months
duration, following referral from her primary doctor for suspicous echocardio-
gram findings.
Her Past medical history was significant for paroxysmal atrial fibrillation and
atrial flutter . She was on Warfarin with INR target of 2-3 for bioprosthetic
mitral valve replacement and tricuspid valve repair.
On presentation, her vitals were unremarkable and cardiovascular examination
was unremarkable except for irregularly irregular pulse .Her laboratory work
up was significant for subtherapeutic INR of 1. Echocardiogram done revealed
a large immobile echogenicity in the left atrial cavity measuring 4.72 by
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1.73 cm initially this was suspected to be artifactual given the poor quality of
the transthoracic echocardiogram(TTE). Patient was noted to be in Atrial
fibrillation at the time and there was also moderate to severe tricuspid regur-
gitation with the mitral valve bi-prosthesis appearing well seated.
Possible causes of the echocardiographic findings included an intracardiac
tumor or potentially an unusual cardiac thrombus due to the immobility and
consistency in appearance on the surface echocardiogram.
There was a multidisciplinary discussion between Cardiothoracic surgery,
interventional cardiology, medicine service with regards to further evaluation
of the finding and potential therapy given the suspicious nature of the echo-
cardiographic findings. It was unclear whether this was truly a thrombus or
tumor and whether surgery or anticoagulation would be appropriate.
IMPACT/DISCUSSION: A transesophageal echocardiogram (TEE)was
performed to further characterize the left atrial abnormality. This study
revealed a large left atrial thrombus with significant organization likely ac-
counting for immobility seen on the TTE. Patient was then continued on
anticoagulation with emphasis on close clinical follow up to ensure therapeutic
levels. At this time surgical thrombectomy was not found to be indicated and
she was scheduled for repeat TTE with cardiology follow up in one month at
which time the need for possible thrombectomy would be re- evaluated.
CONCLUSION: In complex scenarios like this, the use of transesophageal
echocardiography cannot be overemphasized, given its increased sensitivity in
detecting as well as somewhat delineating left atrial lesions. In addition, TEE is
the imaging modality of choice,especially in patients with medical conditions
like COPD or physical limitations like morbid obesity, that lead to TTE being
suboptimal as was the case in the clinical scenario discussed above.

CATHETER DIRECTED ASPIRATION OF PULMONARY EMBO-
LISM WITH FLOWTRIEVER
Mohammed Afraz Pasha1; Sangeetha Isaac1; Sara Malik1; Zubair Khan2
1Internal Medicine, North Alabama Medical Center, Sheffield, AL
2Department of Cardiovascular Disease, North Alabama Medical Center,
Florence, AL. (Control ID #3715380)

CASE: A 72-year-old caucasian lady presented with 4 days history of chest
discomfort. Her past medical history was significant for hypertension, diabetes
mellitus and restricted mobility due to recent L5 disc prolapse. On arrival, heart
rate was 90 bpm, blood pressure was 119/87 mmHg, oxygen saturation was
95% on room air, with an unremarkable cardiopulmonary examination. ECG
revealed sinus rhythm and peak troponin I of 0.262ng/mL (cutoff – 0.032ng/
mL). Echocardiogram revealed dilated and severely hypokinetic right ventricle
(RV). CT angiogram of chest showed saddle pulmoary embolism (PE) with
large thrombus burden extending into bilateral pulmonary arteries (PA) and
RV strain prompting initiation of anticoagulation with heparin.
Due to acute cor-pulmonale, percutaneous mechanical thrombectomy using
Flowtriever device was performed resulting in near complete removal of
bilateral main PA clot burden and adequate opacification on subsequent
angiograms. Pre and post thrombectomy PA systolic, diastolic and mean
pressures were 45/13/28 and 29/13/20 mmHg respectively. She was
maintained on therapeutic heparin and transitioned to oral anticoagulation.
IMPACT/DISCUSSION: Systemic thrombolytics indicated in management
of PE carry the risk of hemorrhage. Catheter directed clot extraction modalities
like Flowtriever technique can be utilized when systemic thrombolysis is
contraindicated. Management of PE with catheter directed clot extraction
modality like Flowtriever helps in immediate morbidity reduction.
CONCLUSION: Limited data on mortality benefit notwithstanding, percuta-
neous mechanical thrombectomy using Flowtriever device has shown imme-
diate reduction in clot burden, PA pressures with resultant improvement of RV
dysfunction with relatively low risk of bleeding complications.

CAUGHT IT IN THE CAUDATE: A RARE CASE OF
CREUTZFELDT-JAKOB DISEASE
Abhijit Marathe1,2; Raj Shah1,2; Semeon Tadesse1,2; Olga Karasik1
1Internal Medicine, Osceola Regional Medical Center, Kissimmee, FL
2Internal Medicine, Orlando VAHealthcare System, Orlando, FL. (Control ID
#3715467)

CASE: A 66-year-old man with no medical history was admitted to the
Behavioral Health Unit for suicidal ideation. Until 6 months ago, he was a
high-functioning professional using fine motor skills but quit his job due to
depression, memory loss, and word-finding difficulty. After retirement, his
symptoms progressed, and he had intermittent, involuntary muscle twitching in
his limbs. Of note, his mother and maternal aunt had dementia in their early
60s.
A Montreal Cognitive Assessment (MoCA) score was 20/30, indicating sig-
nificant cognitive impairment. He had a flat affect, but no focal neurological
deficit or myoclonus. Magnetic resonance imaging (MRI) showed
hyperintensity in the left caudate head and external capsule in T2 and fluid-
attenuated inversion recovery (FLAIR) images, with true restricted diffusion
on diffusion-weighted imaging (DWI). An electroencephalogram (EEG) was
normal. Lumbar puncture revealed a positive real-time quaking-induced con-
version (RT-QuIC) test, positive protein 14-3-3, and T-tau protein of 3736 pg/
mL (Reference: 0-1149 pg/mL). Meningitis and paraneoplastic antibody
panels were negative. He was diagnosed with Creutzfeldt-Jakob Disease
(CJD) and scheduled for outpatient follow-up.
IMPACT/DISCUSSION: CJD has sporadic, genetic, iatrogenic, and variant
forms. Sporadic is the most common, occurring in one per 1,000,000 popula-
tion per year. Definitive diagnosis requires neuropathological confirmation via
autopsy. Probable diagnosis requires two out of four clinical features (myoc-
lonus, visual/cerebellar disturbance, pyramidal/extrapyramidal dysfunction,
akinetic mutism) and one or more supportive findings (periodic sharp-wave
complexes on EEG, positive protein 14-3-3, MRI findings). The RT-QuIC
detects abnormal prion seeding activity with a sensitivity of 90% and a
specificity approaching 100%. Hence, a biopsy is not always necessary in case
of a positive test. The 14-3-3 and tau protein tests, however, produce a higher
number of false positives and false negatives.
Genetic CJD contributes to less than 15% of CJD cases. Disease progression
varies by mutation and even within families carrying the same mutation. With
our patient’s family history, genetic CJD is a strong possibility but is difficult to
prove without specific testing. Iatrogenic CJD via cadaveric human pituitary
hormones, dural graft transplants, and corneal transplants has been controlled
with current practices and is unlikely to be the etiology here.
CONCLUSION: Prion diseases such as CJD are fatal, rapidly progressive
neurodegenerative illnesses, for which specific treatments have not been
identified.
Prima facie, our patient’s presentation seemed consistent with psychomotor
retardation from depression. However, it is likely that the CJD symptoms
themselves affected his livelihood, in turn causing depression. High clinical
suspicion and timely evaluation led to an accurate diagnosis, thus adequately
preparing the patient and his family for the disease course.

CHALLENGES IN THE MANAGEMENT OF ADVANCED
METASTATIC GASTROINTESTINAL STROMAL TUMORS (GIST)
Sarasija Natarajan1; Sharath Rajagopalan2
1Internal Medicine, Wright Center for Graduate Medical Education, Scranton,
PA
2West Virginia University, Morgantown, WV. (Control ID #3715899)

CASE: 69-year-old female with a past medical history significant for anxiety,
hypothyroidism with known stage 4 GIST of the duodenumwith metastases
to the T5 vertebral body, liver, and adrenal gland, status post
gastrojejunostomy and gastrostomy tube placement for neoplastic erosion of
the duodenal C-loop. Imatinib therapy had been deferred until her current poor
nutritional status improved. 24 hours after the initiation of tube feeds, she
presented with vomiting and altered mental status. Patient lived at home by
herself and was cared for by her son. On admission, she was dehydrated and
hypokalemic with lactic acidosis. The abdomen was tender with redness
around the gastrostomy tube insertion site. Empiric antibiotic therapy with
vancomycin and piperacillin-tazobactam was initiated. Gastrografin study
revealed that the gastrojejunostomy was not yet patent to initiate feeding likely
secondary to edema from the surgery. The gastrostomy tube was left open to
gravity drainage. She was started on peripheral parenteral nutrition to
address her nutritional deficiencies and recurrent electrolyte abnormalities
secondary to poor intake. Wound cultures from the gastrostomy insertion site
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grew Enterococcus and Achromobacter. Her encephalopathy improved with
the correction of her hydration status and electrolyte deficiencies, however she
was observed to be increasingly dysphoric regarding her malignancy for which
she was started on fluoxetine. Repeat gastrografin study showed patent
gastrojejunostomy but with extravasation of contrast at the duodenal C-
sweep. The gastrostomy tube was clamped and oral feeds were held in view
of the duodenal leak. The decision was made to approach hospice in view of
the advanced tumor eroding into the bowel with risk of death from erosion into
major blood vessels. Imatinib was no longer a promising option, which was
justified by the exon-9 mutation of the tumor, necessitating the need for high
dose imatinib and possible intra-abdominal bleeding as a side effect. Therefore
the option of hospice care was explored with the patient and family, however
they refused hospice and she was discharged home.
IMPACT/DISCUSSION: Roughly 12% of newly diagnosed GIST patients
are malnourished. Nutritional therapy significantly improves the prognosis of
patients with improved 5-year overall survival rates. Despite the high efficacy
of imatinib in treating metastatic GISTs, complete responses are less than 10%.
Most patients who initially respond eventually acquire resistance via additional
mutations in KIT. Median time to recurrence for patients on imatinib is 2 years.
Patients with bulky tumors also have a 5% risk of tumor hemorrhage with
imatinib. In such cases, the discussion for palliative caremust be initiated early.
CONCLUSION: It is crucial to ensure early addressal of nutritional needs and
goals of care in patients with metastatic GIST.

CHIARI TYPE I MALFORMATION AND MYASTHENIA GRAVIS
AS A CAUSE OF DYSPHAGIA
Katherine Acosta, Winifred C. Akabusi, Maria Kaghazian, Uma Medapati,
Rebecca Mazurkiewicz
Internal Medicine, Vassar Brothers Medical Center, Poughkeepsie, NY. (Con-
trol ID #3714505)

CASE: A 38-year-old man with a history of opioid abuse on buprenorphine-
naloxone and recurrent aspiration pneumonia presented to the hospital due to
worsening shortness of breath and productive cough for two days. He reported
a 30-pound unintentional weight loss, choking with meals, generalized weak-
ness, and unsteady gait. Vitals showed tachycardia (HR 106) and hypoxemia
(SPO2 86%) on room air. On lung exam, rhonchi were noted bilaterally;
neurological exam showed diffuse weakness globally without focal deficit.
Laboratory was notable for elevated WBC 15.5x10(9)/L. Chest x-ray showed
left basilar consolidation, and he was started on broad-spectrum antibiotics for
aspiration pneumonia. Magnetic resonance imaging (MRI) of the brain showed
Chiari type I malformation with syrinx at the level of C3. Modified barium
swallow study (MBSS) showed silent aspiration with nectar thick fluids, and a
percutaneous endoscopic gastrostomy (PEG) was placed. He was evaluated by
neurosurgery and underwent suboccipital craniectomy to correct Chiari mal-
formation. The dysphagia improved after the procedure, and repeat MBSS
showed episodic aspiration with thin liquids only. However, he still
complained of generalized weakness, so additional workup showed elevated
muscle-specific kinase (MuSK) antibody 0.8 nmol/L, and a diagnosis of
myasthenia gravis was made. He was started on pyridostigmine with improve-
ment of symptoms, and three days after, repeat MBSS was normal, and PEG
was eventually removed.
IMPACT/DISCUSSION: Dysphagia is the subjective sensation of difficulty
swallowing and can be classified as oropharyngeal or esophageal based on
clinical symptoms. Oropharyngeal dysphagia presents as difficulty initiating
swallowing, drooling, and aspiration, while esophageal dysphagia is charac-
terized by globus sensation after the initial swallow. Our patient showed
symptoms consistent with oropharyngeal dysphagia caused by Chiari malfor-
mation and myasthenia gravis.
Chiari type I malformation is a structural abnormality of the cerebellum, which
can present with headache, neck pain, unsteady gait, poor hand coordination,
and difficulty swallowing. On the other hand, myasthenia gravis is an autoim-
mune disease caused by an antibody-mediated attack of the acetylcholine
receptors in the postsynaptic membrane of the neuromuscular junction.
Symptoms include bulbar dysfunction, extraocular and proximal muscle weak-
ness. Both conditions can have overlapping symptoms; henceMRI of the brain

should be obtained to identify structural abnormalities that could cause
dysphagia.
CONCLUSION: The cause of dysphagia may be multifactorial; as a result,
clinicians should have a broad differential diagnosis to diagnose and manage
reversible causes and decrease morbidity.

CLASSIC HODGKIN LYMPHOMAPRESENTINGA PERICARDIAL
EFFUSION
Daniel Park2; Pranay Bonagiri1; Nicole J. Lee3; Miro Asadourian2
1Internal Medicine, Scripps Mercy Hospital San Diego, San Diego, CA
2Internal Medicine, University of California San Francisco Fresno, Fresno, CA
3College of Osteopathic Medicine, Touro University California, Vallejo, CA.
(Control ID #3712712)

CASE: A 26-year-old woman with a past medical history of methamphet-
amine use disorder presented to the emergency department due to progressive-
ly worsening, exertional dyspnea for several months with associated
orthopnea. Upon physical examination in the ED, the patient was in respiratory
failure. An approximately 9cm, R sided neck/chest mass was noted. The
patient had worsening oxygen demands refractory to noninvasive ventilation
resulting in eventual intubation. Her viatls were temperature 100.2 F, HR 97,
BP 120/62, SpO2 95%. Physical exam was notable for acute distress, toxic-
appearing, diaphoresis, a large, hard, immobile mass over right neck and
anterior superior chest wall, tachycardia, distant heart sounds, accessory mus-
cle usage, decreased breath sounds bilaterally, scattered rales throughout,
bilateral upper extremity swelling, 2+ pitting edema in bilateral lower extrem-
ities. The patient was intubated on minimal ventilator settings. Labs were
notable for WBC 18.4 and Hgb 10.4 (MCV 81.5). CT imaging was notable
for multiple mediastinal masses, a dominant mass along the right mediastinum
measuring approximately 11.8 x 10.9 x 12.5 cm. This mass encases and
severely narrows the SVC. This mass also contacts the ascending thoracic
aorta, evere cervical lymphadenopathy with multiple necrotic masses noted in
the lower neck/supraclavicular region, highly concerning for malignancy.
Echocardiogram was notable for LVEF of 60-65%with a large circumferential
pericardial effusion, there is no respiratory variation but the RV is underfilled,
IVC is dilated and fully collapsible. IMPACT/DISCUSSION: Pericardial
effusion is a rare initial presentation of Hodgkin lymphoma (HL) with an
estimated incidence as low as 5%. In one study, pericardial involvement in 13
out of 273 patients with HL presented with pericardial effusion, all of which
were the nodular sclerosing subtype.2 Classically, non-Hodgkin lymphoma
has been associated with pericardial effusions. Pericardial involvement in
lymphoma may due to blockage of venous and lymphatic fluid.3 The lym-
phatic channels of the visceral pericardium ultimately drain at the aortic root.
The outflow tract may be blocked via compression by enlarged lymph nodes.
HL has a favorable post therapy survival, so early recognition of unique
manifestations of HL is necessary to initiate appropriate therapy. Differentials
to consider include invasive metastatic disease causing pericardial seeding,
infection, and drug or radiation induced pericarditis. Though our patient was
found to have a neck mass, shortness of breath was the initial symptom that
caused her to seek medical attention. HL should be kept on the differential as
an etiology of unexplained pericardial effusions.
CONCLUSION: Hodgkin lymphoma, though rare, should be kept in the
differential of pericardial effusions without a clear etiology. There will likely
be other clinical clues that will point towards this diagnosis, but physicians
must keep this diagnosis in the back of their minds.

CLOT IN TRANSIT- A TICKING TIMEBOMB IN THE HEART
Rita Igwilo2; Feyzullah Aksan2; Sumit Kapoor1
1Critical Care Medicine, Medicine, Montefiore Medical Center, Bronx, NY
2Internal Medicine, Montefiore Wakefield Campus, Bronx, NY. (Control ID
#3707200)

CASE: An 89- year old female with history of compression deformity of L1
vertebra, presented with dry cough, shortness of breath and bilateral leg
swelling for 3 weeks. On arrival to the ED, she was hypoxic to Sp02 of 88%
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on room air, which improved to 96% with 3 L/min NC 02. She was afebrile,
initial BP was 93/51 mmHg and sinus tachycardia of 120/minute. Rest of the
physical exam was unremarkable except bilateral pitting pedal edema.
EKG showed sinus tachycardia and new complete right bundle branch block.
VBG showed pH of 7.36, PaCO2 35, lactic acid 6.2. Heparin infusion was
started given strong clinical suspicion for acute pulmonary embolism (APE)
and patient was awaiting CT Angiogram to diagnose APE. Critical Care
Medicine (CCM) and hospitalist service were consulted. Point of Care Ultra-
sound (POCUS) performed by CCM revealed extensive deep venous throm-
bosis (DVT) extending from the left common femoral vein to the left popliteal
vein and DVT involving the right popliteal vein.
There was a large, mobile, serpiginous clot in transit (CIT) in the right atrium,
also prolapsing into the right ventricle across the tricuspid valve. 2-3 minutes
later, while still performing POCUS, the whole clot burden moved across the
tricuspid valve into the pulmonary vasculature and POCUS did not reveal any
clot in right atrium or right ventricle. Immediately following that, the patient
became progressively more dyspneic, developed altered mental status and
went into pulseless electrical activity (PEA) cardiac arrest. Cardio-pulmonary
resuscitation (CPR) was started and patient was intubated during the cardiac
arrest. Alteplase 100 mg intravenously was emergently given during the CPR
for massive APE. Repeat multiple POCUS during CPR showed severely
dilated, hypokinetic right ventricle. Return of spontaneous circulation
(ROSC) was achieved 5 times with epinephrine pushes but eventually, ROSC
could not be obtained. The cause of death was acute massive pulmonary
embolism.
IMPACT/DISCUSSION: CIT, if left untreated, has high mortality of 80-
100%. Optimal therapy of CIT is not well established and no clear consensus
exists till date. Multiple treatment options have been described including
anticoagulation alone, systemic thrombolysis, surgical embolectomy and
catheter-based therapies and depend on patient characteristics, resource avail-
ability and institutional protocols. Routine use of POCUS by hospitalist teams
will identify more cases of CIT. Management requires immediate activation of
multidisciplinary Pulmonary embolism response teams (PERT) involving
emergency physician, Intensivist, hospitalist, cardiology and Interventional
radiology, bedside availability of systemic thrombolysis if any change in
clinical status (vital signs, respiratory status) and serial POCUS exams to
monitor the CIT.
CONCLUSION: Clot in transit, a ticking time bomb, is a serious life-
threatening manifestation of acute venous thromboembolism. It can be imme-
diately fatal if embolizes distally to the pulmonary vasculature.

COCAINE INDUCED EOSINOPHILIC PNEUMONIA
Minira Aslanova, Anthony Fam, Luke Barker, Pooja Krishnamoorthi, Violetta
Laskova
Medicine, MSBI, New York, NY. (Control ID #3715385)

CASE: A 58-year-old female with a history of active crack cocaine use
presented with three days of recurrent, worsening shortness of breath with
associated cough. The patient was hospitalized a month prior to this presenta-
tion with similar symptoms. During her prior hospitalization, she was found to
have peripheral eosinophilia of 20% and imaging showing bilateral ground
glass opacities. The patient underwent bronchoscopy with unrevealing results
and was treated for PCP pneumonia based on likely false positive sputum
DFA. She was discharged on a steroid taper and a 21- day course of TMP-
SMX. The patient completed the course of TMP-SMX but ran out of steroids
which subsequently resulted in recurrent cough and shortness of breath. During
current admission, the patient underwent CT CHEST (image 1) which showed
persistent bilateral ground glass opacities, and lab work significant only for
worsening peripheral eosinophilia of 38%. She was started on oral steroids and
was evaluated by pulmonary team. HIV test, strongyloidiasis antibodies,
fungal studies, and hypersensitivity pneumonitis work-up was unrevealing.
The patient underwent repeat bronchoscopy and BAL which revealed 29%
eosinophils consistent with eosinophilic pneumonia likely in the setting of
active free-base cocaine and crack cocaine use. She was continued on oral
steroids and her respiratory symptoms improved, with peripheral eosinophilia

practically resolved. The patient was discharged on a prolonged steroid taper
and PCP prophylaxis.
IMPACT/DISCUSSION: Eosinophilic pneumonia (EP) associated with co-
caine use has been reported in prior case reports. Peripheral and pulmonary
eosinophilia can be seen in various complications of cocaine induced lung
disease. Important features to recognize in EP are imaging findings of perihilar
opacities and interstitial lung markings.
Peripheral blood findings include increased eosinophil percentage (up to 40%).
Pulmonary eosinophilia findings on bronchoscopy with BAL include >25%
for acute eosinophilic pneumonia and >40% for chronic EP. Other diagnostic
tools that are helpful in recognizing EP include elevated serum IgE and ESR
levels. Management of EP, whether acute or chronic, includes supportive care
with supplemental oxygen and glucocorticoids. Initiation of glucocorticoids
within 24 hours of symptom onset results in dramatic improvement in respi-
ratory symptoms. Based on the chronicity of EP, a prolonged steroid course
(>2 weeks) followed by slow taper is essential in resolution of respiratory
failure and prevention of relapse.
CONCLUSION: It is important for clinicians to be familiar with various
pulmonary complications of illicit drug use, including emphysema, pulmonary
infarct, pulmonary edema, and as seen in our patient-eosinophilic pneumonia.
Thorough diagnostic work up is essential in choosing appropriate therapy.
Cessation of substance use must be reinforced to avoid further recurrence and
other potential deadly complications.

COMMUNICATION CONUNDRUMS OF COVID-19- BARRIERS TO
COMMUNICATING WITH DEAF AND HARD OF HEARING
PATIENTS DURING A PANDEMIC
Kaitlyn McSurdy, Ziyodakhon Abdujabborova, Anne Matsko
Internal Medicine, Temple University Health System Inc, Philadelphia, PA.
(Control ID #3716048)

CASE: A 53-year-old female with a past medical history of neonatal menin-
gitis complicated by congenital deafness was admitted for evaluation of
disorientation. Collateral history provided by family revealed progressive
fatigue and labial itching for 1 month. Physical examination revealed excori-
ated, irregular nodules of the labia with partial obstruction of the vaginal canal.
CT of abdomen and pelvis revealed a large mass involving the posterior wall
and floor of the bladder with extension to the vagina and vulva, inguinal
lymphadenopathy, and multiple liver masses. The admitting team attempted
communicating with the patient using a virtual American Sign Language
(ASL) interpreter via an iPad and written communication, but both were
limited by the patient's vision impairment. The patient was able to lip-read,
but this approach was complicated by the need for mask-wearing during the
COVID-19 pandemic. The care team was reluctant to remove their masks to
avoid putting the patient's health at risk, as her vision impairment would have
required them to stand close. The team attempted to arrange for family to assist
with communication, but this was limited by hospital policy restricting visitors
due to COVID-19. Eventually, an interdisciplinary goals-of-care meeting was
held with the patient and her family to discuss diagnosis with the assistance of
in-person ASL interpreters. The patient had a better understanding of her
diagnosis with in-person interpretation but expressed feeling excluded from
her care plan and lack of empathy in communication from her providers.
IMPACT/DISCUSSION: This care team was faced with multiple barriers to
conveying a life-changing diagnosis and holding a meaningful goals-of-care
discussion with the patient. The goal was to convey a diagnosis and create a
plan through shared decision-making as promptly and empathetically as would
be done for a patient without these barriers to communication. Despite
exhausting the available resources for communicating with the deaf popula-
tion, the ability to communicate at the same standard as patients without their
medical condition remained limited. It is important to identify the limitations to
communication in this case to improve communication with deaf patients.
Unavailability of in-person ASL interpreters during the night, lack of staff
education regarding resources available to facilitate communication between
providers and patients who are deaf, prevention of communicating emotion
with ASL due to mask-wearing, and prevention of family member visitation,
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who often develop their own effective ways of communicating, due to hospital
policy were all barriers to effective communication in this case.
CONCLUSION: This case illustrates the challenges imposed by COVID-19
safety precautions on communicating with patients who experience deafness as
well as the need for new resources and staff education on current resources
available, both inside and outside of their institutions, to assist with commu-
nicating with deaf patients.

CONFOUNDING CHEMOTHERAPY CONCERN
Allison E. Whorton1; Abrahim N. Razzak1; Pinky Jha2
1Medical School, Medical College of Wisconsin, Milwaukee, WI
2Medical College of Wisconsin Department of Medicine, Milwaukee, WI.
(Control ID #3714216)

CASE:Here we present a case of a 39-year-old female with ER+/PR+/HER2+
metastatic breast cancer to the brain, lymph nodes, liver, and chest wall treated
with Herceptin, capecitabine, tucatinib presented with SOB. She was found to
have isolated subsegmental pulmonary embolism in the right lower lobe, with
no evidence of right heart strain. She was started on heparin and found to be
medically stable for discharge. However, on physical exam she had incidental
findings of dark black discoloration on the creases of palms and soles of feet
bilaterally. Patient reported associated paresthesia and swelling. As a result, all
chemotherapeutics were held for the duration of her 2 day stay. Ultimately, an
oncology consult was called due to concern for medication side effects. This
specialized team immediately identified the symptoms of hand-foot syndrome
(HFS), discontinued the capecitabine alone, and recommended aggressive
hydration with thick emollients.
IMPACT/DISCUSSION: Here we have a case of Grade 1 HFS reaction to
capecitabine presenting with hyperpigmentation and paresthesias. Hand-foot
syndrome, also known as palmar-plantar erythrodysesthesia, is an adverse side
effect that can occur with many chemotherapeutic agents including high dose
capecitabine. Capecitabine, an oral prodrug of 5-fluorouracil that inhibits DNA
synthesis, is effective in treatment of metastatic colorectal and breast cancers.
However, HFS is reported to affect 43-71% of patients treated with single
agent capecitabine. While pathogenesis is poorly understood, possible causes
of capecitabine induced HFS include COX-2 inflammatory pathways or me-
tabolite accumulation. HFS initially presents with palmoplantar numbness,
tingling, burning pain, and/or hyperpigmentation; in advanced stages, blister-
ing and ulceration may occur. While not lethal, HFS can affect quality of life
and is designated from Grade 0 to Grade 3 depending on symptom severity by
the National Cancer Institute, with limitations in activities of daily living from
Grade 2+. Differential diagnoses when HFS is suspected include allergic
reactions, erythromelalgia, and hand-foot skin reaction among others. The
reaction is readily managed by pausing/reducing only capecitabine and
conducting supportive measures such as topical emollients and immersing
the extremities in cold water. While augmenting the capecitabine used against
both metastatic colorectal and breast cancer is difficult, prompt intervention
will allow for quicker recovery and return to an effective chemotherapeutic
protocol with less side effects. Conclusively, early recognition and discontin-
uation of capecitabine can prevent progression to Grade 2+ HFS.
CONCLUSION:Hand-foot syndrome is a common side effect of chemother-
apeutic agents especially capecitabine; HFS should be suspected when there is
dysesthesia, numbness, and hyperpigmentation along the fat pads of palms and
soles of feet and can be treated with topical medications and augmentation of
chemotherapeutic treatment protocol.

CONSUMPTIVE HYPOTHYROIDISM: T3 OR NOT T3, THAT IS
THE QUESTION
Kevin J. Hess, Soraya Bascoy
Internal Medicine, Christiana Care Health System, Wilmington, DE. (Control
ID #3689244)

CASE: This is a 65 y/o female with medical history significant for Ia Kappa
multiple myeloma, complete heart block s/p AICD placement, and papillary

thyroid cancer status post thyroidectomy in 2020, who had initially presented
with persistent bone pain, progressive encephalopathy and failure to thrive
with more than a 50 lb weight loss over a few months. Labs on presentation
were not remarkable for progression of her underlying multiple myeloma,
however she was found to have a new significantly elevated TSH. She
underwent imaging with a CT chest, abdomen, and pelvis, which showed
new hepatic lesions, subcutaneous nodules, and new pulmonary nodules with
associated lymphadenopathy and a left-sided pleural effusion. CT-guided liver
biopsy evinced a metastatic neuroendocrine carcinoma, further supported by
an elevated calcitonin and chromogranin. She was treated with high dose IV
T4 at 1.38 mcg/kg however continued to worsening thyroid function labs. She
was then started on Liothyronine at 20 mcg and subsequently improved.
Following her improvement, she was able to be initiated on the appropriate
chemotherapy for treatment of her newly diagnosed malignancy.
IMPACT/DISCUSSION: Consumptive hypothyroidism, though a rare phe-
nomenon associated with malignancy, has been described in association with
certain tumors that produce ectopic type 3 deiodinases, which metabolizes T4
to reverse T3 and T3 to T2 in an excessive fashion. This has mostly been
associated with vascular and fibrotic tumors, as well as gastrointestinal stromal
tumors (GISTs) in adults, and seems to be otherwise more prevalent among
pediatric patients, often situated in the context of congenital hypothyroidism.
In all cases, the features are the same: there is a laboratory profile showing
persistently elevated TSH with accompanying low T4 and T3 levels that
initially worsen after the administration of synthetic thyroid hormones. Treat-
ment has varied across different case reports depending on both neoplasm
subtype and initial responsiveness, however, some researchers suggest that
patients do well when IV Levothyroxine followed by Liothyronine is given if
the patient does not improve, followed by appropriate treatment of the under-
lying neoplasm.
CONCLUSION: This patient’s case illustrates the importance of considering
consumptive hypothyroidism when thyroid profile abnormalities and
symptoms of severe hypothyroidism are seen in the context of malignant
neoplasms. Treatment involves high levels of synthetic thyroid hormone and
can often show worsening of lab values upon initial administration. This must
be done in the context of co-treatment of the malignant neoplasm in order to
address the underlying etiology.

COPPER DEFICIENCY: THE CULPRIT TO RECOGNIZE EARLY
IN PATIENTSWITHMYELONEUROPATHY
Samra Haroon Lodhi, Sarah Ghaith
Department of Internal Medicine, University of Kentucky, Lexington, KY.
(Control ID #3716224)

CASE: A 37-year-old female with a history of chronic back pain and discitis,
anxiety, and hepatitis C status post- treatment presented with progressive pain
and numbness. One year prior, she started experiencing numbness in her feet
that progressed to involve her trunk, followed by generalized weakness
progressing to a wheelchair-bound state. On presentation her vitals were
unremarkable. A neurological exam revealed decreased muscle bulk, tone,
and strength in all four extremities, as well as a lack of light touch sensation in
bilateral lower extremities, trunk up to the mid-chest, and bilateral hands and
forearms. Proprioception was reduced in fingers and absent in ankles and toes.
A CT spine showed L4-5 discitis and the patient was started on an antibiotic
course. On the progression of symptoms, further workup with an MRI brain
and spine confirmed L4-5 discitis with spinal demyelination and myelomalacia
at cervical spine level. CSF and blood cultures were insignificant. Infectious
workup including HIV, syphilis, Lyme’s serology was negative. CRP, CK,
TSH, and T4 were within normal limits. ANA, LDH, and IgG panels were
normal. Vitamin and trace mineral workup revealed normal B12, folate, and
vitamin E levels with deficient copper levels at 37 mcg/dL (normal>80). The
patient reported using denture cream in the past; however, zinc levels were also
deficient.
Work up for celiac disease including serology and endoscopic evaluation were
normal.
A decision was made to treat with intravenous copper as symptoms were
deemed most likely due to copper deficiency. She was transitioned on oral
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copper to maintain copper levels (raised to 91 with replacement) and prevent
the progression of the disease.
IMPACT/DISCUSSION: Copper deficiency may be caused by hereditary or
more commonly acquired factors. It is most often due to malabsorption from
gastric surgery or enteropathy and excessive zinc supplementation including
denture cream usage. Copper deficiency causes non-specific symptoms which
commonly involve hematologic and neurologic systems. These make the
diagnosis arduous, particularly in patients with no peculiar causative history.
Myeloneuropathy due to copper deficiency could mimic subacute combined
degeneration of the spinal cord as seen in cobalamin deficiency. Therefore,
workup must include a differential of copper deficiency as an early recognition
may lead to improved outcomes. With a late diagnosis as in our case, neuro-
logic symptoms may become mostly irreversible, and treatment relies on
symptom control and copper replacement to prevent the progression of deficits.
CONCLUSION: Diagnosing copper deficiency can be challenging due to
non-specific symptomatology. In patients with myeloneuropathy, it remains a
diagnosis of exclusion. Although an early diagnosis can potentially allow
maximal recovery of neurologic symptoms, in late irreversible stages, the
purpose of copper replacement is to prevent further neurologic deterioration.

COR-TRIATRIATUM DEXTER : AN UNUSUAL PRESENTATION
OF A RARE DISEASE
Purva Ranchal1; Rahul Gupta2; Tarun Popli3; Merita Shehu3
1Internal Medicine, Boston University Medical Campus, Boston, MA
2Cardiology, Lehigh Valley Health Network, Allentown, PA
3Medicine, westchester medical center, Valhalla, NY. (Control ID #3716394)

CASE: Cor-triatriatum dexter is an extremely rare congenital anomaly where
the right atrium is partitioned into two chambers by the persistent right valve of
the sinus venosus. It usually presents in infancy but can be rarely found
incidentally in adulthood. When severe, it can lead to right-sided heart failure.
We describe a case of Cor-triatriatum dexter presenting with abdominal pain in
a young female.
IMPACT/DISCUSSION: 24 year old woman with past medical history of
cor-triatriatum dexter, budd-chiari syndrome, antiphospholipid antibody syn-
drome presented with symptoms of right sided upper abdominal pain and fever
101F. Physical exam was pertinent for cannon A waves on neck veins and
tenderness in right upper quadrant of abdomen. Lab work showed AST 270,
ALT 190, ALP 50, total bilirubin 4.7 with direct bilirubin 1.5. Abdominal
ultrasonography showed engorgement of the middle hepatic vein and choleli-
thiasis. HIDA scan was negative for cholecystitis. TTE showed calcified right
atrial ridge originating in the inferior vena cava, continuing into the right atrium
and obstructing flow through the tricuspid valve, findings consistent with cor-
triatriatum dexter. Right heart catheterization showed low cardiac output along
with increased transpulmonary gradient. Cardiac MRI confirmed the congen-
ital anomaly and demonstrated restriction of inferior vena cava flow into the
right atrium through a narrowed point in the interatrial septum, thereby
resulting in decreased preload to the right ventricle. Liver biopsy was consis-
tent with hepatic congestion, most likely secondary to elevated right atrial
pressure. Patient underwent open repair of the tricuspid valve, removal of
calcified bands along with reconstruction of the inferior vena cava. Patient
improved clinically and was discharged home on oral anticoagulation with a
normal post-operative course.
CONCLUSION:Cor-triatriatum dexter is a rare disorder occurring in <0.01%
of the population, characterized by presence of a small membrane in right
atrium, thereby creating a triple chamber atrium. It leads to obstruction of blood
flow to the right ventricle. If obstruction is severe, patients present with signs of
right sided heart failure, which could be diagnosed on TTE. Definite treatment
for cor-triatriatum dexter is surgical, with good results and low risk for
recurrence. Our case is unique as our patient presented with symptoms of
abdominal pain and elevated liver enzyme, almost mimicking acute cholecys-
titis. We ruled out vascular causes of her right upper quadrant pain such as
hepatic arterial and vein thrombosis, superior mesenteric artery thrombosis.
We performed liver biopsy to rule out chronic liver disease. After workup for
infectious, vascular and inflammatory disease was negative, we proceeded
with cardiac evaluation. Our patient did not demonstrate any signs and

symptoms of cardiac disease such as shortness of breath, syncope, palpitations,
elevated jugular venous distension or pedal edema, making the diagnosis very
challenging.

COULD YOUR VITAMIN B(12) ANY LOWER?
Mary Pelling1; Stephen T. Kimura2; Mark Spencer2; Erica Han2; Yoo Mee
Shin2
1School of Medicine, Emory University School of Medicine, Atlanta, GA
2Department of Medicine, Emory University, Atlanta, GA. (Control ID
#3688869)

CASE: A 39-year-old male with no past medical history presented with four
days of a constant “pins and needles” sensation located from fingertips through
elbows bilaterally as well as progressive shortness of breath and fatigue. He
reported feeling unbalanced and light-headed and for seven months experi-
enced confusion including word finding difficulties. Further history revealed a
strict vegan diet for 20 years with no vitamin supplementation. Vital signs were
notable for blood pressure 85/48mmHg, heart rate 60 bpm, and normal oxygen
saturation. Physical exam showed sublingual pallor and slow conversational
speech. Laboratory results revealed pancytopenia with white blood cell count
1.7k/mcL, hemoglobin 4.5 gm/dL, mean corpuscular volume 103 fL and
platelets 111k/mcL. Indirect bilirubin was elevated 1.74 mg/dL with a low
reticulocyte index 0.1, elevated lactate dehydrogenase >3600 unit/L, and low
haptoglobin < 3mg/dL. Vitamin B12 level was undetectable at <50 pg/mL and
normal folic acid. Thorough infectious and autoimmune workups were
unemarkable. Intrinsic factor and parietal cell antibodies were negative. Imag-
ing studies were unrevealing. During his hospital stay, he received three units
of packed red blood cells and two subcutaneous doses of 1000 mcg B12 with
rapid improvement in his mental status and paresthesia. He was discharged
with parenteral B12 supplementation.
IMPACT/DISCUSSION:Anemia related to B12 deficiency is most frequent-
ly due to pernicious anemia and less commonly as a result of dietary deficien-
cy. A deficiency leading to clinical consequences typically takes one to four
years to develop. Patients can develop pancytopenia and neurologic
consequences. Laboratory work is consistent with hemolysis, and in this case,
represents ineffective erythropoiesis which results in intramedullary hemolysis
where poorly formed erythropoietic cells are phagocytosed in the bone mar-
row. Unlike other causes of hemolytic anemia, the reticulocyte count and index
is low in B12 deficiency, consistent with a hypoproliferative state and poor
marrow response. Subacute combined degeneration is the most feared neuro-
logic sequelae and is characterized by demyelination of the dorsal, lateral, and
spinocerebellar tracts of the spinal cord. Common effects include sensory
deficits, paresthesia, weakness, and ataxia, while severe cases cause spasticity
and paraplegia. Recovery from neurologic symptoms typically takes several
months after B12 supplementation and in some cases are permanent. It was
important to consider alternative etiologies such as malignancy,
rheumatologic, and infectious in the workup.
CONCLUSION: Ultimately, the key history finding of a strict vegan diet and
unrevealing secondary workup allowed for the diagnosis and treatment of
vitamin B12 deficiency. Luckily, our patient’s symptoms of mental fog, ataxia
and paresthesia improved rapidly with supplementation. This case highlights
the importance of vitamin B12 supplementation for patients following a strict
vegan diet.

COVID-19 WITH ACUTE COLONIC PSEUDO-OBSTRUCTION
MohammadAsimAmjad1; MujtabaHussain1; Zamara Hamid2; Pius Ochieng3
1Internal Medicine, Wright Center for Graduate Medical Education, Scranton,
PA
2Internal Medicine, Shifa College of Medicine, Islamabad, Pakistan
3Pulmonary/Critical Care, Geisinger Community Medical Center, Scranton,
PA. (Control ID #3715952)

CASE: A 83-year-old male with a history of non-insulin dependent diabetes
mellitus, and coronary artery disease presented with four days of worsening
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myalgias, subjective fevers, and abdominal distention. He had no history of
abdominal surgery, sick contacts or medication changes. He had a temperature
of 99.2°F, a heart rate of 80 beats perminute, a respiratory rate of 18 breaths per
minute, a blood pressure of 105/80 mmHg, and an oxygen saturation of 96%
on room air. On examination, the abdomen was distended but without tender-
ness or guarding. Abdomen Computed Tomography (CT) scan revealed
pancolonic severe gaseous dilatation with no transition point. COVID 19
polymerase chain reaction was noted to be positive, along with an elevated
D-dimer of 2.58, ESR of 60 mm/h and CRP 40 mg/l; otherwise the laboratory
workup including a respiratory and gastrointestinal panel, blood and sputum
culture were negative. Following multidisciplinary and shared decision-
making, a rectal tube was placed and the patient was given neostigmine with
resolution of symptoms and subsequent radiographic demonstration of im-
provement in the colonic distention within 48 hours. Unfortunately, the patient
suffered a cardiac arrest on day 5 of his hospitalization and per the family’s
request, aggressive treatment was aborted in favor of comfort measures.
IMPACT/DISCUSSION: While COVID-19 is primarily an airborne infec-
tion, widespread expression of its receptor, Angiotensin Converting Enzyme
type 2 (ACE2), throughout the gastrointestinal (GI) tract causes GI tract-related
clinical symptoms in the absence of respiratory symptoms, leading to a delay in
COVID-19 infection diagnosis. While anorexia (50.2%) and diarrhea (49.5%)
are the most common gastrointestinal symptoms of COVID 19, our patient
presented with abdominal discomfort (2%). Acute colonic pseudo-obstruction
or Ogilvie syndrome is a functional disorder characterized by profound dilata-
tion of the colon without a true mechanical obstruction. An association be-
tween certain viral infections (Herpes) and intestinal pseudo-obstruction has
been demonstrated previously. The mechanism of such a development is
hypothesized to be due to the viral invasion of the myenteric plexus. Similarly,
COVID-19 has demonstrated neurotropic potential leading to the development
of Ogilvie syndrome. Treatment modalities available for the treatment include
bowel rest, nasogastric and rectal tube placement, electrolyte correction, neo-
stigmine and possible endoscopic/surgical intervention with a preferably good
prognosis.
CONCLUSION: 1. The full range of effects of the COVID 19 virus are yet to
be discovered. Loss of parasympathetic spinal control of bowel motility may
be one possible manifestation of this disease.
2. Gastrointestinal sequelae of COVID 19 respond well to conservative man-
agement and should warrant a low threshold for the investigation and imple-
mentation of such treatment.

COVIDVACCINE-INDUCEDRHABDOMYOLYSIS. A CASEOF RE-
CURRENT RHABDOMYOLYSIS.
Ma d. Valdes Bracamontes1; Tofura Ullah2; Richard Pinsker1; Sofina Bali1;
Pooja Mathew1; Joseph Joseph1
1Internal Medicine, Jamaica Hospital Medical Center, Jamaica, NY
2Clinical Research, Jamaica Hospital Medical Center, Jamaica, NY. (Control
ID #3716020)

CASE:A 46-year-old African-American female was evaluated for generalized
body aches five days after receiving second dose of COVID mRNA-1273
(Moderna) vaccine. Six months prior, she received her first dose of Ad26
(Johnson & Johnson) vaccine without sequelae, Family history includes ma-
ternal systemic lupus erythematous. Patient has a history of cystic acne and,
most notably, frequent episodes of muscle aches and weakness.
In 2006 and 2016, patient was hospitalized for episodes of rhabdomyolysis
after receiving influenza vaccine. Autoimmune myositis was ruled out. She has
never received statin medication. In late 2017, she was admitted for
rhabdomyolysis after upper respiratory tract infection. She reported dark urine
but no rash or arthralgia. Patient had elevated CK 107,737 U/L, AST 379 U/L,
and ALT 115 U/L. Her renal function, sed rate, TSH, HIV, influenza, direct
Coombs, protein electrophoresis, and antinuclear antibodies were negative or
within normal limits. She was treated with IV fluids, pain medication, and
discharged. In her current admission for rhabdomyolysis, she presented with
dark urine, CK 130,702 U/L, AST 692 U/L, ALT 208 U/L, and D-dimer 1,544
ng/mL. No acute renal injury was noted. Patient was treated with intravenous
crystalloids and painmedication. CK and transaminases steadily trended down.

Patient was discharged as she was asymptomatic and CK had dropped
significantly.
IMPACT/DISCUSSION: Rhabdomyolysis can be an adverse event to vac-
cine administration, most commonly influenza vaccination. Detection of
SARS-CoV-2 inside skeletal muscle has not been documented. Reports on
COVID- 19 vaccine-induced rhabdomyolysis focus on the type of vaccine the
patient received, the number of doses that triggered the event, CK level, and
presence of risk factors for developing rhabdomyolysis. Although no patho-
physiologic mechanism has been established, several hypotheses exist to
explain muscle damage including genetic factors, autoimmune reactions to
the virus nucleic material, or external adjuvant. This has been described as
autoimmune/inflammatory syndrome induced by adjuvants. Our patient had a
history of recurrent episodes of rhabdomyolysis after receiving influenza and
COVID immunizations, as well as viral infection.
CONCLUSION: The mechanism of our patients’ reaction is unknown.
Reported cases support autoimmunity as the major risk factor for vaccine-
related rhabdomyolysis. This patient had elevated CK level on subsequent
episodes of rhabdomyolysis fitting the pattern where a more exaggerated
response of the immune system is observed every time patient is re-exposed
to known insult. Genetic predisposition may also play a role. African-
Americans have higher prevalence of slow acetylation and carnitine
palmitoyltransferase II deficiency, a disorder of fatty acid. The myopathic
form presents with high CK values. Therefore, patients should be counseled
to seek medical attention when symptoms occur and physicians should con-
sider vaccination as a possible cause.

CT GOT YOUR TONGUE? NON-CONVULSIVE STATUS
EPILEPTICUS CAUSING ISOLATED GLOBAL APHASIA.
Grace L. Lisius1; Casey N. McQuade2
1Internal Medicine Residency, University of Pittsburgh Department of Medi-
cine, Pittsburgh, PA
2Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA.
(Control ID #3715619)

CASE:A 73-year-old female teacher with VonWillebrand disease and treated
non-Hodgkins lymphoma on ibratinib presented with acute inability to speak.
In the ER, she was visibly frustrated and could not name objects, directly
answer questions, or repeat words. She inconsistently nodded to questions and
followed commands. Examination revealed normal vital signs with intact
strength, sensation, coordination, and cranial nerves. Her CBC, BMP, and
UDS were normal. A CT head showed a vague left frontal hypodensity.
Overall, the acute onset of her global aphasia was concerning for stroke, but
her lack of associated weakness in the likely affected territory made this
diagnosis implausible. An EEG was obtained which showed sharp waves in
the left fronto-temporal area consistent with non- convulsive status epilepticus.
Her aphasia nearly resolved with the initiation of antiepileptic medication.
Brain MRI later showed a diffuse infiltrating left frontal lesion that crossed
midline. Given her immune suppression, the likely diagnoses included CNS
lymphoma, progressive multifocal leukoencephalopathy (PML), or a primary
brain tumor. Lumbar puncture was unrevealing. Ultimately, a brain biopsy was
consistent with glioblastoma. Due to the extent of her disease, she was not an
operative or chemotherapy candidate and she was discharged with home
hospice.
IMPACT/DISCUSSION: The patient's aphasia demonstrated expressive and
receptive characteristics, with impaired repetition of phrases. This pattern is
most consistent with global aphasia, most commonly caused by stroke. Her
aphasia is so widespread, implicating a large stroke territory. However, she has
none of the accompanying deficits from a large stroke. Thus, the differential
must be expanded to include seizures, structural brain lesions, and trauma.
Given the EEG findings and swift aphasia improvement with seizure control,
NCSE was implicated as her aphasia cause, likely triggered by the left frontal
glioblastoma. NCSE can be caused by central nervous system pathology, toxic
metabolic encephalopathy or encephalitis, systemic illness, medications like
beta lactams and baclofen, and substance withdrawal. One half of patients with
NCSE carry a prior seizure diagnosis. The clinical picture of this electrical
diagnosis is notoriously nonspecific. Acute changes in mental status or
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fluctuations in behavior, including new onset of psychosis, warrant EEG
evaluation. NCSE is more common in comatose patients, those with
automatisms such as lip smacking, orofacial twitching, arm and hand stereo-
typic movements, or repetitive eye movements or deviation, which is up to
86% specific for NCSE.
CONCLUSION: Non-convulsive status epilepticus remains a challenging
diagnosis with few reliable clinical clues and requires high index suspicion
and vigilance to establish this elusive electrical diagnosis.

CULTURAL BARRIERS AND PANDEMIC RESTRICTIONS RE-
SULT IN A DELAYED DIAGNOSIS OF DRUG INDUCED LUPUS
(DIL) AND SYSTEMIC LUPUS ERYTHEMATOSUS (SLE)
Shalini Gingipally1; Matan Arnon1; Regina A. Jacob2
1Internal Medicine, Temple University Hospital, Philadelphia, PA
2General Internal Medicine, Temple University, Philadelphia, PA. (Control ID
#3715826)

CASE: A 58-year-old female with a history of hypertension, type 2 diabetes
and hyperlipidemia presented with a two- week history of abdominal pain and
fevers. Per the patient, family history was unremarkable, and she denied
alcohol, tobacco, or recreational drug use. She denied recent travel or sexual
activity and had moved to the U.S. in the 1970s from Cambodia. Medications
included amlodipine, atorvastatin, dapagliflozin, lisinopril, metformin and
sitagliptin. Physical exam was notable for bilateral axillary lymphadenopathy,
hepatomegaly, and right sided abdominal tenderness. Laboratory data was
notable for microcytic anemia, thrombocytopenia, and elevated transaminases,
D-dimer, and C- reactive protein. Urinalysis demonstrated microscopic hema-
turia and proteinuria. Imaging showed diffuse lymphadenopathy and hepato-
megaly. Autoimmune work-up was strongly positive for ANA, anti-histone,
and anti DS DNA. Kidney biopsy was suggestive of glomerulonephritis. Liver
biopsy was suggestive of drug induced liver injury or autoimmune hepatitis. A
diagnosis of DIL and SLEwas not reached until additional historical data from
the patient’s son was provided on hospital day 4; namely that the patient had a
30-lb unintentional weight loss, took unknown herbal supplements and had a
daughter who passed away from complications of lupus.
IMPACT/DISCUSSION: DIL is a rare adverse reaction to many drugs that
generally manifests with mild systemic symptoms such as low-grade fevers,
anorexia, and fatigue and rarely involves classic symptoms of SLE such as skin
findings and major organ involvement. Notably, DIL can unmask clinically
silent SLE and thereby lead to lupus like syndromes. This patient presented
with mild symptoms and underwent an extensive workup due to missing key
historical data which led to a delayed diagnosis. Due to COVID-19 restrictions
on visitation, it was not until hospital day 4 when the patient’s son visited that
the team became aware of an unintentional 30-lb weight loss, unknown herbal
supplement use, and a family history of SLE. The lack of such critical
information stemmed from the fact that we did not ask about the use of
supplements properly and never revisited it in a different manner. The patient
did not share the cause of her daughter’s passing as she was unaware of it,
which may speak to cultural limitations in sharing health information among
family members. It is imperative that as clinicians we constantly revisit the
history and diversify our questions. A more complete history would optimize
our workup and limit unnecessary testing, including blood draws and painful
biopsies, which unfortunately occurred in this patient.
CONCLUSION: A thorough history is important to achieving a timely
diagnosis and to avoid excessive testing and procedures.
Revisiting the history is necessary to finding key information and clinicians
should consider incorporating available family members early in the diagnostic
work up, especially if the diagnosis is unclear.

CUTANEOUS IMMUNE RELATED ADVERSE EFFECT IN A PA-
TIENT WITH UNDERLYING AUTOIMMUNE DISORDER
Lisa Fosnot1; Sarguni Singh2; Theresa Medina2
1Hospital Medicine, University of Colorado, Denver, CO
2Medicine, University of Colorado Denver School of Medicine, Aurora, CO.
(Control ID #3716243)

CASE: A 76 year-old male with a past medical history significant for
thymoma with resection, microscopic colitis, and multiple primary cutaneous
squamous cell carcinomas of his extremities presented for initiation of systemic
treatment. He previously underwent surgical resection of his squamous cell
carcinomas but developed new lesions at the site of his surgeries (Koebner
phenomenon). He completed radiation and received a dose of pembrolizumab
three day later. Within a week, he developed a lichenified reaction which
progressed to hypertrophic plaques with erosion, covering 5.25% total body
surface area requiring admission to the burn unit. Biopsy showed erosive
lichen planus thought to be an immune-related adverse reaction from check-
point inhibitor treatment. He was treated with wound care, steroids, and IVIG
with improvement in his symptoms. His hospital course was complicated by
cytomegalovirus esophagitis and exacerbation of his microscopic colitis.
IMPACT/DISCUSSION:Checkpoint inhibitors, such as pembrolizumab, are
being increasingly used to treat a multitude of cancers. They can substantially
improve prognosis for older adults with multiple chronic conditions without
the toxic side effect profile associated with chemotherapies. Approximately
70% of patients treated with checkpoint inhibitors develop immune-related
adverse events, of which cutaneous reactions are often the earliest and most
common. Other common adverse events include colitis, hepatitis, and
endocrinopathies, though reactions can occur in any organ system. It is critical
that general internists have a high index of suspicion when caring for patients
receiving checkpoint inhibitors as adverse reactions can occur after even one
dose of medication. Early recognition and treatment decreases the risk of life-
threatening complications and may minimize treatment interruptions. Patients
with underlying autoimmune disorders have traditionally been excluded from
research, however retrospective studies show increased risk of adverse events
in this population. It is possible autoimmune disorders could be “activated”
with the use of checkpoint inhibitors. Radiation in conjunction with checkpoint
inhibitors also increases risk of adverse reactions. In this case, the patient’s
underlying microscopic colitis and radiationmay have contributed to increased
severity of his lichenoid dermatitis.
CONCLUSION: Immune-related adverse reactions can occur in any organ
system at any point and should be in the differential for any patient exposed to a
checkpoint inhibitor. Patients with underlying autoimmune conditions may be
more likely to develop an adverse reaction and experience flares of their
underlying condition after exposure to checkpoint inhibitors

DEATHBY LISTERIAMENINGITIS IN AN IMMUNOCOMPETENT
YOUNG ADULT – SHOULD EMPIRIC THERAPY FOR LISTERIA
MONOCYTOGENES BECONSIDERED IN YOUNG IMMUNOCOM-
PETENT ADULTS?
Vikram Sandhu, Sindhoora Adyanthaya, Maged Ghaly, Khushdeep Chahal
Internal Medicine, North Alabama Medical Center, Florence, AL. (Control ID
#3716211)

CASE: We report an unusual case of a young previously healthy immuno-
competent adult with Listeria Meningitis.
DESCRIPTION:A 27-year-oldmale with no comorbidities presentedwith 2-
day history of worsening headache, neck pain and stiffness, high grade fever
associated with nausea.
On arrival, he was febrile with temp. of 102 F, but vitals were stable. His Head
CT and MRI were unremarkable. His CSF findings were suggestive of menin-
gitis, and he was treated empirically with Vancomycin, Ceftriaxone, Acyclovir
and Dexamethasone. He had steady worsening in his symptoms and decline in
neurological function over the next few days where he developed hemiparesis.
On day 5 patient was found with encephalopathy and repeat CT head showed
evidence of interval development of communicating mild hydrocephalus for
which bilateral ventricular drains were placed by neurosurgery and he was
intubated. Antibiotics were escalated to Ceftazidime, gentamicin, and
vancomycin. Tests for HSV, Eastern & Western Equine viruses, West Nile
virus, Syphilis andGram stainwere negative, but his CSF culture showed growth
of L. Monocytogenes. Ampicillin was added to the regimen at this point. He
eventually became unresponsive to verbal or painful stimuli andwas pronounced
brain dead and transitioned to DNR & later he succumbed to his illness.
IMPACT/DISCUSSION: Listeria monocytogenes is a gram-positive, ß-he-
molytic, motile, and facultative anaerobic bacillus that has a characteristic
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tumbling motility at 20–25°C. Listeriosis is usually a food-borne illness from
milk, cheese, coleslaw, meat products or vegetables. In United States only 4%
of the reported Listeria meningitis case occurred in patients between the ages of
2-60 years.
Listeria Meningitis is a fatal illness as we experienced in our patient. Several
features in this patient were unusual such age of presentation and lack of
immunocompromise of any sort (HIV, Lymphoma, Diabetes Mellitus). This
case highlights the importance of considering L. Monocytogenes in the differ-
ential diagnosis of meningitis in an immunocompetent yound adult, since
standard treatment regimen in this condition (third generation cephalosporins
or Vancomycin) are not suitable for L. Monocytogenes and untraeted cases
may be severe and have a fatal outcome. Gram stain is low yield for diagnosing
Listeria and diagnosis is only approved after Listeria is isolated from culture of
CSF which takes a total time of 5-7 days because of its slow growth.
CONCLUSION: As L. Monocytogenes does occur in immunocompetent
individual (Athough extremely rare) it is important to consider empiric treat-
ment with Ampiclillin initialy or very early in the course of illness if no
improvement is appreciated with standard therapy.

DEBILITATING DYSPNEA: A CASE REPORT OF POLYMYOSITIS
Kangwook Huh, Johanna C. Romo Rodriguez, Magaret Smythe
Internal Medicine, UConn Health, Farmington, CT. (Control ID #3708196)

CASE: An 81-year-old female presented with progressively worsening dys-
pnea and weakness over a course of two years. Approximately four months
prior to presentation, she was not able to ambulate across the room and
breathing was more labored than usual. She was evaluated in the emergency
department, but had a negative work up and was discharged home. Over the
next few days, her symptoms had improved, but not completely resolved.
In the outpatient setting, she underwent an echocardiogram and nuclear stress
test, which were negative for any cardiac etiologies of her symptoms. She was
found to be hypoxic to 78% with ambulation and was placed on supplemental
oxygen.
She presented to our hospital due to her worsening respiratory condition. She
was sleeping 12-14 hours daily and only able to communicate in short phrases
due to her respiratory status. For these reasons, she was dependent on her family
members for all activities of daily living. Initial laboratory studies demonstrated
WBC16.6 x10^3, AST 219U/L,ALT135U/L, Troponin 0.39 ng/mL, CK 2252
U/L, ESR 55 mm/h and CRP 5.23mm/L. On admission, our patient was on 3L
of nasal cannula at rest. Physical exam was significant for early inspiratory
crackles. Muscle strength was limited in all extremities secondary to profound
weakness and fatigue, though it did appear to affect the proximal musculature.
Given these findings, there was initial suspicion for polymyositis, which was
later confirmed by positive anti-jo-1 antibody. With initiation of high dose
steroids in conjunction with interdisciplinary management with PT/OT, our
patient demonstrated significant improvement of her motor and respiratory
function. At time of discharge, she only required supplemental oxygen with
activity, and was able to transfer from bed to chair with minimal assistance.
IMPACT/DISCUSSION: Given the wide range of presenting symptoms,
polymyositis may be a diagnostic challenge both in the outpatient and inpatient
setting. As with our patient, polymyositis may present with advanced pulmo-
nary manifestations. A better understanding of the broad spectrum of clinical
manifestations and features of polymyositis will aid in prompt diagnosis and
management.
CONCLUSION: While patients with polymyositis typically present with
proximal weakness and elevated muscle enzymes, diagnosis of such disorders
may pose great challenges, as they may present with a number of seemingly
unrelated symptoms, including interstitial lung disease. Anti jo-1 antibody is
highly suggestive of pulmonary manifestation of polymyositis.

DELAYED DECLINE: A CASE OF DELAYED POST-HYPOXIC
LEUKOENCEPHALOPATHY
Andrew Davis, Robin Klein, Willie H. Smith
Department of Medicine, Emory University School of Medicine, Atlanta, GA.
(Control ID #3713284)

CASE: A 44 year old female with history of depression and recent suicide
attempt presents with one week of cognitive and functional decline.
One month prior to presentation, patient attempted suicide with opioids requir-
ing intubation for respiratory depression and stroke sequelae. She was
discharged from this stay after 12 days having returned to mental and func-
tional baseline. Two weeks later, she demonstrated decreased focus and
concentration, progressing to decreased mobility and akinesis, eventually
presenting to our hospital.
Admission metabolic and toxic workup was negative. CT head re-
demonstrated findings of previously known stroke. MRI demonstrated new
increased T2 Flair of the parietal lobes and the cerebral white matter. LP was
without evidence of infection or inflammation. Encephalitis panel and autoim-
mune workup were negative.
Neurology consult suggested delayed post-hypoxic leukoencephalopathy as a
possible diagnosis, given clinical course of improvement and subsequent
decline, along with akinetic mutism and deep cortical white matter flair
abnormalities. After failed trial of lorazepam, she was started on amantadine
and her cognitive and functional status improved slowly.
IMPACT/DISCUSSION: Delayed post-hypoxic leukoencephalopathy
(DPHL) is a rare syndrome characterized by biphasic time course with initial
recovery and subsequent cognitive and functional decline.
DPHL can follow any event of prolonged cerebral hypoxia most frequently CO
poisoning. It can occur with more common causes of hypoxia including
overdose, cardiac arrest, and seizures; recent case reports have reported DPHL
following severe covid infection. The clinical course involves a hypoxic event
followed by a return to functional baseline typically lasting 7-21 days, after
which progressive physical and mental decline occur. Signs include neuropsy-
chiatric symptoms like amnesia and disorientation, as well as parkinsonism or
akinetic mutism (1).
The mechanism of DPHL is unclear. One possible mechanisms involves
diffuse demyelination. The half life of myelin basic proteins is approximately
20 days, the length of the lucid interval. Hypoxia may abruptly halt the
myelination process but symptoms may not emerge until a critical threshold
of loss was achieved.
Evaluation of DPHL involves considering other causes of encephalopathy, such
as infection, substance use, stroke, catatonia, and toxins. In the absence of other
causes, diagnosis of DPHL is based on characteristic time course following
hypoxic event, symptoms, and MRI findings of diffuse T2 hyperintensity of
cerebral white matter are pathognomonic (1). Treatment of DPHL is generally
supportive. Limited evidence suggests amantadine may be of benefit.
CONCLUSION: Physicians should consider DPHL in patients who have
experienced cerebral hypoxia and present with the characteristic time course
and imaging findings.
Reference:
Shprecher D, Mehta L. The syndrome of delayed post-hypoxic
leukoencephalopathy. NeuroRehabilitation. 2010;26(1):65-72

DELAYED PRESENTATION OF MYOCARDIAL INFARCTION IN
THE SETTING OF A GLOBAL PANDEMIC
Robert Harmon1; Ana F. Becerra1; Asiya Mahmut2
1Internal Medicine, UConn Health, Farmington, CT
2Cardiology, Trinity Health of New England, Hartford, CT. (Control ID
#3715744)

CASE: A 52-yo male with hypertension and former smoker was transferred
from outside hospital with dyspnea and hemoptysis. He had presented with
chest pain and abnormal ECG to an urgent care 2 days earlier but declined to
visit the emergency room in fear of the pandemic. This time, he had respiratory
distress requiring intubation and transfer to a higher level of care. He developed
cardiogenic shock and profound refractory hypoxia. ECG showed sinus tachy-
cardia, Q waves V1-V3. Chest X-ray had right-side pulmonary edema. An
urgent transthoracic echocardiogram (TTE) revealed evidence of papillary
muscle rupture (PMR) and LVEF of 65%. An emergent coronary angiogram
showed multivessel disease, and a simultaneous transesophageal echocardio-
gram confirmed torrential mitral regurgitation and PMR. An intra-aortic bal-
loon pump was placed. Patient then underwent urgent CABG/valve
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replacement and was discharged 10 days later. At 4-month follow-up patient
was asymptomatic in clinic.
IMPACT/DISCUSSION: Here we present a case of Non-ST-segment eleva-
tion myocardial infarction (NSTEMI) whose presentation was delayed due to
fear on contracting COVID-19, resulting in papillary muscle rupture (PMR).
Acute mitral regurgitation (MR) due to PMR is a life-threatening mechanical
complication occurring in 3/1000 patients with myocardial infarction (MI) per
year. Prepandemic studies showed that mechanical complications had de-
creased their incidence over time given the numerous advances in reperfusion
therapies. The mortality of such complications remained elevated in numerous
studies (4-fold higher than patients without mechanical complications), espe-
cially for patients presenting with late-STEMI. Mechanical complications are
significantly less common in patients with NSTEMI, such as our patient. The
COVID-19 pandemic marked a surge in delayed presentations of MI, resulting
in rising incidence of complications worldwide. Certain studies have demon-
strated that the pandemic itself is an independent risk factor for delayed
presentations of acute coronary syndrome. Echocardiogram remains the diag-
nostic modality of choice with sensitivity of 65-85% to detect complications
from MI, however high clinical suspicion is key to prompt early use of this
imaging modality. Our case illustrates that awareness of delayed presentations
amongst clinicians may grant early diagnosis and good outcomes.
CONCLUSION: Mechanical complications with catastrophic presentations
had decreased after the reperfusion treatment era, however the advent of the
COVID-19 pandemic has raised concerns for an increasing incidence of
delayed presentations of acute coronary events resulting in lethal
complications. High clinical suspicion is paramount in diagnosis and outcomes
associated to patients suffering from papillary muscle rupture as well as other
mechanical complications of MI.

DELAYS, DECOMPENSATION, AND DETERMINATION: HOW
SETBACKS IN TRANSPLANT EVALUATION LED TO RECUR-
RENT COMPLICATIONS IN A 34-YEAR-OLD PATIENT WITH
CIRRHOSIS
Christo Mathew, Jennifer Kaplan, Thiennga Vo, Hayley Walker
Internal Medicine, Baylor College of Medicine, Houston, TX. (Control ID
#3709914)

CASE: The patient is a 34-year-old male with decompensated alcoholic
cirrhosis (MELD-Na 31, Child-Pugh Class C) who required band ligation
and emergent trans-jugular intrahepatic portosystemic shunt placement for
variceal bleeding. The medical team at the county hospital advised his family
on the urgent need for evaluation at a liver transplant center. However, as an
undocumented immigrant, the patient had difficulties obtaining health insur-
ance and was not accepted for transfer.
He presented again to the hospital in hemorrhagic shock from variceal bleeding
requiring ICU admission, further band ligation, and gastric vein embolization.
He continued to have variceal bleeding requiring multiple transfusions, vaso-
pressor support, and splenic vein embolization. During his prolonged hospital
stay, the patient developed persistent fevers and was treated for sepsis of
unknown etiology.
During this hospitalization, the patient’s family persisted andwas able to obtain
health maintenance organization coverage despite his undocumented status.
He was then transferred to an outside hospital for transplant evaluation and
ultimately underwent successful liver transplantation.
IMPACT/DISCUSSION: Immigration status and lack of insurance coverage
can be significant barriers to health care equity for those with advanced liver
disease. From 2012 to 2018 undocumented immigrants were allocated only
0.4% of liver transplants although they represent 4% of the population. Studies
suggest that when compared to citizens, undocumented patients have a higher
disease burden as evidenced by MELD scores and later access to transplants.
This is partly due to many socioeconomic factors that hinder these patients
from obtaining adequate care, compounded by the fact that they do not qualify
for federal insurance plans. The inequity is further observed as patients with
commercial insurance are more likely to be evaluated, referred, and ultimately
listed for transplant.
CONCLUSION: Our patient’s experience highlights the disparity encoun-
tered by undocumented immigrants needing liver transplantation in this

country. Difficulties and delays in obtaining insurance led to further
complications for this patient, requiring massive transfusions, multiple
endoscopies, ligations, and embolizations. Advocating for patients early on
in their care and assisting with securing insurance coverage could expedite
transplant evaluation, thereby reducing the risk of life-threatening
complications from cirrhosis.

DESIGNER BENZODIAZEPINES AND THEIR VARYING EFFECT
ON CLINICAL PRESENTATION
Sarah E. Chaides
Internal Medicine, Wayne State University School of Medicine, Detroit, MI.
(Control ID #3715489)

CASE: Designer benzodiazepine (BZ) drugs have similar chemical structure
and clinical effect as traditional BZ but are not approved for medical use.
35-year-old male, a university professor, presented to emergency department
(ED) by EMS after laying on his floor for 2 days. Patient presented to ED 3-
days prior for fall during syncopal episode and discharged after CT scan had no
acute processes. Four-months prior, patient suffered traumatic brain injury
(TBI), hitting head during seizure resulting in epidural hematoma with subse-
quent craniotomy. He was diagnosed with seizure disorder and started on
Keppra. On current presentation patient had speech delay, slowed behavior,
nystagmus, difficulty following instructions, impaired memory, lack of eye
contact, and frequently stared off during interview. Elevated labs of BUN, CK,
andWBCwere thought to be result of post-ictal state. CT headwithout contrast
was negative for significant changes and EKG had sinus tachycardia. Keppra
level 3 days prior was borderline low. On admission, the team spoke with
patient’s friend who said patient was sleeping more, anxious since start of the
pandemic, increased alcohol use, and patient’s parents recommended he enroll
in a detox program for unknown substance use. On day 2 neurology evaluated
altered mental status and noted significant decline from evaluation following
TBI. Patient was started on empiric antibiotics, scheduled for lumber puncture
(LP) and brain MRI for CNS infection concern due to diaphoretic appearance,
low grade fever, hypertension, impaired judgement and insight, and reported
muscle weakness and neck tenderness. On day 3 patient developed inability to
coordinate upper extremities and urinary retention. On day 4 empiric
antibiotics were discontinued for no signs of infection on MRI or LP. Lab
work including TSH, RPR, UDS, B12, lead level, and HIVwere within normal
limits. On subsequent days patient’s symptoms persisted. On day 7 patient
reported feeling more like himself. He tolerated further interviewing and stated
his parents recommended rehab detox for use of designer BZ purchased online
without prescription. He showed the team an online receipt for Clonazolam
received 5 days prior to admission but not taken and a prior receipt for
Flubromazolam and Bromazolam. Patient reported last taking the drugs within
the last few weeks prior to presentation. On day 12 after slow improvement,
patient was transferred to an inpatient rehab facility. There patient disclosed
diagnoses of panic attacks, generalized anxiety disorder, OCD, and started
designer BZ use 1 year prior to presentation.
IMPACT/DISCUSSION: This case illustrates the array of withdrawal/
intoxication symptoms patients may suffer following BZ use. It is unclear if
traditional drug screening can detect designer drugs.
CONCLUSION: Due to their unknown effects it is important to not exclude
drug use in patients with unclear history and clinical signs of psychomotor and
memory impairment once infectious causes have been ruled out.

DEVELOPMENT OF INTRAMUSCULAR HEMATOMA FOLLOW-
ING RHABDOMYOLYSIS IN A PATIENTWITH LEFT VENTRICU-
LAR THROMBUS ON ANTICOAGULATION
Paulina Coutifaris1; Cullen E. Worsh1; Melanie Woodward2
1Internal Medicine, University of Pennsylvania, Philadelphia, PA
2Hospital Medicine, VA Medical Center Corporal Michael J Crescenz,
Philadelphia, PA. (Control ID #3715505)

CASE: 70-year-old male with PMH hypertrophic cardiomyopathy and chronic
heart failure with reduced ejection fraction was admitted with severe
rhabdomyolysis following a mechanical fall. Transthoracic echocardiogram
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(TTE) demonstrated a left ventricular (LV) thrombus and therapeutic
anticoagulation (AC) was initiated. Following resolution of rhabdomyolysis, he
was discharged on enoxaparin. Hemoglobin at discharge was 16 gm/dl. He
presented to the emergency department one week later with diffuse muscular
pain, ecchymosis, and limited range of motion of upper extremities. He denied
shortness of breath or chest pain. Physical exam revealed diffuse ecchymosis,
upper extremity edema, and limited range of motion. Laboratory data showed a
hemoglobin of 11.7 gm/dl. CT angiogram demonstrated deep muscular hema-
tomas in his right infraspinatus, right deltoid, right obturator internus, and
bilateral flanks with no evidence of active bleeding. On admission, AC was
continued with unfractionated heparin given risk of unstable LV thrombus. The
hemoglobin dropped to 9.2 gm/dl on day 2 so ACwas discontinued. Cardiology
was consulted and the decision was made to hold further AC until hemoglobin
stabilization and resolution of hematomas with plans to re- initiate AC in the
future. Following discontinuation of AC, the patient’s hemoglobin stabilized. He
reported decreased muscular pain and was discharged with outpatient follow up.
IMPACT/DISCUSSION: To date, there have been few case studies reporting
the incidence of intramuscular hematoma in patients with rhabdomyolysis on
prophylactic AC. This case study is the first known case report to document the
development of intramuscular bleeding and hematoma formation after
rhabdomyolysis in a patient requiring therapeutic AC. Rhabdomyolysis is an
increasingly common problem in the elderly. In addition, elderly patients are
more likely to be on therapeutic AC for atrial fibrillation or other cardiac
diseases. Our patient had an LV thrombus, placing him at an increased risk of
thromboembolic complications. Given the risk of embolus, the decision to stop
AC requires a risk- benefit analysis and evidence the patient cannot tolerate
AC. This case study should prompt clinicians to consider bleeding risk in
patients admitted to the hospital with a recent diagnosis of rhabdomyolysis. In
the event of significant muscular bleeding, the risks and benefits of continued
AC needs to be carefully thought about as the right decision is not always clear.
CONCLUSION: ● With therapeutic AC, rhabdomyolysis increases risk of
intramuscular bleeding that can be overlooked.
● With left ventricular thrombus, the decision to stop therapeutic AC is very
difficult and needs a risk-benefit analysis with specialist consultation.
● With intramuscular hematomas, it can be safe to anticoagulate with
unfractionated heparin with close laboratory monitoring.

DIAGNOSIS SPROUTING FROM A CSF SAMPLE: A CASE OF
LISTERIA MENINGITIS IN A MIDDLE- AGED ADULT
Tamim Hossain1,2; Jesse Liou3; Kevin L. Wong4
1Internal Medicine/Pediatrics, Christiana Care Health Services Inc,
Wilmington, DE
2Internal Medicine/Pediatrics, Thomas Jefferson University Sidney Kimmel
Medical College, Philadelphia, PA
3EmergencyMedicine/Internal Medicine, Christiana Care Health Services Inc,
Wilmington, DE
4Internal Medicine, Christiana Care Health Services Inc, Wilmington, DE.
(Control ID #3715359)

CASE: A 31-year-old male with a past medical history including systemic
lupus erythematous, lupus nephritis, deep vein thrombosis, pulmonary embo-
lism, and chronic kidney disease presented to the emergency department with
altered mental status, fever, and headache. He had been recently discharged
from the hospital for a lupus nephritis flare. He was vegan and had recently
eaten sprouts. Medications included atovaquone, furosemide,
hydroxychloroquine, metolazone, mycophenolate mofetil, prednisone, and
warfarin. Belimumab had been given during his most recent admission.
The patient was febrile (39.3°C), tachycardic (110s bpm) and had notable
meningismus. Labs showed leukocytosis to 19k/nl, creatinine slightly above
baseline at 3.5 mg/dL, INR of 2.3 and bicarbonate of 1.5 mmol/L. Imaging of
the head, chest, abdomen and pelvis was negative for acute pathology. The
patient was empirically started on vancomycin, cefepime (switched to
ceftriaxone shortly after admission), and a stress dose of hydrocortisone for
suspected bacterial meningitis. All immunosuppressive home agents were
held. Blood cultures were drawn. The patient received prothrombin complex
concentrate for reversal of anti-coagulation. Lumbar puncture (LP) findings
showed white blood cell count of 2k/nl, 97% neutrophils, protein 82mg/dL,

and glucose of 52mg/dL. Cerebral Spinal Fluid (CSF) PCR and blood culture
was positive for Listeria monocytogenes.
Antibiotics were switched to high dose ampicillin. Synergistic gentamicin was
deferred due to renal failure and good clinical response to ampicillin. The
patient clinically improved with mental status returning to baseline. He was
discharged home with close follow-up and support for outpatient IV antibiotic
therapy.
IMPACT/DISCUSSION: Listeria monocytogenes central nervous system
(CNS) infection is rare in adults and is usually seen in the elderly, neonates
or pregnant patients (1). It only accounts for 4% of cases between ages 2 and 60
(2) but may be seen in those with immunosuppression, including those on
glucocorticoid therapy (3). Other risk factors include consumption of certain
foods such as deli meats, certain cheeses, and vegetables such as sprouts (as
seen in this patient). Prompt LP is essential even when reversal of
anticoagulation is necessary. Common empiric antibiotic regimens may not
cover Listeria, and timely CSF or blood culture data is essential for antibiotic
therapy.
CONCLUSION: This case demonstrates that early identification and treat-
ment of Listeria meningitis is facilitated by thorough history, prompt sampling
of CSF, and suspicion in certain patient groups including adults who are
immunosuppressed. Treatment, once Listeria is confirmed, is definitive.

DIAGNOSTIC CHALLENGES OF SERONEGATIVE AUTOIM-
MUNE ENCEPHALITIS
Amman Bhasin1; Alexis Haftka-George2
1Medical Student, Wayne State University School of Medicine, Detroit, MI
2Internal Medicine, Henry Ford Hospital, Detroit, MI. (Control ID #3691453)

CASE: A 77-year-old male with a history of HTN and hypothyroidism
presented to the ED with acute altered mental status (AMS) after a reported
episode of seizure-like activity. Prior to the episode, the patient was in his normal
state of health with normal mental status. Initial physical exam revealed that the
patient was oriented only to name with normal vitals. Initial work up with CT
head, CTA, CXR, EEG and urine toxicology was unremarkable, CVAwas ruled
out with a NIHSS of 1, and no electrolyte or other lab irregularities were noted.
On admission, further work up was significant for elevated free T4 levels to 3.34
and significantly low TSH levels of <0.01 despite the patient’s hypothyroid
history, prompting treatment with methimazole and a euthyroid state was
achieved. However, the patient continued to experience an altered mental status
of ANO x 0-1. Further neurological investigation revealed an unremarkableMRI
brain, continuous EEG notable for diffuse background slowing with no seizure
activity, and LP revealed CSF studies notable for lymphocytic pleocytosis with
WBC of 27, 94% lymphocytes, elevated protein of 345.4, and a glucose of 62,
with infectious CSF panel negative for VZV, HSV, EBV, West Nile Virus, and
CMV. Autoimmune studies were positive for ANA, dsDNA antibodies, anti-
histone antibodies, and elevated rheumatoid factor of 33, while paraneoplastic
panel, SSA antibody, SSB antibody, and thyroglobulin antibody were negative.
A diagnosis of seronegative autoimmune encephalitis was suspected, and after
17 days of AMS the patient was initiated on empiric steroid therapy with a 5-day
treatment course of 1g IV methylprednisolone. After 2 days of steroid treatment,
the patient demonstrated significant signs of improvement and rapidly recovered
his baseline mental status.
IMPACT/DISCUSSION: Autoimmune encephalitis (AE) is a rare, immune
mediated syndrome causing inflammation of the brain that typically manifests
with acute or subacute characteristic presentations of seizures, cognitive im-
pairment, and neuropsychiatric symptoms. Seronegative AE is a disease sub-
type that has a suspected autoimmune etiology without an identifiable autoan-
tibody in the serum or CSF, which can create diagnostic challenges. Despite
the recent discovery of new neuronal autoantibodies, many remain unidentified
at present, thus a negative serology panel should not delay treatment in cases of
suspected AE. Patients with a strong clinical suspicion of this disease process
should be treated empirically with first line immunotherapy with 1g IV
methylprednisolone for 3-5 days. Second line treatment includes IVIG or
plasmapheresis, followed by third line treatment with rituximab.
CONCLUSION: Autoimmune encephalitis is a diagnosis that should be
strongly considered in patients with an unexplained spectrum of
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neuropsychiatric symptoms that do not correspond to vascular, infectious,
toxic, or metabolic causes. Strong clinical suspicion should prompt treatment
with empiric steroids without delay.

DIARRHEA IN AN IMMUNOCOMPROMISED PATIENT: A PRE-
LUDE TOMULTIORGAN DYSFUNCTION
Heejo Keum, James P. Lyons
Internal Medicine, The University of Texas Southwestern Medical Center,
Dallas, TX. (Control ID #3715569)

CASE: A 43-year-old Hispanic female with a history of systemic lupus
erythematosus complicated by lupus nephritis presents to the ER with a 1-
week history of nausea, vomiting, and diarrhea. She denies sick contacts,
recent travel, and abnormal food exposures. She notes being on prednisone
60mg daily and IV cyclophosphamide for her lupus nephritis. Her most recent
dose of IV cyclophosphamide was 1 month prior. She was admitted to ICU for
symptomatic hyponatremia and developed renal injury requiring hemodialysis.
CT abdomen taken on admission showed diffuse colonic wall thickening,
concerning for colitis. Initial work up including lactate, C. difficile PCR, and
stool culture was negative. She was empirically given ciprofloxacin and
metronidazole. Despite this, she continued to have nausea, vomiting, and
developed obstipation. She then developed a productive cough. On physical
exam, she had distended abdomen, mild right upper quadrant tenderness,
diffuse petechiae, and rales at the base of the right lung. Her CBC revealed
worsening anemia, thrombocytopenia, and eosinophilia. Repeat CT abdomen
showed partial small bowel obstruction. Her CT chest showed a thin-walled
cavity in the right lung and scattered pulmonary nodules.
Fungal and parasitic workups were ordered. Strongyloides IgG was positive,
and fungitell (1,3)-beta-D-glucan was greater than 500. She was given 2 doses
of ivermectin, and her symptoms began to improve. Her hemoglobin and
platelet counts also increased. Due to the presence of the cavitary lesion and
pulmonary nodules, bronchoscopy was performed. Her bronchoalveolar la-
vage revealed Strongyloides larvae. Stool O&P was subsequently collected
and revealed Strongyloides.
IMPACT/DISCUSSION: The likely explanation for her symptoms is
Strongyloides hyperinfection syndrome. This results from an accelerated life
cycle of Strongyloides involving the GI tract and lungs. Strongyloides seemed
unlikely as she had not traveled outside of the country in years. However, she
was from an endemic region and had been on high dose steroids and cyclo-
phosphamide for lupus nephritis for 2 months. Immunosuppressed patients are
at increased risk for Strongyloides regardless of when they left endemic
regions. Diagnosis of Strongyloides can be challenging as symptoms are
non-specific and eosinophilia may be absent. The gold standard for diagnosis
is serial stool examination. Stool microcopy has low sensitivity, so it can be
improved by increasing number of samples combined with serologic testing.
Serologic tests can be also used to screen patients from endemic regions prior
to starting immunosuppressive therapies. The treatment for Strongyloides
hyperinfection syndrome involves a 2-week course of ivermectin. Stool exam-
ination should be repeated after finishing ivermectin.
CONCLUSION: -Patients from endemic regions are at risk for Strongyloides
hyperinfection syndrome after starting immunosuppressive therapies.
- Serial stool O&P should be considered for immunosuppressed patients with
diarrhea.

DISCOVERING THE DIAGNOSIS: REASONING THROUGH A
CASE OF FEVER OF UNKNOWN ORIGIN
Eva Szymanski, Deepa R. Nandiwada, Stephen Gluckman
Dept of Medicine, University of Pennsylvania, Philadelphia, PA. (Control ID
#3690366)

CASE:A 30-year-old with AIDS presented with 3 weeks of daily fevers. ROS
was notable for back pain. Based on the team’s initial problem representation,
we used automatic decision-making to focus on a diagnosis of osteomyelitis -
but theMRI spine was negative. Having fallen victim to framing bias, the team

re-framed the case as a fever of unknown origin (FUO). Using conscious
decision-making, we went through several iterations of the clinical reasoning
process as the case unfolded. She developed rising bilirubin, with imaging
showing hepatitis with mild splenomegaly, no intra- or extra-hepatic ductal
dilation, no lymphadenopathy, no pulmonary or spinal pathology. Serologic
testing for infectious and autoimmune causes was unrevealing. Despite several
empiric antimicrobials, fevers persisted and she developed progressive pancy-
topenia - at this point activating the attending’s illness script for
hemophagocytic lymphohistiocytosis (HLH). This time the automatic
decision-making process was correct, and subsequent testing showedmarkedly
elevated ferritin, triglyceride, and interleukin-2 receptor levels. One day after
starting steroids, her temperature normalized.
Serum and bone marrow biopsy cultures later grew mycobacterium avium
intracellulare (MAI), a common cause of FUO in patients with AIDS, for
which she was continued on treatment. Her HLH was most likely triggered by
MAI.
IMPACT/DISCUSSION: This case offers an opportunity to highlight the
HScore, which we suggest incorporating into the general internist’s framework
for a persistent FUO. The HScore is readily available online and uses common
clinical data to calculate the likelihood of HLH, which can be followed by
further diagnostic testing. Despite this case's rare conclusion, it provides an
opportunity to emphasize the universally applicable dual-process model of
clinical reasoning. The team used both automatic and conscious decision-
making while working towards a diagnosis. Being aware of the characteristics
of these decision-making types is important to the diagnostic process of the
general internist, as well as the ability to teach trainees how to develop their
own clinical reasoning. We explicitly mapped these decision-making
principles to our clinical case both in real-time and after the fact, which
provided rich learning for all levels of trainees on the team. During this
reflection, we decided to incorporate the HScore into our framework for
FUO to ensure that this rare diagnosis is not missed using conscious
decision-making in the future. This case offers an example of how others can
be mindful of clinical reasoning mechanics in their own clinical and teaching
practices.
CONCLUSION: - The HScore is a validated tool to estimate risk of having
secondary HLH and should be included in the workup for persistent FUO.
- The principles of the dual process model of thought can be readily applied to
clinical cases in order to teach clinical reasoning.

DISSECTING COVID-19 - A RARE CASE OF SPONTANEOUS COR-
ONARY ARTERY DISSECTION IN THE SETTING OF RECENT
COVID-19 INFECTION
Neal Shah
Student, University of Missouri Kansas City School ofMedicine, Kansas City,
MO. (Control ID #3705880)

CASE: A 67 year old woman with no known cardiac history presented after
acute onset chest pain while watching TV. The pain was described as a
burning, substernal pain associated with shortness of breath and nausea. She
had no prior history of similar chest pain and was recently exercising with no
complaints. Her pain was not relieved by Tums, so she presented to the ED. A
COVID-PCR test was positive on admission, however the patient stated she
had the infection three weeks prior to presentation and was asymptomatic. She
was given sublingual nitroglycerin which improved her pain. Vital signs and
physical exam were unremarkable. Electrocardiogram demonstrated ST
elevations in leads V3 and V4 with an initial troponin of 0.1 ng/ml (reference
range <0.80 ng/ml). She subsequentlywas loaded with aspirin, a heparin bolus,
and was taken to the cath lab. There, she was found to have a distal LAD
spontaneous coronary artery dissection and underwent POBA with restoration
of vessel flow.
IMPACT/DISCUSSION: Spontaneous coronary artery dissection (SCAD) is
a condition predominantly seen in women without conventional risks for
coronary disease and an often missed cause of non-atherosclerotic ACS. Most
often, patients present with typical chest pain and dynamic ECG changes.
Diagnosis of SCAD is made during coronary angiogram, at times with the aid
of intravascular ultrasound or OCT. Often, these patients will have associated
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conditions such as fibromuscular dysplasia, pregnancy/postpartum status, or
connective tissue diseases. We describe a unique case of a patient without any
cardiac risk factors presenting with SCAD after the resolution of an asymp-
tomatic COVID-19 infection.
Cardiac complications of COVID-19 have been extensively described, from
myocarditis, myocardial infarction, heart failure, and arrhythmias. However,
published literature on the association between COVID-19 and SCAD is
sparse, with a few case reports reporting a possible connection. Among these,
the majority of patients were acutely symptomatic with COVID-19 and sub-
sequently developed angina during the hospitalization. There was one similar
case describing a patient developing SCAD after the resolution of a COVID
infection 3 months prior to presentation. However, this patient had factors
which could have contributed to the SCAD.
SCAD is associated with inflammatory diseases that lead to vessel wall
weakness. COVID-19 induces a marked inflammatory and immune response
during infection, which has been found to cause endothelial and smooth
muscle damage. It is possible the inflammatory response from the infection
could promote fragility of coronary vessels and lead to dissection.
CONCLUSION: As the relationship between SCAD and COVID-19
continues to be explored, providers must be mindful of the potential cardiac
manifestations of the virus. An index of suspicion for SCAD should be
maintained in patients with COVID-19 or a history of COVID-19 presenting
with acute myocardial infarction with few or no atherosclerotic risk factors.

DISSEMINATED CRYPTOCOCCAL INFECTION IN AN IMMUNO-
COMPETENT PATIENT.
Christopher J. Cunningham1,2; Amir Daneshvar2; Sonika K. Gill2; Mustafa
Mohammed2. 1Emergency Medicine, Henry Ford Hospital, Detroit, MI; 2In-
ternal Medicine, Henry Ford Hospital, Detroit, MI. (Control ID #3716068)

CASE: Mrs R is a 49 year old female with a history of migraines who
represented to medical attention with status epilepticus, a high fever to
106.7F, headaches, and encephalopathy.
A month prior she presented to an outside hospital with headaches, ataxia,
visual changes and confusion. An MRI brain demonstrated leptomeningeal
enhancement and a CT chest demonstrated scattered pulmonary nodules that
were not amenable for biopsy. She improved and left prior to lumbar puncture
results. The diagnosis was a possible transient ischemic attack, discharged on
acyclovir and dexamethasone. She outpatient neurology follow up for repeat
imaging, but she did not attend.
At our hospital, she was altered with inappropriate behavior requiring sedation
and restraints. Emergent CT head and CT-angiogram were negative for stroke.
She had negative urinary toxicology screen and negative alcohol level. An
EEG showed moderate encephalopathy without capturing seizure activity.
Patient was admitted for further workup.
A repeat MRI at our facility redemonstrated scattered innumerable enhancing
leptomeningeal nodules. A lumbar puncture was performed that was signifi-
cant for high lymphocytes, high protein, low glucose, and an elevated ACE.
Viral PCR for West Nile, HSV1 and 2, and VZV were negative. An autoim-
mune workup was negative for ANA, ANCA, GAD, SS-A and SS-B. She was
found to have positive Cryptococcus antigen in the CSF and blood, consistent
with disseminated cryptococcus. On review of the patient's social history, it
was learned that she had close contacts of chickens and pigeons for the past
couple of months. Patient underwent induction therapy with amphotericin/
flucytosine and was transitioned to high dose fluconazole suppression therapy
for discharge. She was discharged with infectious disease follow up and
pulmonology follow up for investigation of her lung nodules.
IMPACT/DISCUSSION: Disseminated cryptococcus is a life-threatening
disease that can cause multi-system infections. Lumbar puncture and serum
antigen is warranted in patients exhibiting neurological symptoms to assess for
cryptococcal meningitis. Treatment is broken down into multiple stages. First,
induction therapy is initiated with amphotericin B and flucytosine for at least
two weeks. Following induction, patients are maintained with consolidation
therapy with high dose fluconazole for 2-3 months, followed by maintenance

therapy for up to a year on lower dose fluconazole. There is concern for
possible sarcoidosis, which is a known risk factor for cryptococcal meningitis.
However, CSF ACE is a nonspecific measurement of neurosarcoidosis.
CONCLUSION: Cryptococcal meningitis usually presents in patients with
immune dysfunction, such as HIV/AIDS, autoimmune disease, malignancy,
and transplanted patients on immunosuppression. We present an unusual case
of disseminated cryptococcus in a patient who is immunocompetent. Consid-
eration for cryptococcal disease should be made in patients with altered mental
status and close contacts with birds.

DISSEMINATED CRYPTOCOCCOSIS WITHOUT MENINGITIS IN
A PATIENT WITH NEWLY DIAGNOSED HIV
Joseph Lee2; Christina J. Park2; Landon Kozai3; Elliott Koshi1; Kuo-Chiang
Lian4
1Internal Medicine, University of Hawai'i at Manoa John A Burns School of
Medicine, Honolulu, HI
2Internal Medicine, University of Hawaii Internal Medicine Residency Pro-
gram, Honolulu, HI
3Internal Medicine, University of Hawai'i System, Honolulu, HI
4Hospitalist Program, The Queen's Medical Center, Honolulu, HI. (Control ID
#3715890)

CASE: A 44-year-old man with recently diagnosed AIDS was transferred
from an outside hospital for further evaluation of a pulmonary cavitary lesion.
The patient had persistent cough and fever for two months despite multiple
doctor’s visits and antibiotic treatment. Two weeks prior to transfer, he was
diagnosed with AIDS with a CD4 nadir of 26cells/mm3 as well as a left
pulmonary cavitary lesion on CT chest. His cough improved with IV
antibiotics and he was started on highly active antiretroviral therapy. However,
shortly after discharge, he began to have worsening fevers, chills, night sweats,
headache, nausea, and vomiting. During this two month span, he also noted a
40 pound unintentional weight loss. He had no cough, hemoptysis, recent
travel, nor exposures.
Initially upon transfer, he was afebrile with normal vital signs. Physical exam
was unremarkable including a normal pulmonary exam and negative
Brudzinski sign. Initial laboratory testing showed mildly elevated LFTs and
a normocytic anemia with hemoglobin of 10.7gm/dL and MCV of 80.6fL
without leukocytosis. The CT chest redemonstrated a 3.6cm x 3.4cm cavitary
lesion in the superior left lower lobe with new air-fluid level. Bacterial blood
and sputum cultures were negative. Serial acid-fast bacilli sputum staining and
Quantiferon Gold were negative. Serum Cryptococcus antigen was positive
with a titer of 1:512, along with positive Fungitell assay. Given his persistent
fevers, headache, and nausea, lumbar puncture was performed which revealed
a normal opening pressure with a negative cryptococcal antigen. He was
started on IV amphotericin and flucytosine and improved clinically over the
next week. Following two weeks of IV treatment, the serum cryptococcal titer
increased to 1:4096, but as he was now asymptomatic, the patient was
transitioned to fluconazole and discharged to outpatient follow up.
IMPACT/DISCUSSION: The presentation of disseminated cryptococcosis is
varied and depends on the affected anatomical sites. Onset is generally indolent
and symptoms may include fevers, malaise, night sweats with cough and
dyspnea in pulmonary infections or headache, neck rigidity, and nausea in
central nervous system involvement. Non- meningeal infection can be treated
with prolonged courses of oral antifungals such as fluconazole while patients
with signs of meningoencephalitis require induction therapy with IV
Amphotericin B and flucytosine guided by serial lumbar punctures. Notably,
patients with severe pulmonary symptoms or signs of dissemination such as
antigen titers ≥1:512 should be treated as if central nervous system disease is
present even if other clinical signs are absent.
CONCLUSION: - Disseminated cryptococcus often presents indolently with
fever, night sweats, and symptoms corresponding to the affected anatomical site
Meningoencephalitis requires induction therapy with IV amphotericin B prior
to oral antifungals
Severe pulmonary or disseminated cryptococcus should be treated as if CNS
disease is present
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DISSEMINATED INTRAVASCULAR COAGULATION IN PROS-
TATE CANCER
Jacqueline M. Visina, Shobana Ramasamy
Internal Medicine, Vanderbilt University Medical Center, Nashville, TN.
(Control ID #3712361)

CASE: 72-year-old male with a history of benign prostatic hyperplasia
presented as a direct admission for bicytopenia with fibrinolysis. Labs were
notable for hemoglobin 9.6 g/dL (baseline 13.5 g/dL), hematocrit 30%,
platelets 32 k/uL, prothrombin time 18.0s, partial thromboplastin time 43.3s,
fibrinogen 101mg/dL, and prostate specific antigen 259ng/mL. Peripheral
blood smear demonstrated schistocytes. CT chest, abdomen, and pelvis dem-
onstrated diffuse lymphadenopathy, most pronounced in the right pelvic
sidewall, and heterogenous sclerotic osseous metastasis. Nuclear medicine
bone scan yielded widespread osseous metastatic disease involving the appen-
dicular and axial skeleton. Bone marrow biopsy showed complete marrow
replacement by metastatic adenocarcinoma with malignant glands that are
positive for NKX3.1 and AE1/AE3, most consistent with prostatic adenocar-
cinoma. Patient was promptly started on antiandrogen agent Degarelix 240mg.
Three days later, he was initiated on cycle 1 of docetaxel 60mg/m2. During his
hospitalization, he required three blood transfusions, no platelet transfusions,
and eleven days of daily cryoprecipitate transfusions (55 units total). The
patient fortunately did not experience any significant bleeding or clotting
events, and was initiated on prophylactic heparin once cryoprecipitate
transfusions were not necessary.
IMPACT/DISCUSSION:While DIC is well characterized as a complication of
hematologic malignancy, it rarely occurs in solid tumors. In prostate cancer, rare
DIC is associated with metastatic disease, life-threatening bleeding instead of
thrombosis, and poor prognosis. The mechanism is partially understood to be a
result of tumor cells expressing procoagulant antigens that both activate intra-
vascular coagulation and consume coagulation proteins and thrombocytes. Spe-
cifically prostate cancer cells have been shown to produce excess urinary-type
plasminogen activators that increase the amount of circulating plasmin which
promotes fibrinolysis. Since tumor burden had a direct relationship with fibrino-
lysis, prompt anti-androgen therapy with either ketoconazole or degarelix is
imperative. Our patient was given standard of care degarelix and docetaxel.
CONCLUSION: - Acute severe bleeding secondary to DIC with excessive
fibrinolysis is a rare complication of advanced prostate cancer.
- If DIC in prostate cancer is suspected, treat with supportive transfusions, an
anti-androgen agent such as degarelix, and chemotherapy.

DON'T MESS-ALAMINE WITH MY HEART: A CASE OF
MESALAMINE-INDUCED CARDIOMYOPATHY
Karam P. Gill, Aneeq Malik, Ramy Sadek, Phuong-Chi Pham
Internal Medicine, University of California Los Angeles, Los Angeles, CA.
(Control ID #3703639)

CASE: A 46-year-old man with ulcerative colitis (UC) presented to the
emergency department with progressive shortness of breath. Patient was
diagnosed with UC four months prior to presentation where he was started
on Mesalamine. Patient reported developing non-exertional positional chest
pain three months prior to presentation, which was followed by two months of
progressive dyspnea on exertion, orthopnea, and paroxysmal nocturnal dys-
pnea. Vital signs on presentation were unremarkable. His cardiopulmonary
exam was notable for jugular venous distention and crackles in bilateral lower
lung fields. Laboratory studies were notable for troponin peak of 0.031 and
brain natriuretic peptide (BNP) of 1694. Further studies were notable for
normal hemoglobin A1c, lipid panel, thyroid function, acute inflammatory
markers, hepatitis B and C screening, HIV screening, Chagas antibodies, and
urine toxicology test.
Patient’s transthoracic echocardiogram showed biventricular systolic dysfunc-
tion with an estimated left ventricular ejection fraction of 10-20% and global
hypokinesis, as well as severely dilated left ventricle and left atrium. A cardiac
MRI was notable for diffuse myocardial thinning. Coronary angiography
showed no signs of obstructive coronary artery disease. A fourteen-day holter
monitor with no significant signs of arrhythmias. Given concern for

mesalamine-induced myopericarditis leading to non-ischemic cardiomyopa-
thy, the patient's mesalamine was discontinued, and he was started on goal
directed medical therapy for his cardiomyopathy. Repeat echocardiogram six
months later was notable for significant improvement in the left ventricular
function with an ejection fraction of 50-55%, normal cavities size, and signif-
icant improvement in right ventricular function.
IMPACT/DISCUSSION: Mesalamine-induced myopericarditis is a rare oc-
currence usually presenting within weeks of starting treatment. The exact
mechanism of developing inflammation is not clear, but it is thought to be
related to hypersensitivity to the drug given that mesalamine has been associ-
ated with other hypersensitivity reactions in lung, skin, and other organs. In
addition, eosinophilic infiltrates have been identified onmyocardial biopsy in a
prior case.
In our case, the patient developed myopericarditis symptoms within weeks of
starting mesalamine. The patient later developed signs and symptoms of heart
failure; and was diagnosed with non-ischemic dilated cardiomyopathy.
Patient’s biventricular cardiac function normalized with the discontinuation
of the drug further confirming the diagnosis. Our case is the first case to our
knowledge to describe the development of cardiomyopathy and systolic dys-
function due to mesalamine.
CONCLUSION: Mesalamine-induced myopericarditis and cardiomyopathy
are rare but potentially serious adverse drug reactions.
Thorough history and review of medication are crucial for accurate diagnosis
of the etiology of cardiomyopathy.

DON’T ACT RASHLY ON VASCULITIS IN THE SETTING OF SUB-
ACUTE INFECTIVE ENDOCARDITIS
Devin M. Sullivan, Alex Chua
Internal Medicine - Pediatrics, Christiana Care Health Services Inc,
Wilmington, DE. (Control ID #3689929)

CASE:A 39 year old female with intravenous drug use, cocaine use, untreated
hepatitis C, and recently diagnosed methicillin sensitive S. aureus (MSSA)
bacteremia but left against medical advice (AMA) prior to treatment, presented
4 days later with a painful, erythematous, purpuric rash in her lower extremities
with associated fever, chest and abdominal pain, vomiting, and diarrhea. Labs
were significant for leukocytosis, HIV negative, Hepatitis C titers showing
active disease. ANA and RF were negative. C3 and C4 levels were normal.
Cryoglobulins were positive. cANCA/PR-3 antibodies were positive. pANCA/
MPO antibodies were negative. Blood cultures were positive for MSSA.
Urinalysis revealed microscopic hematuria and proteinuria. Her hospital course
was complicated by acute decompensation with worsening abdominal pain,
lactic acidemia, and renal injury. CTA chest demonstrated interval increase in
bilateral pulmonary nodules with cavitation. CT abdomen demonstrated bilat-
eral renal infarcts and diffuse bowel wall thickening. Despite not initiating
immunosuppressant therapy, her symptoms resolved and her renal function
recovered with intravenous antibiotic therapy. The patient was ultimately
diagnosed with ANCA-associated infective endocarditis.
IMPACT/DISCUSSION:We suspect our patient’s clinical symptoms largely
arose from ANCA-mediated inflammation, triggered by molecular mimicry
from her subacute MSSA tricuspid valve endocarditis. While her pulmonary
septic emboli could be explained by her tricuspid vegetation, her ischemic bowel
and ischemic renal findings posed a mystery given the lack of an existing
intracardiac right to left shunt. Small vessel vasculitis, such as those associated
with cANCA and PR-3 antibodies, have been described to affect the lungs,
kidneys, and GI organ systems, leading to ischemia and organ dysfunction. The
differential diagnoses also included Staphylococcus infected-associated glomer-
ulonephritis, cryoglobulinemia, and drug-induced vasculitis from cocaine use.
However, ANCA associated vasculitis was ultimately thought to be most likely
given the serologic work-up and positive response to antibiotic therapy. Al-
though some case reports suggest the combination of corticosteroids to antibiotic
therapy to augment clinical improvement and hasten renal recovery, we opted to
treat her underlying bacteremia with intravenous antibiotics alone and observed
prompt clinical improvement nevertheless.
CONCLUSION: Subacute infective endocarditis presenting with ANCA-
mediated vasculitis is uncommonly described in current literature. The dual
diagnosis poses a therapeutic challenge and there is no consensus on
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combining immunosuppressants to antibiotic therapy. In patients who present
with a vasculitic rash and strong risk factors for infectious endocarditis, it is
prudent to initiate treatment for suspected bacteremia prior to starting immu-
nosuppression. However, patients may acutely decompensate, which may
warrant a combined antibiotic and immunosuppressant approach.

DON’T LOSE SIGHT OF GPA
Mark Spencer
Internal Medicine, Emory University School of Medicine, Atlanta, GA. (Con-
trol ID #3707350)

CASE:A 48-year-old female with no medical history presented with 2 days of
decreased vision in the right eye. She reported painless blurry vision that
progressed to near complete vision loss. The vision loss was accompanied by
one month of progressively worsening cough, body aches, and subjective
fevers. She denied smoking and reported no sick contacts. Physical exam
was notable for submandibular lymphadenopathy, bilateral conjunctival injec-
tion, and grossly decreased vision of the right eye. She also endorsed decreased
sensation in bilateral lower extremities distally. Her initial labs showed leuko-
cytosis (13), thrombocytosis (754), and elevated inflammatory markers (ESR
105 and CPR 359). A chest CT showed bilateral upper lobe consolidations and
scattered mass like opacities bilaterally. Ophthalmic exam of the right eye
revealed multiple small retinal infarctions consistent with paracentral acute
middle maculopathy. A CT headwas negative and TTE showed no vegetation.
Additional testing revealed negative TB, COVID, and normal complements.
Initial ANCA testing was negative, however a repeat test was strongly positive
for ANCA with PR3 significantly elevated to 428. She was diagnosed with
granulomatosis with polyangiitis (GPA) vasculitis and treated with prednisone
and started induction therapy of Rituximab.
IMPACT/DISCUSSION: GPA is a small-medium vessel necrotizing vascu-
litis and the most common anti-neutrophil- cytoplasmic-antibody (ANCA)
associated vasculitis. GPA classically involves the upper respiratory tract,
lungs, and kidneys referenced by the ELK criteria (ENT, Lung, Kidney)
commonly used for diagnosis. ENT findings are present in 70-100% of cases
with the nasal cavity and paranasal sinuses most commonly involved. Roughly
50% have pulmonary involvement on presentation, as in this patient, while
only 10-20% have initial renal involvement. A prodrome of systemic
symptoms including body aches and fevers is often present. GPA is closely
associated with c-ANCA, with autoantibodies to proteinase 3 (PR3) positive in
over 80% of cases. This patient did have prodromal symptoms yet her primary
presenting symptom of vision loss was atypical. Eye involvement is not part of
the diagnostic triad yet it can occur in GPA. When it does present, it usually
manifests as scleritis, conjunctivitis, or uveitis. Retinal infarctions, as seen in
this patient, are uncommon and make this case an atypical presentation of
GPA. Additionally, ANCA positivity is related to disease activity and a
negative ANCA should not exclude GPA from a differential. Not all patients
will be ANCA positive on initial presentation and 10% of patients with GPA
will remain ANCA negative.
CONCLUSION: Providers should consider atypical presentations of GPA in
addition to the classic triad of ENT, Lungs, and Kidneys. Renal manifestations
are often missing initially and involvement of other systems, such as ocular,
can take place. With a positive c-ANCA and high clinical suspicion, treatment
should not be delayed.

DON’T MISS A BEAT: CAROTID SINUS COMPRESSION BY
METASTATIC PAPILLARY THYROID MASS
Erica Corredera
Internal Medicine, Weill Cornell Medicine, New York, NY. (Control ID
#3715409)

CASE: A 61-year-old man with metastatic papillary thyroid cancer presented
with 2months of recurrent syncope. The etiology of syncope in this patient was
initially thought to be orthostasis and he was prescribed midodrine and
fludrocortisone without resolution. Meanwhile, on surveillance imaging for
metastatic thyroid cancer, there was a soft tissue mass, likely metastatic lesion,

at the carotid space causing high grade stenosis of the ICA with possible
baroreceptor dysfunction.
The patient was eventually placed on prolonged remote cardiac monitoring at
home for ongoing syncope and suspicion of baroreceptor dysfunction from the
compressive neck mass. The patient was noted to have bradycardia and
intermittent sinus pauses up to 13 seconds. He was urgently admitted to the
hospital and underwent implantation of a dual chamber permanent pacemaker
with closed loop stimulation.
IMPACT/DISCUSSION: The carotid sinus lies at the anterior margin of the
sternocleidomastoid muscle at the level of the cricoid cartilage. Increased
pressure or stretch sensed via carotid sinus baroreceptors activates the para-
sympathetic nervous system, with the net effect of vasodilation and bradycar-
dia. This response can manifest clinically as syncope.
Carotid sinus compression by a neck mass or the invasion of the tumor in
patients with head and neck cancer can cause syncope by initiating this
sequence of events.
The most commonly accepted definition of carotid sinus hypersensitivity is
presented by the 2017 ACC/AHA/HRS and the 2018 ESC syncope guidelines,
which consider an abnormal value to be HR pauses >3 seconds and a drop in
systolic BP >50 mmHg. These values define the two main subtypes of carotid
sinus syndrome: cardioinhibitory (70-75% of cases) and vasodepressor (5-
10%), respectively. Themost likely pathophysiologicmechanism in the patient
described above us vasodepressor.
Implantation of permanent cardiac pacemaker is recommended in patients with
predominant or pure cardioinhibitory component (ACA/AHA/HRS class I
indication; ESC class Ib indication). Despite this, studies show that 50%
maintain mild or recurrent symptoms after pacemaker placement. While ven-
tricular demand pacing may be effective in managing cardioinhibitory
responses, vasodepressor responses to carotid baroreceptor compression may
limit pacemaker utility. Definitive treatment consists of surgical removal of the
tumor responsible for carotid sinus compression, when possible. CONCLU-
SION: 1. Carotid sinus compression by a neck mass or the invasion of the
tumor in patients with head and neck cancer can cause episodes of bradycardia
and intermittent pauses that lead to syncope.
2. While ventricular demand pacing may be effective in managing
cardioinhibitory responses, vasodepressor responses to carotid baroreceptor
compression may limit pacemaker utility.

DOUBLE TROUBLE: COVID-19 PNEUMONIA CONCURRENT
WITH COVID-19 ASSOCIATED PULMONARY ASPERGILLOSIS
(CAPA)
Komal Khoja1; Marisa Tobes1; Pinky Jha2; Yasir Abdelgadir2
1Medical College of Wisconsin, Milwaukee, WI
2Department of Medicine, Medical College of Wisconsin, Milwaukee, WI.
(Control ID #3710955)

CASE: A 52-year-old male with a past medical history of asthma and uncon-
trolled OSA presented to the ED ten days after diagnosis of COVID-19 with
worsening dyspnea. He had a history of fluticasone propionate and fluticasone
salmeterol use for asthma exacerbations. He endorsed cough, fever, chills, and
diarrhea, and denied chest pain, leg edema, and anosmia.Vitals showed oxygen
saturation of 65%. CBC demonstrated leukopenia consistent with COVID- 19
infection. Blood labs showed hyperglycemia (blood sugar 182 mg/dL, hemo-
globin A1c 9.6%). Bilateral crackles were noted on exam. He was placed on
high-flow nasal cannula (HFNC) immediately due to critical hypoxemia. CT
PE was negative; CXR revealed bilateral opacities consistent with COVID-19
pneumonia. He started on dexamethasone and remdesivir and was admitted to
the MICU for acute hypoxemic respiratory failure. Notably, the patient had no
known diagnosis of diabetes mellitus and was started on sliding scale insulin
and Lantus. Barcitinib was added in the MICU in addition to linezolid and
cefepime for fear of bacterial superinfection but were discontinued after
receiving negative cultures. He was transferred out of the MICU four days
later after successful weaning of oxygen but soon returned due to worsening
oxygen needs. New leukocytosis prompted a repeat respiratory culture, which
grew mold on the preliminary read. Voriconazole was initiated due to concern
for Aspergillus infection and was continued with confirmation on the final
read. Repeat CT showed left pneumomediastinum, right apical pneumothorax,
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and worsening bilateral opacities. Despite ongoing treatment, the patient
required NC at rest and HFNC with minimal exertion. He was discharged
home with HFNC.
IMPACT/DISCUSSION: CAPA is a result of opportunistic fungal infection,
causing devastating disease in the immunocompromised. A crucial risk factor
is the use of high-dose corticosteroids for a prolonged period. The diagnosis of
CAPA is based on a combination of imaging, microbiology, and clinical
presentation. Peripheral nodules, air crescent, reverse halo sign, nodular con-
solidation, ground-glass opacities, crazy paving pattern, pleural effusion, and
pulmonary cysts have been reported among CAPA patients. A fungal culture
and galactomannan test from respiratory specimens can aid in early diagnosis.
The usual presenting symptoms of CAPA include refractory fever, pleuritic
chest pain, or dyspnea. Voriconazole is a first-line anti-Aspergillus agent.
CONCLUSION: Clinical presentation of CAPA is often subtle but associated
with high morbidity and mortality. Multiple reports add support to our obser-
vation that CAPA can be a result of worsening COVID-19 pneumonia. Early
diagnosis and treatment are vital to prevent worse clinical outcomes.
Physicians should demonstrate a heightened awareness of the risk of develop-
ing CAPA in critically ill COVID-19 patients. Clinicians should exercise low
thresholds to identify and treat CAPA, especially in patients on high-dose
steroids long-term.

DOUBLE TROUBLE: SYSTEMIC SYPHILIS WITH HEPATIC AND
CNS INVOLVEMENT ALONG WITH HIV INFECTION IN A PA-
TIENT WITH LOW-RISK FACTORS
Catherine A. Ostos1,2; Kristina D. Menchaca1,2; Can X. Jones1,2; Shaun
Isaac2,3
1Internal Medicine, University of Miami School of Medicine, Miami, FL
2Internal Medicine, JFK Medical Center, Atlantis, FL
3HCA Holdings Inc, Nashville, TN. (Control ID #3715955)

CASE: 53-year-old heterosexual married male in Florida, who worked in
landscaping and reported recent mosquito bites, with no known medical
history presented with daily fevers, night sweats, headaches, and severe
worsening abdominal pain for 2 weeks. Upon admission, he was found with
fever and generalized erythematous blanching rash not involving mucosae.
Initial lab-work with Hb 11.9, WBC 3.8, elevated AST 237, ALT 157, ALP
287, Bilirubin 2.1 (hepatocellular pattern) LDH 1700, and CRP 3.1. CT
abdomen/pelvis with colitis and retroperitoneal lymphadenopathy. US abdo-
men, MRCP, and HIDA were negative for cholecystitis. He continued with
recurrent fevers despite antibiotics. Hepatitis A, B, C, CMV, EBV, malaria
smear, dengue were negative. Hematology-Oncology and Rheumatologic
workup negative for hemolysis, malignancy, autoimmune.
The patient was found positive for HIV/ AIDS with HIV1-AB, HIV1-p24
antigen-positive, viral load 700k, CD4-count 199. Noticed with RPR and EIA
positive. Lumbar puncture found CSF with pleocytosis, elevated FTA abs,
RPR negative. He started ART and underwent inpatient treatment for systemic
syphilis with hepatic and CNS involvement, and prophylaxis per guidelines.
IMPACT/DISCUSSION: Syphilis can manifest in a variety of ways making
the diagnosis and management difficult; therefore, it has been called “the great
imitator”. Syphilitic hepatitis is a rare condition that can be overlooked. The
number of cases of syphilis has been increasing over the past 10 years,
attributed to known high-risk sexual behaviors. There is a high rate of co-
infection with HIV in men who have sex with men. It has been shown that
syphilis increases the transmission of HIV and increased viral load. In HIV,
primary and secondary syphilis overlap more often, with early, even asymp-
tomatic neurologic involvement. Acute HIV infection can present as a con-
stellation of non-specific symptoms.
In our case, the patient’s symptoms represented an early manifestation of HIV
with mononucleosis-like symptoms along with rapidly disseminated treponemal
infection with high viral load, a phenomenon known to happen when concom-
itant. The only presenting symptom for neurosyphilis was headache and given
immune status, lumbar puncture confirmed it. The patient was initially treated
with broad-spectrum antibiotics. Persistent fever warranted workup for other
non-infectious and infectious (viral endemic given geography and exposure to
mosquito bites) etiologies. This case was challenging to diagnose and can help

clinicians to broaden their diagnosis and consider syphilis as a possible cause
even in patients who do not explicitly have risk factors for STDs.
CONCLUSION: Syphilitic hepatitis is a rare condition that can be
overlooked. Concomitant infection of HIV and syphilis increases transmission
and viral load, and later syphilitic manifestations appear earlier. Early identi-
fication and treatment are crucial to prevent further dissemination

DRESSLER SYNDROME AFTER CARDIAC INJURY: WHY THIS
DIAGNOSIS IS EASY TO MISS
Logan S. Striplin, Maryam Naser, Brian Hurley, Aizaz Khan
Internal Medicine, Baystate Medical Center, Springfield, MA. (Control ID
#3708556)

CASE:A73-year-old man underwent a 3-vessel coronary artery bypass grafting
with aortic valve repair 2 weeks after presenting with a NSTEMI. Immediately
post-op, he required epinephrine and vasopressin in order to maintain adequate
blood pressures. On post-op day 2, the patient remained hypotensive and was
noted to have a mild to moderate pericardial effusion noted on transthoracic
echocardiogram as well as a severely reduced left ventricular ejection fraction.
The patient also started to develop intermittent fevers with no source of infection
identified. On post-op day 3, an intra-aortic balloon pump was placed however
this did not help increase perfusion. The patient underwent a CT of the chest
which now showed amoderate hemopericardium along the lateral wall of the left
ventricle. Echocardiography images were further examined, and it was deter-
mined that the pressures in the right and left heart were similar which was
indicative of a constrictive pattern. On post-op day 4, colchicine and methyl-
prednisolone were started, and the balloon pump was subsequently removed the
next day. The patient’s fevers subsided, and his pressor requirements started to
improve. On post op day 13, the patient was successfully weaned off all
vasopressors and repeat echocardiogram showed improved LVEF of 50-55%.
The patient was ultimately discharged on post-op day 20 on a prednisone taper
and colchicine was stopped.
IMPACT/DISCUSSION: The exact pathophysiology of Dressler syndrome
is not well known however it is thought to be an immune-mediated pericarditis
that develops in response to cardiac damage. This disease has a broad range of
characteristics which often make it challenging to diagnose. It can present 3
days to 6 weeks following insult to the myocardium and can include symptoms
such as fever, chest pain, and in some cases a pericardial effusion. If untreated,
it can lead to constrictive pericarditis and even cardiac tamponade.
CONCLUSION: Undiagnosed Dressler syndrome can result in severe
complications and poor patient outcomes. This case demonstrated how a rapid
diagnosis of DS lead to a successful outcome for this critically ill patient.

DRUG INDUCED LIVER INJURY SECONDARY TO
KETOANALOGUE SUPPLEMENT USE
Rohun Patel1; Emily Worrall1; David Westrich2; Hany Elbeshbeshy2
1Internal Medicine, Saint Louis University School of Medicine, Saint Louis,
MO
2Gastroenterology/Hepatology, Saint Louis University, Saint Louis, MO.
(Control ID #3707854)

CASE: A 67-year-old-woman with hypertension, insulin dependent diabetes,
and chronic kidney disease (CKD) presented with abdominal pain and jaun-
dice. Initial workup revealed severe cholestatic liver injury as well as an acute
kidney injury (AKI), and enterococcus urinary tract infection. Ultrasonography
indicated cholelithiasis without obstruction and patent portal vasculature. Liver
biopsy was consistent with sinusoidal obstruction syndrome and veno- occlu-
sive disease without evidence of iron deposits or fibrosis. Workup for viral
hepatitis, alpha-1-antitrypsin, hemochromatosis, PBC, PSC, and Wilson’s
disease was negative. Autoimmune serologies indicated an elevated ANA titer
1:80 and anti-dsDNAwas negative. MRCPwas without acute intra-abdominal
process. CT chest, abdomen, and pelvis did not reveal evidence of occult
malignancy. Repeat liver biopsy confirmed focal veno-occlusive disease and
signs of progressing hepatocyte injury without fibrosis. The patient’s home
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medication list was notable for Someral, an alpha-ketoanalogue supplement.
Treatment included ursodiol and supportive care. The hospital course was
complicated by acute encephalopathy, subarachnoid hemorrhage, progression
of AKI to anuric renal failure requiring hemodialysis, acute hypoxic respiratory
failure, and sepsis. Ultimately, the patient was discharged home with hospice.
IMPACT/DISCUSSION: Drug induced liver injury (DILI) is the most com-
mon cause of acute liver failure and is cited as a frequent adverse effect in clinic
trials that prevents experimental therapeutics from reaching approval status. A
diagnosis of DILI requires the identification of a plausible offending agent, a
temporal relationship between agent and subsequent hepatotoxicity, classifi-
cation of hepatotoxicity by phenotype, and the exclusion of other possible
causes of liver injury. To our knowledge, this is the first reported case of a
ketoanalogue supplement causing acute liver injury.
When combined with a low protein diet, these supplements are used to slow the
progression of CKD however these agents are not regulated by the FDA and
not accepted as the standard of care. The patient underwent an extensive
workup, including invasive and repetitive testing, to rule out alternative causes
of acute liver injury. Limited information about nutraceutical supplements and
associated adverse effects of these agents led to delay in identifying the
mechanism of DILI.
CONCLUSION:We present an unusual case of DILI secondary to an alpha-
ketoanalogue supplement. Supplements, or “nutraceuticals”, are used by
patients as non-standard therapies for a variety of illnesses. Further evaluation
of the hepatotoxic effects of nutraceuticals will assist clinicians in identifying
and reducing the incidence of DILI.

DRUG-INDUCED PANCREATITIS: AN ACE-INH THE HOLE
DIAGNOSIS
Brett Curtis1; Jonathan C. Li2; Chelsea F. Dahl3
1School of Medicine, University of Pittsburgh School of Medicine, Pittsburgh,
PA
2Internal Medicine-Pediatrics Residency Program, UPMC, Pittsburgh, PA
3Internal Medicine, University of Pittsburgh, Pittsburgh, PA. (Control ID
#3716082)

CASE: A 62-year-old female with hypertension, obesity and prediabetes
presented to a local area emergency department (ED) for acute onset, episodic,
severe epigastric abdominal pain that radiated to her back with associated
nausea, vomiting and diarrhea. Workup revealed: lipase 222 U/L, Ca 9.3 mg/
dL, normal LFTs, and stranding around the head of the pancreas without
biliary or pancreatic duct dilation on CT. She was discharged after improve-
ment with IV fluids and pain medication. Her symptoms returned three days
later, with a similar ED visit and discharge. Labs and a right upper quadrant
ultrasound were unremarkable at that time. Two days later, she was admitted to
another hospital following a third ED visit, where labs noted triglycerides of
100 mg/dL and lipase 1745 U/L. She presented to our institution the following
day for a more expedited evaluation.
She denied alcohol intake and personal history of cholelithiasis or abdominal
surgery. One week prior to initial presentation, she was started on lisinopril as
an outpatient for uncontrolled hypertension. Family history was notable for
multiple cholecystectomies. Gastroenterology was consulted and determined
that her symptoms may be attributable to lisinopril. After discontinuation of
lisinopril, an ARBwas started. The patient’s symptoms resolved two days after
admission. Nutritional counselingwas provided and the patient was discharged
home with primary care follow-up. IMPACT/DISCUSSION: This case
illustrates a presentation of acute pancreatitis likely caused by an
angiotensin- converting enzyme (ACE)-inhibitor. Although this cannot be
confirmed because a rechallenge with lisinopril was not performed, her symp-
tom course correlated temporally with her lisinopril intake.
Pancreatitis is common and can carry significant mortality when severe.
Drugs-induced pancreatitis is rare, only 0.1-2% of cases, and are often mild1.
The most common causes in the U.S. are cholelithiasis and alcohol use.
Pathogenesis centers around an inciting event causing activation or production
of pancreatic enzymes that damage surrounding pancreatic tissue. The theo-
retical cause of ACE-inhibitor-induced pancreatitis relates to inhibition of
bradykinin breakdown, triggering angioedema of the pancreatic duct which

traps enzymes in the pancreas and causes subsequent pancreatitis3,4. Any
inciting drug must be discontinued immediately to mitigate further illness.
CONCLUSION: 1. Clinicians should be aware of agents associated with
drug-induced pancreatitis.
2. Prompt identification and withdrawal of offending agents decreases mor-
bidity and length of stay in patients with drug-induced pancreatitis.

DRUG INDUCED RHABDOMYOLYSIS AND ACUTE LIVER INJU-
RY: AN ADVERSE EVENT OF AYAHUASCA THERAPY IN A
HEALTHY ADULT
Venkata SKK Pulivarthi1; Ragul Yuvaraj2; Meily R. Arevalo1
1Internal medicine, Cregighton university, Phoenix, AZ
2Internal Medicine, Creighton University School of Medicine, Omaha, NE.
(Control ID #3715363)

CASE: 41-year-old healthy female reported generalized body aches, vomiting
and non-bloody diarrhea for two days. She had recently travelled to Costa Rica
for "Ayahuasca ritual". Patient had ingested Ayahuasca for 3 days and devel-
oped hallucinations and required restraints. On presentation, vital signs were
within normal limits. Labs showed remarkably elevated AST 2052 U/L, ALT
2285 U/L, CK 31407 U/L, Total bilirubin 1.9 mg/dl with normal INR.
Overdose panel, acetaminophen levels, viral hepatitis panel, ANA, AMA,
Alpha-1 anti-trypsin, ceruloplasmin levels were negative. She was managed
with N-acetylcysteine and four days of aggressive intravenous fluids. Liver
function tests down-trended during the hospital course and she was discharged
home. Repeat outpatient labs on follow up showed quick normalization of CK
level but AST/ALT levels normalized only after four months.
IMPACT/DISCUSSION: Ayahuasca is a psychoactive hallucinogenic plant
preparation of Banisteriopsis caapi and other plants which contain N,N-di-
methyltryptamine (DMT; a hallucinogen). B. caapi also contains
betacarbolines which act as potent reversible MAOIs. These MAOIs render
the DMT in the gut and enhance the bioavailability in the central nervous
system, where it acts as a serotonin 2A/2C/1A receptor agonist causing
hallucinations and mood alterations.
This mechanism can also cause serotonin syndrome. Effects vary among
Ayahuasca preparations. As per the American Association of Poison Controls
Centers' (AAPCC) National Poison Data System (NPDS), analysis of reported
events of ayahuasca-related products between 2005 to 2015 showed 63%
among 538 patients have major side effects requiring intubation including
severe agitation, seizures, and hallucinations.
Even though some literature suggest acute and long-term ayahuasca therapy is
relatively safe in healthy individuals, all these studies have major limitations:
these studies are based on subjective data and individual interviews without
systematic data collection and standardized outcome measures or limited to
nonhuman data; the causal role of the adverse effects has never been evaluated
in a scientific manner and there was no forensic analysis/toxicological
evaluation.
CONCLUSION: Despite Ayahuasca therapy increasing in popularity world-
wide and reported beneficial effects, there is poor quality control studies and
limited data to assess side effects and causal role in reported intoxications.
Until more robust data becomes available, patients presenting with acute liver
injury and rhabdomyolysis most likely benefit from conservative management
with aggressive intravenous hydration.

EARLY RECOGNITION OF MACROPHAGE ACTIVATION SYN-
DROME CAN LEAD TO BETTER CLINICAL OUTCOMES
Alyssa Kahl, Isis Lopez, Sandeep Agarwal, Martha Mims, Priti Dangayach
Internal Medicine, Baylor College of Medicine, Houston, TX. (Control ID
#3693223)

CASE: A 22-year-old woman with Adult-onset Still’s disease (AOSD)
presented with a diffuse salmon-colored rash and fever without joint pain.
She denied infectious symptoms including cough, sore throat, abdominal pain,
diarrhea, dysuria, or joint pain. She had been taking canakinumab, an IL-1
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inhibitor, for the last year for management of her AOSD. Vital signs on
presentation were notable for a temperature of 101.1 °F, heart rate of 123
bpm, and BP of 102/62. Initial lab work was notable for WBC 5.4 K/uL, Hgb
9.5 g/dL, and platelets 169 K/uL, BMP, and lactate were unremarkable.
Infectious workup was notable for negative blood cultures, urine cultures,
and groupA strep screen. Over the course of her hospitalization, she developed
elevated transaminaseswith AST andALT respectively 1822U/L and 532U/L
as well as pancytopenia. These developments, along with her history of AOSD
and negative infectious workup raised concern for an autoimmune process.
There was a concern for hemolytic anemia given elevations in LDH, serum
bilirubin, ALT, and reticulocyte count with decreased haptoglobin. Her pe-
ripheral smear showed schistocytes. There was also a concern for disseminated
intravascular coagulation because of elevated D-dimer and abnormal coagula-
tion studies. Her ferritin was extremely elevated (>7500 ng/mL). Based on this
presentation, there was a concern for severe inflammation with macrophage
activating syndrome (MAS). The patient was started on pulse dose steroids for
three days with mild improvement of rash and fevers. She was started on daily
anakinra, an interleukin-1 receptor antagonist. Her symptoms significantly
improved as did her acute liver injury.
IMPACT/DISCUSSION: MAS is a rare condition that can often be
underrecognized as it mimics other causes of systemic inflammation, such as
those in patients with underlying rheumatologic disorders. MAS falls into a
subcategory of hemophagocytic lymphohistiocytosis (HLH) when associated
with a rheumatologic disorder. Early recognition and diagnosis of MAS are
imperative to curb mortality and prevent organ injury. This case illustrates the
potential for severe inflammation inMAS and subsequent organ injury, including
acute liver injury. Laboratory findings including pancytopenia, elevated ferritin,
AST, and fibrinogen prompted concern for a hemophagocytic process. Early
recognition of the underlying disorder, prompt rule-out of possible infectious
causes, and involvement of consultants for initiation of treatment by the primary
team were essential for a good outcome seen in this case.
CONCLUSION: Because clinical features of MAS are shared with other
more common causes of systemic inflammation, such as sepsis or autoimmune
disorder flares, its diagnosis can be difficult.
General internists have an essential role in recognizing hemophagocytic
disorders and beginning initial work-up.

E B V - N E G A T I V E P O S T - L I V E R T R A N S P L A N T
LYMPHOPROLIFERATIVEDISORDERPRESENTINGASPERITO-
NEAL CARCINOMATOSIS AND MALIGNANT ASCITES
Kaitlyn McSurdy1; Moeen H. Aboabdo1; Ishara Lareef1; Sheetal Koul2
1Internal Medicine, Temple University Health System Inc, Philadelphia, PA
2Medicine, Lewis Katz School of Medicine at Temple University,
Philadelphia, PA. (Control ID #3701963)

CASE: A 63 year-old male with a reported history of liver transplant 7 years
ago at an outside institution for hepatitis C cirrhosis on tacrolimus and
mycophenolate immunosuppression presented to the emergency room for 3
weeks of progressive abdominal pain, abdominal distention, and progressive
dyspnea after being lost to follow up 3 years ago due to closure of his transplant
institution. Physical examination was significant for tachycardia with a heart
rate of 101, scleral icterus, and abdominal distention with a fluid wave
consistent with ascites. His initial laboratory investigations were significant
for thrombocytopenia with a platelet count of 139 and INR of 1.5. A CT of his
abdomen and pelvis revealed extensive soft tissue deposits throughout the
abdomen and pelvis, consistent with peritoneal carcinomatosis, as well as
portal hypertension. MRI abdomen revealed peritoneal carcinomatosis with
extensive tumor surrounding the pancreatic tail and he underwent endoscopic
ultrasound with fine needle aspiration cytology of this mass and results were
consistent with monomorphic post-transplant lymphoproliferative disorder
(PTLD), most compatible with diffuse, large B-cell lymphoma. His hepatitis
C viral load, SPEP, and serum tumor markers including CEA, AFP, PSA, and
CA 19-9 were all normal. He underwent diagnostic paracentesis where cytol-
ogy revealed atypical lymphocytes and flow cytometry further revealed
lambda-restricted CD10 positive B-cells, compatible with monomorphic

PTLD secondary to large B-cell lymphoma. His Epstein-Barr virus (EBV)
and EBV IgM were negative.
IMPACT/DISCUSSION: The first point of discussion from our case is the
rare nature of the presentation. PTLD is a known complication of solid organ
transplant immunosuppression that encompasses mild lymphoproliferation to
lymphoma, which typically presents as extra-nodal masses involving organs of
the GI tract, the lungs, skin, central nervous system, and, in some cases, the
allograft itself. Peritoneal carcinomatosis, which is typically associated with
abdominopelvic malignancies like ovarian and gastrointestinal, has only been
once reported as a presentation of PTLD. Additionally, PTLD is most com-
monly associated with EBV and our case represents a liver-transplant recipient
with EBV-negative PTLD. Moreover, this case illustrates the challenges that
patient populations who already face barriers to obtaining healthcare acquire
when their primary institution closes. Though the mean time to diagnosis of
PTLD is 10-15 months, late-onset PTLD, commonly EBV negative cases,
have been reported decades after transplantation and, with appropriate transfer
of care, our patient's PTLD may have been surveilled or detected sooner,
resulting in a more favorable prognosis.
CONCLUSION: PTLD presenting as peritoneal carcinomatosis with malig-
nant ascites is not widely-reported in the literature, but is important to consider
as an etiology for peritoneal carcinomatosis in this patient population, even if
they are EBV negative.

EMERGING PATHOGENCAUSING LIVERABSCESSES FOLLOW-
ING CHOLECYSTECTOMY
Natalie R. Lamport1; Ahmed Yeddi2; Kyle Kondrat2; Weston Jeshurun2
1SOM, Wayne State University School of Medicine, Detroit, MI
2Internal medicine, Wayne state university, Detroit, MI. (Control ID #3712595)

CASE: Achromobacter xylosoxidans is a rare but emerging cause of liver
abscess following cholecystectomy, best documented by case reports in Japan.
It was the last thing our urban American multidisciplinary team expected to
discover in a 39-year-old woman who presented with five months of progres-
sive right flank pain. Nine months prior to presentation, she had a laparoscopic
cholecystectomy in Cairo, Egypt. This previously healthy woman had an
uneventful post-operative recovery course for the first four months, but then
started to experience a gnawing pain in her right flank that would not subside.
The pain was associated with intermittent fevers, fatigue, malaise, anorexia,
nausea, and occasional emesis. She visited several Urgent Cares and family
doctors, who typically sent her home with steroids and antibiotics, until one
physician ordered an outpatient CT scan revealing multiple hepatic lesions.
She was admitted for IV antibiotics. Serology for echinococcus was needed to
determine surgical versus medical management. When serology returned
negative, it was safe to proceed with CT guided fluid drainage of the largest
lesion (6 x 4 x 3cm) and culture of the aspirate. Initially, the culture and gram
stains were negative, and it appeared to be a sterile fluid collection. However,
on the third day of fluid culture, several A. xylosoxidans were identified. The
patient wasmuchmore comfortable and functional following drainage and was
discharged home on a six week course of levofloxacin andmetronidazole. Due
to the fact that all previous A. xylosoxidans case reports had progression and
recurrence of disease despite antibiotic treatment, our patient is planning close
follow-up for repeat imaging and management.
IMPACT/DISCUSSION: Achromobacter xylosoxidans is a rare but signifi-
cant cause of persistent liver abscesses and systemic symptoms. This condition
is often treatment resistant even in immunocompetent individuals. It is
concerning to come across a case of A. xylosoxidans liver abscess because it
is almost unheard of in the United States. Potential lapses in sterile surgical
protocol during cholecystectomy can seed the common bile duct and lead to
liver abscesses that necessitate both medical and surgical management, creat-
ing excessive burden on both the patient and the health care system.
CONCLUSION: Liver abscesses due to Achromobacter xylosoxidans are
easily preventable but tedious to treat. This condition is a rare yet significant
source of morbidity for affected patients. Prevention is paramount and includes
strict maintenance of sterile surgical field during cholecystectomy. Treatment
may necessitate antibiotics, surgical drainage, and potentially liver transplant
for unremitting cases.
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EPIPLOIC APPENDAGITIS
Muaaz Masood1; Michael Coles2; Pooja Mude1; Anam Herekar1; Amit
Hudgi1; Jack Ellis1
1Internal Medicine, Augusta University Medical College of Georgia, Augusta,
GA
2Neurogastroenterology and Motility, Lewis Katz School of Medicine at
Temple University, Philadelphia, PA. (Control ID #3707000)

CASE: A 82-year-old male with a history of pulmonary embolism, coronary
artery disease, hypertension, diabetes and hyperlipidemia presented with one
day of intractable nausea, non-bloody, non-bilious emesis and periumbilical
abdominal pain. He denied abnormal stools, recent travel or postprandial pain.
Vital signs were within reference range. Examination revealed dry mucous
membranes and periumbilical tenderness to palpation without peritoneal signs.
Laboratory studies were significant for WBC count 14,100/mm3. Contrasted,
abdominopelvic computed tomography (CT) scan revealed epiploic
appendagitis within the left iliac fossa. The patient was managed supportively
with ondansetron, fluids and oral analgesics. His condition subsequently
improved and he was discharged home.
IMPACT/DISCUSSION: Epiploic appendagitis is a rare cause of acute
abdominal pain and is typically an incidental finding on imaging in patients
undergoing evaluation for acute abdominal pain. Epiploic appendages (EA) are
small, fat-filled, serosa-covered peritoneal outpouchings that extend from
teniae coli on the colonic surface. The appendages are supplied by branches
of a circular artery and a central draining vein. There are approximately 50-100
appendages in the colon and each appendage is 0.5-5 cm in length. EA are
most frequently located in the transverse and sigmoid colon. The exact role of
EA remains unknown. However, these structures are thought to assist with
colonic absorption, play a role as a defensemechanism and provide cushion for
colonic bloody supply during peristalsis. Epiploic appendagitis is caused by
ischemia of the epiploic appendage from torsion or thrombosis of the central
draining vein. It presents as sudden, localized lower abdominal pain commonly
in the left lower quadrant. Nausea and vomiting, as with our patient, is
uncommon. A palpable abdominal mass may be present in 10-30% of cases.
Laboratory studies may reveal a normal or mildly elevatedWBC count, ESR or
CRP. The diagnosis should be considered whenmore common causes of acute
abdominal pain have been ruled out. Abdominal CT is diagnostic and the
characteristic findings include: (i) an ovoid, fat-dense, paracolic lesion (ring
sign), ii) mild bowel wall thickening and (iii) high-attenuated central focus
within the inflamed appendage (dot sign). EA are usually not observed on CT
in the absence of inflammation or ascites. Epiploic appendagitis is often
misdiagnosed as acute uncomplicated diverticulitis or acute appendicitis due
to similar clinical features. Treatment is supportive with anti-inflammatory
medications. Symptoms typically resolve within 3-14 days.
Surgery is indicated if conservative measures fail, in the presence of new or
worsening symptoms or with complications (i.e. bowel obstruction, abscess).
CONCLUSION: Clinicians should be aware of epiploic appendagitis as a
cause of acute lower abdominal pain. Prompt diagnosis may avoid unnecessary
testing, antibiotic therapy, surgical intervention and increased healthcare costs.

EPITHELIOID SARCOMA IN PREGNANCY: A MULTIDISCIPLIN-
ARY APPROACH
Luis F. Meza1; Jue Wang2
1Internal Medicine, Creighton University School of Medicine Phoenix Re-
gional Campus, Phoenix, AZ
2Genitourinary Oncology, Dignity Health Cancer Institute St. Joseph’s Hospi-
tal and Medical Center, Phoenix, AZ. (Control ID #3715721)

CASE: 27-year-old Caucasian female, G3P3, at 25 weeks' gestation with no
other significant medical history presented with progressively enlarging and
painful right-sided chest wall mass. Throughout her pregnancy, the mass has
increased in size causing shortness of breath and unbearable pain. She denied
history of drug use or trauma. No family history of malignancy. On admission,
patient afebrile 36.7, tachycardic to 111, normal blood pressure and 97% on 6
liters via nasal canula. Magnetic resonance imaging of chest and abdomen
revealed a right lower lateral chest wall irregular lobulated mass measuring

11.1 x 12.8 x 13.7 cm with extension into the intrathoracic cavity with right
pleural based nodules large right pleural effusion. Chest computed tomography
showed heterogeneous 13 cm soft tissue mass centered at the inferior right
chest wall with extensive right pleural thickening/nodularity. Large right
pleural effusion with complete collapse of the right lower lobe, right middle
lobe and near complete collapse of the right upper lobe.
Biopsy of the mass showed malignant neoplasm consistent with sarcoma.
Surgical oncology and thoracic oncology were consulted and tumor was
deemed unresectable. It was coordinated with OBGYN for a high-risk cesarean
section in which a 27-week-old healthy infant was delivered. Increased malig-
nant pleural effusions were found on repeat computed tomography of the chest
and pulmonology was consulted as patient’s oxygen requirements increased.
Oncology agreed to start radiation. After six weeks of care in the hospital,
patient decided to change her code status to no intubation or resuscitation.
Unfortunately, she passed away awaiting bio- molecular markers and initiation
of therapy.
IMPACT/DISCUSSION: Cancer diagnosis and treatment in pregnant wom-
en is a challenging situation. A multidisciplinary collaboration involving
obstetricians, internal medicine, medical oncology, surgical oncology, pulmo-
narymedicine, radiology and pathology was needed to meet the diagnostic and
therapeutic challenge to care for our patient and the expecting fetus. To our
knowledge, this is the first case of a young pregnant patient with primary
epithelioid sarcoma of chest wall.
CONCLUSION: Early recognition to engage multiple disciplines in a com-
plex pregnant woman can improve prognosis in survival outcomes of the
patient and fetus.

ESRD IN YOUNG CENTRAL AMERICANS: IS IT IN THE WATER?
Anthony Milki1; Michael Bechara2; Susie Lew2; Adrienne N. Poon2
1The GeorgeWashington University School of Medicine and Health Sciences,
Washington, DC
2Department of Internal Medicine, The George Washington University School
of Medicine and Health Sciences, Washington, DC. (Control ID #3716438)

CASE: A 21-year-old male with biopsy-confirmed focal segmental
glomerulosclerosis (FSGS) was admitted with 1 month of nausea and
vomiting, intermittent episodes of confusion, shortness of breath, and dysuria.
He reported that many people from his native village in El Salvador have
experienced mortality from kidney disease, including his father and a cousin.
As a child, he harvested sugarcane and believes the source of disease to be
agrochemicals found in the village’s water supply. His only medication is
Lisinopril, which he has taken for 6 years. Vitals upon admission included: BP
of 168/116 mmHg, pulse of 109 bpm, SpO2 of 99% on room air. Pertinent
labs: BUN of 146 mg/dL, creatinine of 26.7 mg/dL, pCO2 of 49.2 mmHg, pH
of 7.23, Ca2+ 8.4 g/dL., Na+ 139mmol/L, K 4.6mmol/L, chloride 97mmol/L,
and TCO2 19 mmol/L. His hgb was 8.4 gm/dL plt 214, and WBC 9,350 per
microliter. Urinalysis demonstrated no abnormalities.
IMPACT/DISCUSSION: Cases of nephropathies with misunderstood mul-
tifactorial etiologies have been reported worldwide, particularly in Central
American countries such as El Salvador. Chronic kidney disease of unknown
etiology (CKDu) – or Mesoamerican nephropathy – occurs most frequently in
sugarcane workers. Many of these regions suffer from a lack of access to
hemodialysis facilities. Possible associated factors include chronic heat expo-
sure, dehydration, and agrochemicals. Pathologic and clinical findings include
glomerulosclerosis, tubular atrophy, and chistata, a regionally described set of
symptoms that describes dysuria. This patient’s history is consistent with the
observed nephropathies. While its histopathology does not specifically match
the above description, FSGS cases have been reported among those impacted.
He did not know that his disease had a formal diagnosis with available first-line
treatments or that high environmental temperatures may have contributed to his
pathogenesis. Those susceptible to CKDu continue to work hours in the heat,
and this may be due to a lack of understanding of what has been established in
research.
CONCLUSION: It is important for all healthcare professionals to recognize
the unique risk factors that have been theorized. It is not well known that
agricultural work and hot climates can predispose patients to premature kidney
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disease. Screening, particularly in immigrants from Central America with
social risk factors, is important for early recognition andmanagement to reduce
the burden of mortality from CKDu. As global temperatures continue to rise
precipitously, the incidence of the disease will likely increase. Those living in
poverty disproportionately suffer. The patient in this case demonstrated a lack
of knowledge towards a disease that is already poorly understood. Improving
physician education on the matter would help him advocate for himself in a
challenging healthcare landscape including earlier treatment and management
options.

EVALUATING NEUROBORRELIOSIS IN IMMUNOCOMPRO-
MISED HOSTS
Alan Chan1; Abigail Tami1; Michael Schwartz2
1Internal Medicine, Boston Medical Center, Boston, MA
2Internal Medicine, Boston Medical Center, Boston, MA. (Control ID
#3706411)

CASE:A 71 year-old-male with past medical history of IBS and inflammatory
polyarthritis on abatacept and methotrexate presented with nausea, vomiting,
and diarrhea. On the day of discharge, he was noted to have Bell’s Palsy. He
did not recall recent tick bites so he was treated for idiopathic Bell’s Palsy and
Lyme enzyme immunoassay (EIA) was sent. During his post-discharge out-
patient follow up, he endorsed headache, left facial droop, inability to close left
eyelid, and left-lower extremity weakness. His Lyme EIA returned IgM
positive and IgG negative. Due to concern for neuroborreliosis (CNS Lyme),
he was admitted for an expedited work-up. Lumbar puncture showedWBC 25
(85% lymphs), RBC 6, protein 77, glucose 62. A meningitis PCR panel was
negative. He was started on IV ceftriaxone and transitioned to oral doxycycline
to complete in the outpatient setting. On his follow-up visit, he had improved
facial weakness with near resolution of prior symptoms.
IMPACT/DISCUSSION: The clinical manifestations of Lyme disease are
fractionated into three stages based on time from exposure: early localized
(days to one month), early disseminated (>6 weeks to months), and late disease
(months to years). Neurological manifestations of Lyme disease can occur at
early or late disseminated stages and can involve the central and peripheral
nervous systems. Early localized disease is exemplified by erythema migrans
with symptoms of fatigue, headache, arthralgias, and myalgias. Early dissem-
inated disease can manifest as facial nerve palsy, lymphocytic meningitis,
peripheral neuropathy, and carditis. Late neurological disease can manifest as
patchy paresthesias or diffuse neuropathy in the peripheral nervous system and
chronic encephalitis in the central nervous system. Immunocompromised
patients may present with signs and stages of neuroborreliosis in an accelerated
or atypical manner. As a result, a higher index of suspicion should be present in
the appropriate epidemiological circumstances. Patients with Lyme-associated
cranial neuropathy, radiculoneuropathy, or meningitis should be treated with
intravenous (IV) ceftriaxone, cefotaxime, penicillin G, or oral doxycycline for
a duration of 14-21 days. When a patient has evidence of parenchymal
involvement of the brain or spinal cord, it is recommended to use intravenous
treatment over oral regimens.
CONCLUSION:On further questioning, our patient had erythema migrans in
the days prior to admission and signs of early disseminated Lyme disease at 4
weeks with positive IgM and negative IgG serum antibodies as well as CSF
pleocytosis. The decision to treat neuroborreliosis was made based on a history
consistent with a timely tick exposure, symptoms congruent with
neuroborreliosis, his immunosuppressed status, and CSF pleocytosis. Lastly,
while the previous treatment recommendation for CNS Lyme was ceftriaxone,
doxycycline is now a widely accepted method of treatment which reduces cost
and allows for outpatient treatment of early disseminated CNS Lyme disease.

EVOLVING FRAILTY IN A SEPTUAGENARIAN WITH A SOLI-
TARY METASTATIC BRAIN TUMOR
Carla Williams1; Ronald Garry2
1GME, NCH Healthcare System, Naples, FL
2Naples Premier Concierge, Naples, FL. (Control ID #3705959)

CASE: The patient was a 79-year-old woman with a history of Stage IV
metastatic colorectal cancer (CRC) in remission for ten years. Her initial
treatment included partial colectomy as well as resection of pulmonary and
hepatic metastasis. Her baseline CGA-FI was 0.022. One month prior to
admission, she developed cognitive impairment and weakness, resulting in a
fall and right hip fracture. Initial workup included head computed tomography
(CT), which revealed a left cerebellar mass. Magnetic resonance imaging
(MRI) confirmed a solitary calcified left cerebellar tumor believed to be a
meningioma. Her CGA-FI increased to 0.152. She then had open reduction and
internal fixation of the right hip. Resection of the brain tumor was planned,
however, the patient sustained another fall associatedwith increased confusion.
Repeat CT showed a large left cerebellar hemorrhagic mass with edema,
hydrocephalus, and compression of the 4th ventricle.MRI showed no evidence
to suggest metastatic disease. Her CGA-FI increased to 0.587 and her delirium
worsened. She subsequently underwent retrosigmoid craniotomy to remove
the left cerebellar mass and ventriculoperitoneal (VP) shunt placement. Pathol-
ogy was consistent with CRC. The patient declined post- operatively despite
stable parenchymal hemorrhage, and appropriate VP shunt position. She was
ultimately discharged to hospice 25 days later.
IMPACT/DISCUSSION: Frailty is a syndrome affecting elderly populations
and those with systemic diseases which increases vulnerability to poor health
effects due to multiorgan decline. Greater frailty results in an increased risk of
falls, delayed illness recovery, more frequent and longer hospitalizations, and
mortality. The Comprehensive Geriatric Assessment Frailty Index (CGA-FI)
assesses cognition, mood, function, nutrition, social support, and comorbidity
to estimate the loss of physiological reserve. This case demonstrates the rapidly
evolving nature of frailty in geriatric and oncologic patients. Based on the
CGA-FI, the patient deteriorated from 0.022 to 0.587 within two months. This
decline was likely multifactorial in the setting of delirium, hip fracture,
metastatic tumor, and neurosurgery. This case provides evidence to support
the need to constantly reevaluate frailty to aid clinicians in their goal of
delivering patient-centered care. More research is needed to determine both
indications and the ideal frequency for assessing frailty. Furthermore, it
emphasizes the need to suspect metastasis even when only a single brain lesion
is identified, and primary malignancy occurred many years ago. This is key as
the treatment, and surgical outcomes for patients with meningioma versus
colorectal cancer metastasis are significantly different.
CONCLUSION: - Frailty is a geriatric syndrome with the ability to evolve
rapidly.
- Frailty should be routinely and frequently assessed.
- Metastasis should be suspected even when only a single brain lesion is
identified and primary malignancy occurred many years ago.

FEVER, ARTHRALGIA, AND RASH: COMMON SYMPTOMS
LEADING TO A RARE DIAGNOSIS
Heejo Keum, James P. Lyons
Internal Medicine, The University of Texas Southwestern Medical Center,
Dallas, TX. (Control ID #3715594)

CASE: A 28-year-old black female with hypertension presents to the ER with
a two-week history of migratory polyarthralgia and pruritic rash. She reports
pain and swelling involving her knees, ankles, and wrists. The rash started on
her back and subsequently spread throughout her body. She also notes one
week of nightly fevers. This was associated with dry cough and chills. She had
multiple ER visits over the past 2 months due to arthralgia and fever and she
was given Bactrim for pyelonephritis with no improvement.
She is sexually active with the samemale partner for 8 years. She denies recent
travel or sick contacts. She has received all vaccinations. She works as a janitor
and her family history was notable for lupus in her aunt.
Her exam revealed limited range of motion in her right knee and shoulder and
tenderness in the right medial knee. She had diffuse, lichenified, hyperpigmen-
ted plaques. She was febrile to 102.4°F and tachycardic. Her labs were
remarkable for: leukocytosis of 19.7 with eosinophils of 11%, ESR of 130,
CRP of 23, and elevated AST and ALT. She also had normocytic anemia with
Hgb 8.7 with ferritin of 13,660. Infectious workup including gonorrhea,
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Monospot, RPR, HIV, and hepatitis panel was negative. Rheumatologic work-
up was notable for positive RF.
She was given IV antibiotics but continued to have worsening leukocytosis and
fever. Her skin biopsy revealed acanthosis, hyperkeratosis, and dyskeratosis in
the epidermis, consistent with atypical presentation of adult-onset Still’s dis-
ease (AOSD).
She was diagnosed with AOSD given consistent clinical and lab features and
absence of infectious or other rheumatologic causes. She was started on
anakinra with subsequent improvement in her symptoms.
IMPACT/DISCUSSION: AOSD is a rare inflammatory disease that often
manifests as fevers, rash, and arthralgia. It is important to recognize AOSD
early because it can lead to macrophage activation syndrome or secondary
hemophagocytic lymphohistiocytosis. The Yamaguchi criteria facilitate diag-
nosis. Our patient met 3 major criteria (fever, arthralgia, and leukocytosis) and
1 minor criteria (abnormal LFTs) which is not enough for diagnosis. The rash
from AOSD is described as pink or salmon-colored raised or flat rash on the
trunk or extremities. This patient had darker skin so her rash did not meet
criteria which delayed her diagnosis.
Markedly high ferritin (>10,000) has been suggested as a diagnostic tool for
AOSDas it is less common to have this level in non-rheumatologic causes such
as malignancy or infection. When there is high suspicion for AOSD, looking
for immediate response to anakinra can aid in the diagnosis.
CONCLUSION: Yamaguchi criteria can be helpful in diagnosis of AOSD
The characteristic rash can be difficult to appreciate in darker skinned patients.
Patients with history of daily fever and marked hyperferritinemia should have
AOSD on the differential. Initiating anakinra can be considered before diag-
nosis is confirmed.

FEVER OF UNKNOWN ORIGIN: ATYPICAL CLINICAL PRESEN-
TATION OF MURINE TYPHUS
Nimmy J. Thomas, Christian Scherer, Jadranko Corak
Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX. (Control ID #3715389)

CASE: 66yo woman with a past medical history of hypertension and mono-
clonal gammopathy of undetermined significance was sent from clinic in
winter for 4 days of worsening fevers and sinus congestion unrelieved by
over-the- counter medications. COVID and flu negative. Patient has had no
sick contacts or recent travel and has pet cats but no recent scratches. Initial
chest x-ray showed no acute processes, but patient was continuing to have
fevers up to 103 with mild dyspnea and chills so a CT chest was completed
which showed ground glass opacities in the right middle lobe.
Blood and sputum cultures were obtained, and patient was started on
ceftriaxone and azithromycin for community acquired pneumonia. Urine strep
and legionella antigens were also acquired, both negative. Over the next two
days, she continued to have high fevers and chills at nights with leukocytosis,
thrombocytopenia, hyponatremia, and notable worsening of mild elevation of
liver enzymes on admission. Cultures were negative and patient had no other
indication of an infection aside from the cyclical fevers therefore empiric
doxycycline was added for coverage of atypical infections. Over the next
two days, she continued to have nightly fevers up to 103 so ID was consulted
for fever of unknown origin. On repeat exposure assessment, patient revealed
that she lived with multiple animals including cats, dogs, parakeets, chickens,
geese and a pony. Patient was continued on doxycycline while additional lab
tests were sent for atypical infections including Rickettsia typhi, Coxiella
brunetti (Q fever), and Brucella spp given patient’s history of exposure to
multiple animals at home. Patient was discharged on doxycycline after being
afebrile for 48hrs with declining white count and liver enzymes. Lab results
confirmed the diagnosis with high titers for Rickettsia typhi IgG and IgM.
IMPACT/DISCUSSION: This case illustrates an atypical presentation of
murine typhus with pneumonia in winter. There are several key teaching points
in this case:
1. Ricketssia typhi infections have largely nonspecific symptoms therefore it
should should be included in differential diagnoses of febrile illnesses with
thrombocytopenia and elevated liver enzymes
2. Although a complete history is acquired on admission, it is important to revisit
and review information again when a clinical diagnosis has not been established

3. Defeverscence after starting doxycycline can take anywhere from 4 to 66hrs
so fevers during this timeframe is not an indication of failure of therapy
CONCLUSION: Murine typhus presents with non-specific symptoms so it
should be included in the differential diagnosis of patients with fevers of
unknown origin with potential exposure to flea-bearing animals. The optimal
therapy is doxycycline 100mg twice a day for seven days. Patients should also
be advised to treat their animals for fleas to prevent recurrent infections.

FIBRILLARY GLOMERULONEPHRITIS AS A RARE CAUSE OF
GLOMERULONEPHROPATHY- A CASE REPORT
John Harcha1; Hina Virk2; Muhammad Khan3
1Internal Medicine, Mercy Health, Cincinnati, OH
2Internal Medicine, The Jewish Hospital - Mercy Health, Cincinnati, OH
3Nephrology, The Jewish Hospital- Mercy Health, Cincinnati, OH. (Control
ID #3710267)

CASE: Patient is a 68-year old female with PMHx significant for CAD s/p 2
vessel CABG, GERD, Hx of pancreatitis s/p partial pancreatectomy, DMII,
HTN, and CKD stage II in setting of diabetic nephropathy who follows closely
with her local Nephrologist. Urine protein/cre was noted to be steadily increas-
ing over time including 2500mg in 9/17/2020, 4213 mg in 4/2021, 4587 mg in
10/2021. Her serum creatinine has remained around her baseline of ~0.8 with
GFR in the70s. She underwent CT guided biopsy of her left kidney. IF stained
positive for IgG (3+), C3 (2+), kappa (3+) and lambda (3+). EM showed
mesangial expansion by presence of numerous overlapping small non-
branching fibrils, compatible with fibrillary glomerulopathy. IHC staining
was positive for DNAJB9. Further workupwas unremarkable including SPEP,
UPEP, ANA, HIV, HepC, Rheumatoid factor, and complement levels. She
was recently enrolled into a 2 year clinical trial that is looking at ACTHAR and
Tacrolimus versus ACTHAR therapy.
IMPACT/DISCUSSION: Fibrillary GN is a rare form of glomerulonephritis
that usually presents in middle aged to older adults and accounts for <1% of
GN cases. FGN is defined by the ultrastructural finding of organized, randomly
oriented, nonbranching fibrils with a mean diameter of 20 nm (range 15–25
nm). These fibrils were confined to glomeruli and stain intensely by IF for IgG,
C3, κ, and λ, strongly suggesting that the fibrils are composed of a complex of
antibodies and antigens. Typically the absence of congo red stain helps
differentiate FGN between Amyloidosis however they are rare exceptions. A
breakthrough in helping with diagnosis is with the association of FGN and a
heat shock protein (DNAJB9) involved in endoplasmic reticulum stress/
unfolded response pathway, which is active in bindings aggregation-prone
peptides. DNAJB9 detection in renal biopsies by IHC or mass spectrometry
has proven to be reliable for the diagnosis of FGN. Reviewing the 3 largest
clinical series on FGN which totals 187 patients the disease, the mean age of
presentation is in the 6th decade of life. Caucasians were more likely to develop
this disorder. At the time of presentation, 70% had renal insufficiency with
mean serum creatinine of 2.9. The mean 24 hour urine protein was 5.7g and
82% of the patients has reported hematuria. The prognosis for patients with
FGN remains poor, with limited data to suggest optimal therapy. Reviewing
previous case series of FGN, Columbia University found the median time to
end-stage renal disease (ESRD) was 24.4 ± 15.2 months. Mayo Clinic found
44% of patients reached ESRD during a mean follow-up period of 52.3
months. UNC found the median time to ESRD was 13 months, with poorer
outcomes in African American patients
CONCLUSION: Although rare, FGN should be considered as a cause of
glomerulonephritis in individuals with proteinuria, hematuria, and
hypertension
Currently the prognosis for FGN is poor but there is currently ongoing research
and clinical trials for more effective therapies

FINDING CLOSURE IN AN UNUSUAL PLACE – PFO DEVICE FOR
PARAVALVULAR LEAK CLOSURE
Kengo Z. Soghoyan1; Ana Salabasheva1; Robert Ficalora1; Vikash Khurana2,1
1Internal Medicine, Indiana University School of Medicine, Indianapolis, IN
2Cardiology, Good SamaritanHospital, Vincennes, IN. (Control ID #3707417)
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CASE: Our patient is a 73-year-old male without prior cardiac history, who
presented with symptoms of progressively worsening chest pain and shortness
of breath with exertion. Chest x-ray showed bilateral pulmonary congestion.
Initial electrocardiogram demonstrated diffuse ST-segment changes, and he
was taken to the cardiac catheterization lab, which revealed left main coronary
artery disease and severe aortic stenosis. The patient was emergently trans-
ferred to a tertiary center to correct left main and aortic valve disease.
The patient underwent an aortic valve replacement with an Edwards Intuity
Elite aortic valve and a double coronary bypass grafting with LIMA to LAD
and SVG to diagonal. One-month post-op, he developed progressively wors-
ening shortness of breath and presented to the emergency department. Chest x-
ray exhibited pulmonary congestion, and electrocardiogram did not show ST-
segment changes. Notably, a transthoracic echocardiogram revealed moderate
to severe aortic valve regurgitation. A subsequent transesophageal echocardio-
gram revealed an aortic paravalvular regurgitant leak (PVL) in both the
forward and reverse direction. The case was discussed with a structural heart
disease specialist regarding repair options. Initial consideration involved in-
creasing the valve size by aortic balloon valvuloplasty to decrease PVL.
Following intensive planning, interventionalists decided to use a patent fora-
men ovale closure device, Amplatzer Talisman, to occlude the PVL. The
device was threaded through the dehiscent space between the prosthetic aortic
valve and the annulus. Once deployed, the regurgitant flow was reevaluated.
The patient's leak required the deployment of two devices. Resolution was
confirmed post-procedure by angiography. The patient was followed for three
years and remained symptom-free without evidence of PVL on surveillance
echocardiography.
IMPACT/DISCUSSION: Valvular replacement surgery has significantly
impacted the longevity of patients' lives and revolutionized cardiovascular
medicine since 1962. Since then, the technology, surgical technique, and
failure rates have all improved considerably. However, troubleshooting a
surgical complication often requires a deep understanding of the problem
and ingenuity to devise a solution.
Edwards Intuity Elite valve system was designed to facilitate minimally
invasive surgery and streamline complex aortic valve replacements with dem-
onstrated efficacy; it's rate of PVL is consistent with the category of devices.
PVLs remain a concern in nearly all prosthetic aortic valve replacements, with
rates estimated between 5 to 10 percent.
CONCLUSION:Our case demonstrated the successful use of a PFO device to
resolve a PVLwith good anatomic and symptomatic outcomes. This resolution
is possible due to the similar flow dynamics of both PVL and PFOs. However,
with recent technological advances, valvular plug devices of varying sizes,
shapes, andmaterial composition allow for more focused and problem-specific
solutions.

FOLLOWTHE IMAGERY: A CASEOF PROGRESSIVE EMPHYSE-
MATOUS PYELONEPHRITIS (EPN)
Riaz Mahmood1; Martin Herrera1; Young Min Cho1; Sohail Saleem2

1Internal Medicine GME, Northeast Georgia Health System Inc, Gainesville,
GA
2Nephrology, Kidney Care Center of Georgia, Gainesville, GA. (Control ID
#3716113)

CASE: A 54-year-old Hispanic female with uncontrolled type 2 diabetes
mellitus, hypertension, and hyperlipidemia presented to the ED with chief
complaints of nausea, vomiting, diarrhea, and abdominal pain for 3 days dura-
tion. The pain was periumbilical with left-sided radiation to the flank. The pain
was associated with generalized weakness, malaise, increased urinary urgency,
frequency, intermittent dysuria, and urinary incontinence. Initial lab work was
notable for WBC of 15.2k with 91% neutrophils in the setting of UA significant
for large leukocyte esterases, 746 WBC/HPF, 3+ bacteria, and large blood.
Serum glucose and creatinine were elevated at 337 and 2.53, respectively.
Initial CT abdomen and pelvis noted asymmetric left perinephric fat stranding
with parenchymal gas locule as well as perinephric gas. Infectious disease was
consulted, and she was started on vancomycin and meropenem. Urology was
also consulted and opted for medical management. Progression of her disease
was monitored with repeat CT abdomen and pelvis and close monitoring of

renal function. Three days later, a repeat CT of her abdomen and pelvis
revealed marked interval progression of emphysematous pyelonephritis of
the left kidney with gas now replacing 50% of the parenchyma in the left
kidney. Gas also extended into the pararenal space consistent with class 3B.
The patient’s clinical presentation was also remarkable for increased left flank
pain and persistent leukocytosis. Given her progression and lack of response to
antibiotic therapy, her progression now necessitated a left laparoscopic ne-
phrectomy. There were no complications postoperatively and she was eventu-
ally discharged home.
IMPACT/DISCUSSION: Emphysematous pyelonephritis (EPN) is a rare,
yet serious complication of acute bacterial infections of the kidney. Specifical-
ly, it is a necrotizing infection whereby there is gas within the renal parenchy-
ma, collecting system, or perinephric tissue. This case illustrates the impor-
tance of being aware of complications of acute bacterial infections involving
the kidneys. The classifications of such complications are also vital to mini-
mize morbidity and mortality to patients who are unfortunate enough to
develop these complications. While most cases of EPN respond well to
conservative management with antibiotics, a small percentage of these cases
do ultimately require surgical intervention. This case highlights the importance
of monitoring with readily available imaging modalities such as CT and
ultrasound to ensure early detection of progression.
CONCLUSION:Urinary tract infections can have serious complications such
as EPN which are more prominent in women with diabetes mellitus. CT scans
can categorize EPN into 4 prognostic classes with class 4 carrying the highest
rate of mortality and morbidity. While conservative treatment with antibiotics
affords a high rate of success, given concern for complications there exists a
need for vigilant monitoring as demonstrated in this case.

FORTUNATELY, NOT A TTP (THROMBOTIC THROMBOCYTO-
PENIC PURPURA). A CASE OF COVID INFECTION WITH EX-
TREME THROMBOCYTOPENIA (PLATELETS 5K/UL) AND SE-
VERE DEFICIENCY OF ADAMTS 13 (<2 %) WITHOUT TTP
SYMPTOMS AND WITHOUT NEED FOR PLASMAPHERESIS.
Daein Choi, Frederick Rapoport, Kristina Ernst, Violetta Laskova
Medicine, MSBI, New York, NY. (Control ID #3715266)

CASE: 54-year-old female presented with 1 week of generalized weakness,
headache, congestion, cough with dark- colored phlegm, and several days of
decreased smell and taste. She was unvaccinated and had positive sick
contacts. Patient tested positive for Covid and found to have severe thrombo-
cytopenia with platelets of 5K/uL, very rare schistocytes on smear, and no
other notable abnormalities. She received platelet transfusion and was treated
for presumed immune thrombocytopenia with IVIG and dexamethasone. The
patient had no petechiae, bleeding, or other symptoms concerning for second-
ary TMA, notably TTP. The platelet count was 93 K/uL by day 5 and she was
discharged home. Later that day her ADAMTS13 test resulted at <2% and the
ADAMTS13 antibody was elevated. The patient was asked to return to the
hospital for monitoring of TTP symptoms. She reported improvement in her
weakness. Her thrombocytopenia and oxygen saturation remained normal.
Bilateral lower extremity ultrasound showed no lower extremity VTE. On
the day of discharge, 10 days after her original thrombocytopenia identified,
she had a platelet count of 373 K/uL and repeated ADAMTS13 of 14.8%.
IMPACT/DISCUSSION: ADAMTS13 is known as von Willebrand factor
(VWF) protease as it cleaves prothrombotic and highly adhesive to platelets
ultra-large multimers of VWF into smaller multimers, thus modulating VWF
activity and regulating the adhesive function. A severe deficiency of
ADAMTS13 characterizes TTP, a rare but potentially fatal disorder associated
with thrombosis due to accumulation of prothrombotic ultra-large VWF
multimers. There are literature reports of TTP and TTP-like syndromes in
Covid-19. It is speculated that in COVID-19, the excess of VWF released in
response to endothelial activation likely exhausts the available reserves of
ADAMTS13, which may then propagate formation of microthrombi in differ-
ent organs. We report an extreme thrombocytopenia, marked decrease of
ADAMTS 13 and elevated ADAMTS13 antibodies, which would be
confirmative evidence of TTP should our patient have clinical features of it.
Our patient did not have fever, neurologic abnormalities, renal dysfunction, or
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active hemolysis. She was followed in outpatient clinic after the discharge. The
platelet count recovered and ADAMTS 13 trended up without need for
plasmapheresis. Our case is a good example of a fortunate outcome without
any complications despite threatening presenting criteria.
CONCLUSION: Covid-19 associated endothelial stimulation and damage
could mimic a life-threatening disorder without expected fatal complications.
On the other hand, it can ultimately lead to the most severe form of thrombotic
microangiopathy, TTP, for which the mortality rate is close to 90%. It is hard to
know which outcome to expect in different circumstances. Therefore, it is
crucial for physicians to promptly recognize clinical picture of TTP as treat-
ment is lifesaving.

GASTROINTESTINAL AMYLOIDOSIS ON MEDICINE WARDS, A
CASE OF MIMICRY AND DIFFICULT DECISIONS
Madeline Berschback, Denisa Gace. Medicine, Massachusetts General Hospi-
tal Department of Medicine, Boston, MA. (Control ID #3715289)

CASE: 84-year-old man with months of intermittent abdominal pain, poor
intake presented with several days of loose stools and one day of melena. He
had Monoclonal Gammopathy of Undetermined Significance (MGUS), pros-
tate and bladder cancer, and Parkinson’s disease. Exam showed stable vitals,
non-tender abdomen, and melena mixed with blood. CT abdomen revealed
enterocolitis and no signs of mesenteric ischemia. He had a normalWBC count
and lactate. Creatinine was at baseline, hemoglobin 10.9 g/dL (baseline 12-13
g/dL). H.pylori, norovirus, giardia/cryptosporidium, adenovirus, rotavirus, and
stool cultures negative. Clostridium difficile (C. diff) antigen was indetermi-
nate, C. diff PCR positive. Patient was treated with oral Vancomycin without
improvement. Given absence of overt infectious signs, C. diff positivity
considered colonization. Liver tests with downtrend of Albumin to 1.0 g/dL.
SPEP with Kappa-to-Lamba ratio elevated at 27.35. Endoscopy showed ero-
sive esophagitis, gastritis, and congested, erythematous, eroded, inflamed
mucosa in the entire colon, terminal ileum, duodenum, and small bowel.
Biopsies confirmed extensive amyloid deposits in every submucosal vessel.
Systemic therapy for amyloidosis was considered, due to patient’s functional
status at time of diagnosis, care was transitioned to comfort based.
IMPACT/DISCUSSION: Gastrointestinal amyloidosis does not have a typ-
ical presentation; it may act as a mimicker of inflammatory bowel disease,
infection, or ischemic colitis. Symptoms of weight loss, abdominal pain,
malabsorption, and GI bleeding are due to protein deposition leading to
vascular fragility and changes in motility and microbiome. We report a case
of high-volume diarrhea, confirmed to be extensive amyloidosis of GI tract.
History included MGUS, a known precursor of AL amyloidosis, and diarrhea
and weight loss were initial signals towards diagnosis.
Management of GI amyloidosis is two-fold, both symptomatic, aimed at the
mechanisms amyloid causes diarrhea, as well as systemic, addressing the
underlying process. Symptomatic approach includes anti-emetics, hydration,
endoscopy, empiric antibiotics, and glucocorticoids. Systemic treatment is
morbid, and may be precluded due to functional status and personal goals.
This case demonstrates that early identification of amyloidosis may prompt
timely treatment. It also emphasizes the importance of multidisciplinary com-
munication, led by the internist team, when caring for older patients with
reduced functional status requiring complex decision making.
CONCLUSION: Suspect GI amyloid as a cause of diarrhea once infection
and IBD less likely, especially if patient has a history of precursor disease
(MGUS).
Symptomatic management of GI amyloid is aimed at mechanisms by which
diarrhea is caused, including dysmotility, dysbiosis, vascular fragility, and
malabsorption.
GI amyloidosis is treated with systemic therapy aimed at underlying cause,
which may not be tolerable for patients based on goals near the end of life.

GET THE LEAD OUT—RAPID DIAGNOSIS AND TREATMENT OF
NEUROLEPTIC MALIGNANT SYNDROME IN THE HOSPITAL
SETTING
Tracey Rosa, Katherine Allyn, Andrew Kim

Medicine, Icahn School of Medicine at Mount Sinai Department of Medicine,
New York, NY. (Control ID #3709567)

CASE:MM is a 60 year old patient with a medical history of HTN, migraines,
and recurrent UTIs who initially presented to the ED with 1 week of progres-
sively worsening headaches and lightheadedness. Initial work-up was notable
for a serum sodium of 110 meq/L and she was admitted to the ICU. While in
the ICU, hyponatremia resolved but she was noted to have a waxing/waning
mental status with visual and auditory hallucinations concerning for delirium
and was given 2.5 mg haloperidol IV. After 10 minutes she developed a
dystonic reaction characterized by unresponsiveness, loud rhythmic singing,
arm rigidity, and oculogyric crisis. She was treated with IV diphenhydramine
with resolution of dystonic symptoms and transferred out of the ICU.
The next morning, she was found to be tachycardic to 140 BPM, diaphoretic
with incoherent speech, with a lack of facial expression, neck extension, lead
pipe rigidity of the lower extremities and cogwheeling of the upper extremities.
EEG ruled out seizures. She was initiated on empiric bacterial meningitis
coverage and acyclovir with no change in clinical status. Lumbar puncture
was unremarkable. CPK peaked at 758 U/L. Given the recent administration of
haloperidol, there was concern that her symptoms were due to neuroleptic
malignant syndrome (NMS) and shewas started on bromocriptine with gradual
improvement. By day five of treatment she returned to her baseline mental
status with resolution of symptoms and was discharged on a bromocriptine
taper.
IMPACT/DISCUSSION: This case highlights potential complications of
haloperidol, which is commonly administered in the hospital setting for agita-
tion and delirium. Though rare, it is important to recognize NMS as a possible
adverse reaction since it requires a high level of suspicion for diagnosis. NMS
is a clinical syndrome characterized by mental status change, rigidity, fever,
and autonomic dysfunction that typically develops over 1-3 days. The etiology
of NMS is unclear but it is thought to be related to dopamine blockade. As this
case illustrates, symptoms can occur even after a single dose of haloperidol. A
major diagnostic criterion for NMS is fever which our patient never developed.
However, fever has been noted to be delayedmore than 24 hours in some cases
and bromocriptine was promptly initiated within 24 hours given high clinical
suspicion. This patient also initially developed an acute dystonic reaction to
haloperidol, characterized by acute muscle contractions thought to be due to
dopaminergic-cholinergic imbalance. It is important to differentiate between
acute dystonia and NMS as management differs (diphenhydramine versus
bromocriptine, respectively).
CONCLUSION: NMS is a possible complication of haloperidol administra-
tion characterized by fever, rigidity, AMS, and autonomic dysfunction. Ad-
verse reactions such as NMS and acute dystonia can occur even with a single
low dose of haloperidol and differentiation between the two is important for
management.

GETTING TO THE BOTTOM OF IT: AN UNUSUAL CAUSE OF
CHRONIC DIARRHEA
Kemar Barrett1; Sharde McLeish1; Lena Makartian1; Veronica R. Jacome
Lopez1; Sofia Terner1; Adam S. Zayac2
1Internal Medicine, Englewood Health, Englewood, NJ
2Hematology, Oncology, Englewood Health, Englewood, NJ. (Control ID
#3715642)

CASE: 81-year-old female with a past medical history of DVT maintained on
Xarelto, presented with a 2-day history of worsening bilateral lower limb
edema and petechial rash to same. She also reported a 6-month history of
diarrhea with associated nausea and 22lb weight loss. Physical examination
was significant for pulse of 101, mucosal pallor, generalized muscle atrophy,
and bilateral lower limb pitting edema and petechial rash. Labswere significant
for a Hemoglobin of 8.9 g/dl, Platelet of 104 k/uL, INR > 10.6, Albumin of 1.7
(3.2-6 g/dL) and Pre-albumin 5.5 (16-38 mg/dL). Stool studies revealed
normal fecal fat, and negative celiac serology and gastrointestinal (GI) patho-
gen panel.
Given supra-therapeutic INR, Xarelto was held while INR was monitored. CT
abdomen/pelvis revealed splenomegaly, diffuse colonic wall thickening, and
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periportal/retroperitoneal lymphadenopathy. Further workup revealed mono-
clonal spike on serum and urine protein electrophoresis, monoclonal immuno-
globulin (Ig)M lambda gammopathy on serum immunofixation, serum IgM
2,371 (33-293 mg/dl), and normal beta-2 microglobulin, cryoglobulins and
serum viscosity. A diagnosis of Waldenström macroglobulinemia (WM) was
suspected given her imaging and elevated IgM with peripheral blood flow
cytometry revealing lambda monoclonal B-cells positive for CD19 and CD20,
and negative for CD10 andCD23. Bone marrow biopsy and colonoscopy were
planned but the patient developed septic shock from gram-negative bacteremia,
and she ultimately expired.
IMPACT/DISCUSSION: We present an elderly female with chronic, non-
infectious diarrhea, weight loss, malnutrition, edema and severe
hypoalbuminemia. Coupled with the abnormal imaging and bicytopenia, prob-
able diagnoses of protein losing enteropathy and plasma cell neoplasia were
entertained. This prompted protein electrophoresis and immunofixation testing
which confirmed a monoclonal IgM gammopathy. WM is a low-grade, non-
Hodgkin lymphoma characterized by the presence of IgM monoclonal protein
and lymphoplasmacytic lymphoma bone marrow infiltration. It accounts for 1-
2% of hematological malignancies and presents at an advanced age with 75%
of patients being symptomatic at diagnosis. Although constitutional symptoms
predominate, the initial manifestations tend to be non-specific and multi-
systemic. GI involvement is uncommon at less than 5%, with diarrhea and
malabsorption resulting from IgM deposition and intestinal infiltration.
Although a bone marrow aspirate/biopsy are paramount to confirm the diag-
nosis of WM, the patient’s imaging, peripheral blood findings and flow
cytometry showing clonal B-cells with the distinctive immunophenotype were
highly likely to be due to WM.
CONCLUSION: The indolent nature of WM can make it difficult for
internists to diagnose. Given its widespread systemic involvement,WM should
be considered in the differential diagnosis of elderly patients with chronic, non-
infectious diarrhea with accompanying evidence of malnutrition on examina-
tion or laboratory studies.

GETTING TO THE HEART OF THE MATTER
Kristen A. Lee, Jason Lambden
Internal Medicine, Northwestern Memorial HealthCare Corp, Chicago, IL.
(Control ID #3707364)

CASE: 45-year-old womanwith PMHx systemic sclerosis presents with fever,
weight loss, chest tightness, weakness and altered mental status for 2 weeks.
Home meds are prednisone, mycophenolic acid, lasix. On presentation she is
febrile to 38.9C, HR 110, BP 97/64, SpO2 96% on RA. Exam shows telangi-
ectasis, normal cardiopulmonary exam, mild sclerodactyly. Oriented only to
self, has bilateral LE 3/5 weakness. Labs withWBC 2.6K, Hgb 7.1, plts 126K.
Cr normal. Liver enzymes mildly elevated. BNP 3900. Trop 251. Lactate 4.9
Blood cultures negative, CMV/EBV negative, COVID-19 negative, Ferritin >
15,000, Triglycerides 274 LDH 495, Fibrinogen 274, D-Dimer 755, ANA
1:1280, + dsDNA, low titer Smith, + RNP, + SSA, + RNA Pol III. TTE with
EF 27% and diffuse hypokinesis. Cardiac MRI with myocardial fibrosis no
active myocarditis, suggestive of scleroderma. Lumbar puncture with high
protein, borderline increased oligoclonal bands, elevated IgG index but elevat-
ed synthesis rate, suggestive of CNS inflammation. Patient is in cardiogenic
shock secondary to hemophagocytic lymphohistiocytosis/macrophage activat-
ing syndrome (HLH/MAS) related to systemic sclerosis/scleroderma with SLE
overlap requiring inotropes and aggressive diuresis. She develops severe pain
and bright red purpura on bilateral legs. Hypercoagulable w/u showed low
protein C/S, low complement, negative cryoglobulin. Skin biopsy showed
vaso-occlusive process c/w HLH/MAS. Receives IV methylprednisolone for
empiric treatment of HLH/MAS and IV cyclophosphamide for possible lupus
cerebritis. Patient improves and is discharged on long-term milrinone,
Plaquenil, and steroids.
IMPACT/DISCUSSION: Secondary HLH or MAS is a life-threatening
condition of extreme inflammation that can occur in autoimmune conditions,
infection, or malignancy
DiagnosingHLH requires high clinical suspicion – >10K ferritin level is highly
sensitive and specific for diagnosis of HLH

This patient hasmultisystem involvement of autoimmune disease given history
of scleroderma
The LP studies raise concern for lupus cerebritis, specifically the IgG index and
IgG synthesis rate are helpful for this diagnosis
Underline subtype of systemic sclerosis-overlap syndromes and here particu-
larly scleroderma lupus overlap Highlight the utility of cardiac MRI in char-
acterizing myocarditis / fibrosis
Discuss need for high alert for necrotizing fasciitis with painful palpable
purpura Overview treatment of HLH/MAS with high dose steroids
Reflection on high mortality of HLH/MAS and question of recovered heart
function
CONCLUSION: Teaching Point 1: SecondaryHLH is a syndrome of extreme
inflammation caused by underlying malignancy, autoimmune condition, or
infection.
Teaching Point 2: HLH and MAS have a great deal of symptom/clinical
presentation overlap. Ferritin level > 10,000 is highly sensitive and specific
for diagnosis of HLH
Teaching Point 3: Systemic sclerosis can present in a variety of ways including
cardiac, lung, skin involvement.

G-FORCE FOLLY: ROLLERCOASTERS AS A POTENTIAL CAUSE
FOR SUBDURAL HEMATOMA
John Janousek, Kanishk D. Sharma, Christian Law, Benjamin M. Goodman
Internal Medicine, Eastern Virginia Medical School, Norfolk, VA. (Control ID
#3709745)

CASE:A 55-year-old female with a history of cocaine use presented to the ED
with complaints of 1 week of worsening “throbbing” headache. She reported
having a continuous headache after riding a roller coaster one week ago. She
denied complaints of fever, neck stiffness, weakness, head trauma, or recent
cocaine use. She endorsed a history of right-sided non-traumatic subdural
hematoma five years ago after cocaine use, which required evacuation.
Her vital signs, complete blood count, and coagulation studies were unremark-
able. Her urine drug screen was negative for cocaine. Her Computed tomog-
raphy (CT) head showed 1.2 cm thickness left-sided subacute to chronic
subdural hematoma with mass effect on cerebrum causing 9 mm rightward
shift of midline. The patient underwent a burr hole procedure with subdural
drain placement by Neurosurgery. Her hospital stay was uneventful, with the
removal of the drain one day after her procedure. Repeat CT head showed
significant improvement in the shift to 2-3mm. A CT angiogram of her head
showed no cerebral aneurysms, AV malformations, or developmental venous
anomalies. The patient was discharged home after four days.
IMPACT/DISCUSSION: In a study on roller coaster-related fatalities in the
US, Pelletier and Gilchrist described how approximately 4 deaths occur
annually that are associated with rollercoasters. Of these, around 45% were
due to medical conditions that may have been exacerbated or caused by riding
a rollercoaster, and 38% were due to intracranial hemorrhages or cardiac
problems. Prior SDH and hyperlipidemia may have predisposed the patient
to repeat SDH when exposed to the gravitational shearing forces created by
rollercoasters. Bo-Abbas and Bolton described it as similar pathophysiology to
shaken-baby syndrome. The Cardiovascular systemmust respond rapidly to G
force stress to maintain adequate cerebral circulation. Alcohol, served at many
United States amusement parks, reduces the cardiovascular system’s capacity
to respond to G force stress.<span style="font-size:10.8333px">
</span>Additionally, peak attendance in amusement parks occurs during the
summer months, where hot weather and long lines may predispose visitors to
dehydration.
This case emphasizes the importance of considering SDH in patients
presenting with headache, nausea, or vomiting following amusement park
trips. Physicians should have a low threshold for ordering Head CTs for
patients presenting with a similar history, even in previously healthy adult
and pediatric populations.
CONCLUSION: As this case illustrates, roller coasters have the potential to
cause injuries both trivial and serious. Subdural hematomas are an underap-
preciated and potentially fatal complication of roller coaster rides. Alcohol use,
recreational drugs, and underlying medical conditions can increase the risk of
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incurring subdural hematoma when exposed to high G forces. Prompt head
imaging is imperative to detect SDH in patients presenting with headache after
roller coaster rides.

GLASSY LUNGS, DRUGS AND MELENIC RUNS, A CASE REPORT
Jay A. Shah1; Amber Pincavage2
1Pritzker School of Medicine, University of Chicago Pritzker School of Med-
icine, Chicago, IL
2Medicine, University of Chicago Pritzker School of Medicine, Chicago, IL.
(Control ID #3706455)

CASE:A 73-year-old male with a history of prostate cancer, hypertension and
hyperthyroidism presented with one week of worsening dyspnea, productive
cough and pleurisy. He also endorsed new orthopnea and melena over the last
three days. Home medications included abiraterone, prednisone, methimazole
and amlodipine. On admission, vitals were notable for tachycardia, tachypnea
and hypoxia (82% on room air and 90% on 3L by nasal canula (NC)). Initials
labs showed WBC count 17.4, Hemoglobin 7.1, proBNP 256, two negative
COVID-19 PCR tests, negative respiratory virus panel and normal TSH and
PSA. CTPE was negative for pulmonary embolism but showed new diffuse
ground glass opacities. The patient was started on broad spectrum antibiotics
and IV diuretics for possible pneumonia and new heart failure. However, the
patient’s respiratory status continued to decline, now requiring 6L by NC.
Hemoglobin also continued to drop precipitously. A broad rheumatologic and
infectious workup was largely negative with findings notable for a positive
ANA, CRP 74, LDH 359 and an undetectable haptoglobin. A urinalysis was
positive for protein and blood. At this time, empiric treatment for pneumocystis
pneumoniawas initiatedwith a plan for bronchoscopy. The bronchoscopywith
bronchoalveolar lavage (BAL) revealed diffuse alveolar hemorrhage (DAH)
with studies negative for infection or malignancy. An upper endoscopy did not
reveal any gastrointestinal source of bleeding but rather favored a pulmonary
source due to some red blood in the esophagus and coffee ground material in
the stomach. Given these findings, a diagnosis of “Methimazole induced
vasculitis with DAH” was made, a diagnosis of exclusion. The patient was
started on pulse steroids for three days and his methimazole was held. By day
four, the patient reported improvement and his oxygen was decreased to 2L.
Hewas subsequently discharged on a steroid taper. At his two-week follow-up,
the patient had improving respiratory status and repeat labs showed an im-
proved and stable hemoglobin, and normal haptoglobin.
IMPACT/DISCUSSION: This case illustrates a rare but life-threatening
complication of methimazole use. Common offenders of drug-induced DAH
include propylthiouracil, carbimazole and hydralazine. This complication is
reported in 15-37%of patients on propylthiouracil but only 0-3% of patients on
methimazole. A third of patients with DAH do not present with hemoptysis
making this diagnosis challenging. Lab findings can also be largely nonspecific
making a thorough history, imaging and interdisciplinary collaboration key in
identifying this adverse effect early on to prevent mortality.
CONCLUSION: Include drug-induced DAH on the differential for patients
presenting with respiratory failure in the setting of new anemia, melena or
hemoptysis.
Stopping the offending drug and initiating steroids is the treatment of choice.
Consider empiric PCP treatment and BAL for patients with severe hypoxia,
ground glass opacities and immunosuppression.

GLYCOGENIC HEPATOPATHY: REVERSIBLE LIVER INJURY
PRECIPITATED BY TREATMENT OF DKA
Syed J. Naqvi1; Yucel Aydin1; Sushant Chaudhary1; Syedah Naqvi2; Mian Z.
Munir1; Praneet Wander1
1Internal Medicine, Trinity Health of New England, Hartford, CT
2University of California Los Angeles College of Letters and Science, Los
Angeles, CA. (Control ID #3715350)

CASE: A 26 year old lady with type 1 diabetes mellitus presented to the ER
with nausea and vomiting. Labs were notable for bicarbonate of 11, anion gap

of 28, Urinalysis revealed ketonuria. Patient was admitted with DKA due to
viral gastroenteritis subsequently leading to medication noncompliance. Pa-
tient was given intravenous fluids, started on the insulin drip. Within 24 hours
patient was transitioned to subcutaneous insulin. Patient had persistent abdom-
inal pain. Liver tests showed hepatocellular pattern of injury with the following
values, AST 700U/L, ALT 345 U/L, Alkaline phosphatase 185 U/L. Iron
panel, ferritin, hepatitis panel, CPK were within normal limits. An abdominal
ultrasound (AU) revealed a prominent liver with evidence of hepatic steatosis
(HS). This was compared to an AU obtained two months prior, which showed
no evidence of hepatic infiltration. Given the acute changes there was concern
of underlying autoimmune process. Mitochondrial antibodies, as well as
smooth muscle antibodies were negative. Yet with supportive treatment and
resolution of the patient's DKA, her liver function tests improved. Patient was
discharged home. Two months after her hospitalization a repeat AU was
completed and showed the HS resolved.
IMPACT/DISCUSSION: Glycogenic hepatopathy (GH) has usually been
seen in the adolescent population with DKA or with Mauriac syndrome. GH
should be considered in adult patient who present with DKA requiring large
quantities of insulin, have abdominal pain, elevated liver function tests with
ultrasound (AU) findings consistent with steatosis.
Pathophysiologically, the hepatomegaly seen in GH is driven by an insulin-
mediated process causing rapid accumulation of glycogen within the
hepatocytes. GH is indistinguishable from Non-Alcoholic Steatohepatitis
(NASH) on AU, and can only be differentiated by liver biopsy. On histology,
the hepatocytes in GH have excessive glycogen accumulation within the
cytoplasm and nuclei. Whereas NASH is described as fat droplets displacing
hepatocellular nuclei with associated inflammation. It is the inflammation
associated with steatohepatitis that causes hepatocellular injury and subse-
quently fibrosis. In one study, they described the incidence of NASH in
diabetic patients to be anywhere from 50-56%; however, GH is not often
included in the differential diagnosis for steatohepatitis. This may be an
explanation of the low incidence of GH, and potentially over-estimation of
NASH in adult diabetic patients.
Treatment and prognosis for GH is drastically different from steatohepatitis,
where the goal is to obtain adequate glycemic control. GH is not associated
with a progression to fibrosis and subsequently cirrhosis, unlike NASH.
CONCLUSION: GH results from excessive accumulation of glycogen and
is indistinguishable from NASH on abdominal ultrasound and can only be
differentiated by liver biopsy.
Treatment and prognosis for GH is drastically different fromNASH, where the
goal is to obtain adequate glycemic control.

GOUT PRESENTINGAS BILATERALARTHRITISOF THEHAND :
A CASE REPORT
Kara Klomparens1; Marla Krasnick1; Raad Al Shaikhli2,1
1School of Medicine, Wayne State University School of Medicine, Detroit, MI
2Internal Medicine, Detroit Medical Center, Detroit, MI. (Control ID
#3688227)

CASE: A 62 year old male with a history of alcohol use disorder presented to
the emergency department with a chief complaint of “dizziness” that began
several days after attempting to cut back on alcohol. Physical exam findings
revealed mild tremors, but no abdominal tenderness or hepatomegaly. Inci-
dental findings included bilateral hand swelling with obvious bony deformi-
ties, multiple hard nodules on the fingers, and fluid draining from the bilateral
thumbswith limited range of motion. The patient denied any history of arthritis
or gout.
The bony deformity and stiffness of the patient’s hands appeared to fit the
clinical picture of rheumatoid arthritis (RA): the joint deformities were bilateral
and symmetric. However, the patient denied morning stiffness or symptom
improvement with movement, and deformities were present in both the MCP
and DIP joints. His hands also had multiple non-tender hard yellow/white
nodules that could not be explained by RA. Subsequently, his rheumatoid
factor was 12 and his ANA was 1:80 while his uric acid level was 10.
Cultures of the fluid draining from the bilateral thumbs revealed no bacterial
growth.With lowRA labs plus decreased clinical suspicion of RA, the positive
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uric acid level led us to the diagnosis of bilateral tophaceous gouty arthritis, an
atypical presentation of gout.
IMPACT/DISCUSSION: The classic presentation of gout includes a so-
called “gouty attack” characterized by intense pain and decreased functionality
of an erythematous and swollen joint, typically being asymmetrical and
monoarthritic. However, the clinical spectrum of gout can include a broad
range of presentations. Tophaceous gout usually occurs only after ten or more
years of recurrent polyarticular gout, making early tophaceous gout an atypical
presentation. When faced with strange presentations such as this, it may be
difficult to even consider gout as an initial differential diagnosis. Therefore, it is
imperative to have a solid understanding of the risk factors that should raise
clinical suspicion.
Risk factors for gout include trauma, surgery, starvation, fatty foods and other
dietary triggers, dehydration, and use of drugs affecting serum urate concen-
tration among others. Alcohol use has also been shown to increase the level of
serum uric acid, and excess intake of alcohol is associated with an increased
risk of an initial gout attack. Considering this diagnosis early can decrease
unnecessary testing, medications, and patient harm.
CONCLUSION: While gout typically presents with a painful asymmetric
monoarthritis of the 1st MTP or knee, clinical suspicion should also occur in
the case of bilateral MTP, PIP and DIP arthritis. One must also take into
account the presence of risk factors and alternative manifestations of gout
while reaching this diagnosis.
Clinicians must remain aware of more than just the typical presentation of a
disease and broaden their knowledge base to its risk factors and course to
ensure that we are giving our patients the best treatment possible.

GROUP B STREPTOCOCCAL MENINGITIS – NOT JUST IN
NEONATES
Jennifer Ferreira1; Mikhail de Jesus1; Hannah Purtell1; Ann Palmer2; Fakhar
Khan2; Jacqueline Savage2
1Internal Medicine, UConn Health, Farmington, CT
2Hartford Hospital, Hartford, CT. (Control ID #3706557)

CASE: A 79-year-old male with past medical history of hypertension, hyper-
lipidemia, atrial fibrillation, carotid arterial stenosis, and prior cerebrovascular
accident presented with a rapid progressive cognitive and functional decline
over one week. He was hypothermic, bradycardic, and hypotensive requiring
vasopressor support. His mental status worsened to the point that he could not
have a conversation during the hospitalization. Laboratory studies revealed a
white cell count of 4.7 thou/uL, thyroid stimulating hormone 2.90 mIU/L,
vitamin B12 >2000 pg/mL, folate 7.9 ng/mL, vitamin B1 10 nmol/L. Syphilis
antibody, human immunodeficiency virus 1 and 2 antigen and antibody, and
hepatitis C antibody were negative. Computed tomography and magnetic
resonance imaging of the head revealed right frontal sinusitis. Lumbar punc-
ture revealed clear, colorless cerebrospinal fluid (CSF) without nucleated cells
or red blood cells. CSF polymerase chain reaction (PCR) testing was negative
for herpes simplex virus 1 and 2 and human herpesvirus 6. An autoimmune
encephalitis panel performed on the CSF did not find any autoantibodies. CSF
PCR returned positive for Streptococcus agalactiae. The CSF culture and
blood cultures remained sterile after 5 days. He was started on ceftriaxone
and his mental status improved back to baseline within one day. He was
discharged with a plan for two weeks of 2g ceftriaxone twice daily and
follow-up with infectious disease.
IMPACT/DISCUSSION: Acute encephalopathy has a broad differential
diagnosis including toxic, neurologic, metabolic, and infectious etiologies.
Meningitis requires early diagnosis and prompt treatment as cases can be fatal.
This case is unique in that the patient was infected with streptococcus
agalactiae, lacked pleocytosis or bacteria within his CSF, and his potential
source of infection was sinusitis. Lumbar puncture with CSF analysis is the
current standard for diagnosing bacterial meningitis. There are very few cases
reported of meningitis with the absence of pleocytosis in the CSF. If not for the
PCR panel, we may have never identified the etiology of his encephalopathy.
Group B Streptococcus is a rare etiology for meningitis in adults. It has been
documented in immunocompromised patients, however, our patient was oth-
erwise healthy. There have been two case reports of healthy patients suffering
from GBS meningitis that were due to acute otitis media. Our patient’s most

likely source of infection is from the sinusitis noted on imaging. This is the first
reported case of invasive GBS meningitis from sinusitis.
CONCLUSION: Streptococcus agalactiae meningitis is a rare diagnosis that
needs to be considered in otherwise healthy patients who may present with
concomitant head/neck infection. In the case of normal CSF studies, consider
sending a CSF meningitis PCR panel before testing for rarer pathology like
autoimmune or paraneoplastic panels.

H. PYLORI GASTRITIS-ASSOCIATED COBALAMIN DEFICIENCY
PRESENTING AS SEVERE HEMOLYTIC ANEMIA
Tanim Jain, Matthew Shaines
Medicine, Montefiore Medical Center, Bronx, NY. (Control ID #3715134)

CASE: A 51-year-old man, with hypertension, presented with 2 months of
lightheadedness, exertional dyspnea, and weight loss. He denied relevant
family history, tobacco/alcohol/drug use, or dietary restriction. Exam revealed
jaundice. Initial labs showed WBC 2.8k/uL, Hgb 5.1 g/dL, MCV 104.9 fL,
PLT 157k/uL, indirect bilirubin 4.7 mg/dL, LDH 6584 U/L, haptoglobin <10
mg/dL, and negative Coombs. Reticulocyte index obtained after 2 days was
0.61, consistent with hypoproliferative hemolytic anemia. Peripheral smear
showed hypersegmented neutrophils and poikilocytosis. Serum cobalaminwas
<175 pg/mL, homocysteine 133 umol/L, and methylmalonic acid 17200
nmol/L, consistent with severe cobalamin deficiency; intrinsic factor (IF) and
parietal cell antibodies were negative. CT chest/abdomen/pelvis was unre-
markable. Gastric biopsy revealedH. pylori-associated active chronic gastritis.
The patient was initially treated with high dose cobalamin supplementation,
with improvement in pancytopenia (WBC 3.9k/uL, Hgb 9.2 g/dL, PLT
224k/uL) and hemolysis (LDH 2506 U/L); he was later started on quadruple
therapy for H. pylori.
IMPACT/DISCUSSION: Cobalamin is a necessary cofactor for DNA syn-
thesis and hematopoiesis. Severe cobalamin deficiency can present with meg-
aloblastic anemia, pancytopenia, and neurologic symptoms. Hemolytic anemia
is a rare complication of cobalamin deficiency, presenting as pseudo-
thrombotic microangiopathy (TMA). A systematic review of 41 cases of
cobalamin deficiency-associated TMA showed distinguishing features were
reticulocytopenia and marked LDH elevation. A proposed mechanism by
Ventura et. al. suggests that hyper-homocysteinemia can cause oxidative
damage to RBCs, resulting in extramedullary hemolysis. Cobalamin deficien-
cy is also associated with ineffective erythropoiesis, leading to intramedullary
hemolysis. Cobalamin deficiency is associated with insufficient dietary intake,
autoantibodies, medications, or malabsorption.H. pylori-induced gastritis is an
increasingly recognized etiology of cobalamin deficiency. A prospective co-
hort study of 138 patients with cobalamin deficiency showed 56% had
H. pylori infection; complete eradication of infection in 40% of these patients
resulted in significant improvement in anemia and serum cobalamin without
other therapy. A cross- sectional study of 60 patients demonstrated a similar
correlation between H. pylori gastritis and cobalamin deficiency. Despite this
correlation, there is a paucity of data regarding a possible underlying mecha-
nism. A proposed mechanism by Amadei et. al. suggests generation of anti-
H. pylori antibodies that cross react with parietal cell H+K+ATPase through
molecular mimicry, resulting in parietal cell destruction with reduction in IF
and HCl secretion. In addition, achlorhydria may result in reduced cobalamin
dissociation from ingested proteins.
CONCLUSION: - Severe cobalamin deficiency can present as
hypoproliferative hemolytic anemia.
- H. pylori-induced gastritis is an etiology of severe cobalamin deficiency.

HEPATO-PULMONARY SYNDROME: LOOK CLOSELY OR YOU
MIGHTMISS IT
Vinay Jahagirdar1; Satya Preetham Gunta1; Ellen Murray2; Angel Lopez-
Candales2
1Internal Medicine, University of Missouri Kansas City School of Medicine,
Kansas City, MO
2Cardiovascular Diseases, University of Missouri Kansas City School of
Medicine, Kansas City, MO. (Control ID #3707867)
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CASE: A Hispanic-speaking 63-year-old lady presented with left shoulder
pain and dyspnea since two weeks. Past history was significant for cirrhosis
due to autoimmune hepatitis and portal hypertension diagnosed 1.5 years prior.
Upon further questioning, she revealed that she had exertional dyspnea for 2
years, which got progressively worse after her COVID-19 infection, 14months
prior. On initial exam, her hemoglobin levels were unchanged with previous.
Troponin and BNP levels were unremarkable. CT Pulmonary Embolus scan
and shoulder X-ray were negative. However, her SpO2 which was 90% on
lying flat, fell to 84% on walking and she was admitted for further workup.
On exam, she had a loud S2, spider angioma, and clubbing. ABG showed an
alveolar-arterial oxygen gradient of 54.7 mm and PO2 of 61.7 mm. A contrast-
enhanced transthoracic echo with saline showed significant shunting with
dilated pulmonary veins. Upon close inspection, she had a small right to left
intracardiac shunt through an incidental PFO and a rather large intrapulmonary
shunt. This was confirmed on trans-esophageal echo. Right heart catheteriza-
tion showed a high cardiac index (5.3 L/min) suggestive of a high-output state,
as typically seen with cirrhosis. It also revealed increased right-sided oxygen
saturations, confirming the presence of a significant left to right shunt. Finally,
pulmonary CT angiography was negative for AVMs. These findings were
congruent with hepato-pulmonary syndrome (HPS) and based on her
presenting symptoms she was referred to hepatology for consideration of liver
transplantation.
IMPACT/DISCUSSION: HPS is characterized by abnormal oxygenation
due to intrapulmonary vascular dilations (IPVD) in the setting of advanced
liver disease. Diagnosis needs an elevated A-a gradient (≥ 15mm or ≥ 20mm if
>64 years). IPVDs may not be seen on CT scans and are optimally detected on
CE-TTE. The delayed appearance of injected microbubbles in the left heart, 3
or more cardiac cycles after visualization in the right heart signifies abnormally
dilated pulmonary capillaries which don’t trap the bubbles. TTE can help
differentiate intracardiac and intrapulmonary shunts, by revealing the source
of the microbubbles entering into the left atrium (across the atrial septum vs
pulmonary veins). Shunting classically causes platypnea-orthodexia (worsen-
ing dyspnea on standing or sitting, alleviated by lying down). Alterations in
lung parenchyma due to COVID-19 could have increased the flow through
intrapulmonary AVMs and contributed to the worsening of symptoms. Man-
agement of HPS is supportive. Liver transplantation improves survival. CON-
CLUSION: Evaluation and management of HPS involves multiple modalities
of testing and specialists in gastroenterology, cardiac imaging, interventional
cardiology, interventional radiology, and transplant surgery. The diagnosis of
HPS should escalate referral to a liver transplant center. Engaging medical
interpreters can help elicit more detailed history and improve clinical
outcomes.

HEREDITARY GINGIVAL FIBROMATOSIS WITH ASSOCIATED
SEVERE PERIODONTITIS IN A PATIENTWITHCHRONIC ALCO-
HOL ABUSE
Silvia Aluia1; Brandon Yousif3; Raef A. Fadel2
1Wayne State University School of Medicine, Detroit, MI
2Internal Medicine, Henry Ford Health System, Detroit, MI
3Anesthesiology, Henry Ford Health System, Detroit, MI. (Control ID
#3694907)

CASE: A 40-year-old female patient with a longstanding history of alcohol
abuse presented with altered mental status and facial swelling. Due to incom-
prehensible speech, there was concern for alcohol intoxication versus with-
drawal. Oral cavity examination revealed significant diffuse gingival hyper-
plasia with a ridge of gum tissue overlying the hard palate, as well as
periodontitis. She was hemodynamically stable on arrival with negative serum
and urine alcohol levels; laboratory studies were otherwise unremarkable.
Computed tomography scanning of the oral cavity was negative for abscess
but revealed severe periosteal mandibular molar disease. During her hospital-
ization, she wasmanaged conservatively with fluids. After close observation, it
was noted that her incomprehensible speech was due to gingival hyperplasia
rather than acute intoxication/withdrawal. Upon further questioning, she
revealed a family history of similar gingival disease in her mother and brother.
Her condition had worsened since childhood and contributed to social isolation

and depression, leading her to consume alcohol. Given extensive negative
work-up for secondary causes along with a convincing family history, she was
diagnosed clinically with Hereditary Gingival Fibromatosis (HGF) and pro-
vided social services, alcohol cessation resources, and behavioral therapy
referral.
IMPACT/DISCUSSION: HGF is a rare disorder characterized by slowly
progressive enlargement of the maxillary and mandibular gingiva. Autosomal
dominant inheritance is more common and typically non-syndromic, as in this
case [2]. The marginal gingiva, attached gingiva, and interdental papilla are
involved, whereas drug-induced hyperplasia spares edentulous areas [3]. Our
patient had an extreme case with gingival covering of exposed tooth surfaces,
separation of teeth, and distortion of the jaw. While scurvy causes tender,
bleeding gingiva [3], the tissue in HGF is pink, non- hemorrhagic, and firm.
Gingivectomy is the recommended intervention, however recurrence rate is
high [3], reflected by our patient who underwent multiple procedures in
childhood. While our patient suffered from this condition for many years and
was admitted frequently for alcohol intoxication and withdrawal, her heavy
alcohol use left her incomprehensible during admissions, likely contributing to
suboptimal medical care. This patient’s associated severe periodontitis likely
stemmed from a lack of access to consistent primary medical and dental care.
Two prior case reports describe hereditary [1] and idiopathic [2] gingival
fibromatosis with associated aggressive periodontitis, which is also known to
be genetically inherited and influenced by environmental factors including
smoking [2].
CONCLUSION: This case of hereditary gingival fibromatosis highlights the
distinguishing characteristics of this rare and potentially debilitating condition,
its association with severe periodontitis, and the impact of social determinants
of health on disease progression and complications.

HERPES SIMPLEX VIRUS ESOPHAGITIS IN IMMUNOCOMPE-
TENT PATIENT
Raj Shah1,2; Abhijit Marathe1,2; Stuti Patel3; Richard henriquez1,2; Amar
Mandalia5; Jignesh parikh4
1Internal Medicine, Osceola Regional Medical Center, Kissimmee, FL
2Internal Medicine, Orlando VA Healthcare System, Orlando, FL
3Internal Medicine, Trumbull Regional Medical Center, Warren, OH
4Pathology, Orlando VA Healthcare System, Orlando, FL
5Gastroenterology, Orlando VA Healthcare System, Orlando, FL. (Control ID
#3715504)

CASE: A 27-year-old male presented with burning pain extending from the
throat to the epigastric region with nausea, bilious emesis with streaks of bright
red blood and odynophagia for 5 days. He reported intermittent use of anabolic
s t e r o i d s w i t h l a s t u s e 2 w e e k s p r i o r t o p r e s e n t a t i o n .
Esophagogastroduodenoscopy (EGD) showed multiple punched-out ulcers
with no stigmata of recent bleeding in the distal esophagus . Biopsies were
consistent with herpetic esophagitis confirmed on immunostaining . Testing
for sexually transmitted infections including Human Immunodeficiency Virus
(HIV) was negative. Symptoms resolved with a course of Acyclovir for 10
days, with Sucralfate and Pantoprazole for 8 weeks.
IMPACT/DISCUSSION: Herpes Simplex Virus (HSV) esophagitis is fre-
quently described in immunocompromised hosts but rarely in the immuno-
competent. The mean age of incidence is 35 years with male predominance.
Patients usually have a systemic prodrome of fever, nausea or vomiting before
esophageal symptoms of odynophagia, dysphagia, heartburn, epigastric pain or
chest pain. The diagnosis of HSV esophagitis is usually based on endoscopic
findings confirmed by histopathological examination. Endoscopic findings
include friable mucosa with numerous well-circumscribed ulcers smaller than
2 cm, most commonly in the distal esophagus. Histologic findings include
multinucleated giant cells, with ground-glass nuclei and eosinophilic
inclusions. Immunohistochemical examination for HSV glycoproteins may
also be helpful. Serology usually shows an acute infection pattern for HSV,
with possible seroconversion up to 3 to 4 weeks later. Spontaneous resolution
of symptoms usually occurs after 1 to 2 weeks in immunocompetent patients,
although some may respond more quickly if treated with a short course of oral
Acyclovir.
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In our case, an immunocompetent male presented with prodromal symptoms
with odynophagia and epigastric pain in the setting of anabolic steroid use.
EGD showed characteristic ulcers in the distal esophagus, subsequently diag-
nosed as HSV on histopathological examination. Other common causes of
immunosuppression were ruled out. Multiple case reports have been published
linking the use of corticosteroids with HSV esophagitis, even in immunocom-
petent patients. This may indicate that even in patients with intact immunity,
transient immunosuppression can predispose them to esophageal HSV infec-
tion. Anabolic steroids could havemade this patient more susceptible, however
no strong evidence of such an association has been established.
CONCLUSION: This was a rare case of HSV esophagitis in an immunocom-
petent patient in the context of anabolic steroids use.While causation cannot be
established, it would be prudent for physicians to be mindful of anabolic
steroid use as a potential cause of pathologies typically seen in immunocom-
promised patients.

HEYDE SYNDROME: CORRELATION OR COINCIDENCE?
Abigail Braun2; Kavin Sundaram1; Robert T. Simril1; Daniel S. Trierweiler1
1Internal Medicine, University of Colorado, Denver, CO
2Internal Medicine, University of Colorado, Denver, CO. (Control ID
#3716473)

CASE: A 63-year-old female with a history of HOCM, severe aortic stenosis,
and recent NSTEMI after initiation of dual-antiplatelet therapy (DAPT)
presented to the hospital with a persistent occult gastrointestinal bleed. Previ-
ous workup was notable for an unrevealing colonoscopy, upper GI endoscopy,
and CT angiogram of the abdomen. She was transferred to a tertiary care center
due to escalating transfusion requirements, instability, and consideration for
specialized therapeutic GI evaluation. She was hypotensive on presentation
with physical exam notable for a II/VI crescendo-decrescendo systolic murmur
and pallor. Laboratory data was remarkable for a hemoglobin of 6.3 g/dL, von
Willebrand antigen 148%, vWF activity 99%, and a normal PT/INR. With
continued melena and need for frequent transfusions and a repeat negative
EGD, capsule endoscopy then visualized active bleeding in the proximal small
bowel. She then underwent push enteroscopy with epinephrine injection, APC,
and clip of single bleeding angioectasia in the jejunum. She continued to have
melanic stools post procedure and was monitored for an additional thirty-six
hours before she was discharged after an overall protracted hospital course.
IMPACT/DISCUSSION: Dr. Edward Heyde first described an association
between gastrointestinal bleeding and aortic stenosis (AS) in a case series
reported in the New England Journal of Medicine. (vWF) depletion in the
setting of severity of aortic stenosis was the proposed the possible mechanism,
with subsequent reversal after valve replacement surgery. Further retrospective
cohort studies, however, have assessed rates of GI bleeding among patients
with transthoracic echocardiography (TTE) proven aortic stenosis and have
argued against the strength of this association.
Within daily clinical life, it is nonetheless an association that often presents
itself to providers when initial work up for an occult bleed is unrevealing, and
further differentials must be accounted for.
CONCLUSION: Our patient was without AVWS, suggesting other possible
pathophysiology between angiodysplasia and AS. Alternatives include de-
creased gastrointestinal perfusion or latent intestinal angiodysplasia with bleed-
ing triggered by DAPT. This patient had a complicated hospital course requir-
ing multiple transfusions, repeat procedures, and possible delay in therapeutic
intervention. For upper GI bleed the sensitivity of EGD can be as high as 92%-
98%. This case may suggest that in patients with known severe aortic stenosis
presenting with GI bleed, physicians should have a lower threshold to obtain
imaging of the small bowel, and potentially plan for push enteroscopy soon
following an unrevealing EGD/Colonoscopy. This is further supported by
studies that suggest risk of AVM as source of bleeding with severe AS can
be up to 4.1 times more common than the general population.

HIDDEN IN PLAIN SIGHT: CASTLEMAN ’S DISEASE
PRESENTING AS FEVER OF UNKNOWN ORIGIN
Pinguang Yang1; Joseph DiTursi1; Prishanya Pillai1; Hani Katerji2; Gauri
Patil1; Paul Woods1; Bilal Ahmed1

1Internal Medicine, University of Rochester Medical Center, Rochester, NY
2Pathology, University of Rochester Medical Center, Rochester, NY. (Control
ID #3707052)

CASE: A 50-year-old female with a history of Crohn’s disease presented to the
emergency department with a two-day history of fevers, left ear and throat pain,
nuchal rigidity and frontal headache. On presentation, she was febrile,
tachycardic with a leukocytosis and lactic acidosis. CT neck ruled out
peritonsillar abscess for reported dysphagia and revealed a prominent left cervical
lymph node. She was started on empiric meningitis coverage and transitioned to
broad spectrum antibiotics after a negative lumbar puncture, but she continued to
have fevers. She developed acute renal failure thought to be iatrogenic from
antimicrobials and IV contrast. Infectious, rheumatologic and endocrineworkups
for fever of unknown origin (FUO) were unremarkable. On day five of hospi-
talization, she developed right-sided neck pain. Ultrasound showed bilateral
cervical lymphadenopathy and excisional biopsy was performed. Sections of
the lymph node show scattered follicles with regressed and involuted germinal
centers composed mostly of follicular dendritic cells, and containing few
lymphocytes with sclerotic blood vessels. The interfollicular spaces exhibit
prominent vascular proliferation with hyalinized walls, suggesting Castleman’s
disease (CD). CT chest did not show any evidence of lymphadenopathy. A final
diagnosis of unicentric CD (UCD) was rendered. She was discharged with
clinical improvement after lymph node excision.
IMPACT/DISCUSSION: Here we report a challenging case of UCD which
presented with acute onset of suspected meningitis and met criteria for sys-
temic inflammatory response syndrome (SIRS). CT neck revealed a single
prominent lymph node, presumably due to reactive adenopathy from infectious
etiology; however, fevers persisted beyond the expected timeframe on empir-
ical antibiotics. An extensive FUO workup revealed a diagnosis of CD, which
is a rare group of lymphoproliferative disorders and is classified as unicentric
and multicentric. Multicentric CD affects multiple lymph node regions and is
associated with systemic inflammatory symptoms, including weight loss, night
sweats and generalized lymphadenopathy. In contrast, UCD affects only a
single lymph node region, and its inflammatory presentation is usually mild.
Patients with UCD are usually asymptomatic except for localized lymphade-
nopathy. Our patient’s acute presentation of UCD with septic manifestations
and without prior systemic “B” symptoms builds on previous case reports of
this rare disease and expands it further. Furthermore, our case demonstrates the
importance of considering a lymphoproliferative disorder in the differential
diagnosis for FUO, even in the setting of a single enlarged lymph node.
CONCLUSION: CD is a rare lymphoproliferative disorder associated with
hyperactivation of the immune system. It should be included in the differential
diagnosis for patients presenting with FUO and lymphadenopathy.
UCD can present with systemic inflammation and is typically managed with
surgical removal of the affected lymph node.

HOCUS-POCUS: A CASE OF ANCA-ASSOCIATED VASCULITIS
WITH A VANISHING PERICARDIAL EFFUSION
Sarah E. Rusnak, Prishanya Pillai, David Staudt
Internal Medicine, University of Rochester, Rochester, NY. (Control ID
#3690815)

CASE: A 63 year-old woman with no significant medical history presented to
the hospital with progressive cough, fever, anorexia, fatigue and dyspnea. She
had undergone extensive outpatient workup with GI, pulmonology, and infec-
tious disease, which had been unrevealing. On initial evaluation, shewas found
to be hypoxic with acute renal failure, metabolic acidosis, electrolyte
derangements, and a right pleural effusion. Subsequent POCUS showed bilat-
eral pleural effusions (larger on the right than the left), a pericardial effusion,
and trace ascites. The patient underwent thoracentesis with improvement in her
respiratory status, but over the next 3 days her pericardial effusion increased
dramatically and developedmass-like inflammatory debris. Further workup for
various systemic etiologies of her symptoms ultimately revealed a diagnosis of
granulomatosis with polyangiitis. She was initiated on HD and high-dose
methylprednisolone. Within two days of starting therapy, her pericardial
effusion had almost entirely resolved.
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IMPACT/DISCUSSION: Our patient presented with many non-specific
symptoms with a broad differential diagnosis. Bedside ultrasound provided a
rapid way to evaluate this patient’s respiratory status. The American College of
Physicians has suggested that POCUS can be helpful in providing real-time
information in cases of diagnostic uncertainty. For this patient, POCUS
allowed for the characterization of a previously unrecognized left pleural
effusion, pericardial effusion, and ascites—increasing suspicion for a systemic
disease process. POCUS facilitated safe performance of an urgent thoracentesis
with improvement in her hypoxia, and serial ultrasounds over the next few
days demonstrated a highly unusual evolution of mass-like debris within an
increasing pericardial effusion that resolved within days of glucocorticoid
administration. This discovery of pericardial effusion in the setting of
ANCA-vasculitis emphasizes the underrecognized but fairly prevalent cardiac
involvement of these diseases (6-44%). Coronary vasculitis and pericarditis are
most frequently seen, though other manifestations have been described, and
cardiac involvement typically indicates a more advanced disease state. When
cardiac pathology is suspected, multiple diagnostic modalities are often re-
quired for diagnosis. For this patient, cardiac workup was limited to echocar-
diogram, as her effusion and symptoms improved rapidly with treatment.
CONCLUSION: In evaluation of patients presenting with dyspnea, point of
care ultrasound provides an efficient, minimally-invasive modality to evaluate
for multiple pathologies and may expedite treatment.
In cases of ANCA-associated vasculitis, pericardial involvement is often
overlooked. Clinicians should consider vasculitis on the differential diagnosis
for pericardial effusions particularly when other features of a multi-system
inflammatory illness are present.

HOT AND TRENDY: DYNAMIC USE OF H-SCORE TRENDS FOR
DIAGNOSIS OF HLH IN A PERSISTENTLY FEBRILE PATIENT
Josiah Strawser1; Amar Kohli2
1Internal Medicine / Pediatrics, UPMC, Pittsburgh, PA
2General Internal Medicine, University of Pittsburgh School of Medicine,
Pittsburgh, PA. (Control ID #3707467)

CASE: A 72-year-old woman with history of achalasia with Heller Myotomy
and fundoplication presented to the hospital with daily fevers and vomiting.
Initial workup demonstrated anemia and elevation in AST/ALT and ferritin.
Peripheral blood smear was unremarkable. CT chest/abdomen/pelvis with IV
contrast showed mild splenomegaly, but no lymphadenopathy or masses. A
broad infectious and rheumatologic workup was negative for source of fevers.
Hemophagocytic lymphohistiocytosis (HLH) was considered upon admission
but was disregarded after a calculated H- score provided a probability of <1%
for HLH. The patient continued to have daily fevers, while labs demonstrated
rise in ferritin, persistent anemia, elevation in AST/ALT, new-onset thrombo-
cytopenia, and elevated triglycerides; all these findings were concerning for
HLH. The patient underwent a bone marrow biopsy and was discharged home
at her request afterward. The biopsy showed diffuse large B-cell lymphoma
(DLBCL) without signs of hemophagocytosis, prompting re-admission to the
hospital for initiation of chemotherapy. Labs on re-admission showed further
elevation in ferritin and triglycerides which provided a >99% chance of HLH
by H-score. The patient was initiated on chemotherapy for DLBCL, as well as
steroids and etoposide for HLH. She responded rapidly to this treatment,
further confirming the likely diagnosis of HLH in the setting of DLBCL.
IMPACT/DISCUSSION: Studies have indicated that HLH is an
underdiagnosed, life-threatening cause of persistent fevers. Timely identifica-
tion and treatment of HLH can drastically improve mortality. HLH presents a
diagnostic challenge for clinicians. The HLH-2004 criteria require five of eight
findings for diagnosis; however, three of the eight criteria (NK cell activity,
soluble CD25, bone marrow biopsy) are difficult to obtain in a timely manner.
The H-Score was developed in 2012 to predict the likelihood of HLH while
utilizing more readily available clinical findings. The H- score produces
different likelihoods of HLH as illness progresses and clinical findings evolve.
The H-score provided a likelihood of <1% for our patient on day 1 of
hospitalization, while the calculated likelihood on day 9 was 80-88%. By
readmission to the hospital on day 16, the calculated likelihood of HLH was
>99%. Retrospective evaluation of this patient’s course has demonstrated that

trending of the factors incorporated into the H-score may have facilitated more
prompt diagnosis and treatment of HLH. Furthermore, this patient’s course
demonstrated that HLH can be highly probable even in cases of negative
hemophagocytosis on biopsy.
CONCLUSION: HLH should be on the initial differential for patients
presenting with persistent fevers, particularly in the setting of multiple
cytopenias and elevation in AST/ferritin/triglycerides. The H-score should be
utilized to aid in diagnosis of HLH; trending of H-score factors can result in
significant change in diagnostic likelihood of HLH.

HOW E. COLI SPILLED THE BEANS: RECURRENT GRAM-
NEGAT IVE BACTEREM IA FROM RENAL GRAFT
PYELONEPHRITIS
Alexander Jordan, Humayra Mayat, Erin Goss
Internal Medicine, Montefiore Medical Center, Bronx, NY. (Control ID
#3715986)

CASE: A 61-year-old male with end-stage renal disease on hemodialysis
following a failed dual direct donor renal transplant presented with two days
of fevers, chills, and generalized weakness. The patient has had prior five
admissions for sepsis secondary to Escherichia coli bacteremia in the past six
years, with the decision made to discontinue patient's tacrolimus regimen 14
months prior to presentation due to concern for immunosuppression limiting
bacterial clearance. He was noted to be febrile with a maximum temperature of
103.1 F and hypotensive requiring norepinephrine on arrival to the floor.
Following empiric antibiotics, blood cultures were drawn, and again grew E.
coli. CT Abdomen and Pelvis with IV Contrast further showed poor enhance-
ment of both transplant kidneys with surrounding soft tissue fat stranding,
consistent with graft pyelonephritis. Given that the suspected source of the
bacteremia was the infected donor transplants, Transplant Surgery was
consulted, and patient underwent dual allograft nephrectomy. He had an
unremarkable post-operative course and was weaned off vasoactive
medications following explantation.
IMPACT/DISCUSSION: Escherichia coli is the most common cause of
bacteremia in humans. Most patients experience clearance with an appropri-
ately tailored antibiotic regimen. However, recurrent bloodstream infections
(BSIs), defined as subsequent episodes of bacteremia ≥7 days after the first
episode, can occur in a subset of patients with established risk factors such as
hematologic malignancy, inadequate antibiotic treatment, and an extra-urinary
source of the blood stream infection.
Renal transplant recipients are at elevated risk of UTIs and associated
complications compared to the general population, due to chronic immuno-
suppressive regimens and underlying comorbidities including diabetes mellitus
and cardiovascular disease. UTIs are the most common reason for admission
for renal transplant patients and repeated infections can cause graft inflamma-
tion, fibrosis, and an increased risk of graft failure.
For failed renal allografts, there is a lack of consensus regarding the decision to
perform an allograft nephrectomy given the historically high perioperative
mortality rates (reported range 6 to 37% in one study). The main indications
for allograft nephrectomy from prior retrospective studies were due to either
graft tissue dysfunction including rejection syndromes, graft infection, or
neoplasia or from comorbidities of immunosuppression, in particular sepsis,
recurrent UTIs, or adverse medication side effects. One US retrospective
analysis from 2010 further showed a survival benefit for patients returning to
dialysis after a failed kidney transplant who underwent transplant
nephrectomy.
CONCLUSION: Patients with recurrent episodes of bacteremia from the
same organism should prompt further evaluation of adequate source control.
For patients with ESRD who returned to hemodialysis, failed transplant
nephrectomy offers a survival benefit for certain indications.

HSV-INDUCED APLASTIC ANEMIA
Oscar A. Hinojosa Castro, Cortney Mckay
Internal Medicine, Henry Ford Health System, Detroit, MI. (Control ID
#3715674)
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CASE:Wepresent the case of a 56-year-old female with a past medical history
of ESRD on hemodialysis, presenting with a three-day history of severe
stomatitis, accompanied by odynophagia, dysphagia, blood-tinged sputum,
and hoarse voice.
Physical exam demonstrated a fever, tachycardia, and extensive desquamation
and erythema of the buccal and soft palate mucosa, petechiae, and multiple,
bilateral, diffuse gray plaques, necrotic-appearing in the hard palate.
Laboratory tests revealed new-onset pancytopenia, including hemoglobin of
6.6 g/dl, WBC count of 0.4 K/uL with an absolute neutrophil count of 0.02
K/uL, and platelet count of 23 K/uL. The absolute reticulocyte count was 4-6
K/uL with a reticulocyte index of 0.04, indicating a hypoproliferative state.
Bilateral nasal endoscopy showed no significant findings. An initial frozen
biopsy of the oral lesions showed invasive fungal infection, concerning for
mucormycosis. Debridement samples showed no evidence of invasive fungal
elements. The patient was diagnosedwith neutropenic fever and thus started on
broad-spectrum antibiotic therapy. Despite this, the pancytopenia and the
stomatitis continued to worsen. Blood and oral mucosa cultures were negative.
The viral PCR panel revealed the presence of HSV-1 DNA in the oral mucosa.
Bone marrow biopsy was hypoplastic with less than 5% cellularity, and normal
molecular and cytogenetic profiles.
Given all of the objective data, this case was consistent with aplastic anemia
secondary to HSV-1 infection. The patient was placed on IV acyclovir, resulting
in rapid symptomatic improvement and ultimate recovery of all cell lines.
IMPACT/DISCUSSION:Aplastic anemia (AA) is a disease characterized by
the destruction of hematopoietic stem cells (HSC), which is induced by
oligoclonal expansion of T-cells, resulting in peripheral pancytopenia. Most
cases are idiopathic. Other commonly identified etiologies include medication
or drug exposure, immunologic disorders, and pregnancy. Viral infections are
also associated with AA, although evidence is limited to case reports and case
series of HIV, seronegative hepatitis, Parvovirus B19, and Epstein Bar Virus.
No reported cases of HSV-1 associated AA have been demonstrated in current
medical literature.
Although the bone biopsy was negative for HSV-1, it is likely that the mecha-
nism behind virus-induced AA is the induction of autoimmune response and not
the result of direct invasion of HSC. The case is also significant for the unusual
presentation of herpes stomatitis. Instead of presenting with the typical vesicles
and mucosal ulcers, the patient presented with necrotic-appearing plaques.
CONCLUSION: Most cases of AA are idiopathic. However, viral etiology
should be excluded, since they can respond to treatment
The absence of viral presence in the BMdoes not rule out a viral etiology, since
the underlying mechanism is likely immune-mediated.
Common etiologies of stomatitis should always be ruled out, even in the
presence of atypical features

HUMAN IMMUNODEFICIENCY VIRUS (HIV) INFECTION
PRESENTING WITH PROGRESSIVE RASH
Rafik ElBeblawy1; Christopher Terrell1; Nathaniel Moore1; Ali Hassoun2
1Internal Medicine, University of Alabama in Birmingham - Huntsville Re-
gional Medical Campus, Birmingham, AL
2Alabama Infectious Diseases Center, Huntsville Hospital, Huntsville, AL.
(Control ID #3689656)

CASE:A 25-year-old female with no medical history presented with progres-
sive petechial rash at the chest, trunk, bilateral forearms, and thighs. Patient had
the COVID-19 vaccine threeweeks prior. However, denied recent travel or tick
bites. No home medications nor recent hospitalizations, other than a tooth
extraction a month earlier. On physical exam, the patient's vitals were unre-
markable and had non-blanching petechial rash noted on her torso and bilateral
extremities. Labs were significant of platelet count 1,000/mcL, hemoglobin
12.9 mg/dL, WBC 7.52 x103 /mcL, absolute lymphocytes 3.33x103 /mcL.
Patient was administered two units of platelets followed by intravenous im-
munoglobulin (IVIG) and dexamethasone. No bleeding or hemodynamic
instability was identified. Platelet count improved to 100,000/mcL over the
next 24 hours. Further work-up revealed a positive HIV-1 antibody, absolute
CD4 256 cells/mcL, viral load 27,300 copies/mcL. Once starting antiretroviral
therapy (ART); bictegravir, emtricitabine, and tenofovir alafenamide, platelet
count increased within a month to more than 200,000/mcL.

IMPACT/DISCUSSION: Thrombocytopenia is defined as platelet count
below 150,000/mcL. HIV-induced cytopenias are common, mainly
neutropenia. However, sentinel events of thrombocytopenia are very rare in
otherwise healthy individuals. A review of 5,290 HIV patients at the University
of British Columbia from 1996 to 2012 revealed only 0.6% incidence of severe
thrombocytopenia which they defined as platelet count <20,000/mcL. The
exact pathophysiology is not clearly understood, but it is possible that
antibodies against HIV cross-react with platelets or possible immune alteration.
This is suggested by the prompt resolution of thrombocytopenia once ART is
initiated.
Immune thrombocytopenia (ITP) is a diagnosis of exclusion typically
presenting with thrombocytopenia while other cell lines are normal. The
greatest concern is when platelet counts drop less than 20,000/mcL due to
fears of intracranial bleeding. Literature is not decisive in a correlation between
platelet counts and risk of bleeding, yet it is suggested that circulating platelets
are younger and more effective to maintain hematopoiesis in ITP when
compared to other causes of thrombocytopenia. Treatment approach for ITP
depends on the bleeding risk. In the presence of bleeding, urgent platelet
transfusion, glucocorticoids, and IVIG are the mainstay of treatment. In ab-
sence of bleeding, individualized assessment of the condition is recommended
to either monitor or treat. Platelet counts below 20,000-30,000/mcL require
steroids or IVIG. In our case, she surprisingly presented only with minor
petechial bleeding. Prompt initiation of ART, close monitoring of platelet
response and CD4 count, as well as identifying resistant thrombocytopenia is
indicated once patient is medically stable.
CONCLUSION: Sole presentation of ITP due to HIV infection is rare. Risks
of critical bleeding and further management are crucial to prevent fatal
outcomes.

HUMAN IMMUNODEFICIENCYVIRUS INFECTIONPRESENTING
AS ACUTE RENAL FAILURE WITH UREMIC PERICARDITIS
Stephen N. Simeone1; Mary C. Colpoys2
1Department of Internal Medicine, UConn Health, Farmington, CT
2Department of Internal Medicine, Hartford Hospital, Hartford, CT. (Control
ID #3715980)

CASE: We present the case of a 30-year-old African-american female with no
medical history who presented to the emergency department due to an eleven
day history of left sided pleuritic chest pain. The patient denied any recent sick
contacts, recent foriegn travel, or new medications. On presentation, she was
afebrile, blood pressure was 132/82 mmHg, and she was saturating at 100% on
ambient oxygen with a respiratory rate of 16 breaths per minute. Chest
radiograph demonstrated no acute cardiopulmonary disease and electrocardio-
gram demonstrated normal sinus rhythm. Chemistry demonstrated an elevated
blood urea nitrogen of 23 mg/dL, creatinine of 3.8 mg/dL, and an estimated
glomerular filtration rate of 17 and complete blood count demonstrated an
acute normocytic normochromic anemia with a hemoglobin of 9.9 g/dL,
hematocrit of 31.6%; white blood cell count was 6,600 /uL and a platelet
count of 287,000/uL. Serum protein electrophoresis, sedimentation rate, c-
reactive protein, and complement levels were unremarkable. Given concern for
myopericarditis, the patient was initially treated with colchicine and a subse-
quent transthoracic echocardiogram demonstrated a normal left and right
ventricular systolic function, mild mitral regurgitation, and no pericardial
effusion. Subsequent renal biopsy demonstrated diffuse severe focal segmental
and global sclerosis (FSGS), tubular atrophy, and interstitial fibrosis. Human
immunodeficiency virus (HIV) 1 antibody was subsequently found to be
positive and the patient was found to have HIV-1 viral load of 14,379
copies/mL. The patient underwent HIV genotypic evaluation and was subse-
quently initiated on antiviral therapy with dolutegravir and lamivudine.
IMPACT/DISCUSSION: HIV is a retrovirus virus which induces an immu-
nodeficiency syndrome through the targeted destruction of CD4+ T-
lymphocytes. The acute retroviral syndrome that characterizes early HIV
infection typically presents with significant clinical heterogeneity which most
commonly includes non-specific symptomatology such as headache, myalgias,
gastrointestinal distress, and fatigue; approximately one quarter of patients may
not present with any symptoms. Complications of HIV infection can manifest
across all organ systems and include opportunistic infections, increased
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propensity for myocardial infarction and other cardiovascular disease, and
HIV-associated nephropathy (HIVAN). In addition to hypertension and dia-
betes mellitus, HIVAN is a significant cause of FSGS and is 3-4 times more
common in African-americans. To our knowledge, there are few cases of HIV
infection manifesting only as the sequelae of severe FSGS without any other
systemic manifestations.
CONCLUSION: HIV infection presents with a broad range of symptomatol-
ogy and must always be considered in all patients with undifferentiated organ
failure.
In patients with FSGS, HIVAN must be evaluated as a possible etiology
regardless of the absence of other symptoms of infection.

HYPERCALCEMIA FROM VITAMIN D TOXICITY MIMICKING
ACUTEMYOCARDIAL INFARCTION
Michelle Lee, Pamela Vohra-Khullar
Internal Medicine, Emory University School of Medicine, Atlanta, GA. (Con-
trol ID #3714886)

CASE: A 79-year-old female with past medical history significant for coro-
nary artery disease and a prior STEMI presented to the emergency roomwith 2
weeks of generalized weakness. She also reported a history of increased thirst
and severe constipation during this time period. She denied any chest pain or
shortness of breath. The patient was awake and oriented upon initial intake and
physical exam was unremarkable. Initial labs were notable for troponin of 96
ng/L, creatinine of 2.7 and calcium of 15.4. ST elevations in the precordial
leads were noted on EKG. The patient was emergently taken for cardiac
catheterization; however, her prior stents were patent and no significant steno-
sis was seen in her coronary arteries. Work up for hypercalcemia was signif-
icant for low-normal PTH (24 pg/mL), unmeasurable high 25-hydroxyvitamin
D (>120 ng/mL) and high 1,25-dihydroxyvitamin D (146 pg/mL), most
consistent with vitamin D toxicity. The patient reported recently starting a
new supplement purchased from a web-based merchant. This bone health
supplement lists 50 mg of cholecalciferol per daily dose, instead of 50 mcg.
If accurate, the patient had been taking 2 million IU per day. The resulting
hypercalcemia and vitamin D toxicity were treated with 1 week of prednisone,
fluids with as needed diuretics for history of severe congestive heart failure,
and a dose of zoledronic acid. With treatment, the patient’s hypercalcemia
resolved after a few days, and her creatinine stabilized around 1.9.
IMPACT/DISCUSSION:While vitaminD toxicity is still rare, there has been
an increasing number of case reports in the past decade. Interest in ensuring
vitamin D sufficiency has been growing, leading to increased rates of vitamin
D prescription and increased availability of over-the-counter supplements
allowing for more errors. These errors most often occur in formulation or
fortification, but can also be due to errors in prescribing or administration.
Vitamin D toxicity usually manifests with the symptoms of hypercalcemia. In
addition, acute kidney injury and even acute renal failure have been associated
with vitamin D toxicity. Interestingly, our patient also had hypercalcemia-
induced ST elevations on EKG. This phenomenon has previously been rarely
reported and is theorized to stem from QT shortening from hypercalcemia,
allowing for a high take off of the ST segment that mimics an acute myocardial
infarction.
CONCLUSION: Vitamin D toxicity is a rare cause of hypercalcemia, but has
increasingly been reported in the past decade, likely due to increased interest in
testing for and correcting vitamin D deficiency. We describe a case of vitamin D
toxicity due to intake of an unregulated vitamin D supplement, which caused
severe hypercalcemia symptoms and imitated an acute MI. In a broader setting,
this case highlights the importance of asking every patient about supplement use
and monitoring the use of both prescription and over-the-counter supplements.

HYPERSENSITIVITY PNEUMONITIS IN THE BACKGROUND OF
SUSPICION FOR SEVERE PNEUMONIA AND HISTORY OF HY-
PERTENSIVEURGENCY; THE SIGNIFICANCEOFMEDICALHIS-
TORY AND EARLY INTERVENTION.
Sabawoon Mirwais1; Ryan Webster2; Lee Gazourian2
1Internal Medicine, Lahey Hospital and Medical Center, Burlington, MA

2Pulmonary Critical Care, Lahey Hospital and Medical Center, Burlington,
MA. (Control ID #3715538)

CASE: A 61-year-old male with self-reported coronary artery disease (CAD),
Hypertension, and bipolar disorder who presented to the Emergency Room
with dyspnea. STAT chest CT angiography (CTA) was negative for pulmo-
nary embolism but it demonstrated scattered patchy ill-defined bilateral
ground-glass opacities concerning for possible atypical viral pneumonia. Basic
work-up showed elevated WBC count and lactic acid. He was started on
supportive management and empirical Ceftriaxone and Azithromycin. While
on the hospital floor, he started to have sinus- tachycardia and hypoxia
necessitating escalation in supplemental oxygen delivery modality. He was
later transferred to the ICU. Patient's hypoxic respiratory failure was suspected
to be an acute process strongly including COVID-19 pneumonia. Acute
bacterial insult was also considered as the WBC count was elevated and this
consideration discouraged against starting immunosuppressive regimen
targeted against possible COVID-19 pneumonia. A repeat CT scan of the chest
was ordered to better highlight the pulmonary findings. The study could not be
completed as the patient was unable to lie flat and was developing hypoxia.
The diastolic blood pressure (DBP) was noted be elevated and STAT chest x-
ray showed flash pulmonary edema. The patient was started on IV diuretics
and potent IV antihypertensive medications. He had not seen a physician for a
long time and the medical charts were deficient. The patient soon disclosed that
he had recently used synthetic form of inhaled cannabinoids and that he had a
similar episode after using synthetic inhaled cannabinoids one year prior. In the
meantime, the patient tested negative the second time for COVID-19 infection.
Taking these new developments into consideration, the suspicion for an
infective pulmonary process did not remain very strong. He was started on
IV steroids to address possible hypersensitivity pneumonitis which resulted in
prompt and drastic improvement in his respiratory status.
IMPACT/DISCUSSION: The patient's unknown COVID-19 vaccination
status, pulmonary imaging findings, and the sudden respiratory decompensa-
tion very strongly supported possible COVID-19 pneumonia. Acute bacterial
pneumonia was also on the differential diagnoses list. The patient's active
bipolar disorder made history-taking quite challenging.
Since the treatment modalities targeted against the possible etiology of his
respiratory failure varied greatly, the need for a clinical diagnosis was imperative.
CONCLUSION:Medical history-taking is the backbone of medical practice.
It has the highest yield when it comes to patient management. Our patient
presented with a spectrum that would be applicable to multiple pathological
processes but at the end it was a case of hypersensitivity pneumonitis to a
known allergen that was complicated by the presence of hypertensive urgency.
IV steroid initiation made significant improvement in the patient's respiratory
status as evidenced by the promptly decreasing supplemental oxygen need.

HYPERTENSIVE CRISIS AND END-STAGE RENAL DISEASE IN A
YOUNG MALE
Muaaz Masood1; Alyce Oliver1; Laura Mulloy2; Vatsalya Kosuru2
1Internal Medicine, Augusta University Medical College of Georgia, Augusta,
GA
2Nephrology, Augusta University Medical College of Georgia, Augusta, GA.
(Control ID #3715582)

CASE:A 21-year-old male with no significant medical history presented with
new-onset seizures. Vital signs were notable for blood pressure (BP) 181/
110 mmHg and heart rate 120 beats per minute. Examination revealed an
agitated and confused male. Laboratory studies were significant for blood urea
nitrogen 88 mg/dL, creatinine 12 mg/dL, negative urine drug screen and
negative urine metanephrines. Emergent hemodialysis (HD) was initiated.
The patient received intravenous nicardipine infusion and was subsequently
transitioned to oral antihypertensives. Renal ultrasound revealed echogenic
kidneys without renal artery stenosis. Hospital course was complicated by
posterior reversible encephalopathy syndrome (PRES) and a left cingulate
stroke. Patient underwent renal biopsy that showed interstitial glomerulone-
phritis and global sclerosis. His clinical condition subsequently improved and
he was discharged home with outpatient HD.
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IMPACT/DISCUSSION: Hypertensive crisis (HC) is a condition defined by
systolic BP >180 mmHg and diastolic BP >120 mmHg. HC is further classi-
fied as hypertensive emergency (i.e. malignant hypertension [MH]) and hy-
pertensive urgency by the presence or absence of end-organ damage (EOD),
respectively. Common etiologies of HC include medication non-compliance,
renovascular/renal parenchymal diseases, endocrine disorders and toxic
ingestions. History should focus on eliciting symptoms related to EOD. Our
patient’s encephalopathy was likely multifactorial due to metabolic derange-
ment, post-ictal state and hypertensive emergency. Treatment for HC involves
careful reduction of the mean arterial pressure by 10-20% within the first hour
followed by 5-15% over the next 24 hours using intravenous calcium channel
blockers, beta blockers or dopamine-1 agonists. PRES is a potential compli-
cation of HC and a clinical- radiological syndrome with reversible vasogenic
edema in the posterior cerebral regions.
While mortality and renal survival have improved with antihypertensive ther-
apy, progressive decline of renal function leading to ESRD is a major problem
in patients with MH. Our patient’s renal biopsy was consistent with ESRD
which was likely a sequela of chronic, uncontrolled hypertension (HTN) at a
young age. BP control during follow-up visits after hospitalization has been
shown to be an important modifiable predictor of renal outcome. Interestingly,
genetic variants in the apolipoprotein L1 (APOL1) gene have been associated
with an increased risk of focal segmental glomerulosclerosis, hypertension-
attributed end-stage kidney disease and other types of nondiabetic nephropathy
in African Americans (AA). Our patient stated that biological father was AA
but was unable to recall if his father had HTN. Patient opted to defer APOL1
testing.
CONCLUSION: Although outcomes have improved with antihypertensive
therapy, progressive renal decline leading to ESRD remains amajor problem in
patients with MH. Genetic variants in APOL1 confer an increased risk of
nondiabetic nephropathy in AA.

HYPERTROPHIC CARDIOMYOPATHY MASQUERADING AS
SEIZURES
Gregory M. Olenginski
Internal Medicine, UPMC, Pittsburgh, PA. (Control ID #3715709)

CASE: An 86-year-old woman with history of hypertension and seizure
disorder was admitted after multiple black-out spells. These episodes have
increased in frequency and she had a recent hospitalization for the same chief
complaint.
She attributes her black-out spells to her seizures, which were diagnosed over
10 years prior and have been treated with various antiepileptic drugs. Outpa-
tient medications include amlodipine, losartan, metoprolol, phenobarbital, and
valproate.
On examination, BP was 160/90 mmHg and a harsh, grade 4/6 holosystolic
murmur that increased in intensity with Valsalva was auscultated most prom-
inently at the cardiac apex. No seizure activity was recorded on EEG. ECG
demonstrated first-degree AV block and right bundle branch block, unchanged
from prior. Echocardiogram demonstrated asymmetric left ventricular septal
hypertrophy, ejection fraction of 65-70%, and systolic anterior motion of the
mitral valve with dynamic left ventricular outflow tract (LVOT) obstruction
greater than 60 mmHg.
Her metoprolol was increased from 12.5 to 75 mg BID, amlodipine was
discontinued, and disopyramide 100 mg q8hr was initiated with inpatient
monitoring. Cardiac MRI demonstrated hypertrophic cardiomyopathy
(HCM) with basal septal hypertrophy measuring 15 mm.
IMPACT/DISCUSSION: Considering the new diagnosis of HCM, we
reexamined the patient’s long-standing diagnosis of seizure disorder. Dynamic
LVOT obstruction more reasonably accounts for her black out spells and
syncope.
Diagnosis of HCM requires the presence of a left ventricular wall thickness
≥15 mm unexplained by abnormal loading conditions (e.g. hypertension or
valvular disease). One must also rule out the genetically-mediated phenocopies
(e.g. Fabry’s disease, amyloidosis, lysosomal/glycogen storage diseases, and
hemochromatosis).

The CardioNerds podcast presents the 4 P’s prevention framework for patients
with HCM. (1) Prevent symptoms with medical therapy (beta-blockers, non-
dihydropyridine calcium channel blockers, disopyramide) or surgically (surgi-
cal myomectomy, alcohol septal ablation, heart transplant) when refractory to
medicine. (2) Prevent stroke by anticoagulating all patients with atrial
tachycardias regardless of CHADSVASc. (3) Prevent sudden cardiac death
(SCD) in family members by screening all first-degree relatives with ECG and
echocardiogram. (4) Prevent SCD with implantable cardiac defibrillator when
appropriate.
CONCLUSION: Diagnosis of HCM requires left ventricular wall thickness
≥15 mm unexplained by abnormal loading conditions and exclusion of
phenocopies. HCM management is predicated on prevention, and the 4 P’s
framework is a comprehensive approach to patient management.

HYPONATREMIA - A PERSISTENT DILEMMA
Abhijai Singh, Mandeep K. Babbra, John Ning
Internal Medicine, Medical College of Wisconsin Department of Medicine,
Milwaukee, WI. (Control ID #3707510)

CASE: A 62 year old man with PMH of cryptogenic cirrhosis and
hepatopulmonary syndrome presented to our hospital with anasarca and new
onset hypoxemic respiratory failure. Historically, he reported mild visual
blurring on the left eye for 4-6 weeks prior to presentation. In the outpatient
setting, his primary care provider and gastroenterologist had progressive
challenges maintaining diuresis with Lasix and Aldactone due to SBP inter-
mittently below 90 mm Hg.His sodium had also gradually drifted from 135 to
130 meq/L.
On presentation a diagnosis of decompensated cirrhosis with anasarca and
hyperosmolar hyponatremia was made. His MELD sodium score was 19 on
admission. He was treated with therapeutic paracentesis and thoracentesis.
Fluid analyses were consistent with low SAAG ascites and transudative pleural
effusions. Chemistry profile revealed sodium at 130meq/l with S osmolality of
265 mmol/kg. To allow for diuresis the patient was given albumin in addition
to lasix. The sodium continued to worsen to a nadir of 122 meq/l with MAP
fluctuating between 45-55 mm Hg and SBP fluctuating between 80-90 mm
Hg.
Given his low sodium levels and borderline blood pressures the patient was
evaluated for adrenal insufficiency. His AM cortisol was 8.6 (4.8-19.5 mcg/dl).
Further endocrinological data revealed IgF-1 <10(49-214 ng/ml), TSH 0.25(
0.27-4.2 IU/ml), Free T4 0.55(0.82-1.77 ng/dl) Test results confirmed
panhypopituitarism. CT followed by MRI and described below. In addition,
formal visual field assessment revealed Bitemporal Hemianopsia
Fig 1 a. CT brain without contrast revealed a cystic sellar mass at 3 .9 cm size
Fig 1 b. MRI of the brain with Gd enhancement revealing Optic Chiasmal
compression from the cystic mass suggestive of a Rathke’s Cleft cyst.
The patient was started on stress doses of steroids, IV levothyroxine with
improved electrolytes and hemodynamics with MAP of 70-80 mm Hg. He
underwent endonasal endoscopic sellar cyst resection with uncomplicated
postoperative course.
IMPACT/DISCUSSION:This case highlights the increased vigilance needed
for adrenal insufficiency in a patient. Although rare, Rathke's cyst when large
enough cause endocrinological and anatomical complications. Multiple etiol-
ogies of hyponatremia including hypothyroidism, adrenal insufficiency and
fluid overload coexisted in this patient posing diagnostic and therapeutic
challenges.
Petersson M et al reported 45 % of patients with cyst>18 mm had visual field
impairment and 36% had hypopituitarism. Increased awareness in patients
with new onset visual symptoms, blood pressure fluctuations and electrolyte
disturbances should be the trigger for investigations into the same. Surveillance
would be needed with > 10% recurrence rates in post-surgical periods.
CONCLUSION: Alternative etiologies should be investigated for
hyponatremia even in cirrhotics with underlying hypervolemic hypo-osmolar
hyponatremia
Multidisciplinary perioperative management is needed in these patients as well
as patients may go into an adrenal crisis.
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HYPONATREMIACAUSINGCONFUSION,ORCONFUSIONCAUS-
ING HYPONATREMIA? A RARE CASE OF HYPONATREMIA
CAUSED BY LGI1 ASSOCIATED LIMBIC ENCEPHALITIS
Jaspreet Sian, Gauri Singh, ibrahim qaqish. Internal Medicine, Creighton
Alliance: St. Joesph's Hospitals and Medical Center, Phoenix, AZ. (Control
ID #3716298)

CASE: 75 year old female with coronary artery disease presented after being
found down and had tonic clonic movements of both upper and lower extrem-
ities. Vitals were normal save blood pressure of 167/83 mmHg. Physical
examination showed a laceration on her head. Labs were significant for a
WBC of 14.2 K/uL, sodium of 117mmol/L, potassium of 2.8 mmol/L, chloride
of 85mmol/L, osmolality of 248 Osm/kg H2O, Urine osmolality of 726 Osm/
kg H2O and urine Na of 74 mEq/L. CT head showed no acute intracranial
abnormality. Seizures were attributed to the hyponatremia and she was treated
with normal saline at 100 mL/hr. The following day the patient’s sodium had
decreased to 113 mmol/L and she had multiple episodes of seizures. Hyper-
tonic saline was started and patient continued to have aNa level of 113mmol/L.
Neurology was consulted and a lumbar puncture was completed which was
normal.
Electroencephalography monitoring showed numerous clinical episodes and
her cognitive ability started to decline. She started to develop progressive
cognitive impairment, startle trigger, ocular dysfunction and gait dysfunction.
MRI brain showed subtle right lentiform nucleus enhancement, likely a cap-
illary telangectasia. CSF was sent out for viral and autoantibody screening.
HSV, west Nile, CMV, varicella, cocci, NMDA and T. pallidum were nega-
tive. Anti-leucine rich anti glioma 1 protein (anti-LGI1) was positive. Patient
was started on solumederol and plasmaphoresis for 5 days. Sodium increased
to 130mmol/L and neurological symptoms resolved.
IMPACT/DISCUSSION: Limbic Encephalitis affects the amygdala,
thalamus, hypothalamus and medial temporal lobes causing behavioral and
personality disturbances; seizures, and psychiatric symptoms. Usually consid-
ered a paraneoplastic syndrome associated with small cell lung cancers, germ
cell tumors of the testis and tumors of the ovaries. Non paraneoplastic is
associated with infections, immunosuppression and autoimmune. Auto-
antibodies associated with the autoimmune encephalitis include NMDA re-
ceptor, glutamate 1 and 2 receptors, and leucine rich anti glioma 1 protein
(LGI1). LGI1 functions on the synaptic transmission in the lateral temporal
area and loss of function of this leads to seizures. The severe hyponatremia
associated with the antibody can be linked to the fact that it is highly expressed
in the hypothalamus and thus have excess release of ADH. This correlatedwith
our patient who had low serum osmolality, high urine sodium output and urine
osmalarity leading to a picture of syndrome of inappropriate ADH. Also, it has
been shown that LGI1 is also expressed in the tubules of the kidneys and there
is a possibility of a direct affect on the kidney. Treatment is steroids, IVIG, and
plasmapheresis. Also, many developed malignancies later and require frequent
screening for tumors.
CONCLUSION: Confusion and seizures are symptoms of severe
hyponatremia, however if it does not resolve the confusion can be the cause
of hyponatremia and encephalitis needs to be considered.

I CAN'T WALK AROUND THE FARM ANYMORE
Chloe A. de Crecy. Internal Medicine, Vanderbilt University Medical Center,
Nashville, TN. (Control ID #3715746)

CASE: An otherwise healthy 57-year-old male presented to the hospital with
acute on chronic dyspnea in addition to subacute fever, night sweats, weight
loss and anorexia. He reported one to two years of worsening shortness of
breath aggravated by exertion and a chronic dry cough. A month prior to
presentation, the patient developed fevers to 102°F, night sweats, and uninten-
tional weight loss of 35 pounds. Around the time fever onset, he tested positive
for influenza A, but his symptoms subsequently continued to worsen. Social
history was notable for remodeling his 1940s farmhouse for the past three
years. His wife had also been exhibiting shortness of breath and fevers. He
denied exposure to birds, international travel, known exposure to people with
tuberculosis, and prison time or work. On presentation, the patient was febrile

to 100.7, tachypneic to the 20s with oxygen saturation of 97% at rest decreas-
ing to 93% with ambulation.
Basic labs were unremarkable. CT chest was remarkable for innumerable
bilateral pulmonary nodules, mostly in a perilymphatic distribution with nu-
merous nodules touching the pleura. CT also showed mediastinal and hilar
lymphadenopathy and a right posterior paramedial consolidation. Workup
included a respiratory pathogen panel, bacterial and fungal blood and sputum
cultures, (1,3) Beta-D-Glucan, Aspergillus galactomannan, acid fast bacteria
sputum, Quantiferon Gold, serum and urine histoplasma antigen, urine blasto-
mycosis antigen, cryptococcus, HIV, and 1,25-dihydroxyvitamin D. Notable
results included positive human metapneumovirus and positive urine
histoplasma antigen at 11.29 ng/mL. He was initiated on itraconazole therapy.
IMPACT/DISCUSSION: Given the patient’s CT findings and clinical pre-
sentation, the differential diagnosis was quite broad, favoring granulomatous
disease including tuberculosis, fungal infections, and sarcoidosis. Malignancy
was also an important consideration. Considering the patient’s clinical stability
and high suspicion for granulomatous disease, the treatment team opted for
awaiting the results of fungal studies prior to bronchoscopy. It is important to
recognize this broad differential and to send an appropriate workup but also to
elect the most non-invasive approach if safe to do so.
Notably, acute viral illness superimposed on chronic histoplasmosis is what
prompted this patient to seek medical care. This demonstrates the importance
of recalling that more than one process may explain a clinical presentation.
CONCLUSION: Histoplasmosis is a cause of diffuse micronodular pulmo-
nary disease that should be considered in endemic areas.
If patient condition allows, the least invasive path to diagnosis is preferred.
Superimposed viral illness may be the trigger for presentation of underlying
pulmonary disease.

I CAN’T BELIEVE IT WAS BUTTER! - SEVERE FECAL INCONTI-
NENCE AND DIARRHEA IN A 49- YEAR-OLD MAN
James Duehr1; Bharat Pillai2; Jonathan C. Li3; Chelsea F. Dahl4
1School of Medicine, University of Pittsburgh, Pittsburgh, PA
2Neurology, UPMC Presbyterian, Pittsburgh, PA
3Internal Medicine-Pediatrics Residency Program, UPMC, Pittsburgh, PA
4Internal Medicine, University of Pittsburgh, Pittsburgh, PA. (Control ID
#3716022)

CASE: A 49-year-old man with a history of pancreatic stricture s/p Whipple,
prolactinoma s/p resection, chronic hip osteomyelitis, and borderline person-
ality disorder presented with 8 weeks of “watery”, non-bloody diarrhea asso-
ciated with eating. It is accompanied by urgency, incontinence, and RLQ
abdominal pain relieved with defecation. He describes a 20 lb. weight loss
over this period. He denies recent dietary changes or travel.
Over his 8-day admission, he had profound nausea treated with ondansetron
but no episodes of diarrhea. Instead, he was constipated and required a bowel
regimen to provide a stool sample whichwas sent for fecal elastase only. Given
a lack of diarrhea, there was low suspicion for infectious causes. CT imaging
was unrevealing. He was discharged. The next morning, the patient had large
volume liquid diarrhea and returned to the hospital.
Again, the diarrhea resolved with admission and instead presented as consti-
pation. Nausea was treated with ondansetron. As this is known to cause
constipation, metoclopramide was substituted.1 The patient had soft-
consistency stools, but no liquid diarrhea even while eating large, regular
meals. Stool pathogens, O&P, C. difficile, and urine toxicology were negative.
Endoscopy and colonoscopy were unremarkable with negative random
biopsies.
Given the situational symptoms, psychiatric history, and high healthcare
utilization, there was concern for a factitious or somatoform cause. On the
day of discharge, the outstanding fecal elastase resulted at 24 ug/g, representing
severe exocrine pancreatic insufficiency. Upon investigation, it was deter-
mined that the patient’s husband was an accomplished chef and cooked almost
exclusively with butter, whereas the hospital cafeteria used primarily vegetable
oils; this was likely responsible for the patient’s contextual presentation. The
patient was started on pancrealipase, and remains symptom-free.
IMPACT/DISCUSSION: Pancreatic insufficiency must be considered when
working up newfound diarrhea without frank steatorrhea and a remote history
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of pancreatic disease. Psychiatric and chronic illnesses can bias the care team in
favor of factitious and somatoform disorders, which should be reserved as true
diagnoses of exclusion. All possible organic causes must be fully investigated
before being excluded. Furthermore, the hospital environment is not the home
environment. Medications and dietary offerings can alter the patient presenta-
tion, obscuring diagnosis.
CONCLUSION: Frank steatorrhea, though pathognomonic, can be absent or
situational in pancreatic insufficiency. Medications and hospital diets can mask
steatorrhea and cloud diagnostic decision making.
Diagnoses of exclusion may become distractors in undifferentiated
presentations of diarrhea.

IDENTIFYING NEW STROKE VS. OLD STROKE DURING TRANS-
FER OF CARE IN A HOSPITAL SETTING
Madison H. Jacobson1; Paul B. Lee2,3
1School ofMedicine,Wayne State University School ofMedicine, Detroit, MI
2Detroit Medical Center, Detroit, MI; 3Department of Neurology, Wayne State
University, Detroit, MI. (Control ID #3715597)

CASE: A 77 year old female presented to the ED due to headache and
generalized weakness. On presentation, she was hypotensive at 70/40 mmHg
and could not contribute to her history. She was placed on Levophed drip and
empiric antibiotics due to concern of septic shock and was admitted to the
MICU. In the ED, CT head and CT abdomen/pelvis were ordered to localize a
source of infection. She had a history of right middle cerebral artery (MCA)
stroke in 2017 with residual left sided weakness, hypertension, peripheral
artery disease and colon cancer status post resection. The next day she was
transferred to the IM team and examined. Her left arm was cold to the touch, a
radial pulse was not palpable but found on Doppler, and she was unable to
move or feel sensation in her left upper extremity. However, she reported using
her left arm that morning to pull herself up in bed and using it at home to cook
prior to this hospitalization. She also showed left hemineglect and hemianopsia
(NIHSS 11). The CT head returned and showed acute ischemia of the right
parietal area with an acute on chronic right MCA stroke. A stroke code was
called 10.5 hours after estimated last known well. CT Perfusion and CT
Angiography were ordered to evaluate for utility of thrombectomy of a large
vessel occlusion within the 24 hour window, as the patient was outside of the
4.5 hour tPA window. CTP showed an acute infarct in the posterior right
parietal lobe with penumbra. CTA of the head/neck showed a thrombus in the
right carotid artery and thrombosis of the right vertebral artery. She was not a
candidate for thrombectomy, but dual antiplatelet therapy was initiated. The
patient also had fungemia during her hospital course which delayed angiogra-
phy to determine if stent placement was necessary. The CT abdomen/pelvis
returned showing a presacral mass which was concerning for an abscess and
was thought to be a potential source of the fungemia and initial shock picture.
However, fluid culture from the mass displayed no growth, increasing the
probability that the source of fungemia was a central line. Ultimately, a stent
was not placed and she went to a rehabilitation center.
IMPACT/DISCUSSION: The patient developed new stroke symptoms after
presenting to the ED with hypotension. It is crucial to check for signs of stroke
after hypotension, especially with history of vascular disease or previous
stroke. Of note, the patient was unaware of her motor and sensory deficits,
so they would not have been discovered without a neurological exam. This
case also shows that establishing the patient’s baseline is critical to distinguish
new strokes from exacerbations of old strokes.
CONCLUSION: ● Continue to evaluate for signs of stroke after profound
hypotension, as presentation can be delayed.
● Obtain a thorough history and neurological physical exam during transfer of
care, as determining baseline in a patient with a previous stroke is vital.

IDIOPATHIC INTRACRANIAL HYPERTENSION IN A YOUNG
ADULT FEMALE
Shine Vazhappilly, John Harcha, Shazia Chaudhry
Internal Medicine, Mercy Health, Cincinnati, OH. (Control ID #3714050)

CASE: A 30-year-old female with PMHx of GAD and obesity (BMI 32)
presented to the ED for progressively worsening headaches associated with
decreased visual acuity and visual field darkening. She was seen at an urgent
care 2 weeks prior to admission and subsequently the same ED, and discharged
home with conservative measures (IV fluids, analgesia). Due to worsening
visual symptoms, she was evaluated at an outside ophthalmologist who noted
severe papilledema on fundoscopic exam. She was instructed to pursue further
care at the nearest ED. On arrival to the ED patient's vital signs were stable,
however she had worsening headache as well as darkening and blurring of
vision in both eyes. She also endorsed numbness and tingling of upper
extremities and upper neck pain. On ROS, she endorsed remote use of OCP’s
1 month prior to symptom onset. Lumbar puncture was done with significant
improvement of symptoms. MRI results were compatible with pseudotumor
cerebri. Neurology and Neurosurgery were consulted and recommended
starting high-dose Acetazolamide as well as emergent ventriculoperitoneal
(VP) shunt placement. By the time of hospital discharge, the patient noted
improvement of ability to see outlines, shapes, and color as well as slow
improvement of visual field darkening.
IMPACT/DISCUSSION: Idiopathic intracranial hypertension (IIH), or
pseudotumor cerebri, is characterized by increased intracranial pressure (ICP)
and its associated manifestations. The incidence in the general population is 1-
2 per 100,000 however increases over 20x in young, obese females. Increased
ICP should be suspected in any patient who presents with headache and visual
deficits, and further evaluated with fundoscopic exam. Early identification and
management of this condition is key in preventing permanent visual loss.
Management is centered around reducing ICP, with first-line treatments in-
cluding medications such as acetazolamide. Refractory or fulminant cases
characterized by rapid visual loss are treated with CSF diversion using VP
shunt, as in our patient. Further surgical options include venous sinus stenting
or optic nerve sheath fenestration. This case highlights the importance and
utility of early fundoscopic exam to identify papilledema, as our patient
experienced significant delays in care and progressively worsening visual loss.
Strengths highlighted through this case include the efficient coordination
between multiple subspecialties to create and execute a management plan.
Additionally, the patient was arranged follow-up care with a specialized eye
institute and provided visual support services to assist in her ongoing deficits.
CONCLUSION: Headache and worsening visual deficits in young, obese
females suggest increased ICP and should be evaluated further with
fundoscopic exam.
Early identification of increased ICP can improve patient outcomes, including
prevention of permanent visual loss.

IDIOPATHIC ISOLATED RIGHT VENTRICULAR DYSFUNCTION
IN THE SETTING OF RECENT COVID-19 INFECTION: A CASE
REPORT
Karan Rai1,2; Rajiv Patel1,2; Kristen Vossler2; Janna Hardland2,3
1Department of Medicine, University of Colorado, Denver, CO
2School of Medicine, University of Colorado, Denver, CO
3Division of GeriatricMedicine, University of Colorado, Denver, CO. (Control
ID #3706881)

CASE: We describe a case of isolated acute right ventricular (RV) strain not
attributable to pulmonary embolism (PE) or Acute Respiratory Distress Syn-
drome (ARDS) in the setting of recent COVID-19 infection.
A 77-year-old male with medical history notable for type 2 diabetes, obesity,
chronic kidney disease, obstructive sleep apnea, and chronic hypoxemic res-
piratory insufficiency with a last known left ventricular ejection fraction
(LVEF) of 77% on admission with preserved RV function, and recent
COVID-19 infection was admitted for septic shock secondary to a post-viral
MRSA pneumonia 12 days after diagnosis with COVID-19. On day 5 of
admission, after completion of antibiotic therapy and resolved shock, the patient
developed relative hypotension and an oliguric acute kidney injury with creati-
nine of 1.9 (previously 1.0) and urine microscopy findings consistent with acute
tubular necrosis. EKG at the time showed new incomplete right bundle branch
block. On day 8 of admission, relative hypotension continued with an uptrend in
creatinine to 4.8 despite adequate fluid resuscitation. EKG showed new complete
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right bundle branch block with high-sensitivity troponin peaking at 550 (previ-
ously 15). A transthoracic echocardiogram showed enlarged RV and isolated
severe hypokinesis of the RV mid-free wall consistent with “McConnel’s sign”
and acute right heart strain, with poorly visualized left ventricle, but without
regional wall motion abnormalities. CTA Chest evaluating through the segmen-
tal arteries ruled out acute PE. Acute coronary syndrome was ruled out with
traditional and right-sided EKG. Oxygen requirements remained unchanged
throughout the course of his admission. The patient was transferred to the ICU
for undifferentiated shock requiring triple pressor therapy and eventually died
from acute renal failure and volume overload.
IMPACT/DISCUSSION: While RV strain secondary to ARDS and PE has
been implicated in COVID-19 and found to be an independent predictor of
mortality, there is limited literature describing isolated RV dysfunction in their
absence. Increasing reports showing cardiac microthrombi in autopsies of
COVID-19 patients suggest alternate etiologies of RV injury and suggest
potential utility of empiric therapeutic anticoagulation in all patients presenting
with COVID-19.
Alternatively, direct viral injury isolated to the RV may be unique in COVID-
19. Additionally, “McConnell’s sign” combined with enlarged RV is tradi-
tionally considered a specific marker of PE, with reported specificity of 94% in
the original report. However, there are increasing reports shedding doubt on the
specificity of this finding.
CONCLUSION: This case demonstrates the need to consider alternate etiolo-
gies for RV dysfunction in COVID-19, including microthrombi and direct viral
injury. Additionally, this case adds to the growing literature demonstrating the
limitation of “McConnell’s sign,” even in patients with high suspicion for PE.

IGA NEPHROPATHY WITH NORMAL IGA AND COMPLEMENT
LEVELS
Yutong Dong, Julia Cherkasova
Internal Medicine, New York University Grossman School of Medicine, New
York, NY. (Control ID #3708879)

CASE: A 38-year-old male patient, without known past medical history not
having seen a physician for 12 years since immigrating to the United States,
presented to an academic hospital in northeastern United States for 3 weeks of
worsening exertional dyspnea, bilateral lower extremity swelling and reduced
urination. His mother was diagnosed with type 2 diabetes (T2D) around age 40
years old and starting hemodialysis around age 60.
Patient had severe anion gap metabolic acidosis with hypertensive urgency,
markedly elevated blood urea nitrogen- creatinine ratio and normal hemoglo-
bin A1C. Urine analysis showed large protein and moderate blood. Spot urine
protein-creatinine ratio was 5935g, suggesting nephrotic range proteinuria.
Abdominal ultrasound revealed increased bilateral echogenic kidneys without
hydronephrosis.
Nephrology was consulted with patient undergoing same day emergent dialy-
sis and tolerating additional sessions. Extensive work-up was obtained to
elucidate patient’s renal failure, including serum and urine protein electropho-
resis with immunofixation, HIV, kappa and lambda, hepatitis panel, anti-
nuclear antibody panel, complement levels, phospholipase A2 receptor anti-
body, proteinase-3 antibody (p-anca), myeloperoxidase antibody (c-anca),
anti- streptolysin antibody and anti-glomerular basement membrane antibody.
Labs returned normal. Suspicion was high for primary glomerulonephritis and
interventional radiology was consulted for renal biopsy. Pathology showed
IgA nephropathy with chronicity. At discharge, patient’s metabolic acidosis
and hypertensive urgency were resolved with relevant outpatient appointments
arranged.
IMPACT/DISCUSSION: IgA nephropathy (IgAN) is a common cause of
glomerulonephritis with estimated 12% incidence in the US. Up to 40% of
IgAN patients may develop end-stage renal disease. IgAN may have a genetic
component. Although several cases have reported IgAN with elevated IgA or
low complement levels, the gold diagnostic standard remains renal biopsy.
Lacking diagnostic options, several studies have investigated additional diag-
nostic biomarkers including IgA/C3 ratio1.
We presented a case of young man without significant history who presented
with symptoms including nephrotic range proteinuria requiring dialysis,
ultimately diagnosing with IgAN after extensive workup including normal

ANCA, IgA and complement levels but elevated IgA/C3 ratio. His mother
started dialysis around age 60 but genetic involvement is confounded by her
T2D.
CONCLUSION: Our case illustrates that IgAN should be high on the differ-
ential for patients aged less than 40 years old with nephrotic/nephritic
symptoms. Patients with IgANmay not have elevated IgA or low complement
levels; therefore, biopsy is still warranted if suspicion is high.
Reference:
Gong W-y, et al. High serum IgA/C3 ratio better predicts a diagnosis of IgA
nephropathy among primary glomerular nephropathy patients with proteinuria
an observational cross-sectional study. BMC Nephrology. 2019/04/30
2019;20(1):150

ILEOCECAL VENOUS OCCLUSION IN A PATIENT WITH CIR-
RHOSIS AND ESOPHAGEAL VARICES
Sahil Bharwani1; Sangeetha Isaac2; Robyn Schwartz1; Joslin Stanton1; Sumit
Goyat2; Jan Westerman2
1Student, Alabama College of Osteopathic Medicine, Dothan, AL
2InternalMedicine, North AlabamaMedical Center, Florence, AL. (Control ID
#3716246)

CASE:A 66-year-old male with history of Child B liver cirrhosis complicated
by portal hypertension and esophageal varices, presented to the emergency
with severe diffuse abdominal pain, nausea and vomiting, of 1 day duration.
On arrival he was hemodynamically stable with heart rate 71, BP of 160/70, O2
sat of 98. Physical examination was significant for mild pallor of the conjunc-
tiva, dry oral mucosa, a nondistended, soft, abdomen with mild tenderness in
the lower quadrants. No rebound or guarding present. Physical exam was
otherwise unremarkable.
Initial lactate was elevated and ischemic enteritis was suspected. Computed
tomography of the abdomen and pelvis showed an occlusive thrombus in the
ileocolic vein, nonocclusive thrombus within the superior mesenteric vein &
portal vein and enteritis. Therapeutic heparin was initiated.
Initial decision was made to conservatively manage patient; however lactic
acid remained despite appropriate medical management. He was taken for
exploratory laparoscopy and intraoperatively was found to have mildly hyper-
emic serosa appearance without gross full thickness necrosis or discrete areas
of necrotic bowel.
Systemic anticoagulation was continued and prior to transitioning to oral
anticoagulants, he underwent Esophagogastroduodenoscopy, which showed 4
columns of oozing grade 2 varices. Thesewere bandedwith resultant hemostasis.
He was considered high-risk for anticoagulants and decision was made to utilize
Coumadin with potential for need of rapid reversal a major consideration.
IMPACT/DISCUSSION: The management of this patient involved complex
decision making and analysis of risks and benefits of anticoagulating this
patient. This case represents careful consideration of all available options,
logical reasoning, and reference to emerging data
CONCLUSION: Thrombosis including mesenteric venous thrombosis (MVT)
is related to Virchow’s triad, including endothelial injury, sluggish blood flow
and hypercoagulability. The prevalence of portal vein thrombosis (PVT) in
cirrhotics is reported to be about 1% in compensated cirrhosis to up to 20%
among patients listed for liver transplantation. The prevalence has increased over
past 3 decades due to the increased use of cross-sectional imaging of abdomen.
Though there is general reluctance in the use of anticoagulants in cirrhotics,
recent data from non randomized studies showed using anticoagulants resulted
in higher rates of thrombus resolution, lower risk of bleeding and worsening
hepatic dysfunction. The AGC guidelines in 2018, recommends 6 months of
anticoagulants in patients with MVT and PVT in cirrhotics, and continued
longer if patient is listed for transplant.

IMMUNE SYSTEM IN MOTION: A CASE OF ADULT-ONSET
STILL’S DISEASE
Asim Viqar, Alexandra Linn, Brooke Bernardin, Pranav Shah. Internal Med-
icine, University of Pennsylvania Perelman School of Medicine, Cherry Hill,
NJ. (Control ID #3712313)
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CASE: A 23-year-old female with a history of congenital deafness and HLA-
B27 positivity presented for two weeks of diffuse arthralgias, fever, and
nausea. She had a history of an erythematous rash around her eyes and upper
chest that had resolved with prednisone; however, her other symptoms
persisted. She denied known tick exposures, drug use, sick contacts, or travel,
but had recently been hiking.
On presentation, she was febrile to 38.8°C and tachycardic to 130 beats/min.
Her labs were notable for an AST of 232 U/L, ALT of 266 U/L, LDH of 680
U/L, haptoglobin <10mg/dL, and ferritin of 12,230 ng/mL, with no cytopenias
or leukocytosis. Her CRP was 127 mg/dL and ESR was normal. Her troponin
and BNP were both elevated, to 54 ng/L and 468 pg/mL respectively. ANA
and RF titers was negative. Viral studies including EBV, CMV, and SARS-
CoV-2 as well as bacterial studies were negative. She was started on doxycy-
cline for possible tick-borne infection, but titers returned negative. Echocardi-
ography and chest x-ray were unremarkable. CT scan demonstrated nonspe-
cific para-aortic and mesenteric lymphadenopathy.
The patient’s presentation and labs were consistent with adult-onset Still’s
disease (AOSD), meeting the Yamaguchi criteria for diagnosis. She was started
on IV hydrocortisone and anakinra with symptomatic improvement. Her liver
function testing worsened due to concerns for macrophage activation syndrome
(MAS). She was treated with ruxolitinib with gradual improvement in her liver
function, followed by tofacitinib. She made a full recovery on discharge.
IMPACT/DISCUSSION: Due to its rarity, AOSD can be challenging to
diagnose. This case highlighted the key manifestations and distinguishing
characteristics of the disorder. The patient presented with fever, rash, and
polyarthralgias. While the location of the rash in AOSD varies, the upper chest
as seen in this case is typical. While this patient did not have cytopenia or
leukocytosis, she did have elevated transaminases and a disproportionately
elevated ferritin, a hallmark of AOSD. Importantly, ANA and RF titers were
negative, which helps to differentiate AOSD from other autoimmune disorders.
The case also demonstrated a feared complication of AOSD, MAS, a form of
hemophagocytic lymphohistiocytosis that occurs in 10-15% of patients with
AOSD. This case highlighted the importance of remaining vigilant for MAS,
as the patient’s liver function continued to decline despite symptomatic im-
provement. While MAS is difficult to diagnose, hyperferritinemia and pancy-
topenia are thought to be relatively strong indicators.
CONCLUSION: AOSD is a rare and debilitating disease, with an illness
script that has significant overlap with other diseases. In addition to the
combination of polyarthralgias, rash, and fevers, a markedly elevated ferritin
is a strong indicator of AOSD. ANA and RF titers will be negative. It is crucial
to remain vigilant for complications of the disease, such as MAS.

IMMUNOSUPPRESSION SECONDARY TO SEPSIS AND POST-
ACUTE CARE SYNDROME LEADING TO LATENT TUBERCULO-
SIS REACTIVATION
Scott Saunders
Hospital Medicine, University of Colorado, Denver, CO. (Control ID
#3703208)

CASE: A 59-year-old Mexican-American man with hypertension and type II
diabetes (Hemoglobin A1c 11.5) was admitted for sepsis and Acute Respira-
tory Distress Syndrome secondary to COVID-19 pneumonia. He was
ventilator- dependent for 66 days. His clinical course was complicated by
acute renal failure requiring hemodialysis, pulmonary embolism, and recurrent
ventilator-associated bacterial pneumonia. He was discharged to a long-term
acute care center four months after his initial presentation, but was readmitted
two weeks later for abdominal pain and fever. CT abdomen revealed diffuse
mesenteric nodular stranding and pelvic ascites concerning for peritoneal
carcinomatosis. Biopsy of an omental nodule, however, showed necrotizing
granulomatous inflammation and no malignant cells. No cultures were sent
from the initial biopsy, so repeat sampling was performed and culture was
positive for Mycobacterium tuberculosis complex. Treatment for active tuber-
culosis was initiated with subsequent recovery.
IMPACT/DISCUSSION: Initial infection by tuberculosis occurs in the lungs,
where alveolar macrophages encounter and phagocytose the bacteria. The
macrophages initiate a cytokine response and recruit lymphocytes to form a

granuloma, which segregates the infection within the host. The granuloma is
then perpetually maintained by an ongoing immune response that is driven by
monocytes and CD-4 T cells. Reactivation of tuberculosis occurs when the
ongoing immune response is disrupted. Sepsis has profound and complex
effects on the immune system, including marked inhibition of lymphocyte
proliferation that leads to reduced levels of B cells, CD-4 T cells, and follicular
dendritic cells. Signaling pathways are disrupted without these lymphocytes,
which then leads to the dysfunction of the remaining leukocytes. Further,
critically ill patients often suffer from post-intensive care unit syndrome. This
syndrome is marked by persistent inflammation, which prompts an immuno-
suppressive response that suppresses T-cell function and leads to T-cell apo-
ptosis. Both sepsis and post-intensive care unit syndrome predispose patients to
opportunistic infection by attenuation of the usual immune response. In this
particular case, the specific loss of T-cell function in both syndromes allowed
this patient’s latent tuberculosis to reactivate several months after his initial
presentation with sepsis from COVID-19 pneumonia. This case highlights the
importance of maintaining a high index of suspicion for opportunistic infection
after critical illness.
CONCLUSION: Sepsis and post-intensive care unit syndrome disrupted this
patient’s ability to maintain the immune responses that prevent the progression
of latent tuberculosis infection. The diagnosis was delayed due to a lack of
awareness of the profound immunosuppression that accompanies and follows
critical illness. Providers must recognize these syndromes and the impact they
have on immunity in order to diagnose and treat opportunistic infections in a
timely manner.

IMMUNOTHERAPY INDUCEDMYOCARDITIS
Aseel Yaseen1; Randa Loutfi2
1Internal medicine, Henry Ford Health System, Detroit, MI
2hematology/oncology, Henry Ford Health System, Detroit, MI. (Control ID
#3688988)

CASE: 76-year-old male with past medical history significant for Renal cell
carcinome status post right nephrectomy in 2019 with metastases in lungs and
spine found on CT scan in 2020. Patient was started on immunotherapy with a
combination of ipilimumab/ nivolumab. On the day of his scheduled fourth
cycle, he presented with shortness of breath on exertion, generalized weakness
and decreased right hand grip strength. Physical exam was remarkable for upper
and lower extremity proximal muscle weakness along with weak hand grip
Workup was remarkable for troponin 9677 ng/L, ALT/AST of 337/488 IU/L
respectively, CPK 3934 IU/L, TSH 2.77 IU/ml, Cr 2.09 mg/dl, BNP 76 .CXR
demonstrated opacities in the left lower lobe representing pleural effusion vs
atelectasis, CT Head, EKG were normal. Echocardiogram showed a reduced
EF of 40 %. Left heart catheterization was unremarkable.
He was diagnosed with Immune Checkpoint Inhibitor Associated Serious
Adverse Event, and per ASCO guidelines, he was diagnosed with grade 3
myocarditis. He received supportive care and IV solumedrol 1 g/d. Over 5
days, troponins, CPK, ALT/AST and kidney function all improved signifi-
cantly. Patient was discharged on oral prednisone (150 mg daily) with an
outpatient taper. Immunotherapy was discontinued indefinitely.
IMPACT/DISCUSSION: Immune checkpoint inhibitors (ICI) are a new
cancer treatment modality. They inhibit several immune checkpoints and
enable the tumor reactive T-cells to overcome the regulatory inhibiting
mechanisms promoted by cancer cells, and as a result, T-cells “wake up” and
target cancer cells. ICI have a wide range of IrAE (Immune-related adverse
events) affecting different organs, with higher incidence reaching 54 % in
combination therapy.
Our patient presented with multiple organ damage including immune hepatitis
(transaminitis) and myositis, but the main focus was the immune-related
myocarditis. This is a rare, but potentially fatal, side effect which occurs in
up to 1% of patients receiving immunotherapy. It usually occurs within 1-3
months after initiating immune therapy, and in Up to 50% of cases, myocarditis
is present on their presentation.
Early recognition of symptoms and expeditious treatment are the mainstay of
management due to a 25-50% risk of death. Cardiac biomarkers, EKGs,
echocardiograms and Cardiac MRI can help in diagnosing and assessing the
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severity of ICI induced myocarditis. Troponin levels help predict the risk of
Major Adverse Cardiac Effect (MACE), where a 4- fold increase in MACE
occurs when troponin levels are >1.5 ng/ml. Several national guidelines guide
Immune-related myocarditis grading and management. Steroids remain the
cornerstone of treatment and often patients would not be able to receive any
Immunotherapy in the future, thus limiting patients’ treatment options.
CONCLUSION: 1- Immunotherapy are becoming more popular with more
patients presenting with immunotherapy related side effects.
2- It is important to be familiar with these side effects and management
guidelines.

IMPAIREDMICROCIRCULATIONPRESENTINGASARTIFACTU-
AL HYPOGLYCEMIA
Ghazi Khan2; John Harcha1; Abdul Shehzad1
1Internal Medicine, Mercy Health, Cincinnati, OH
2The University of Texas Southwestern Medical Center, Dallas, TX. (Control
ID #3709459)

CASE: A 60-year-old AA F with PMH of mixed connective tissue disease
(MCTD) and hypertension was admitted for syncope. The patient's home
medications included hydroxychloroquine, oral prednisone, and nifedipine.
One week after treatment with rituximab, she began to experience diarrhea,
causing her to miss doses of her prednisone. The patient eventually presented
with syncope. Finger-stick blood glucose (FSBG) checked on an Accu-chek
blood sugar monitor was found to be 15 mg/dL. She was given dextrose,
normal saline and her mental status rapidly improved. FSBG checks continued
to show hypoglycemia despite the patient’s improved mental status. Glucose
measurement from peripheral venous blood showed euglycemia. Devices were
tested and found to beworking correctly. In addition, the patient did not receive
any medication that would cause vasoconstriction. Conversely, FSBG was
tested in a healthy adult male and correlated to repeat testing with a sample
obtained from the upper arm. A work-up for insulinoma was negative. Since
the patient did not have any further syncopal episodes and was otherwise
asymptomatic, further work-up of hypoglycemia was not pursued. She denied
prior hypoglycemic episodes. She continued to show incongruence between
FSBG and intravenous samples. The syncopal event was thought to be due to
orthostasis. She had no further syncopal episodes and was stable on discharge.
IMPACT/DISCUSSION: The patient in the case above had Artifactual Hypo-
glycemia (AH, a newer term previously known to be pseudohypoglycemia) (1)
with consistently low FSBG without associated symptoms and concurrent
euglycemic venous blood draws. These readings were likely due to her history
of MCTD and Raynaud’s phenomenon. The exact pathophysiology for the
decreased capillary blood flow in patients with Raynaud's phenomenon is poorly
understood. However, it is thought to be a combination potent vasoconstrictor
endothelin-1, endothelium dependent vasodilation impairment, and decreased
vasodilation by calcitonin. The pathophysiology of the AH secondary to im-
paired microcirculation is thought to be due to up regulation of alpha adrenergic
receptors, which increases glucose extraction from the capillaries into tissues.
AH is seen in conditions associated with impaired microcirculation such as
peripheral vascular disease, Raynaud's phenomenon, acrocyanosis, eisenmenger
syndrome and critically ill patients with peripheral vasoconstriction due to shock.
It is also seen in conditions associated with blood hyperviscosity such as
Waldenstrom macroglobulinemia, monoclonal gammaglobulinemia of undeter-
mined significance (MGUS) and hypertriglyceridemia. Despite a handful of
cases describing AH, it is often under-recognized in clinical practice.
CONCLUSION: Patients with peripheral vascular disease and subsequent
impaired microcirculation can render Finger- stick blood glucose as a less
reliable tool.
Correctly identifying pseudohypoglycemia can prevent unnecessary work-up
and management.

INCOHERENCEDUE TO POORRENALCLEARANCE: A CASEOF
NEUROTOXICITYWITH VALACYCLOVIR
Michael Lu1; Kathryn Leyens2
1Medicine, UPMC, Pittsburgh, PA
2Internal Medicine, UPMC, Pittsburgh, PA. (Control ID #3705328)

CASE: 74-year-old female with a history of hypertension, coronary artery
disease, diabetes mellitus complicated by end-stage renal disease on hemodi-
alysis presents from her personal care home with dizziness for two days with
new dysarthria.
On arrival, patient was noted to be dysarthric but otherwise without focal
neurologic deficits. NIH Stroke Scale was 2. No infections or acute metabolic
abnormalities were found on labs. CNS imaging (CT, CTA, and MRI) dem-
onstrated chronic small vessel ischemic changes without acute infarcts or large
vessel occlusions. Patient was evaluated byNeurology and deemed to have had
a transient ischemic attack, given anti-platelet agents, and admitted for further
workup. Approximately two hours after admission, the patient became acutely
confused prompting repeat CNS imaging that showed no changes.
Collateral history was provided from the family over the phone. They reported
that the the patient was newly diagnosed with herpes zoster infection and
started on valacyclovir 1 gram three times a day (a supratherapeutic dose given
her CrCl of 6 ml/min) hours before developing symptoms. Patient was com-
pliant with dialysis, with her last session one day prior to starting anti-viral
therapy. Given the concern for VAN, patient received urgent dialysis with
marked neurologic improvement and was discharged back to her facility at
baseline mental status.
IMPACT/DISCUSSION: This case highlights the ambiguous presentation of
VAN, which can be interpreted as acute stroke, TIA, or even viral encephalitis
due to concomitant infection. The inclusion of VAN in our differential enabled
us to reach the accurate diagnostic and therapeutic conclusion and avoided the
use of anti-platelet agents.
Valacyclovir, an oral prodrug of acyclovir, is commonly used to treat shingles
and preferred over acyclovir due to reduced dosing intervals. It is rapidly
converted to acyclovir which is >90% renally excreted.
First described in 1998, VAN is a rare adverse event mostly depicted in case
reports. Symptoms begin within 72 hours of therapy and range from nausea,
headache, and confusion to dysarthria, hallucinations, ataxia, and seizures.
Correlation between symtpoms and the serum or CSF level of the active
metabolite, acyclovir, has not been established in the literature.
Management consists of cessation of therapy and supportive care, including
hydration, benzodiazepines for seizures, and advanced airways for profound
CNS depression or refractory seizures. Dialysis can be utilized in patients with
impaired renal clearance. Clinical improvement is often seen within 5-7 days
with appropriate management.
CONCLUSION: - VAN presents as a broad and non-specific constellation of
symptoms including nausea, headaches, agitation, dysarthria, hallucinations,
and seizures.
- VAN is a clinical diagnosis. Serum or CSF levels of acyclovir does not
correlate with symptoms.
- Treatment is largely supportive, with consideration for renal replacement
therapy in patients with diminished renal function.

INDIVIDUAL WITH MOYAMOYA AND SEVERE CORONARY
HEART DISEASE: A CASE REPORT
John Harcha1; Ghazi Khan2; Abdul Shehzad1
1Internal Medicine, Mercy Health, Cincinnati, OH
2The University of Texas Southwestern Medical Center, Dallas, TX. (Control
ID #3709452)

CASE: A 46-year-old asian female with PMHx of moyamoya disease
(MMD), SLE in remission and CVA with mild residual right-sided weakness
presented to the hospital for one week of intermittent chest pain. Chest pain
8/10 in severity, localized to the left chest with penetration to the back, initially,
the pain was provoked by emotional stressors but has progressed to pain at rest.
The patient was scheduled for a stress test as outpatient, but due to her
reoccurrence of chest pain admitted to the hospital. Work included EKG was
nonischemic with negative troponin x3. Exercise stress test attempted but
aborted due to pain. Stress echocardiogram was obtained and showed no
regional wall motion abnormality with normal filling pressures and ejection
fraction. Given her history of Moyamoya, neurology was consulted and
recommended avoidance of glycoprotein 2b3a inhibitor and use of dual
antiplatelet therapy (DAPT). She underwent Left heart catheterization
(LHC)with severe RCA disease (90% stenosis) and severe LAD (proximal
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40%, mid ~60%) both receiving drug eluding stent. She was discharged home,
however she had several additional ED visits for chest pain. Subsequent LHC 4
weeks later showed left main artery with worsening stenosis and admitted for
CABG evaluation. She underwent a 2-vessel coronary artery bypass with
improvement in her symptoms.
IMPACT/DISCUSSION: MMD is known as a progressive steno-occlusive
intracranial angiography with development of fragile network of collateral
formations. Histopathological studies of the involved internal carotid arteries
in MMD has shown fibrocellular thickening of the intima and proliferated
smooth muscle cells (SMC) as the cause of arterial occlusion. The disease is
usually known to involve intracranial arteries, but systemic involvement via
endothelial hyperplasia is possible. In a retrospective study from 1/1995 to 12/
2012, there were 456 patients with MMD who were reviewed and of those
4.6% had coronary heart disease (CHD). While 4.6% does not seem signifi-
cant, it is important to note that the prevalence of CAD in the Asian population
is <1% person per year in individuals <65 years old. Another interesting
discussion is regarding BP control in these patients. Our patient had undergone
four previous revascularization procedures due to her MMD. She did not
tolerate her BB therapy due to hypotension. Goal directed medical therapy
recommends ASA, statin, beta-blocker and ACE/ARB. It is important to
monitor the blood pressure in these patients and caution dropping the systemic
pressure as it may lead to reduction incerebral perfusion.
CONCLUSION: Moyamoya disease does not have a definitive connection to
CAD however given the endothelial hyperplasia it is suspected to cause some
systemic vasculature pathologies
Blood pressure control should be conservative due to risk of cerebral
hypoperfusion

INFLIXIMAB: A RARE CAUSE OF PARADOXICAL PSORIASIS
Tiffany Dharia, Sonya E. Zhou
University of Pennsylvania, Philadelphia, PA. (Control ID #3702639)

CASE: A 34-year-old male with a history of Crohn’s disease presented with
watery diarrhea, abdominal pain, and a diffuse pruritic rash. He had undergone
infliximab induction seven months prior; however, approximately fifteen
weeks after starting infliximab, he developed a pruritic papulopustular eruption
encompassing his scalp, trunk, and extremities. Due to concerns that the rash
was drug-related, he self-discontinued his immunotherapy at that time.
At the time of presentation, he noted a subjective improvement in his rash after
discontinuing infliximab three months prior. Physical examination was notable
for hyperkeratotic and desquamating patches and plaques with follicular prom-
inence along his scalp, face, anterior and posterior trunk, and extremities,
including palmar and plantar surfaces. Labs were notable for negative HIV
and RPR, infliximab antibody <10, and infliximab level 1.1 (normal >5.1).
Skin biopsy histopathology revealed a superficial perivascular infiltrate in the
dermis, comprised of lymphocytes with eosinophils and plasma cells. Biopsy
was noted to be consistent with a drug-induced psoriasiform dermatitis sec-
ondary to TNF inhibitor use.
Colonoscopy was performed and showed ileal changes with few 1–2 mm
aphthous ulcers, severe inflammation of the right colon with ulcers, friability,
and absent vasculature. He was treated with two weeks of topical steroids for
his rash, as well as a prednisone taper for a Crohn’s colitis flare. Following
hospital discharge and improvement in his diffuse rash, he was started on
ustekinumab for long-term management of his Crohn’s disease.
IMPACT/DISCUSSION: Tumor necrosis factor (TNF) antagonists are com-
monly used agents to treat a variety of autoimmune conditions, including
Crohn’s disease and psoriasis. Infliximab binds to and neutralizes TNF-α,
disrupting a pro-inflammatory cytokine cascade (1). Many patients with in-
flammatory bowel disease experience reduction in disease activity with
infliximab. Paradoxical psoriasis is an established but rare complication of
TNF antagonist therapy. Studies have shown that paradoxical psoriasis
develops in between 0.6–5.3% of patients on TNF therapy, with infliximab
as the most common inciting agent (2).
CONCLUSION: Unlike typical psoriasis, paradoxical psoriasis frequently
occurs on the scalp, palms, and soles, (2) and is often difficult to diagnose
because onset may occur weeks to months after initiation of therapy (3).

Treatment relies on topical corticosteroids and, in many cases, discontinuation
of the offending agent and substitution of an alternative agent, as seen in this
patient being transitioned to ustekinumab. The pathogenesis of this paradoxical
effect of biologic therapy inducing psoriasis has not been clearly elucidated,
and many patients require an alternative class of biologics to prevent recur-
rence of psoriasis (4,5). It is important to keep a broad differential when
paradoxical psoriasis is suspected due to the variability of its time course after
initiation of infliximab.

INITIAL PRESENTATION WITH PRIAPISM IN CHRONIC LYM-
PHOCYTIC LEUKEMIA: A CASE REPORT
John Harcha1; Shine Vazhappilly1; Miguel Islas-Ohlmayer2
1Mercy Health- The Jewish Hospital, Cincinnati, OH
2Hematology/Oncology, The Jewish Hospital - Mercy Health, Cincinnati, OH.
(Control ID #3709247)

CASE: A 58-year-old male presented the ED with complaints of priapism
lasting approximately 26 hours prior to presentation. He endorsed having self-
resolving episodes of 2-3 hours duration over the past year. His PMHx was
unremarkable but was not compliant with his PCP follow-ups. Family history
was remarkable for leukemia in his sister. On ROS, he noted a waxing and
waning cervical lymph node over the past year. He denied hematuria or any
associated trauma. Vital signs were stable. Aspiration and irrigation performed
in the ED was unsuccessful as well as phenylephrine. Urology was consulted
and the patient was taken for distal corpoglanular shunt placement that relieved
the priapism. CBC on presentation to the ED revealed lymphocyte predomi-
nant leukocytosis of 664,000, Hemoglobin 8.5, and platelets 120,000. LDH
was 519 and uric acid was 7.6. Oncology was consulted and hematologic
workup including peripheral blood smear, flow cytometry, FISH, and cytoge-
netic was obtained and confirmed chronic lymphocytic leukemia stage IV
accordingly to Rai staging. The patient was initiated on treatment with
Rituximab and Bendamustine in hospital and then subsequently transitioned
to Acalabrutinib.
IMPACT/DISCUSSION: Priapism is a rare disease, which is characterized
by prolonged, painful, and irreducible erection lasting greater than 4 hours.
Hematological causes of priapism include sickle cell anemia, chronic myelog-
enous leukemia, chronic lymphocytic leukemia, and acute lymphocytic leuke-
mia. Priapism is estimated to occur in 5% of adult leukemic patients. The
mechanism of priapism in hematologic malignancy is venous obstruction from
micro-emboli and thrombi formation as well as hyperviscosity caused by
increased leukocytes. Due to the hyperviscosity leading to decreased flow,
priapism is typically seen at the initial presentation of the disease when the
number of immature or the number of mature WBCs is high in the case of
CLL. Late presentation of priapism leads to refractory disease like in the case
above when aspiration and phenylephrine both failed requiring surgical shunt
placement. This case shows the importance of seeking emergency evaluation
with priapism without delaying care. In this case, the patient seems to have a
poor overall understanding of his overall health and did not follow routinely
with a healthcare provider. The fact that that the previous priapism episodes
self resolved, it would have been interesting to correlate the threshold for the
leukocytosis in priapism that self resolves versus conservative management
refractory disease like in our example.
Nonetheless, patient repsonded well to treatment and his WBC is markedly
improved. He has not had another episode of priapism to date.
CONCLUSION: Priapism is a medical emergency and something we as
healthcare providers should stress to our patients the importance of not
delaying care.
Priapism is an uncommon sign of systemic disease but with concerning
laboratory studies and feature: malignancy should be investigated

INTERESTING CASE OF VISION IMPAIRMENT DUE TO
NEUROMYELITIS OPTICA
Garima Gautam1; Gonca Ozcan1; Nikola Perosevic2
1Internal Medicine, UConn Health, Farmington, CT
2Trinity Health of New England, Hartford, CT. (Control ID #3708198)
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CASE: Neuromyelitis optica (NMO) spectrum disorders are inflammatory
disorders of the central nervous system distinguished from multiple sclerosis
(MS) and other central nervous system inflammatory disorders by the presence
of the disease-specific aquaporin-4 (AQP4) antibody. Core clinical
characteristics include optic neuritis, acute myelitis, area postrema syndrome
(episode of otherwise unexplained vomiting, or hiccups), acute brainstem
syndrome, symptomatic narcolepsy or symptomatic cerebral syndrome. Diag-
nostic criteria for NMSOSD requires at least one core clinical characteristic and
positive test for AQP4-IgG.
A 46-year-old female with a past medical history of migraine headaches
presented with blurry vision and painful eye movements on both left and right
sides. She also reported intermittent headaches and vertigo. Her vital signs
were normal and initial blood work showed normal white cell count and basic
metabolic panel.
MRI of the brain and orbits showed mild expansion and avid enhancement
involving the left optic nerve involving the intraocular, intraorbital,
intracanalicular and intracranial segments, enhancement beyond the chiasm
along the left optic radiation through the region of the lateral geniculate body of
the thalamus The right optic nerve was normal and absent intracranial demy-
elination. Lumbar puncture was negative for oligoclonal bands, but positive for
NMO/ Aquaporin-4- IgG antibodies assay consistent with NMO.
The patient completed a 5-day course of intravenous methylprednisolone
during initial admission. The patient presented again with blurry vision and
ocular pain in the right eye after a fewmonths and received an additional 5-day
course of methylprednisolone which significantly improved her symptoms.
After 2 months, the patient presented with recurrent flare of blurry vision,
worsening ocular pain, headaches, photophobia refractory to methylpredniso-
lone. The patient was initiated on 5 days of plasmapheresis treatment and
discharged on prednisone. Finally, the patient reported improvement in her
symptoms with prednisone and plasmapheresis.
IMPACT/DISCUSSION: Neuromyelitis optica is a severe idiopathic
immune-mediated inflammatory demyelinating disease that predominantly
involves the optic nerves and spinal cord. All patients with an acute attack
benefit from initial treatment with high-dose intravenous methylprednisolone.
For patients with severe symptoms or vision loss that is poorly responsive to
glucocorticoids, therapeutic plasma exchange is the suggested concomitant or
rescue treatment. CONCLUSION: Prompt and aggressive treatment of
relapses with high-dose steroids with or without plasma exchange improves
outcomes. All patients with aquaporin-4 antibodies should be
immunosuppressed indefinitely to prevent further attacks.

INTO THE UNKNOWN: A CASE OF REMITTENT FEVER AND
MURINE TYPHUS
Damond B. Ng, Kiara Owens, Daniel Kahn
Department of Medicine, University of California Los Angeles David Geffen
School of Medicine, Los Angeles, CA. (Control ID #3711089)

CASE: A 75-year-old woman with a history of iron deficiency anemia and
idiopathic pancreatitis presented to a university health center in Los Angeles in
September with subacute fevers. Three days prior, she was treated for a
presumed UTI with ceftriaxone, developed a maculopapular rash, and
discharged on cefdinir. Her malaise, decreased appetite, and rash worsened
with T39.4C, and was subsequently admitted for further work-up. She denied
urinary symptoms, headache, arthralgias, respiratory symptoms, or confusion.
She was born in India and visited rural Pennsylvania from May-August where
she went apple picking and spent time in a wooded park. No tick/mosquito
bites. Monogamous with husband. Denies EtOH, cigarette use, illicits, or sick
contacts. Vitals notable for T38.2C, HR 119, BP 129/67, RR 22, and O2 sat
99% on room air. Exam notable for non-blanching, maculopapular rashes of
bilateral legs and arms sparing palms & soles. Lung, cardiac, and abdominal
exams unremarkable with intact CNs. On directed workup, CBC notable for
anemia (Hgb 9.9) and thrombocytopenia to 137 with normal diff and smear.
CMP unremarkable. CRP 22.2, ESR 87, LDH 310, and procal 6.97. Chest CT
suggestive of prior granulomatous disease.
Overall, a broad infectious and rheumatologic workup was unremarkable.
Dermatology and ID consulted for possible serum sickness-like syndrome

from cephalosporins. Patient was monitored off antibiotics and, although
persistently febrile over a 5-day course, was clinically stable and discharged
with expectant management. After discharge, she continued to fever to 38.3C
and her Rickettsia typhi IgG titer resulted 1:64 with subsequent increase to
1:256 two weeks later, diagnostic of murine typhus. In ID clinic, doxycycline
was prescribed with resolution of fevers and rash in 72 hours.
IMPACT/DISCUSSION: Murine typhus, long considered a rare disease in
the US, is increasing in frequency and geographic distribution, especially in
endemic areas of central Texas and southern CA. This case highlights the
relevance of a careful social history and directed evaluation of fever of
unknown origin (FUO) and remittent fever, which has a differential of typhus,
sepsis, TB, and rheumatic fever. Given the patient’s risk profile, her most likely
FUO etiologies were rheumatologic (31%), infection (25%), and malignancy
(8%). Murine typhus' triad of fever (>99%), HA (81%), and rash (48%) is seen
in 1/3 of pts. In ~25% of cases, more severe complications develop, including
respiratory failure, aseptic meningitis, seizures, acute renal failure, and septic
shock. Treatment is doxycycline 100mg BID for >48hrs after defervescence or
for 7 days, whichever is longer.
CONCLUSION: 1. FUO has >200 possible diagnoses, but evaluation can be
directed given risk factors and careful history.
2. Murine typhus is endemic to central Texas and southern California with the
triad of fever, headache, and rash seen in 1

�
3 of patients.

3. Treatment for murine typhus should be initiatedwhile awaiting confirmatory
results.

ISCHEMIC COLITIS: A CASE OF INFLAMMATORY RECTAL
MASS MIMICKING MALIGNANCY
Syed J. Naqvi, Yucel Aydin, Sushant Chaudhary, Mian Z. Munir, Praneet
Wander
Internal Medicine, Trinity Health of New England, Hartford, CT. (Control ID
#3715336)

CASE:A 86 year old woman came in for a syncope evaluation in the setting of
hematochezia. Her history is significant for gastroesophageal junction adeno-
carcinoma, aortic stenosis, paroxysmal atrial fibrillation not on anticoagulation,
on and off constipation, heart failure with reduced ejection fraction, with recent
increase in her Furosemide by her cardiologist given worsening volume status.
On exam, she was hypotensive with pale mucosa, abdomen soft with no
tenderness, digital rectal exam with bright red blood, labs significant for
hemoglobin of 9.8 g/dL compared to her baseline of 12 g/dL, computer
tomography of abdomen revealed wall thickening of rectosigmoid junction
with edema and fat stranding. Esophagogastroduodenoscopy was unrevealing
and a subsequent colonoscopy revealed a 5cm well- demarcated, protruding
necrotic-appearing ulcerative mass partially obstructing the rectum near the
rectosigmoid junction of which biopsies were taken. During hospital course
patient developed pulmonary embolism and underwent IVC filter placement.
Given patient had no further bloody bowel movements, hemodynamically
stable, and pending rectal biopsy, was discharged home on lower dose of
Furosemide. Prior to colonoscopy our differentials included hemorrhoids,
vascular ectasia, stercoral ulcer, mesenteric ischemia, colitis, malignancy,
Dieulafoy’s lesion, but after colonoscopy our concern for malignancy was
high. Interestingly, additional lab work showed normal CEA 5.6 ng/mL and Ca
19-9 of 26.7 u/mL, and final pathology showed no evidence of dysplasia or
malignancy, rather, revealed multiple fragments of ulcerated mucosa with
purulent exudate, intact colonic glands with regenerative changes. Repeat
flexible sigmoidoscopy was completed within 4 weeks, which revealed the
rectosigmoid mass had vanished with a small ulcer in its place.
IMPACT/DISCUSSION:Given patient’s low flow state with aortic stenosis/
heart failure/pulmonary embolism, presentation with hypotension followed by
episodes of hematochezia, and colonoscopy finding of mass localized to
rectosigmoid region made acute ischemic colitis (IC) the most definitive
diagnosis. IC presenting as a rectal mass is not common and has only been
reported in a few cases, like in our case it appeared to mimic a malignancy
based on its protruding and necrotic appearance. Furthermore, there have been
cases of IC where a coexisting malignancy have been described. On the other
hand, there have also been reports on rectal masses that have had nondiagnostic
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pathologies, which underwent unnecessary segmental resections. The intention
of our case is to appreciate the uncommon colonoscopy finding of ischemic
colitis and help realize that not all inflammatory appearing colonic lesions are
malignant, thus, early recognition of such atypical presentations may help
guide management.
CONCLUSION: Not all inflammatory colonic lesions are malignant.
Ischemic colitis should be included in the differential when trying to discern
colonic masses.

ISCHEMIC STROKE ATTRIBUTABLE TO CARDIAC
FIBROELASTOMA - A RARE CAUSE OF CARDIOEMBOLIC
EVENTS
Ali Al Safi, Olushola Ogunleye, Aruna Chilakala, O'Neill Michael
Internal Medicine, Nuvance Health, Lagrangeville, NY. (Control ID
#3708875)

CASE:A 76-year-old woman with coronary artery disease, hypertension, and
hyperlipidemia presented to the emergency department with slurred speech,
left-sided weakness, and facial droop. Examination revealed stable vitals, a soft
systolic cardiac murmur, dysarthria, left-sided facial paresis, left-sided
hemiparesis, Babinski sign in the left foot, left-sided dysmetria, and intact
sensation. The patient’s NIH stroke scale score was 10. Non-contrast CT of the
head showed no evidence of intracranial hemorrhage or acute pathology. CT
angiography of the head and neck revealed an acute right parietal lobe infarct.
Brain MRI showed evidence of posterior right insula and right caudate nucleus
infarct and multiple small right parietal embolic infarcts. ECG and cardiac
monitoring showed normal sinus rhythm.
Transesophageal echocardiogram (TEE) showed a small nonmobile calcific
density seen on the posterior mitral valve annulus, mildly thickened aortic wall
and nonmobile 1.75 x 1.1 cm echogenic and homogeneous density at the right
coronary cusp, consistent with papillary fibroelastoma (PFE). The patient was
transferred to the neurorehabilitation unit with plans for surgical management.
IMPACT/DISCUSSION: PFE comprises less than 5-10% of primary cardiac
tumors. Right-sided tumors can cause pulmonary embolism and arrhythmias.
Left-sided tumors can provoke systemic embolization and ischemic stroke, as
reported in this case.
Up to 20% of strokes are attributable to cardioembolic sources. Although the
patient did not record any arrhythmias, a TEE identified a left-sided PFE, a rare
source of embolism.
PFEs are regarded as high-risk cardio-aortic sources of cerebral embolism,
leading to ischemic stroke. In the absence of any other explanation for her
stroke, PFE was the most likely source of emboli in our patient. The treatment
approach for PFEs depends on the presence/absence of symptoms, tumor size,
and the risk of embolization.
Asymptomatic patients can be followed up with TEE until symptoms develop
or tumors enlarge and become mobile. Echocardiography proves to be an
invaluable tool for decision-making. A conservative, valve-sparing approach
is generally possible, and the use of homograft tissues can be of benefit.
Surgery is recommended for patients with large (≥1 cm) or mobile tumors,
or patients who have had embolic events.
Recurrence after surgical excision is yet unknown; however, careful follow-up
is warranted.
CONCLUSION: Thorough examination and workup should be performed to
evaluate for the presence of PFEs in patients where no other etiology of
ischemic stroke is evident. Even in patients with low suspicion for intracardiac
thrombi, TEE is vital for diagnosing PFE. Although rare, the diagnosis of PFEs
in stroke patients often necessitates surgical resection. There is not enough
evidence, neither are there guidelines supporting the routine use of
antithrombotic therapy, but antithrombotic therapy could be considered in
non-surgical candidates.

IT'S ALWAYS THE GALLBLADER, EXCEPTWHEN IT ISN'T
Sanjay Sridaran1; Amar Kohli2
1Internal Medicine, UPMC, Pittsburgh, PA

2General Internal Medicine, University of Pittsburgh School of Medicine,
Pittsburgh, PA. (Control ID #3715143)

CASE: A 27-year-old man with BMI 43 presented with several days of
intermittent abdominal pain and diarrhea and found to have epigastric tender-
ness, WBC count 14.1, and lactate 3.2. Due to concern for an acute intra-
abdominal process, CT was obtained and had findings consistent with chole-
cystitis, for which he wasmanagedwith bowel rest and antibiotics. He failed to
improve and was re-admitted shortly after discharge. He then underwent
laparoscopic cholecystectomy, at which time liver biopsy was performed due
to recent-onset, progressive hepatocellular injury (ALT 483, alkaline phospha-
tase 38). Following surgery, he developed hyponatremia. Thyroid function
tests were obtained and TSH was elevated to 17.5, for which endocrinology
was consulted. Thyroid dysfunction was thought to be from euthyroid sick
syndrome and not the cause of hyponatremia but it was at this point that the
consultants noted anasarca, recent 20kg weight gain, and history of orthopnea.
TTE was then obtained and demonstrated moderately dilated LV with diffuse,
severe hypokinesis and EF 20-25%. Liver biopsy results suggested ischemic
injury. Subsequent workup suggested idiopathic nonischemic cardiomyopathy
and he ultimately underwent heart transplant.
IMPACT/DISCUSSION: This case illustrates the impact of cognitive biases
in medical decision making (MDM). The patient first presented with GI
complaints and had imaging findings consistent with cholecystitis, thus his
symptoms were felt to be secondary to this diagnosis without further explora-
tion, an example of search satisficing. When he re- presented, premature
closure played a role in continuing to accept cholecystitis as the principal cause
of his presentation. Re-admission or a clinical course not progressing as
expected are situations where the working diagnosis should be re- considered.
Confirmation bias further reinforced the working diagnosis by leading
providers to ignore discordant data, such as the hepatocellular liver injury
present at the time of first discharge. Anchoring bias likely led to signs of
volume overload being overlooked.
Search satisficing, premature closure, confirmation bias, and anchoring bias are
some of the many cognitive biases that frequently affect MDM. The literature
has described both ‘fast’ and ‘slow’ reasoning, with ‘fast’ reasoning often
employed in clinical settings due to time constraints. While convenient and
usually sufficient, ‘fast’ reasoning using heuristics can occasionally lead
clinicians astray. In this case, heart failure was a ‘can’t miss’ diagnosis, and
identification of it significantly impacted the patient’s course. Having another
clinician weigh in is one way to mitigate these biases, since they can offer a
fresh interpretation of the available data.
CONCLUSION: - Providers should maintain an awareness of the cognitive
biases that affect MDM
When faced with a diagnostic dilemma or clinical course not progressing as
expected, it is invaluable to revisit the patient, reevaluate the data, and solicit
input from others

IT’S ALL ABOUT THE BASE: A CASE OF REVERSE TAKOTSUBO
CARDIOMYOPATHY
Brett Curtis1; Jonathan C. Li2; Allie Dakroub3
1School of Medicine, University of Pittsburgh School of Medicine, Pittsburgh,
PA
2Internal Medicine-Pediatrics Residency Program, UPMC, Pittsburgh, PA
3Department of Internal Medicine, University of Pittsburgh, Pittsburgh, PA.
(Control ID #3690267)

CASE: A 43-year-old female with lupus, bipolar disorder, and migraines
presented to an outside hospital after she was found unresponsive. She
appeared encephalopathic. CT head was unremarkable. Workup detected a
creatinine kinase >20,000 IU/L and tricyclic antidepressant (TCAs) and ben-
zodiazepine urine metabolites. She was transferred to our hospital for
suspected nonconvulsive status epilepticus.
On arrival, she remained encephalopathic but stable. She received physostig-
mine for suspected anticholinergic toxicity with improvement of her mental
status. However, her mental status declined and she developed acute hypoxic
respiratory failure requiring intubation and transfer to the ICU. CXR
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demonstrated pulmonary edema with asymmetric airspace consolidation
concerning for multifocal pneumonia. Spot EEG demonstrated no epileptiform
activity. A comprehensive urine toxicology panel was positive for multiple
substances, notably methylphenidate metabolites and N-methyl-2-
aminoindane (NM-2AI), a synthetic amphetamine. The remaining workup
remained unremarkable. She was extubated 2 days later and transferred to
the floor, but a CXR showed worsened bilateral airspace opacities.
On the floor, the patient reported new lower extremity edema and dyspnea,
which improved with diuretics. Investigation revealed a negative troponin on
admission and no prior cardiac history. A transthoracic echocardiogram
obtained at this time demonstrated left ventricular ejection fraction of 25%
and severe left ventricular basal hypokinesis with preserved apical motion
reported as rTC. She was started on metoprolol and discharged 1 day later.
IMPACT/DISCUSSION: Takotsubo cardiomyopathy is classically diagnosed
when clinical heart failure occurs with left ventricular apical stunning resulting in
apical ballooning and reduced ejection fraction on echocardiogram. Reverse
Takotsubo cardiomyopathy (rTC) is a rare variant of Takotsubo distinguished
by akinetic basal and midventricular segments of the left ventricle.
This case of rTC, likely secondary to anticholinergic and amphetamine toxic-
ity, illustrates important distinctions between rTC and normal Takotsubo
cardiomyopathy. rTC occurs infrequently with a reported incidence of 2.2%
among a Takotsubo registry of 1,750 patients (1) and has a predilection for
younger women (2). The etiology for rTC and normal Takotsubo often relates
to physical or emotional stress. Purported causes are many, including neuro-
logic disturbances, surgery, eating disorders, serotonin syndrome, and CNS
stimulant drugs. rTC has notably been reported after TCA and methamphet-
amine misuse (3-5). Patients with rTC more often develop pulmonary edema
and cardiogenic shock (2). Outcomes are comparable between both conditions
(1). Treatment emphasizes initiation of guideline directed medical therapy (6).
CONCLUSION: 1. Reverse Takotsubo cardiomyopathy is a rare variant
associated with younger age and can be seen after amphetamine use.
2. Outcomes and management are similar to its normal counterpart.

IT’S ALWAYS COCAINE: A RARE CASE OF LEVAMISOLE-
INDUCED COCAINE ASSOCIATED VASCULITIS WITH PULMO-
NARY AND RENAL INVOLVEMENT
Kyle Torres, Robin Klein, Elizabeth Iffrig
General Medicine, Emory University School of Medicine, Atlanta, GA. (Con-
trol ID #3715664)

CASE: 58 year old woman presents with 1 month of dyspnea and productive
cough. She also reported loss of smell and hematuria for 1 week. History was
notable for hypertension, COPD, substance abuse, specifically crack cocaine,
and unstable housing.
On admission she was tachypneic and hypoxic, requiring supplemental O2.
Exam revealed bilateral crackles, elevated JVP, and mild lower extremity
edema, but no skin changes or rashes. Laboratory studies showed an elevated
creatine of 7.9. CT chest imaging showed extensive bilateral ground glass
opacities with increased septal lines. Infectious work-up, including SARS-
CoV-2 PCR, was negative.
Dialysis was initiated for new renal failure. To determine the etiology of the
renal failure, autoimmune studies were obtained and showed a positive ANA
and p-ANCA (1:640) and a negative MPO and PR3. Kidney biopsy was
consistent with levamisole-induced vasculitis (LIV) from cocaine use. Treat-
ment with steroids was initiated.
She was discharged on steroid therapy and outpatient hemodialysis. She had
repeated admissions for volume overload due to missed dialysis, and she
developed heart failure within the year. She was unable to make appointments
to start outpatient rituximab therapy.
IMPACT/DISCUSSION: Levamisole-induced vasculitis (LIV) is a compli-
cation of use of cocaine adulterated with levamisole. Levamisole is an
antihelminthic medication with well known immunomodulatory effects. In-
creasingly used as a cocaine adulterant, it is believed to be a component of over
80% of cocaine samples in the US. Its use is thought to be driven by
levamisole’s synergistic effect on the dopaminergic effects of cocaine.
Levamisole-induced vasculitis is a p-ANCA associated vasculitis associated
with long-term use of cocainemixed with levamisole. It has been reported with

both inhaled cocaine and smoking crack cocaine. Levamisole is thought to
induce production of autoantibodies including p-ANCA, ANA, and lupus
anticoagulant leading to immune complex deposition and secondary hyperco-
agulability. The most commonly reported presentation is cutaneous purpuric
lesions, most notably the ear, tip of the nose, and malar eminence.
LIV can occur without skin involvement and renal and pulmonary involvement
including nephritis, renal failure, and hypersensitivity pneumonitis, has been
reported. LIV with significant organ involvement is often treated with steroids.
Additional immunosuppressive therapies including rituximab, cyclophospha-
mide, and plasmapheresis have been reported in severe cases.
CONCLUSION: This case illustrates a rare presentation of LIV marked by
with renal failure and absence of skin lesions. While the health effects of
cocaine are well known, the adverse effects of agents used to cut cocaine are
less readily considered. LIV should be considered in a patient with substance
use disorder presenting with new vasculitis. As this case illustrates, factors like
unstable housing and ongoing substance use disorder can complicate
management.

JUST TAP IT?!: PERICARDIAL TAMPONADE COMPLICATING
TYPE A AORTIC DISSECTION
Saloni Goyal1; Ashley Vojtek1; Sagar Vadhar2; Nael Hawwa2
1Internal Medicine, Lehigh Valley Health Network, Allentown, PA
2Cardiology, Lehigh Valley Health Network, Allentown, PA. (Control ID
#3710708)

CASE: A 65-year-old female with a past medical history of paroxysmal atrial
fibrillation on apixaban, coronary atherosclerosis, hypertension, and chronic
kidney disease stage 3a presented to our hospital with abrupt onset chest pain at
rest with radiation to her neck. Physical exam revealed an ill-appearing patient
who was cold to palpation. She was hypotensive requiring aggressive intrave-
nous fluid resuscitation and peripheral vasopressors. Electrocardiogram
revealed chronic right bundle branch block without acute ischemic changes.
Initial troponin measurement was negative. Bedside echocardiogram demon-
strated a large pericardial effusion with coagulum, plethoric inferior vena cava,
right atrial collapse in systole, right ventricular collapse in diastole, preserved
wall motion, and a severely dilated proximal ascending thoracic aorta at 5.8
cm. CT chest confirmed a type A aortic dissection extending to the aortic arch
with retrograde dissection resulting in a large hemopericardium. The patient
was taken emergently to the operating room for evacuation of pericardial
thrombus and effusion followed by aortic repair with graft. Further intra-
operative surgical exploratory revealed preservation of the aortic arch and
coronary ostia. Unfortunately, her course was complicated by multi-organ
failure and as a result multidisciplinary decision was made to pursue comfort
care with family’s agreement.
IMPACT/DISCUSSION: Type A aortic dissection (TAAD) is a well-known
surgical emergency with a significant mortality rate. The incidence of aortic
dissection is estimated to be 5 to 30 cases per one million people per year.
TAAD originates in the ascending thoracic aorta and can travel anterograde;
less commonly it can propagate retrograde into the pericardial space and
coronaries. The overall incidence of cardiac tamponade in aortic dissection is
around 18% with mortality rate estimated at 60%. High clinical suspicion is
paramount as failure to diagnose in a timely manner can lead to catastrophic
outcomes as seen in our case. Current recommendations advise emergency
surgery with evacuation of the pericardial matter followed by aortic repair,
however controlled pericardial drainage (CPD) is a consideration in hemody-
namically unstable patients.
CONCLUSION: This case illustrates the complications leading to mortality
associated with aortic dissection and cardiac tamponade despite accurate
diagnosis and immediate surgical intervention.

KEEPING A FINGER ON THE PULSE: WHEN TO SUSPECT
TAKAYASU ARTERITIS
Zaara Qasim, Veena Patel
Dell Medical Scool, The University of Texas at Austin, Austin, TX. (Control
ID #3715175)
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CASE: A 41-year-old woman presented with three weeks of worsening dull
left shoulder pain radiating to the left lateral chest. Raising the arm caused pain
and numbness with limited range of motion. She endorsed fatigue and dry
cough for one year.
History included recurrent right upper extremity DVTs and early-term preg-
nancy losses. She denied fevers, weight loss, shortness of breath, or recent
trauma.
On exam, right arm blood pressurewas 127/58, left arm unchecked due to pain.
2+ peripheral pulses were felt except left radial pulse was absent. Bruit heard
over right carotid artery. Abducting left arm above 45 degrees caused pain.
Labs revealed negative troponin, Hgb 9.4g/dL, ESR 93mm/hr and CRP 5.9mg/
dL. EKG showed normal sinus rhythm. CT angiography showed wall thick-
ening and luminal narrowing of aortic arch, ascending aorta, bilateral carotid
arteries, and pulmonary arteries with multifocal bilateral pulmonary opacities.
Left subclavian artery had concentric wall thickening with severe stenosis.
Vascular surgery and rheumatology were consulted. Given patient’s extensive
large vessel involvement, elevated inflammatory markers, and constitutional
symptoms, Takayasu Arteritis was diagnosed. IV heparin and IV methylpred-
nisolone were started with improvement in symptoms. She was discharged on
apixaban, oral steroid taper and azathioprine with rheumatology follow-up.
IMPACT/DISCUSSION: Takayasu Arteritis (TAK) is a rare inflammatory
disease affecting the aorta and its branches with substantial morbidity and
mortality. With no diagnostic autoantibodies and slowly progressive, vague
symptoms, a significant delay in diagnosis is common as illustrated in our case.
TAK usually affects women with age of onset < 40 years old. Presenting
symptoms include angina, limb claudication, and carotidynia with constitu-
tional symptoms and elevated inflammatory markers. Discrepant blood pres-
sure between arms (>10 mmHg), bruits, and absent peripheral pulses are also
seen. Given the systemic nature of disease and slow progression, there remains
an array of possible presentations correlating to the affected vascular territory.
Imaging showing narrowing of the aorta and its branches can help confirm
diagnosis. With our patient it is likely that her prior DVTs and chronic fatigue
were due to untreated inflammation from early disease, while her acute
shoulder pain was due to disease progression resulting in significant subclavian
artery stenosis because of delayed diagnosis.
Increased awareness of TAK is necessary for internal medicine physicians to
help early diagnosis and to avoid arterial stenosis and its complications. As
such, TAK should remain on the differential for young patients who present
with vascular complaints.
CONCLUSION:Many gaps exist towards early diagnosis of Takayasu arter-
itis given slow progression of disease and vague initial symptoms. Increased
awareness for primary care physicians and hospitalists will help facilitate
prompt referral to rheumatology to improve outcomes for these patients.

KRATOM CAUSING DRUG INDUCED LIVER INJURY: A DEVEL-
OPING PANDEMIC
Sreelakshmi Vasudevan1; Maria Riasat1; Geetika Arora2; Karishma V. Rupani2
1Internal Medicine, Mount Sinai Health System, New York, NY
2InternalMedicine,Mount Sinai Beth Israel Hospital, NewYork, NY. (Control
ID #3716143)

CASE: 31-year-old female with history of acute transaminitis 4 months ago
presented with right upper quadrant (RUQ) abdominal pain without radiation,
yellowing of skin and urine over 12 hours. Patient endorsed use of 3 glasses of
wine and 4 cups of Kratom tea prior to presentation. She reported similar
symptoms 4 months ago with acute liver injury with alanine transaminase
(ALT) 687, aspartate transaminase (AST) 325 and Total/Direct bilirubin 16.9/
11.4. She had completed 21 hours of IV NAC therapy with 150 mg/kg loading
dose, followed by 50 mg /kg over 4 hours and100 mg/kg over 16 hours. She
had an extensive work up including infectious and autoimmune which were
negative. No cause was identified for the acute liver injury. Following dis-
charge there was normalization of her liver function tests (LFT).
During this admission, exam was remarkable for icterus and RUQ tenderness.
Labs were significant for ALT 423, AST 650 and Total/Direct bilirubin 5.4/3.9
similar to before. All other work up including imaging were negative. Poison
control was intimated and patient was again treated with NAC with

improvement in liver enzymes. On further interviewing, she reported use of
Kratom prior to last admission as well. Patient was advised to not use Kratom
and was discharged with gastroenterology follow up.
IMPACT/DISCUSSION: Kratom (Mitragyna speciosa) is an herbal supple-
ment popular in South east asia with opioid like and psychotropic effects.
United States is also witnessing a rise in popularity of this product for pain
management and recreation. Kratom users usually present with agitation,
tachycardia and other signs of drug use. Acute liver injury with Kratom use
has been described in recent years with many cases of severe damage or even
death in unidentified cases. The pattern of liver injury can be hepatocellular or
cholestatic in nature. Once the other common causes of hepatitis or cholestasis
are excluded, drug induced liver injury due to Kratom use should be consid-
ered. Furthermore, use of NAC has been shown to reverse the liver injury if
given early.
CONCLUSION: Kratom use is associated with hepatotoxicity. This case
reiterates the importance of identifying this common toxin in cases of unclear
etiology of hepatocellular or cholestatic jaundice. This case also highlights the
management of Kratom associated liver injury with NAC therapy with com-
plete resolution

KRATOMTOXICITY: ARARECASEOFSEVEREPANCREATITIS,
RHABDOMYOLYSIS, CARDIOMYOPATHY, AND ATN
Liana Michaud, Abhinaya Sridhar, Sally Ziatabar, Ester Sherman, Lisa Paul
InternalMedicine,WestchesterMedical Center Health Network, Valhalla, NY.
(Control ID #3715560)

CASE:A 31-year-old womanwith a history of alcohol and opioid use disorder
presented with altered mental status and in multi-organ failure. She was
intubated for airway protection and admitted to the medical ICU for manage-
ment of shock of unknown etiology. Her labs showed acute pancreatitis (AP),
hypertriglyceridemia, Acute Kidney Injury, Rhabdomyolysis, HAGMA and
troponinemia. Further testing revealed UA with 3+ blood and 2+ protein and
nephrotic range proteinuria. Her urine drug screen was only positive for
cannabinoids. She was started on broad spectrum antibiotics, NAC and con-
tinuous veno-venous hemofiltration (CVVH) for anuric renal failure. She was
also treated with an insulin drip for HTGPwith subsequent improvement in TG
level. An echocardiogram was notable biventricular failure. Patient also un-
derwent a renal biopsy which was notable for acute tubular injury with
myoglobin casts secondary to rhabdomyolysis. Upon further questioning to
determine etiology of her multi-organ failure, it was discovered that she had
been ingesting large quantities of Kratom. Over the course of her hospital stay,
her renal and cardiac function improved and she was weaned off pressors and
extubated. She was ultimately discharged in renal recovery.
IMPACT/DISCUSSION: Kratom is an herbal supplement that has opioid
properties. It is marketed as a dietary supplement for those with opioid abuse
history to reduce cravings 2. There are various cases of severe toxicity related
to the drug. We present a case of severe pancreatitis and hypertriglyceridemia
likely associated with Kratom use. The most serious toxicities associated with
Kratom use are seizures, hallucinations, respiratory depression, coma and
rarely, cardiac and respiratory arrest.2 There has been one case report in the
past describing a young patient with AKI 2/2 rhabdomyolysis and reversible
non ischemic CM associated with Kratom use. Our patient also had a similar
presentation but this is the first case report to investigate a possible association
between Kratom use and acute pancreatitis. Opioid drugs have a known
association with AP. Kratom is a drug with opioid like properties which may
be the mechanism by which AP is caused. Another possible mechanism is
secondary to HLD. One study was done that investigated Kratom use and
hyperlipidemia. The study did not find an association between Kratom uses
and elevated cholesterol except for those with daily Kratom intake. However,
the study was underpowered. We hypothesize that our patient presented with
an overwhelming SIRS response most likely secondary to AP which likely
caused her multiorgan failure. Investigations at the hospital did not reveal an
infectious etiology or a primary cardiac cause to explain her clinical
presentation.
CONCLUSION: Kratom which has opioid properties has abuse potential and
toxicities such as acute renal injury due to rhabdomyolysis and nonischemic
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cardiomyopathy. This unique case links Kratom abuse to severe life-
threatening pancreatitis and hypertriglyceridemia.

LARGE ISCHEMIC STROKE AS A COMPLICATION OF COVID-19
Kavitha Juvvala
Internal Medicine, North Alabama Medical Center, Florence, AL. (Control ID
#3712205)

CASE: Patient is a 67-year-old white male who is from Ohio who has a past
medical history significant for diabetes mellitus type 2, essential hypertension
and hyperlipidemia. He presented to the emergency department with
complaints of generalized weakness and shortness of breath. He was vaccinat-
ed against COVID about 3-4 months ago. Dyspnea has been progressive over
several days. Initial laboratory values and vital signs in the emergency depart-
ment were pertinent for a heart rate 92/min, blood oxygen saturation of 93% on
5 L nasal cannula, ESR 40, CRP 22.9, D-dimer 21.1,positive for COVID-19 on
PCR. Chest x-ray showed developing multifocal infiltrates consistent with
COVID-19 pneumonia.
Patient was started on dexamethasone, remdesivir, ceftriaxone, azithromycin
and was placed on low molecular weight heparin for DVT prophylaxis regi-
men during the first few hours of admission. We continued standard therapies
but the patient's oxygen requirements increased. During this hospitalization
patient became acutely unresponsive and was noticed that he was not moving
his right side. A stroke work-up was undertaken MRI brain/head without
contrast showed large left MCA territory infarction, no acute hemorrhage has
been identified, loss of flow void within the left intracranial ICA, suggesting
obstruction versus high-grade stenosis. Echo showed normal LV systolic
function. MRA of the head and neck showed occluded left ICA and left
MCA. Unfortunately due to the size of the infarction the patient was not a
candidate for full dose anticoagulation.Eventually patient was not following
commands, remained unresponsive and had persistent dysphagia for which he
had PEG tube placement. Family has been updated on his clinical status and
overall prognosis is poor.
IMPACT/DISCUSSION: The incidence of stroke has been reported in 5.7%
of patients with severe COVID-19 and in 0.8% of patients with nonsevere
infection.The frequency of stroke detected in hospitalized COVID-19 patients
was 1.1% associated with older age and stroke risk factors.Early-onset cere-
brovascular disease is more common in COVID- 19 patients with underlying
cerebrovascular risk factors including older age (>65 years).The significant
increase in D- dimer levels like our patient suggests that COVID-19 can induce
an inflammatory response and trigger a hypercoagulable state causing an acute
ischemic stroke .The hypercoagulable state in patients with COVID-19
supports the formation of small and/or large blood clots in many organs such
as the brain, which have the potential to cause cerebrovascular
disease.Increased D-dimer levels confirm the theories of endothelial activation
and hypercoagulability. CONCLUSION: Our case report highlights the fact
that COVID-19 is a risk factor for acute ischemic stroke along with other
underlying cerebrovascular risk factors such as diabetes,hypertension and
hyperlipidemia like in our patient. We should be aware of these neurological
symptoms and act promptly in the evaluation of stroke in COVID-19 patients.

LEGGO MY ECHO: FDG PET-CT AS A SUPPLEMENTARY IMAG-
ING MODALITY TO DIAGNOSE INFECTIOUS ENDOCARDITIS
William Belshe
University of California Los Angeles David Geffen School of Medicine, Los
Angeles, CA. (Control ID #3708191)

CASE:A62-year-oldmale with a bicuspid aortic valve (AV) status-post repair
17 years prior, atrial fibrillation on apixaban, and hypertension presented to the
ED with fever and right flank pain.
The patient had recently been discharged after a 9-day inpatient stay for
enterococcus bacteremia. TTE and TEE at the time showed no evidence of
valvular vegetations. Once blood cultures cleared, he was discharged on 6
weeks of IV antibiotics.

On readmission, the patient was febrile to 39.3° C and leukocytotic to 16.5.
Blood cultures were negative. A CT A/P showed a new right renal infarct.
Given concern for septic emboli, TTE and TEE were obtained and again
without vegetations. For two weeks, he continued to have daily fevers despite
antibiotics. CT chest, renal ultrasound, and tagged WBC scan were negative
for fever source.
On day 13 of hospitalization, the patient suffered an acute ischemic stroke of
suspected embolic etiology. Repeat TTE with bubble and TEE were again
nondiagnostic. As the patient continued to have fevers, he underwent FDG
PET-CT on day 18, which showed intense focal FDG uptake around the AV.
On day 49, the patient underwent surgical AV replacement. Pathology showed
vegetations with destruction of valve tissue and neutrophils, consistent with
infective endocarditis (IE).
IMPACT/DISCUSSION: Imperfect diagnostic criteria (modified Duke Cri-
teria [mDC]) and often nonspecific symptoms can obfuscate the diagnosis of
IE. This patient had mDC-possible IE, with a constellation of symptoms
suggestive of IE, but met neither of the major criteria (positive blood cultures,
vegetations on echo) to clinch a diagnosis. While TEE is a highly sensitive and
specific method of detecting IE, up to 13% of cases can be “echo- negative.”
In echo negative cases, a more appropriate starting point may be working up
FUO. FDG PET-CT is a more sensitive imaging modality than CT in evalu-
ating FUO, especially in diagnosing endovascular infection (78.5% versus
14.2%, respectively). Accordingly, FDG PET-CT also has a role in diagnosing
FUO secondary to IE.
While FDG PET-CT alone has low sensitivity in identifying native valve
endocarditis (NVE) (22%), it has been shown to increase the sensitivity of
the mDC from 42% to 91% in prosthetic valve endocarditis and 54% to 65% in
NVE when added a major criterion. Accordingly, the European Society of
Cardiology recommends using FDG PET-CT to evaluate mDC-possible/
rejected IE when high clinical suspicion for IE still exists. Given this patient’s
history, hospital course, and FUO, there was reason to have high suspicion for
IE despite negative echo findings and blood cultures. Earlier evaluation with
FDG PET-CT may have made the diagnosis of IE sooner, allowing for more
prompt surgical intervention.
CONCLUSION: - In patients with high clinical suspicion for IE, despite
mDC-possible/rejected IE, FDG PET-CT can be used as a supplementary
study to increase diagnostic accuracy.
- In patients with FUO, FDG PET-CT is valuable tool in identifying
endovascular etiologies.

LEPIDIC ADENOCARCINOMA OF THE LUNG: CLINICAL
CHALLENGES INVOLVED IN DIFFERENTIATING COMMUNITY
ACQUIREDMULTIFOCALPNEUMONIAFROMLEPIDICADENO-
CARCINOMA OF THE LUNG
Sandesh Yohannan1; Melina Ortiz1; Ilmaben Vahora1; Sahithi Nadella2;
Abhizith Deoker1. 1Internal Medicine, Texas Tech University Health Sciences
Center El Paso, El Paso, TX; 2INTERNAL MEDICINE, Texas Tech Univer-
sity Health Sciences Center El Paso, El Paso, TX. (Control ID #3710372)

CASE: 71-year-old nonsmoker male with a past medical history of chronic
kidney disease, presented with worsening productive cough and shortness of
breath for 15 days. He also had accompanying non-bloody and nonbilious
emesis and diffuse abdominal pain with a 30lb weight loss over 1 month,
attributed to poor oral intake. Physical examination was significant for cachex-
ia and bilateral diffuse crackles more prominent on the right. Vitals showed
patient was hypoxic.
Labs showed Neutrophilic leukocytosis and features of acute kidney injury.
Initial chest x-ray and computed tomography (CT) thorax findings was com-
patible with extensive multifocal pneumonia of right lung. Empiric treatment
with ceftriaxone and levofloxacin was initiated and he was placed on
promethazine for nausea control. Given the patient intractable nausea and
vomiting, an abdominal ultrasound and CT of the abdomen and pelvis was
obtained but was only significant for cholelithiasis. Infectious and autoimmune
workup was negative. Considering persistent symptoms, bronchoscopy was
performed, and subsequent bronchoalveolar lavage (BAL) was significant for
atypical cells concerning for malignancy. A bronchoscopic biopsy obtained
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revealed lung adenocarcinoma lepidic type. Throughout the hospital course,
patient hadworsening oxygenation requiring around 5 liters of O2. Nausea and
vomiting failed to be controlled through trials of multiple medications which
was later determined to be bronchorrhea. Considering the declining functional
status of the patient, and as treatment options were limited, he was discharged
under hospice care as per patient's wishes.
IMPACT/DISCUSSION: Adenocarcinoma more common in females
presents with symptoms of cough, hemoptysis, fevers, weakness, and weight
loss. Even though our patient initially presented with worsening cough, the
patient was experiencing worsening nausea and vomiting. As extensive work-
up with abdominal imaging was non contributary, it was suspected that the
patient was having an unusual presentation of bronchorrhea. Bronchorrheawas
difficult to discern as he heaved and projected secretions mimicking mucoid
vomit. Also, lepidic lung adenocarcinoma can mimic pneumonia on imaging.
When extensive, it appears as patchy, lobar, or multilobar infiltrates with air
bronchograms making it difficult to differentiate it frommultifocal pneumonia.
Hence as the clinical presentation and diagnostic imaging as described in our
case has significant overlap with other infectious and inflammatory etiologies it
often necessitates to rule out these causes before proceeding with biopsy,
further delaying diagnosis and treatment.
CONCLUSION: This case report magnifies the diagnostic difficulty associ-
ated with identifying adenocarcinoma lepidic type especially with an unusual
presentation. Knowing rare presentations of the disease as described in our
case, can help in earlier diagnosis and hence more available treatment options
for patients.

LEPTOSPIROSIS: HIGHLIGHTING THE INTERSECTION OF THE
HOUSING AND CLIMATE CHANGE CRISES
Ellen W. Green1; James Zou2; Emilio DeBess3; John Townes2. 1Internal
Medicine, Oregon Health & Science University, Portland, OR; 2Division of
Infectious Diseases, Oregon Health & Science University, Portland, OR;
3Oregon Health Authority Public Health Division, Portland, OR. (Control ID
#3715496)

CASE: A 34-year-old man with no known prior medical history presented to
the emergency department with 5 days of worsening fevers, fatigue, myalgias,
severe frontal headache, and diarrhea. He was houseless, living under a tarp
next to the Willamette River. On arrival, he was jaundiced, febrile, and
tachycardic with leukocytosis, severe thrombocytopenia, acute renal failure,
and a marked direct hyperbilirubinemia. Hemolysis labs and peripheral blood
smear were reassuring against thrombotic thrombocytopenic purpura. His
lactate, troponin and cross-sectional imaging were normal. CSF studies
revealed neutrophilic pleocytosis, but no organisms on gram stain.
Infectious Disease was consulted and obtained the additional social history that
the patient was living in an encampment which had just increased in popula-
tion, a change that had notably attracted more rats. The encampment was also
in the Columbia Slough, andMultnomah County had experienced flooding the
week prior due to heavy rainfall. Given the patient’s epidemiologic risk factors
and symptoms, leptospirosis rose to the top of the broad differential and was
ultimately upheld by a positive Leptospira CSF PCR.
IMPACT/DISCUSSION:We report the case of a healthy, 34-year-old house-
less man who was found to have severe sepsis due to leptospirosis complicated
by aseptic meningitis and acute renal failure, which occurred in the setting of a
crowded tent community with high rat prevalence and recent local flooding.
His case highlights the intersection of two escalating crises – houselessness and
climate change. Leptospirosis is a zoonotic disease, primarily occurring in the
tropics, especially in crowded urban areas, which are often prone to flooding
and rat infestations. Fulminant, icteric leptospirosis carries a mortality risk of
up to 20% (Taylor et al. 2015), though is likely underreported given the
nonspecific presentation. It is rarely identified in people in Oregon.
Our patient may represent just the tip of the iceberg, heralding the convergence
of both the houseless and climate change crises in the form of increasing rates
of communicable diseases. To further elucidate this potential public health
risks, we present previously unpublished data of the rates of leptospirosis in
Norway rats, maps showing collocation of flood risk and tent encampments in
Multnomah County, and advocate for new multidisciplinary collaborations.

CONCLUSION: - Leptospirosis is a serious, climate-related illness, which is
currently rare within the continental USA.
- Communicable diseases are exacerbated by vulernabilities of social
determinants and climate exposure.
- Close collaboration of multidisciplinary health backgrounds will be crucial to
address climate changed-fueled exacerbation of communicable diseases.

LEPTOSPIROSIS IN THE CITY: A CASE REPORT
Natasha Qureshi, Patricia Dharapak
Medicine, Mount Sinai Beth Israel Hospital, New York, NY. (Control ID
#3709732)

CASE: A 58 year-old undomiciled man with no medical history presented
with three days of anorexia, malaise, abdominal pain, and decreased urination.
Exam was notable for scleral icterus. Lab-work revealed sodium 133 mEq/L,
BUN 132mg/dL, creatinine 8.82 mg/dL, platelet 64 K/uL, total bilirubin 6.4
mg/dL, direct bilirubin 5 mg/dL. Lab-work two years prior was normal. HCV
antibody was reactive, urinalysis revealed microscopic hematuria, and cocaine
was detected on toxicology. Abdominopelvic CT, MRCP and renal sonogram
were non-pathologic. On hospital day 5 his creatinine downtrended but total
bilirubin continued to rise to a peak of 11.2 mg/dL and a leukocytosis without
fever developed (peak 21.2 K/uL). Ceftriaxone was started empirically and a
workup of blood cultures, viral serologies, ANA, alpha-1 antitrypsin, comple-
ment, cryoglobulin, ceruloplasmin level, microsomal, smooth muscle and
antimitochondrial antibodies was normal. Review of his history suggested
exposure to rodents as he slept close to a dumpster. Pending Leptospirosis
serology, the antibiotics were adjusted to doxycycline. At discharge, the WBC
and platelet counts normalized while the bilirubin and creatinine downtrended.
IgM serology for leptospira later resulted positive.
IMPACT/DISCUSSION: Leptospirosis is a worldwide zoonotic disease
commonly associated with moist environments, poor housing and inadequate
sanitation. Rodents are important reservoirs, shedding spirochetes through
urine. Human infection results from exposure to animal urine, contaminated
soil or water, or infected animal tissue.
Portals of entry include cuts, mucous membranes or conjunctivae. Person-to-
person transmission is rare. The incubation period is 5–14 days and illness
severity ranges from subclinical to life-threatening. Disease manifestations
include jaundice with acute kidney failure (Weil’s disease), rash, conjunctival
suffusion, hyponatremia, thrombocytopenia, microscopic hematuria, myocar-
ditis, pulmonary hemorrhage, and meningitis. A biphasic illness, the acute
febrile bacteremic phase can last 2-9 days followed by a period of apparent
improvement. An “immune” phase then follows characterized by development
of complications, as in our patient. During this phase, leptospires are absent
from blood but may appear in the urine.While human cases of leptospirosis are
rarely reported in the US outside of Puerto Rico and Hawaii (in the absence of
travel), there was a significant rise reported to the NYC DOH in 2021. A
potential explanation is an increase in housing insecurity and disruptions to
waste management as a consequence of the COVID-19 pandemic.
CONCLUSION: Leptospirosis is an important consideration in at-risk
populations who may unknowingly be exposed due to living conditions. Our
case of unexpected Weil’s disease in an urban setting underscores the impor-
tance of a thorough social history as well as timely recognition of uncommon
infections as possible reversible causes of multi- organ failure in the context of
a changing world climate.

LGI1-ANTIBODY LIMBIC ENCEPHALITIS PRESENTING AS RE-
CURRENT GENERALIZED TONIC- CLONIC SEIZURES
Hassan Khan1; Roberto Guerrero1; Krupa Shingada1; Amala Chacko1; Cas-
sandra Ross2
1Internal Medicine, MacNeal Hospital, Berwyn, IL
2St. George's University, West Indies, Grenada. (Control ID #3715809)

CASE: A 59 year old woman with depressive disorder presents with recurrent
generalized tonic-clonic seizures witnessed by emergency staff. Two weeks
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prior, she was evaluated for new onset generalized seizures in face of
hyponatremia of 122mmol/L. Source of seizing remained unclear with sodium
lowering seizure threshold potential taken into consideration. Patient was not
started on antileptic therapy as it was the first time onset and hyponatremia was
attributed to SIADH from SSRI usage. Per family, patient began experiencing
worsening depression four months prior to admission that included frequent
crying spells following husband's job loss. Shortly after, family began noting
memory loss, including forgetting events that happened the day prior and
names. Patient’s symptoms were attributed to pseudodementia for which
patient was continued on escitalopram at decreased dosage.
This admission, labs were significant again for hyponatremia to 125 mmol/L,
leukocytosis, and hyperglycemia. Calcium, magnesium, TSH, blood alcohol
and urine drug screen, CT, MRI of head, and routine EEG resulted in unre-
markable findings. She was started on valproic acid for seizure prophylaxis.
She was noted to be alert and oriented only to name and place. She also began
displaying episodes of agitations, impulsivity, and visual hallucinations, in-
cluding seeing smoke and communicating with deceased relatives. Encepha-
litis persisted in face of seizures, cognitive impairments, psychiatric
disturbances, hyponatremia, and autoimmune encephalopathy panel was sent.
Patient underwent lumbar puncture, though findings were unremarkable, in-
cluding paraneoplastic panel. CT chest, abdomen, pelvis also was performed
with no evidence for overt malignancy causing paraneoplastic etiology.
Ultimately, antibodies against leucine-rich glioma inactivated protein-1
(LG1) were identified and patient was started on IV methylprednisolone pulse
followed by oral prednisone.
IMPACT/DISCUSSION: LG1 encephalitis is an antibody-mediated syn-
drome that is characterized by faciobrachial dystonic seizures, cognitive de-
cline, hyponatremia, and behavioral disturbances, which can easily be mistak-
en for neuro-psychiatric syndromes. MRI changes involving increased signal
in temporal lobes and lumbar puncture with inflammatory changes are often
reported though not visualized in this case. Treatment modalities include
corticosteroids, immunotherapy, immunoglobulins, and plasma exchange.
CONCLUSION: Faciobrachial dystonic seizure is by far the characteristic
seizure of this syndrome. Generalized tonic- clonic seizure with associated
hyponatremia, hypomnesia, and behavior disorders without MRI changes is
rare in LG1 encehalitis. An internist approaching a patient with generalized
tonic-clonic seizures should consider obtaining history on behavior and mem-
ory changes, as well as delve into psychiatric diagnoses, especially in face of
hyponatremia. Early consideration of this syndrome can prevent the delay of
diagnosis and treatment of LG1 encephalitis.

LIGHT AS A FEATHER, STIFF AS A BOARD
Alice Q. Jiang, Alvaro Ceballos, James D. Denham, Katharine Rainer, terry
jacobson. Emory University, Atlanta, GA. (Control ID #3715565)

CASE: A 19-year-old male with a history of mild intellectual disability
presented with altered mental status from an outside psychiatric hospital. History
was notable for incarceration for one year complicated by sexual assault and
periods of solitary confinement. During his incarceration, he began responding to
internal stimuli andwas prescribed olanzapine. Following release from prison, he
was brought to an outside psychiatric hospital by family due to aggressive and
bizarre behavior. He was treated with scheduled risperidone and lorazepam for 3
days. He was transferred for altered mental status and concern for
rhabdomyolysis in the setting of eating and drinking less.
On admission, he was unable to communicate in a meaningful way. He was
tachycardic to the 120s. Physical examination revealed severe, diffuse muscle
rigidity. He had 3-4 beats of clonus in bilateral Achilles tendons. Laboratory
studies were unremarkable apart from a creatinine phosphokinase of 2,715.
Head imaging and cerebrospinal fluid studies were unremarkable.
There was concern for neuroleptic malignant syndrome versus catatonia. He
was treated with bromocriptine, amantadine, and scheduled diazepam. His
course was complicated by over-sedation with diazepam, which was rapidly
tapered off. Bromocriptine and amantadine were slowly tapered off over the
course of a month. He improved with treatment and was ultimately discharged
home after 2 months at his baseline mental status.

IMPACT/DISCUSSION: Neuroleptic malignant syndrome (NMS) is an
uncommon and life-threatening reaction to antipsychotics. NMS is character-
ized by fever, altered mental status, muscle rigidity, and autonomic dysfunc-
tion. It has been linked to most neuroleptics and medications that affect central
dopaminergic neurotransmission.
NMS can be difficult to diagnose as this condition has many mimics. Drug-
induced syndromes such as serotonin syndrome and malignant hyperthermia,
drug intoxication, and withdrawal may cause similar symptoms. Catatonia can
also present with fever, altered sensorium, and rigidity. Whereas catatonia often
improves with benzodiazepine administration, the treatment for NMS includes
dopamine agonists and dantrolene and withdrawal of the offending agent.
Patients who have been exposed to the carceral system often have concomitant
psychiatric conditions, often caused or exacerbated by living conditions and
solitary confinement. Their psychiatric care is often disrupted by coming in and
out of facilities, and it can be difficult to obtain medical records and understand
the full scope of their diagnoses.
CONCLUSION: This case illustrates the difference between catatonia and
NMS can be elicited in treatment in that catatonia often rapidly resolves with
benzodiazepines. It highlights how the carceral system can bring forth or
worsen psychiatric conditions, how care can be delayed due to difficulty
obtainingmedical records, and generally how psychiatric care can be disrupted
coming in and out of facilities.

LIVER TRANSPLANTATION FOR GIANT HEMANGIOMA COM-
PLICATED BY KASABACH–MERRITT SYNDROME
Yi Zhao1; Carley Legan2
1GME, Methodist Health System, Dallas, TX
2Internal Medicine, Methodist Dallas, Dallas, TX. (Control ID #3689236)

CASE: A 39-year-old female with a known history of multiple giant hepatic
hemangiomas (largest diameter: 15cm; Figure 1), Kasabach-Merritt syndrome
(KMS), and endometriomas presented to the hospital for acute onset abdom-
inal pain and distention. Admission laboratory data was consistent with con-
sumptive coagulopathy (Table 1). An abdominal computed tomography scan
showed active arterial extravasation into enlarged right adnexa and
hemoperitoneum. The patient underwent an emergent coil embolization of a
right uterine artery branch by interventional radiology. However, she contin-
ued to deteriorate despite aggressive resuscitation with fluid and blood
products, developing abdominal compartment syndrome. Paracentesis yielded
grossly bloody fluid with no evidence of malignancy. The patient was ap-
proved for and underwent a total hepatectomy and orthotopic liver transplant
due to life-threatening hemorrhage from the endometriomas caused by the
KMS. A total of 9300 grams of liver with multiple cavernous hemangiomas
were removed. During surgery, the patient received eight units of packed red
blood cells, eleven units of fresh frozen plasma, four units of cryoprecipitate,
and four units of platelets. Her coagulopathy improved immediately following
surgery and the patient was discharged eight days after liver transplant. She
was recovering well at her one week follow-up outpatient appointment.
IMPACT/DISCUSSION: Liver hemangiomas are the most common benign
liver tumor, with incidence highest among females in the fourth decade of life.
[1] Giant liver hemangiomas have a diameter greater than 4 cm. There is no
consensus on optimal management. Asymptomatic patients can be monitored
without intervention, while symptomatic patients can be managed by trans-
arterial embolization, radiofrequency ablation, surgical resection, enucleation,
or liver transplantation. [2] KMS was first described in 1940 as a consumptive
coagulopathy associated with cutaneous hemangiomas in children. [3] The
pathophysiologic event that leads to KMS is platelet trapping within a hem-
angioma and subsequent platelet activation and consumption of clotting
factors. KMS management centers on resolving the lesion, which will lead to
correction of the coagulopathy as presented in this case. [4] Based on the
United Network for Organ Sharing database, 394 liver transplantation were
performed for benign liver tumors between 1989 and 2008, accounting for
0.9% of all liver transplantations. [5] KMS is one of the main indications in 9
out of 10 reported cases of liver transplantation for giant hepatic hemangiomas
from 1989 to 2006. [6] Despite the high surgical risk, liver transplantation is a
feasible option, and outcomes are favorable. [7]
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CONCLUSION:Liver transplantation is indicated for giant hepatic hemangioma
complicated by KMS; despite the high surgical risk, outcomes seem favorable.

LOOKING PAST TRAUMA: A RARE CASE OF SPONTANEOUS
PSOAS HEMATOMA
Aakash R. Goyal1; Sachi Singhal2; Oladimeji Lanade1
1Internal medicine, Crozer-Chester Medical Center, Upland, PA
2InternalMedicine, Crozer-ChesterMedical Center, Brookhaven, PA. (Control
ID #3706484)

CASE: We present a case of a 72-year-old female with past medical history of
STEMI, atrial fibrillation on Apixaban, hypertension, hyperlipidemia, and
right hip replacement who came to the EDwith sudden onset severe, unrelent-
ing hip pain. Initial imaging with radiograph only showed severe degenerative
changes in the spinal cord. Computerized tomography (CT) scan was pursued
for further evaluation, revealing a right psoas intramuscular hemorrhage
extending into the posterior retroperitoneal space that measured at least 8 cm.
Labs were notable for acute blood loss anemia with a hemoglobin drop from
11.2 to 8.2 although it did rebound to 8.9 prior to discharge. Patient remained
hemodynamically stable throughout her hospital staySurgery was consulted
and recommended supportive treatment. The patient’s anticoagulation was
held and she ultimately was discharged in stable condition.
IMPACT/DISCUSSION: The incidence of spontaneous iliopsoas hemato-
mas are 0.1% in general public and 0.6% in elderly receiving anticoagulation
or with underlying coagulopathy. [1] Iliopsoas hematomas in and of itself are
associated with a mortality rate of 30% in the critical care unit, with no
observed variation between types of culprit anticoagulation agents and
outcomes. [2] In a series of 89 patients with spontaneous retroperitoneal
hematoma (SRH), the most common symptoms noted were abdominal pain
in 68 percent, followed by leg pain in 24 percent, hip pain in 23 percent, and
back pain in 22 percent of the patients. Approximately 10 percent presented
with leg numbness or weakness, and 4 percent had a pulseless lower extremity
from nerve roots and blood vessels compressed by the hematoma.[3] Manage-
ment of SRH is determined by the patient's clinical status and the underlying
cause (eg, anticoagulation). Majority of patients respond to medical therapy
alone, up to one-quarter of patients will require angiographic intervention, and
fewer than 10 percent will require surgical intervention. [4] Medical manage-
ment includes volume support with intravenous fluids and/or blood products
and reversal of anticoagulation. Patients with hypovolemic shock that is
refractory to aggressive resuscitation, ongoing transfusion requirement,
expanding hematoma, or active contrast extravasation on CT imaging need
prompt intervention. Surgical intervention includes ligation of the bleeding
arterial vessel and evacuation of the hematoma. This is generally reserved for
patients with failed angiographic procedures, concurrent surgical conditions,
compressive symptoms from hematoma formation (eg, femoral neuropathy or
hydronephrosis), or abdominal compartment syndrome. (5)
CONCLUSION: Apixaban is a common anticoagulant prescribed in patients
with atrial fibrillation. Spontaneous psoas hematoma is an important differen-
tial to consider in patients with severe pain, no history of trauma, and on active
anticoagulation.

LYME OPTIC PERINEURITIS: AN UNUSUAL PRESENTATION OF
AN UNUSUAL DISEASE
Emily Evans1; Ronaldo Correa Fabiano Filho1; Alyssa Kelder1; Alfred Shoukry2
1Internal Medicine, UPMC, Pittsburgh, PA
2Internal Medicine, UPMC, Pittsburgh, PA. (Control ID #3716029)

CASE: A 70-year-old woman with a history of fibromyalgia, headaches,
diabetes and cataracts presented with 4 days of headache, left eye swelling
and binocular diagonal diplopia. The patient woke up with a severe left-sided
headache that did not subside and then developed burning in her left nare
followed by left eye swelling and diplopia. She was evaluated by her ophthal-
mologist whose exam was notable for left sided proptosis, elevated intraocular
pressure, and a normal appearing optic nerve. She presented to the Emergency
Department at an outside hospital where CT head was negative for acute

findings, CTA head and neck showed no aneurysms or malformations, and
she was transferred to our institution for further workup and management.
Her exam on admission was notable for a left cranial nerve III and VI palsy.
Labs showed normal electrolytes, renal function, transaminases, and complete
blood count. She had normal erythrocyte sedimentation rate and C-reactive
protein. She was initially treated with high dose methylprednisolone due to
concern for temporal arteritis but developed hallucinations and the infusion
was stopped. She had an MRI head, face, and orbit with areas of enhancement
in left orbit extending to the apex with enhancement of the optic nerve sheaths.
Lyme serology was notable for western blot IgM 1 of 3 bands positive and IgG
6 of 10 bands positive. When Lyme serology returned as positive she was
started on ceftriaxone with improvement of her vision. A lumbar puncture was
performed and CSF analysis was remarkable for negative CSF RPR, HSV,
VZV, Lyme PCR, and VDRL. Her CSF studies revealed a Lyme IgG positive
band at 41kD. Further steroid therapy was stopped and ceftriaxone was
continued on discharge with almost complete resolution of symptoms.
IMPACT/DISCUSSION: We present a case of Lyme optic perineuritis
responsive to antibiotic therapy. On presentation, the highest suspicion was
for temporal arteritis and autoimmune etiology given patient’s age and signif-
icant unilateral headache associated with cranial nerve impairment. However,
our patient was unable to tolerate steroid therapy and her inflammatorymarkers
were discordant with this diagnosis. Lyme disease can rarely cause optic
perineuritis which could cause this patient’s constellation of symptoms. Ini-
tially, the patient’s symptomatic improvement was thought to be secondary to
her incompletely course of steroids despite simultaneous treatment with
ceftriaxone. Ultimately, given the positive CSF Lyme IgG band and symp-
tomatic improvement with antibiotics, the diagnosis of Lyme optic perineuritis
was made. Positive Lyme serology is common in Lyme-endemic regions, and
Lyme disease can present with a multitiude of neurologic complaints.
CONCLUSION: Given the high prevalence of Lyme exposures and conse-
quentially positive Lyme serology in endemic regions, Lyme disease should be
considered in patients with unusual neurologic presentations including optic
perineuritis.

LYMPHADENOPATHY IN A YOUNG FEMALE; LESSONS FOR
THE GENERALIST
ANEEQA A. ZAFAR1; Hamza Hassan2
1UCSF Medical Center, San Francisco, CA
2Boston University, Boston, MA. (Control ID #3711327)

CASE: 33 yo F presented with 2 week history of progressive cough, fever,
body aches, anterior chest discomfort. Cough was dry without phlegm or
hemoptysis. She had migrated from Columbia and was not aware of any TB
diagnosis or exposure. On arrival to the ED, she had a temp of 38.9, HR 138,
O2 sats 97%. Physical exam revealed no palpable lymphadenopathy, clear
lungs and no skin findings of rash. WBC count was 7.93, hematocrit 33.9 with
normal platelets. AST 110, ALK 295, other LFTs unremarkable. Chest x-ray
showed bilateral minimal airspace opacities mostly in the hilar region. CMV
and EBV IgMwere negative but IgG positive indicative of past infection. HIV
negative. 3 samples of induced AFB sputum were negative.
Clinical picture did not improve with antibiotics so a CT chest/abdomen was
obtained which showed diffuse mediastinal, hilar lymphadenopathy, axillary
and supraclavicular adenopathy upto 3cm along with hepatosplenomegaly
raising suspicion for lymphoma so hematology was consulted who
recommended excisional lymph node biopsy. Further work up revealed ele-
vated ESR 114 and CRP 20 and ANA negative on immunofluorescene but
positive on Lupus Analyzer. Rheumatology started her on steroids and VIG
with improvement. Her lymph node biopsy showed polymorphous areas
typical of histiocytic necrotizing lymphadenitis consistent with Kikuchi’s
disease.
IMPACT/DISCUSSION:Awoman in her 30s presenting with fever, lymph-
adenopathy, fatigue may have lymphoma, tuberculosis, sarcoidosis, SLE, HIV
or any other atypical infections. Kikuchi disease is a benign necrotizing
histiocytic lymphadenitis that is predominantly found in young Asian females
and is misdiagnosed in upto 40% of the cases. Most common presentation is
low grade fever and cervical lymphadenopathy but generalized
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lymphadenopathy has also been reported that can persist for up to 1 month and
recur. Other symptoms include rash, arthritis, hepatosplenomegaly, myalgias,
night sweats, weight loss. Labs usually reveal leukopenia, thrombocytopenia,
abnormal LFTs, elevated LDH and elevated ESR.
The reason why it is important to highlight this rare condition is because upto
29% of patients are initially misdiagnosed as having lymphoma. There have
been reports where patients have been treated with chemotherapy or have been
initiated on anti TB therapy while awaiting histologic confirmation. While this
highlights the similarities in the clinical presentation and subtle differences in
histology of these differential diagnoses it also indicates a lack of awareness of
this disease among Internists hence educating the Generalist about this condi-
tion can lead to an early diagnosis which can prevent these patients from being
subjected to unnecessary investigations and treatments
CONCLUSION: Clinical presentation and laboratory findings observed in
Kikuchi's disase overlap with conditions such as lymphoma, tuberculosis and
sarcoidosis. Awareness of the disease is limited amongst clinicians, which
often impedes the path to a timely diagnosis

LYMPHADENOPATHY IN A YOUNG FEMALE: DISSEMINATED
CRYPTOCOCCOSIS IN AN OTHERWISE HEALTHY HOST
Mallory Brosious
Internal Medicine, Henry Ford Hospital, Detroit, MI. (Control ID #3716006)

CASE: A 30 year old female with past medical history of mild intermittent
asthma presented with subacute sinus congestion, left sided facial swelling, and
fever. On presentation, she was febrile and tachycardic, with cervical lymph-
adenopathy. The remainder of the physical exam was unremarkable. Comput-
ed Tomography of the face, mandible, and soft tissue neck showed suppurative
retropharyngeal lymph nodes and air-fluid level within the left maxillary sinus
consistent with acute sinusitis. Rhinoscopy was performed with drainage of
maxillary sinus fluid, with cultures revealing Cryptococcus neoformans. Re-
peat Computed Tomography of soft tissue neck showed worsening lymphade-
nopathy with several necrotic lymph nodes. Incision and drainage and washout
of the neck was performed, and pathology from specimen later revealed
Cryptococcus neoformans. Serum Cryptococcal antigen resulted positive,
and patient was started on induction therapy with amphotericin and flucytosine
for disseminated cryptococcal infection. Lumbar puncture to assess for central
nervous system involvement was negative. Evaluation for immunodeficiency
including Human Immunodeficiency Virus, Sarcoidosis, Immunoglobulin de-
ficiencies, or many autoimmune disorders were all performed and the only
positive finding was mildly elevated serum Immunoglobulin E level.
IMPACT/DISCUSSION: Cryptococcosis is acquired by inhalation of soil
containing the encapsulated yeasts and thus, most commonly infects the lungs.
Other commonly infected organs in disseminated disease include brain and
meninges, skin, long bones, joints, liver, spleen, and kidneys. Cryptococcal
infection is diagnosed with culture ofC. neoformans, and disseminated disease
is diagnosed when there is involvement of two noncontiguous areas of infec-
tion. Once disseminated cryptococcosis is diagnosed, it is recommended to
perform a lumbar puncture to assess for central nervous system involvement as
this can change the antifungal therapy chosen and the duration of therapy.
CONCLUSION: This case showcases an uncommon presentation of dissem-
inated Cryptococcus neoformans infection in an otherwise healthy patient.
Though cryptococcosis, especially disseminated disease, is primarily an op-
portunistic pathogen known to mainly affect immunocompromised
populations, it is important to keep this deadly pathogen on the differential
for immunocompetent individuals with lymphadenopathy. Disseminated dis-
ease can be diagnosed when two or more different sites are affected, and
impacts the therapy chosen for treatment of the infection.

MAKING RHEUM IN THE DIFFERENTIAL: A CASE OF SARCOID
INDUCED ARTHROPATHY
Angelica Gangemi1; John Donnelly2
1Internal Medicine-Pediatrics, Christiana Care Health Services Inc,
Wilmington, DE
2Internal Medicine / Pediatrics, Christiana Care Health System, Newark, DE.
(Control ID #3689085)

CASE: A 36-year-old male presented with acute worsening of chronic knee
pain with associated diffuse rash, fever, and arthralgias. In the ED, he was
febrile to Tmax 39.6C, with HR 107 and RR 33. Exam was notable for left
knee effusion and psoriasiform rash. CTA chest was negative for pulmonary
embolism but incidentally noted partially calcified hilar lymphadenopathy.
Given concern for septic joint, broad spectrum antibiotics were started. Ortho-
pedics performed arthrocentesis and ultimately took the patient to the operating
room for knee debridement. Fluid pathology revealed acute inflammatory
changes but no evidence of infection or crystals. Fever and arthralgias persisted
despite these interventions. Extensive workup for Lyme, Ehrlichia, EBV,
histoplasma, HIV, myositis, vasculitis, lupus, scleroderma, syphilis, TB, gon-
orrhea and chlamydia was negative. ACE level was normal. Hilar lymph node
biopsy revealed non- necrotizing granulomas, suggestive of sarcoidosis.
Antibiotics were discontinued, and systemic steroids were started with subse-
quent resolution of fever and improvement in arthralgias and rash. He was
discharged home on steroid taper with plans for pulmonary surveillance.
IMPACT/DISCUSSION: Sarcoidosis is a systemic inflammatory disorder of
unclear etiology and variable presentation. While sarcoid most commonly
presents with hilar lymphadenopathy and lung infiltrates, it can affect any
organ system. Our case describes a young patient with the classic hilar
lymphadenopathy plus extrapulmonary manifestations of sarcoidosis, includ-
ing arthritis and psoriasiform rash. Early recognition of sarcoidosis allows for
early intervention, thereby preventing long-term irreversible organ damage.
This patient’s fever, joint effusion, and arthrocentesis fluid results initially
suggested possible infection, resulting in initiation of antibiotics and surgical
debridement. Ultimately, synovial and debridement fluid cultures were nega-
tive for bacterial growth, and symptoms persisted, prompting broadening of the
differential. Hilar lymph node biopsy revealing non-necrotizing granulomas,
with his constellation of symptoms that improved with steroids, confirmed the
diagnosis of sarcoid which then informed further treatment and outpatient
follow up plans.
CONCLUSION: Fever and joint pain with swelling are strongly suggestive of
infectious etiology. However, sarcoidosis should be considered in the differ-
ential diagnosis for patients with acute arthritis, fever, and rash, especially if
found to have hilar lymphadenopathy. Early identification of sarcoid may
prevent patients from having invasive procedures, exposure to broad spectrum
antibiotics and thus the risk of resistance, delay in treatment, or long-term
sequelae. The diagnosis also helps guide longitudinal follow up for these
patients after discharge from the hospital

MALIGNANCY OR BULIMIA? THE ROLE OF EATING
DISORDERS IN GASTRIC PERFORATION
Daniel Amarasinghe1; Diane L. Levine2
1Psychiatry, Wayne State University, Detroit, MI
2Internal Medicine, Wayne State University School of Medicine, Detroit, MI.
(Control ID #3715762)

CASE: A 36-year-old woman with history of anxiety presented to another
hospital with a 3-day history of severe abdominal pain. Exploratory laparoto-
my revealed a perforated antral gastric ulcer which was suspected to be
malignant given extensive fibrosis and mass-like appearance in the stomach.
Post-surgery, she had multiple EGDs looking for cancer. Biopsies only
revealed inflammation.
The patient was transferred to a cancer hospital for further evaluation of the
malignancy. Vital signs were normal. On exam, the patient had a blunted
affect. The remainder of the exam was only positive for a well healed abdom-
inal incision and mild tenderness on palpation of upper abdomen. Labs
demonstrated microcytic anemia. On CT abdomen, gastric pouch, excluded
stomach, duodenum and Roux limb all demonstrated moderate wall thicken-
ing. All biopsies from the GI tract were negative for malignancy. The patient
disclosed a history of bulimia and multiple episodes of binge eating before she
presented with the perforation. The patient was discharged with follow up to
address her eating disorder and depression.
IMPACT/DISCUSSION:Acute gastric dilatation is a condition characterized
by severe gastric distension that can cause gastric ischemia, necrosis and
perforation of the stomach. It typically presents as progressive diffuse abdom-
inal pain which becomes severe upon gastric perforation. Abdominal x-ray
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may show a large air-fluid level that belongs to the fundus of the stomach, and
subdiaphragmatic free air in cases with perforation. Abdominal CT findings
may include the presence of extraluminal air, discontinuity of the bowel wall,
bowel wall thickening and abnormal bowel wall enhancement. Surgical inter-
vention is necessary to prevent or treat complications, and prompt gastric
decompression, bypass duodeno-jejunostomy or gastrectomy may be needed.
Acute gastric dilatation has been seen in refeeding syndrome, diabetesmellitus,
gastric volvulus, gastrointestinal tumors, Crohn’s disease and eating disorders.
Rapid eating of a large quantity of food may eventually lead to gastric necrosis
due impaired intramural blood floor caused by the elevated intragastric pres-
sure from gastric distension. People that have bulimia, anorexia or binge eating
disorder are at a higher risk of gastric dilatation due to higher risk of GERD,
delayed gastric emptying and binge eating. Perforation may not occur imme-
diately after an episode of binging. The SCOFF questionnaire is a quick
screening tool for eating disorders and has a sensitivity of 0.86. A score of 0
is considered to be negative for an eating disorder, and a score of 2 or more
indicates possible anorexia nervosa or bulimia nervosa.
CONCLUSION: Eating disorders play a key role in the pathogenesis of acute
gastric dilatation and perforation. Women are at higher risk of developing
eating disorders and a high index of suspicion and a thorough history of the
presence of an eating disorder will help guide intervention and management of
acute gastric dilatation and perforation.

MANAGEMENT OF METHAMPHETAMINE INDUCED
PNEUMONITIS
Venkata SKK Pulivarthi2; Ragul Yuvaraj1; Emma Smith3
1Internal Medicine, Creighton University School of Medicine, Omaha, NE
2Internal Medicine, Creighton School District 14, Phoenix, AZ
3Internal medicine, Valleywise Health Medical Center, Phoenix, AZ. (Control
ID #3716428)

CASE: A 35-year-old female with history of pulmonary coccidiomycosis s/p
treatment 15 years ago, ex-smoker who quit 8 years ago, unvaccinated for
COVID-19 presented with two weeks of progressively worsening shortness of
breath, fever, chills, generalized body aches, sore throat with hoarseness of
voice, nonproductive cough, wheezing and midsternal chest pain. Denied sick
contacts, recent travel, allergies or bird contact. On presentation, vitals were
significant for hypoxia with SpO2 84% requiring 2L of nasal canula, sinus
tachycardia to 109, tachypneic in 30s.
Physical exam showed stridor and bilateral diffuse expiratory wheezing. Stri-
dor improved with racemic epinephrine and dexamethasone 10mg IV. CBC,
CMP, Procalcitonin, BNP, COVID-19 and Respiratory PCR were negative,
while coccidioidomycosis antibody was positive. UDS was positive for meth-
amphetamine. Chest X-ray showed features of atypical pneumonitis. CT Chest
showed similar findings and was negative for pulmonary embolism. She was
managed symptomatically with albuterol inhaler. Respiratory symptoms im-
proved during hospitalization without any further interventions.
IMPACT/DISCUSSION:Methamphetamine can cause toxic lung parenchy-
ma injury irrespective of frequency of use. With recent increase in use of
methamphetamine, paucity of literature and unclear mechanism in lung injury,
it is important for physicians to be aware of methamphetamine associated lung
injury as a differential diagnosis of acute/subacute respiratory distress with the
risk factors of illicit drug use in the era of COVID pandemic.
According to National Survey on Drug Use and Health (NSDUH) in 2018, 1.6
million people (age > 26 years) used methamphetamine in one year which is
0.5% more than 2016-2017. Crystalline methamphetamine is a widely used
inhaled stimulant with few reported cases of acute respiratory distress syn-
drome, eosinophilic pneumonia, pneumonitis, and diffuse alveolar hemor-
rhage. Even though the mechanism of injury is unclear in human beings,
toxicity was studied in animals. Chronic methamphetamine use causes thick-
ened alveolar walls and reduced alveolar sacs by oxidative stress and by
increased free radical formation. Patients often present with non-specific
symptoms including cough, shortness of breath, sore throat or chest pain.
The temporal relation of symptomatology with methamphetamine use and
exclusion of infectious and other pulmonary etiology based on labs and

radiological findings are crucial in establishing the diagnosis. Early diagnosis,
symptomatic treatment and cessation of substance use are core management.
CONCLUSION: We discussed a case of methamphetamine-induced pneu-
monitis, who presented with upper and lower respiratory symptoms that
resolved dramatically with the early diagnosis and supportive care. We rec-
ommend considering methamphetamine-induced lung injury as a differential
diagnosis in patients with risk factors of illicit drug use, especially in the era of
the COVID-19 pandemic for early diagnosis and appropriate management.

MILK-ALKALI SYNDROME INDUCED ACUTE PANCREATITIS, A
CASE REPORT
Hina Virk1; Kofi Ansah1; Muhammad Khan2
1Internal Medicine, The Jewish Hospital - Mercy Health, Cincinnati, OH
2Nephrology, Mercy Health, Cincinnati, OH. (Control ID #3709700)

CASE: 39 y/o M with PMH of GERD presented with 2 days of sharp
epigastric abdominal pain with radiation to the back. He had associated nausea
but no fever or diarrhea. He denied illicit drug or alcohol use. On examination,
he was hemodynamically stable with diffuse abdominal tenderness. Blood
work showed leukocytosis, high serum bicarb, creatinine of 2.0 with a baseline
of 0.9, elevated calcium levels > 100 mg/dl, a high ionized calcium and normal
transaminases with a total bilirubin of 2.8 mg/dL. Lipase was also significantly
elevated to 2700 U/L. CT abdomen was suggestive of pancreatitis with no
evidence of gallstones or CBD dilation. Ethanol and urine tox screen was
negative.
IVF and pain meds were initiated and the patient was admitted for acute
pancreatitis and hypercalcemia. His phosphorus was elevated but vit D 1,25
and PTH levels were low. He received 2 doses of calcitonin and Zometa with
improvement in calcium levels. Given elevated total bilirubin he underwent
MRCP which showed no evidence of choledocolthiasis.
IGg4, a marker of fibro-inflammatory conditions was negative. He had normal
cholesterol and TAGs. His only medications included Tums and prior use of
omeprazole. The patient later admitted that he ran out of his omeprazole about
1 month ago and had since been self medicating with Tums. He reported using
about 4-6 tabs of ultra strength Tums (1000 mg) per day and had used approx
15 tablets 4 days prior for a severe episode of heartburn.
IMPACT/DISCUSSION:Milk-alkali syndrome (MAS) is characterized by a
triad of hypercalcemia, metabolic alkalosis and renal failure in the context of
calcium alkali consumption. It is becoming increasingly common as ease of
access to OTC medications such as Tums (calcium carbonate) increases.
However, PTH and underlying malignancy remain the two most common
etologies of hypercalcemia and should be ruled out. In our young patient with
renal insufficiency, SPEP/UPEP were negative and PTH was appropriately
low. He did not report other symptoms of underlying malignancy such as
unintentional weight loss or B symptoms. MAS may be a common cause of
hypercalcemia but an infrequent cause of acute pancreatitis. Thus, other
obvious causes of pancreatitis should be evaluated. Our patient was extensively
worked up for his pancreatitis and all his workup including autoimmune
serology and hypertriglyceridemia yielded negative. Thus, the high calcium
levels were postulated to be the cause of this episode. Pathogenesis is proposed
to occur by deposition and blockage of calcium in the pancreatic ducts thus
activating trypsinogen. Our patient recovered from his episode of acute pan-
creatitis but did have long standing consequences such as newly diagnosed
diabetes. He had multiple later admissions for DKA as he navigated this new
diagnosis as a sequalae of his pancreatitis.
CONCLUSION: MAS may be a rare cause of acute pancreatitis with long
lasting consequences. Detailed history is important for eliciting etiologies of
both hypercalcemia and pancreatitis.

MOMS ARE ALWAYS RIGHT: SARCOIDOSIS PRESENTING AS
SEVERE HYPERCALCEMIA
Gregory M. Olenginski, Christopher Breen, Sarah B. Merriam
Internal Medicine, UPMC, Pittsburgh, PA. (Control ID #3715475)
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CASE: A 56-year-old Veteran with history of hypertension, chronic kidney
disease (baseline Cr 1.6), and mother with sarcoidosis was admitted with
hypercalcemia (corrected Ca 14.7 mg/dL) and acute kidney injury (Cr 4.6
mg/dL). His last calcium level (16 months ago) was 9.0 mg/dL. Review of
systems revealed polydipsia, fatigue, daily consumption of a quart of milk and
one bottle of calcium carbonate a week prior. He denied dyspnea, cough, flank
pain, history of nephrolithiasis, or risk factors for tuberculosis. Outpatient
medications included hydrochlorothiazide.
On examination, BP was 164/98 mmHg, cardiopulmonary and joint exams
were normal, and there was no lymphadenopathy. Labs were remarkable for
normal PTH, 25-OH-vitamin D, and calcitriol levels, undetectable ACE and
PTHrP levels, and negative SPEP, UPEP, and TB testing.
Hydrochlorothiazide was discontinued and the patient received continuous
normal saline infusion, calcitonin, and denosumab with gradual improvement
in serum calcium, plateauing around 11 mg/dL. CT of the chest, abdomen, and
pelvis revealed prominent mediastinal adenopathy, which was sampled via
endobronchial ultrasound-guided fine needle aspiration. Pathology demon-
strated non-necrotizing granulomatous inflammation with negative AFB and
GMS staining. He was diagnosed with sarcoidosis and treated with prednisone
40 mg daily with rapid normalization of serum calcium. IMPACT/
DISCUSSION: This case highlights a rare presentation of sarcoidosis. Few
case reports have described sarcoidosis with hypercalcemia greater than 14mg/
dL.
Abnormal calcium metabolism is a well-known feature of sarcoidosis. Sar-
coidosis causes hypercalcemia in a PTH- independent manner via unregulated
conversion of 25-OH-D3 into calcitriol by 1-alpha-hydroxylase (produced by
alveolar macrophages). More recently, Zeimer et al. discovered PTHrP ex-
pression in sarcoid tissue samples, highlighting another mechanism by which
sarcoidosis may cause hypercalcemia.
In patients with sarcoidosis, hypercalcemia is an indication for corticosteroid
therapy. Corticosteroids reduce gastrointestinal calcium absorption and inhibit
osteoclast function. Their selective inhibition of macrophage 1-alpha- hydrox-
ylase and downregulation of IL-2 and IFN-gamma decreases granuloma bur-
den and prove particularly effective in sarcoidosis. Ketoconazole is an adjunc-
tive therapy and inhibits the cytochrome P450-linked enzyme systems required
by the 1-alpha-hydroxylase enzyme, thereby reducing calcitriol formation.
Methotrexate and azathioprine are alternative steroid-sparing agents that re-
duce calcium levels by decreasing granuloma burden.
CONCLUSION: Sarcoidosis is a rare cause of PTH-independent hypercalce-
mia via unregulated calcitriol production in granulomas. Corticosteroids are
first-line therapy and rapidly reduce serum calcium levels.

MORE THAN A COINCIDENCE: RECURRENT COVID-19 DRIVEN
ULCERATIVE COLITIS FLARES
Joseph You1; Eun Ji Kim2

1Internal Medicine, Northwell Health, New Hyde Park, NY
2Medicine, Donald and Barbara Zucker School of Medicine at Hofstra/
Northwell, Manhasset, NY. (Control ID #3715925)

CASE: A 61-year-old male with no prior medical history presented with
hematochezia, significant weight loss, and abdominal cramping for the past three
months. Abdominal pain was predominantly present in the suprapubic area and
alleviated with bowel movements. He reported acute worsening of diarrhea
frequency with 15 episodes of bowel movement daily. He had similar symptoms
in the past when he was diagnosed with a parasitic infection. Physical exam
demonstrated diffuse, mild tenderness in all four abdominal quadrants with
hyperactive bowel sounds. Infectious workup was negative at the time for stool
parasites or bacteria. Lab results were significant for elevated non-specific
inflammatory markers including ESR and CRP. CT abdomen revealed diffuse
circumferential wall thickening of the entire colon and rectum and multiple
associated pericolonic adenopathies, consistent with an inflammatory process.
The patient was admitted for management of ulcerative colitis for intractable pain
and worsening diarrhea. Of note, he was also found to test positive for COVID-
19, without significant respiratory symptoms. Colonoscopy confirmed active
ulcerative colitis throughout the colon. Hewas subsequently treatedwith a course
of steroids and initiated on mesalamine upon discharge.

Four months later, he was readmitted for an acute flare-up; he developed
increased frequency of bowel movements and severe abdominal pain despite
adherence with his medication regimen. He was found to have a new COVID-
19 infection. Other infectious work up was once again negative, with no
evident exacerbating factors for his new flare. He was started on adalimumab
with routine infliximab infusions with effective control of symptoms. After
resolution of his COVID-19 infection, he since then had no further flares from
his ulcerative colitis.
IMPACT/DISCUSSION: Studies have now demonstrated links between
COVID-19 and the sequelae of certain systemic inflammatory pathologies.
Here, the evident trigger for our patient’s flares were his underlying, concurrent
COVID-19 infections. Even though this may initially appear coincidental
during his index hospitalization, his later flare highlights a plausible clinical
correlation. Though the pathophysiology of COVID-19 associated inflamma-
tory states remains unclear, it could very likely be implicated in primarily
exacerbating ulcerative colitis flare ups.
CONCLUSION:Ulcerative colitis flares in the inpatient setting require urgent
clinical attention, yet often the exacerbating trigger may be unknown. Here, we
describe the importance of taking into consideration COVID-19 infection as an
independent risk factor for ulcerative colitis flares.

MORE THAN MEETS THE EYE: AN ATYPICAL PRESENTATION
OF ADULT ONSET STILL’S DISEASE
Julia Pantalone1; Katherine Gavinski2
1Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA
2General Internal Medicine, University of Pittsburgh Medical Center,
Pittsburgh, PA. (Control ID #3716197)

CASE:A22-year-old womanwith history of bilateral episcleritis and urticarial
vasculitis presents with fever, arthralgias, and weight loss. Mrs. A developed
swelling and redness of her left eye 10 months prior to presentation, and was
diagnosed with episcleritis and dacryoadenitis. She subsequently developed a
pruritic erythematous rash on her extremities. Skin biopsy was consistent with
urticarial vasculitis, and shewas started on oral prednisone.Mrs. Awas tapered
off steroids and transitioned to colchicine and antihistamines. While off
steroids, she noticed a flare in her urticaria, and developed debilitating
polyarthralgias. Three days prior to admission, she developed fever and gen-
eralized fatigue, prompting her to present for evaluation. On admission, the
patient had no localizing signs of infection. Exam was notable for moderate
arthritis in bilateral ankles, knees, and wrists. Initial workup showed WBC
18,900 (84% neutrophils), Hgb 6.9, MCV 59.8, platelets 858,000, ESR 100,
CRP 24.5, and ferritin 458. Infectious workup and autoimmune serologies
were negative. Soluble IL-2R and IL-18 were both elevated. CT scan of chest,
abdomen, and pelvis revealed bilateral axillary, retroperitoneal, and pelvic
lymphadenopathy and mild splenomegaly. Excisional biopsy of an axillary
lymph node showed florid reactivity without evidence of a lymphoproliferative
disorder. The patient was diagnosed with Adult-Onset Still’s Disease. She
started methylprednisone with plan to transition to canakinumab.
IMPACT/DISCUSSION: Adult-onset Still’s disease (AOSD) is a rare in-
flammatory disorder characterized by fever, rash and arthritis. Although there
are diagnostic criteria, AOSD is a diagnosis of exclusion. For Mrs. A,
arthralgias remained the most stable clinical feature, with a short duration of
fever, and a recurrent urticarial rash. High levels of inflammatory markers and
elevated IL-18 levels helped to confirm the suspected diagnosis. Although the
rash classically associated with AOSD is described as an evanescent, salmon-
colored maculopapular eruption, a variety of skin manifestations have been
described. Atypical rashes can present simultaneous with typical skin
manifestations; however, approximately 43% of cases present with atypical
skin findings alone. Another unique component of this case is the patient’s
ocular symptoms. Ocular manifestations are rare in AOSD and dacryoadenitis
is described in only a few case reports. Other more common ocular symptoms
include uveitis and scleritis. However, when eye manifestations occur, it
remains imperative to keep a broad differential.
CONCLUSION:AOSD is a systemic inflammatory disorder characterized by
fever, rash, and arthritis. In addition to the typical salmon-colored
maculopapular rash, there are a variety of atypical cutaneous manifestations
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associated with AOSD. Although rare, there are case reports of ocular involve-
ment in AOSD, including dacryoadenitis, uveitis, and scleritis.

MORE THAN SKIN DEEP: DRESS SYNDROME WITH HHV-6
REACTIVATION
Salim N. Najjar, Graham J. Rector, Nehal P. Jain
Internal Medicine, Baylor College of Medicine, Houston, TX. (Control ID
#3712690)

CASE: A 43-year-old woman with history of hyperlipidemia was admitted
with fevers and rash. She was started on atorvastatin for hyperlipidemia 12
weeks prior to presentation. An erythematous rash developed six weeks later,
starting on her elbows and spreading to her legs and arms. Fever, arthralgia,
headache and photophobia started 3 weeks after that, prompting admission to
an outside facility. Cerebrospinal fluid PCR for human herpesvirus 6 (HHV-6)
was positive. She was evaluated by rheumatology, diagnosed with Adult-
Onset Still’s Disease and started on systemic steroids. The headache and
arthralgia improved and she was discharged on oral steroids. After discharge,
fevers continued and the rash continued to spread proximally.
Admission physical exam was notable for temperature of 103.3°F, facial
edema, interphalangeal joint synovitis and diffuse erythematous macules,
patches, thin papules and plaques. She did not exhibit lymphadenopathy.
Laboratory workup revealed leukocytosis and hepatocellular pattern of liver
injury. Manual review of peripheral smear revealed eosinophilia and presence
of atypical lymphocytes. Serum quantitative PCR identified 334,000 DNA
copies of HHV6B. Punch biopsy of the left thigh revealed interface and
perivascular dermatitis.
The patient was diagnosedwith Drug Reactionwith Eosinophilia and Systemic
Symptoms (DRESS) with reactivation of HHV-6. RegiSCAR score was seven
(7). Atorvastatin was the suspected culprit drug. She was treated with systemic
steroids and ganciclovir after which her fever, rash, and lab abnormalities
normalized.
IMPACT/DISCUSSION: DRESS is a severe adverse drug reaction that
typically occurs 2-8 weeks after drug exposure. HMG-CoA reductase
inhibitors, or statins, have been reported to cause DRESS. The rare nature of
this association and the latency from exposure to presentation contributed to
delayed diagnosis in this case. HHV-6 rarely causes active infection in immu-
nocompetent adults, however reactivation is commonly reported in association
with DRESS, with prevalence ranging widely from 0-70%. Unlike the
RegiSCAR score, the accepted diagnostic criterion for DRESS in the United
States, the Japanese consensus guidelines include HHV-6 reactivation in the
diagnostic criteria for DRESS. HHV-6 reactivation is associatedwith increased
disease severity and administration of systemic steroids early in the disease
course may decrease rates of reactivation. The presence of HHV-6 viremia in
setting of systemic illness in an immunocompetent adult should prompt con-
sideration of DRESS syndrome. Some authors advocate for antiviral therapy
for HHV-6 reactivation in this setting however there is limited data to guide
this decision.
CONCLUSION: Consider DRESS in patients with rash and systemic
symptoms, perform a thorough medication reconciliation and diagnose with
RegiSCAR score.
HHV-6 reactivation is associated with DRESS however the role of antiviral
treatment is uncertain. Statins are a rare cause of DRESS syndrome.

MRSAWITH ‘ROID RAGE
Leah Snipe
Hospital Medicine, Wake Forest Baptist Medical Center, Winston-Salem, NC.
(Control ID #3715198)

CASE: A 46-year-old male with a history of remote illicit drug use and
diagnosis of multiple sclerosis not on treatment presented to his PCP with
c/o generalized body pain and was found to have anemia and weight loss. He
was sent to ED, andwork-up revealed palpable left supraclavicular lymph node
on physical exam and a cavitary lung lesion with additional destructive osseous

processes of L4-L5 on CT scan. Of note, he had a normal chest x-ray less than a
month earlier. He was admitted to the oncology service for further work-up.
Blood cultures were obtained after a fever of 101.4, which quickly returned
positive for MRSA. The patient reported that his last recreational drug use was
five years ago but confessed to using IM anabolic steroids six months prior. He
admitted to reusing and sharing needles for his steroid injections. His imaging
findings were determined to be abscesses rather than metastatic malignancy,
given his positive blood cultures. Subsequent MRI scans revealed cervical
abscess with cord compression, discitis/osteomyelitis at L5-S1 complicated by
circumferential epidural fluid/phlegmon, associated myositis, acute osteomye-
litis of left clavicle, left first rib, and septic left sternoclavicular septic joint.
Neurosurgery was consulted, and performed cervical laminectomy. Cardiotho-
racic surgery performed sternoclavicular joint and first rib resection with
Plastic surgery closing the wound. Fortunately, TTE and subsequent TEE
were both negative for vegetations. The patient was treated with Vancomycin
with duration directed by Infectious disease. His course was complicated by
worsening neurologic exam, flares of his chronic sciatica, and high opioid
requirements, warranting consult by our Acute Pain Management service. He
was discharged to skilled nursing facility to complete 8 weeks of Vancomycin
after consulting services cleared him.
IMPACT/DISCUSSION: This patient’s bony destruction was initially
concerning for malignancy, but Staph aureus is another common cause of
bone destruction. Hospitalists are no stranger to bone and joint infections
related to injection drug use; however, the drugs are usually illicit recreational
drugs. In a survey of those diagnosed with Staph-aureus- caused spinal
epidural abscesses, the majority were male and had underlying diabetes, but
the second most common underlying characteristic was IV drug user. Several
case reports have described localized abscesses associated with injection
anabolic steroid use, most occurring in young males. Anabolic steroid users
are likely to use unsafe injection practices although to a lesser extent than
recreational IV drug users. This case serves as a reminder that steroid injection
can also be a source of bloodstream infection, and providers would do well to
ask about steroid use when taking a history.
CONCLUSION:Unsafe anabolic steroid self-injections can cause destructive
infectious complications like pyomyositis, septic arthritis, osteomyelitis, epi-
dural abscess, or bacteremia.

MULTIFOCAL ATRIAL TACHYCARDIA: AN UNCOMMON COM-
PLICATION OF LEUKOSTASIS
Dena Blanding, James Kalmuk, Amarenda Neppalli
Medicine, Medical University of South Carolina, Charleston, SC. (Control ID
#3713180)

CASE: A 72-year-old female with hypertension presented to the emergency
room with two weeks of progressive chest pain and dyspnea. She denied
fevers, chills, weight change, palpitations, cough, or lower extremity swelling.
Vitals were significant for T 37.1C, HR 108, BP 125/93, RR 17, SpO2 97% on
room air while cardiopulmonary exam revealed a regular tachycardic rhythm,
normal breath sounds, and no lower extremity edema. Her laboratory evalua-
tion was remarkable for a leukocyte count of 324,000 K/cumm (88% blasts on
differential), hemoglobin 6.8 gm/dL, and a platelet count of 10 K/cumm. Her
peripheral smear exhibited blasts without auer rods, and given evidence of
acute leukemia she was admitted to the hematology service. Flow cytometric
analysis of her peripheral blood confirmed 97% of the white blood cell
population was myeloid blasts consistent with acute myeloid leukemia
(AML). Due to clinical evidence of leukostasis preparations were made for
leukapheresis; however while awaiting pheresis the patient developed an
irregular tachycardia up to 160bpm with stable blood pressure. EKG revealed
multifocal atrial tachycardia (MAT) and she was transferred to the ICU for
stabilization and further management. Despite beta blockade and
leukapheresis, the patient had continued cardiopulmonary decompensation
and expired on hospital day 3.
IMPACT/DISCUSSION: Hyperleukocytosis (leukocyte count >100k) is
encountered by the general internist and may be attributable to both non-
emergent causes such as leukemoid reactions and chronic leukemias as well
as highly morbid conditions such as AML. In cases that have not yet been
pathologically confirmed, the internist must be able to recognize hematologic
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emergencies such as leukostasis that warrant immediate evaluation; these
commonly include neurologic findings (headache, visual changes, confusion)
and pulmonary findings (dyspnea, hypoxia). Less common findings include
tinnitus, gait changes, renal impairment, and myocardial ischemia. MAT is not
a classic manifestation of leukostasis, and is typically associated with under-
lying lung disease, heart disease, electrolyte abnormalities, or pharmacologic
side effects. The development of MAT in this case was a sign of cardiopul-
monary compromise from leukostasis indicating the necessity for emergent
leukapheresis. Patients with AML presenting with leukostasis have an up to
40% initial mortality rate; regardless of precipitating factors the presence of
MAT itself may signal a terminal event with an in-hospital mortality of 40-
60%. For the internist this case highlights common and rare presentations of a
life-threatening condition as well as raises awareness of the high degree of
mortality associated with a unique tachyarrhythmia.
CONCLUSION: Any sign of neurologic, cardiac, or pulmonary compromise
in a patient with a new diagnosis of acute leukemia should prompt the internist
to seek evaluation for leukapheresis.
MAT has a high mortality rate and necessitates urgent treatment of the
underlying etiology.

MULTIFOCAL BONE INFARCT AS A LATE SIDE EFFECT OF
STEROID IN A PATIENT WITH BILATERAL LUNG TRANSPLAN-
TATION SECONDARY TO COVID-19 PNEUMONIA/ARDS
Anupama Somaratna, Jue Wang
School of Medicine, Creighton University School of Medicine, Omaha, NE.
(Control ID #3701966)

CASE: A 37-year-old Hispanic female was referred to a tertiary center nine
months status-post lung transplant secondary to post-COVID ARDS for eval-
uation of constant, dull, aching, gradually progressive pain in her bilateral
lower extremities that was insidious in onset. Lab work was notable for
persistently elevated alkaline phosphatase. 12 months prior to this admission,
the patient was admitted for COVID-19 pneumonia for a week of ongoing
fever, shortness of breath, and chest discomfort. Her hospital course was
complicated by PE, ARDS, pneumothorax, required chest tube placement,
intubation and ECMO. She was treated with dexamethasone, remdesivir,
ceftriaxone, azithromycin, and convalescent plasma. Unfortunately, the patient
developed post-ARDS pulmonary fibrosis and she was unable to wean off
ECMO. Three months later, she underwent lung transplantation for post-
COVID ARDS. Post- operative course was significant for profound shock
intraoperatively, acute blood loss with delayed chest closure, Grade 3 primary
graft dysfunction (PGD), critical illness myopathy, AKI with a need for
continuous renal replacement therapy (CRRT) / hemodialysis, and Aspergillus
pneumonia. She received two doses of COVID-19 vaccination.
The patient underwent a bone scan that showed asymmetrically increased
uptake in the bilateral femoral metadiaphysis, metaphysis, and proximal tibial
metaphysis. There was questionable increased uptake in the humeral heads.
MRI of the tibia showed bilateral distal tibial metaphysis/epiphysis heteroge-
neous T1 and T2 signal intensity lesions compatible with intramedullary
infarct. There was no evidence of acute fracture or dislocation. Overall, the
findings were consistent with multifocal osteonecrosis secondary to cortico-
steroid treatment. She is currently managed with analgesics in view of a
nonsurgical approach as advised by the orthopedic team.
IMPACT/DISCUSSION: Coronavirus disease 2019 (COVID-19) pandemic
continues to present critical challenges for public health and medical commu-
nities globally. Its manifestations are predominantly respiratory, with
multiorgan dysfunction in severe cases. Skeletal involvement is uncommon.
Systemic corticosteroids such as dexamethasone are frequently used as the
standard of care for critically ill COVID-19 patients to alleviate the
hyperinflammatory response and reduce the need for mechanical ventilation.
However, long-term treatment with dexamethasone can increase the risk of the
development of osteonecrosis. In this case report, to our knowledge, we
describe the first case of multifocal bone infarction in a patient treated with
corticosteroids status-post lung transplant secondary to COVID-19
pneumonia.

CONCLUSION: Recognizing clinical features of multifocal bone infarct as a
late effect of corticosteroid treatment may be challenging given a complicated
history of transplant and COVID-19. However, it may be prudent to consider
osteonecrosis when a patient with prior steroid treatment history presents with
musculoskeletal complaints.

MULTIORGAN SYSTEM DYSFUNCTION AFTER INTERVEN-
TRICULAR SEPTAL RUPTURE
Sharonya Shrivastava1,2; Andrew Bui1,2
1Internal Medicine, San Ysidro Health, San Diego, CA
2Scripps Mercy Hospital Chula Vista, Chula Vista, CA. (Control ID
#3705646)

CASE:A64 year old femalewith a history ofNSTEMI requiring stenting 7 days
prior presented with altered mental status. On admission she was confused,
agitated and with diffuse abdominal pain. Vital signs were within normal limits.
Her exam was notable for a midsystolic murmur and a large ecchymosis in the
lower abdomen and over the upper extremities. Laboratory studies were signif-
icant for leukocytosis of 11.7 K/mcL, creatinine of 3.5 mg/dL, alkaline phos-
phatase of 471 units/L, AST of 1577 units/L, ALT of 1437 units/L, total bilirubin
of 5.1 mg/dL, lipase of 4159 units/L, lactate of 4.3 mmol/L, INR of 1.6, troponin
of 0.978 ng/mL andNTpro-BNPof 31,500 pg/mL.Computed tomography (CT)
of the head without contrast was negative for an acute process. CT of the
abdomen and pelvis without contrast was negative but showed moderate right
and small left layering bibasilar pleural effusions. Gastroenterology was
consulted for a possible endoscopic retrograde cholangiopancreatography to rule
out gallstone pancreatitis. The next day she developed acute hypoxic respiratory
failure requiring intubation and was transferred to the ICU. A transthoracic
echocardiogram showed an apical septal region measuring 1.1 cm with bi-
directional flow suggestive of a ventricular septal defect (VSD). Cardiology
was consulted and the patient was emergently transferred to a higher level of
care for repair of the VSD. She underwent successful percutaneous VSD closure
with a 14mmAmplatzer device with immediate improvement in hemodynamics
and markedly decreased shunt volume.
IMPACT/DISCUSSION: Our case demonstrates multi-organ system dys-
function secondary to global hypoperfusion from post-MI VSR. One study
found VSR in 0.21% and 0.04% of hospitalizations for STEMI and NSTEMI,
respectively. Risk factors for VSR include female gender, older age, first
episode of MI, STEMI, high Global Registry of Acute Coronary Events
(GRACE) risk score and chronic kidney disease. Presentation ranges widely
from dyspnea to cardiogenic shock, the latter of which our patient developed.
A cardiac murmur is nearly always present and best heard at the lower left and
usually right sternal borders. Definitive diagnosis is with transthoracic echo-
cardiography in the majority of cases. Treatment of VSR is closure, either
percutaneously or surgically. The mortality of surgical intervention within 24
hours of acute myocardial infarction is over 60% as the sutures do not hold in
friable tissue.
Within seven days of this complication, mortality is 54.1%. Surgery after seven
days has a death rate of 18.4%. Initially, the etiology of her presentation was
misleading as the apparent Cullen’s sign was suggestive of acute hemorrhagic
pancreatitis; it is unclear if this was mutually exclusive or a result of cardio-
genic shock.
CONCLUSION: This case represents a rare occurrence of ventricular septal
rupture (VSR) after acute non-ST elevation MI (NSTEMI) that was success-
fully repaired. Timing of treatment is a key factor in patient outcomes.

MULTIPLE MYELOMA PRESENTING AS ACUTE PARALYSIS IN
YOUNG MIGRANT MALE
Jared A. Moon, Maria Leon-Camarena, Deepa Mittal
Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX. (Control ID #3715675)

CASE: BO, a 46 year-old man with no past medical history, presented in
November 2021 with sudden onset bilateral lower extremity paralysis and
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urinary retention. He presented to urgent care 1 month prior for acute back
pain. An X-ray of his spine was unremarkable at that time. Five days prior to
his paralysis he developed tingling, numbness, and weakness in his bilateral
lower extremities.
On exam his lower extremities were 0/5 strength bilaterally and sensation to
light touch was absent bilaterally below the level of the umbilicus. MRI of the
spine revealed a pathologic burst fracture at the level of T3 with multiple
enhancing lesions. BO received an emergent T3 laminectomy and spinal cord
decompression. His laboratory was significant for elevated gamma gap, ele-
vated LDH, and mild normocytic anemia. BO reported no past screenings, or
family history of cancer, so he received a broad workup to determine the
primary cancer. His serum and urine protein electrophoresis showed an in-
creased gamma fraction. Pathology eventually resulted in Multiple Myeloma.
He was sent to in-patient rehabilitation as he was still unable to ambulate and
experiencing a neurogenic bladder.
Nearly 2 months after diagnosis, the patient had not begun chemotherapy due
to lack of medical insurance. Additionally, his IPR placement was delayed due
to lack of funding. He is an immigrant from Mexico and currently seeking a
humanitarian visa for his wife and son who are in Mexico. OB had poor access
to medical care and sought care late due to financial concerns.
IMPACT/DISCUSSION: Metastatic spinal cord compression is a rare com-
plication of cancer and typically initially presents as back pain in individuals
with significant comorbidities or who are very unwell. Once clinical signs are
recognized quick intervention is key as it can prevent permanent damage. This
is an oncologic emergency.
Multiple myeloma is the second most common hematologic malignancy in
individuals over 65 years old and is typically characterized by osteolytic
lesions. Extramedullary multiple myeloma is a rare and aggressive phenotype
of multiple myeloma, with spinal cord metastases being an exceptionally rare
complication. This pathology and presentation is extraordinarily uncommon
given OB’s lack of medical history, family history, and previously good health.
Multiple social determinants of health portended lower access to care even in
the setting of an aggressive cancer for OB. The deleterious effect of his lack of
access to medical insurance, medical care, and his family support system
cannot be overstated.
CONCLUSION: - Metastatic spinal cord compression is a rare but emergent
oncological situation. Urgent recognition of neurological red flags with rapid
diagnosis and imaging is critical.
- Extramedullary multiple myeloma to the spinal cord is exceptionally rare and
has been described scarcely in literature.
- Social determinants of health significantly impact cancer care, especially in
the setting of migrant health.

MULTIPLE PRIMARY MALIGNANCY: GENETIC INHERITANCE
OR THERAPY RELATED?
Aanchal Sawhney1; Dylan A. Wadell2; Akshita Khosla1; Oladimeji Lanade1
1Internal Medicine, Crozer-Chester Medical Center, Upland, PA
2Drexel University College of Medicine, Philadelphia, PA. (Control ID
#3716091)

CASE: A 68-year-old man with a past medical history of multiple
metachronous malignancies presented with fatigue, diarrhea, weight loss,
hoarseness, and worsening left flank pain ongoing for 12 weeks since initiation
of Tivozanib. His family history was significant for lung and prostate cancer in
his father. His oncological history included prostatic adenocarcinoma with
metastatic capsular brain lesions treated with surgery and radiotherapy in
2013. A year later diagnosis of multiple myeloma (MM) was established.
Eleven months later, he was diagnosed with stage 4 renal cell carcinoma
(RCC) with metastasis to brain, bone and lung. RCC was treated with chemo-
therapy that included tyrosine kinase inhibitors and mTOR inhibitors. The
metastatic brain lesions were treated with CyberKnife radiosurgery.He re-
ceived palliative radiation and surgical resection for lung and bone metastasis.
In 2019, CT scan of the head revealed new skull metastasis. Positron emission
tomography(PET) scan a year later was consistent with metastatic disease to the
chest including right hilar and subcarinal lymph nodes, and several pulmonary
nodules. MRI brain showed metastatic lesions in the right frontal and parietal

lobe. These metastatic brain and pulmonary lesions were again treated with
chemotherapy. Unfortunately, despite combined immune and chemotherapy,
follow up CT scans showed progression of pulmonary metastasis with new
mediastinal infiltrating mass lesions. The pre-existing brain metastatic lesions
respondedwell to treatment butMRI noted six new onset metastatic lesions in the
brain. At this time, the family decided to forego any further treatment.
IMPACT/DISCUSSION: The diagnosis of Multiple primary malignancies
(MPMs) is established when more than one primary malignancy involves
different organ systems and when each tumor is histologically unrelated to
the others.
According to studies, 41.7% of men with multiple primary malignancies had
prostate adenocarcinoma and the incidence of renal cell cancer and lymphoma
were higher as secondary malignancies. Radiotherapy in men for prostate
cancer is associated with risk of bladder and rectal cancer. As of now, there
is limited data supporting radiotherapy induced secondary malignancies due to
the presence of factors including genetic variants, lifestyle or environmental
factors.
CONCLUSION: Our case highlights the treatment resistance in
metachronous multiple primary malignancy and the propensity of patients to
opt for more palliative treatment after the secondary malignancy. This increase
in MPMs with age can be attributed to the rigorous follow up scans in patients
with one malignancy and the persistence of etiological and genetic factors
responsible for primary malignancies. Treatment itself could also be an etiol-
ogy and thus a proper amount of clinical suspicion for secondary malignancies
must be had.

MULTISYSTEM INFLAMMATORY INFLAMMATORY SYN-
DROME IN ADULTS (MIS-A) IN THE RETURNING TRAVELER
Milee Nelson, Shub Agrawal, Eleni Antzoulatos
Internal Medicine, Emory University School of Medicine, Atlanta, GA. (Con-
trol ID #3715730)

CASE: A 27-year-old man presented with a one-day history of meningismus
and fever six days after returning from Belize in the setting of COVID-19
infection 6 weeks prior to admission. On hospital day 3, he had persistent
cyclical fevers and developed a non-pruritic erythematous maculopapular rash
as well as conjunctival injection and diarrhea. Overnight (day 3-4), he devel-
oped chest pain and tachycardia; labs were remarkable for myocardial injury
and elevated inflammatory markers. Emergent cardiac echo identified
myopericarditis with LV ejection fraction of 20%. These constellation of
symptoms in the setting of a recent COVID-19 infection were consistent with
a diagnosis of multisystem inflammatory syndrome of adults (MIS-A). Pulse
dose steroids and heart failure therapywere initiated; he had a rapid response to
the treatment with cardiac MRI documenting partial recovery of his LVEF to
48% and resolved myocarditis after 4 days of therapy.
IMPACT/DISCUSSION: MIS-A is a rare complication of the post-acute
phase of COVID-19. As of June 2021, less than 150 cases had been published.
The CDC criteria for MIS-A include age >21 hospitalized for >24 hours with a
fever for >24 hours and with at least 1 primary criteria (severe cardiac illness
OR rash and conjunctivitis) and 2+ secondary criteria (new neurological signs,
unexplained shock, abdominal symptoms or thrombocytopenia). Lab criteria
include A) a positive SARS CoV-2 test for current or recent infection and B)
elevated levels of at least 2 inflammatory markers. A systematic review by
Patel et al. highlighted key trends amongstMIS-A patients, including a median
age of 21, male preference (70%), and lack of co-morbidities (58%) Amajority
presented with fever (96%), hypotension (60%), cardiac dysfunction (54%),
and diarrhea (52%) In adults, conjunctivitis, rash, and cervical adenopathy
were noted but less common. Although 97% of patients had positive serologic
or RT-PCR tests, only 32% were positive for both during the hospitalization.
Our patient possessed key demographic and clinical features associated with
MIS-A. However, we initially prioritized the differential of fever in a returning
traveler over empiric management of MIS-A. Nevertheless, early recognition
of decompensation from MIS-A allowed for quick initiation of steroids and
transfer to the ICU. The fulminant nature of this disease makes it an important
diagnosis to include on the differential of acutely febrile young individuals
with a history of COVID.
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CONCLUSION: MIS-A is a rare disease that can easily be confounded with
other causes of inflammation; as a diagnosis of exclusion, delays in diagnosis
can be expected. However, it’s potential severity makes it a critical one to
consider early in key patient populations. Increased awareness of cardinal
symptoms and population trends can help clinicians consider MIS-A early in
their clinical reasoning and facilitate early treatment. This is especially impor-
tant in a world with an increasing incidence of COVID-19.

MULTIVESSEL SPONTANEOUS CORONARY ARTERY DISSEC-
TION CAUSING SIGNIFICANT STENOSIS AND EVIDENCE OF
MYOCARDIAL INJURY
Zachary Estep1; Joseph Baghat1; Tatjana Gavrancic1; Anna Koulova1;
Rajeswari Jasty2
1Department of Medicine, Stamford Hospital, Stamford, CT
2Stamford Hospital, Stamford, CT. (Control ID #3716236)

CASE: Spontaneous coronary artery dissection (SCAD) accounts for fewer
than 1% of all myocardial infarctions. Multivessel SCAD is rare: most cases
involve a single vessel, usually the left anterior descending (LAD) artery. We
present a patient with multivessel SCADwith resultant improvement in cardiac
function by medical management alone.
A 50-year-old female with no personal or family cardiac history presented with
acute onset chest pain. Examination was unremarkable, but troponin was
elevated to 78ng/mL. ECG showed new anterolateral T-wave inversions, but
no ST segment changes. Echocardiogram (TTE) revealed 55-60% EF, apical
akinesis, and hypokinesis of anterior and inferoseptal myocardium. Left heart
catheterization found multivessel SCAD with 90% stenosis of the mid LAD
(TIMI 3 flow), first obtuse marginal branch, and right posterolateral branch.
She was treated with dual-antiplatelet therapy and beta blockade. Her
symptoms resolved, and she underwent cardiac rehabilitation. TTE two
months later demonstrated 60-65% EF and mild apical hypokinesis.
IMPACT/DISCUSSION: Patients with SCAD as the suspected cause of
myocardial infarction undergo angiography to confirm the diagnosis and
define high-risk anatomic features warranting early revascularization. High-
risk features include multi-vessel severe proximal dissections or involvement
of the left main or ostial LAD. Adjunctive TIMI grading can assist in deter-
mining if PCI is warranted; higher scores signify adequate distal flow. This
approach is generally avoided as the vessels are fragile and instrumentation can
propagate the dissection plane. Despite high-risk features favoring revascular-
ization, this patient’s hemodynamic stability, TIMI 3 flow, and lack of ongoing
ischemia reinforced the decision to treat with medical therapy alone.
CONCLUSION: Multivessel SCAD with signs of territorial myocardial
injury rarely manifests with good coronary flow and stable hemodynamics.
Our patient with high grade stenosis and multivessel involvement was treated
medically leading to symptom resolution and improved myocardial function,
confirming that a conservative approach is appropriate even in high-risk
patients.

MYCETOMA SECONDARY TO A NOVEL NOCARDIA SPECIES,
NOCARDIAWALLACEI
Anna Jacobs1; Michael Leonard2
1Internal Medicine, Carolinas Medical Center, Charlotte, NC
2Infectious Diseases, Atrium Health, Charlotte, NC. (Control ID #3706985)

CASE: A 31-year-old male from Acapulco, Mexico with medical history
significant for latent tuberculosis and type II diabetes mellitus presented to
the emergency department with worsening ankle pain from a gradually enlarg-
ing ankle mass. The mass started eight months prior to presentation as a small
red papule that gradually increased in size, to 10 by 12 centimeters at time of
presentation. During that time he had been on multiple oral antibiotics without
any improvement. Physical exam revealed hemorrhagic and purulent draining
sinus tracts circumscribed around the ankle joint. Initial work up consisted of a
foot and ankle x-ray, wound culture, and deep tissue biopsy. The patient was
empirically treated with intravenous ampicillin-sulbactam, oral voriconazole,

and oral trimethoprim-sulfamethoxazole (TMP-SMX) to cover Actinomyces,
Nocardia, and fungal infections. X-ray revealed soft tissue edema with no
fracture or bony erosion. Subsequent MRI revealed numerous sinus tracts
centered along the ankle joint with remodeling of the anterior aspect of the
distal tibia andmarrow changes concerning for early osteomyelitis. The patient
was discharged with TMP-SMX and amoxicillin to cover Nocardia and
possible dual infection with Actinomyces. Nocardia wallacei was eventually
isolated from culture of a sinus tract. A one month follow up revealed open
draining areas but the size of the mass and number of sinus tracts had improved
significantly. Unfortunately, he was later lost to follow up.
IMPACT/DISCUSSION: The ‘Madura foot’ or mycetoma is a neglected
tropical granulomatous disease characterized by draining sinus tracts and
localized edema. There are generally three recognized subtypes including
actinomycotic mycetoma, eumycotic mycetoma, and botryomycosis. Myceto-
mas are endemic in tropical climates and often present in early adult to middle
aged males who acquire the infection from the soil or via direct penetration of
the skin. It typically affects the unilateral lower extremities beginning as a
small, painless papule and develops into draining sinuses over months to years.
This case focuses on the rare identification of Nocardia wallacei, a new strain
of theNocardia transvalensis complex. It has been identified in the literature as
a causative agent of mycetoma only once, in Mexico, and never in the United
States. Its importance is its in vitro resistance to common antibiotics.
CONCLUSION: Mycetoma is a rare tropical disease not often seen by the
general internist. Common causative pathogens include actinomyces species,
including nocardia, and fungal infections. This case demonstrates a classic
clinical presentation of mycetoma, caused by a nocardia species that has not yet
been described in the Unites States, Nocardia wallacei.

MYCOPHENOLATE USE IN IMMUNE CHECK POINT INHIBITOR
ASSOCIATED ACUTE KIDNEY INJURY
Muhammad F. Habib2; Nicoleta Rus1; Haris Mobeen2
1Rocky Vista University College of Osteopathic Medicine, Parker, CO
2SUNY Upstate Medical University, Syracuse, NY. (Control ID #3715435)

CASE: A 58-year-old male with multiple past medical problems including a
history of metastatic renal cell adenocarcinoma and left nephrectomy receiving
an immune check point inhibitor (ICPI)/pembrolizumab presented with an
acute renal failure with labs showing a creatinine of 3.35 mg/dl (baseline
creatinine 1.1 mg/dl). Patient was diagnosed clinically with an immune check
point associated acute kidney injury (ICPI-AKI); no renal biopsy was
performed due to a solitary kidney. He was treated initially with high dose
glucocorticoids with slow tapper. However, patient developed hyperglycemia
leading to hyponatremia and an acute kidney injury secondary to prolonged
steroid use in the setting of type II diabetes.
Considering patient's intolerability to steroids, he was managed with low dose
steroids and mycophenolate to reduce the side effects of steroids. His acute
renal failure resolved with good glycemic control.
IMPACT/DISCUSSION: ICPIs target inhibitory receptors of T-Cells, by
inhibiting them ICPIs allow T-cells to be active and exert their antitumor
activity. ICPIs can lead to immune related adverse events (irAEs) one of which
is ICPI- AKI. Multiple studies have suggested that ICPI-AKI incidence is
between 2-3%. Definitive diagnosis is with a renal biopsy, but majority of the
cases are diagnosed clinically with acute tubulo-interstitial nephritis (ATIN)
being the most common histopathological finding.
Glucocorticoids are the mainstay of therapy based on observational data. Other
immunosuppressive agents like mycophenolate, rituximab, cyclophosphamide
and infliximab have been used with variable results.
In our patient, we used a combination of mycophenolate and low dose steroids
to avoid steroid complications, which not only reduced the steroid induced
hyperglycemic events but also resulted in good renal recovery with an admit-
ting creatinine of 3.35 mg/dl and a discharge creatinine of 1.62 mg/dl.
CONCLUSION: ICPI-AKI is a rare cause of acute renal failure. ICPI-AKI is
caused by an autoimmune phenomenon. Majority of cases are identified
clinically and treated empirically with glucocorticoids without requiring renal
biopsy. In our patient, renal biopsy was contraindicated due to a solitary
kidney. Our patient developed steroid related complications leading to the
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use of combination immunosuppression with mycophenolate and low dose
steroids with good clinical and renal recovery. We postulate that in patients
with diabetes, instead of using high dose steroids, initial therapy should include
a combination of mycophenolate with low dose steroids to reduce steroid
related complications. Further studies are needed to evaluate this to a greater
extent.

MYELOID SARCOMA - A VERY RARE ENTITY NOT TO BE
FORGOTTEN
Gonca Ozcan1; Garima Gautam1; Nikola Perosevic2
1Internal Medicine, UConn Health, Hartford, CT
2medicine, Saint Francis Hospital and Medical Center, Hartford, CT. (Control
ID #3708199)

CASE: Introduction:
Myeloid sarcoma is a rare extramedullary tumor composed of myeloid blasts
with or without maturation that obliterates the normal tissue architecture.
Myeloid sarcoma can be a unique clinical manifestation of any subtype of
AML, rather than a subtype of AML in and of itself.
Case Presentation:
A 73-year-old female with a past medical history of diabetes mellitus and
rheumatoid arthritis initially presented with left-sided abdominal and chest
pain for four days. Chest pain was sharp, radiating to the back, associated with
nausea and vomiting. Initial blood workup was remarkable for leukocytosis of
19.1 K/uL, platelets of 42 K/uL, and Hg of 8.8 g/dL.
Vitals were stable on admission. Chest x-ray was normal. Computed tomog-
raphy angiography (CTA) chest showed no pulmonary embolism but showed a
small left lower lobe atelectasis. CT scan of abdomen and pelvis showed
massive splenomegaly measuring 17.3 cmwith small splenic infarct, extensive
retroperitoneal, portal, celiac, and periaortic lymph nodes, extensive divertic-
ulosis, and 1.6 cm thick-walled abscess/diverticular abscess within the colon,
which is found to be amenable for drainage. The patient completed a course of
broad-spectrum antibiotics. In the interim, the patient underwent a retroperito-
neal biopsy which showed 10% blasts revealing the diagnosis of myeloid
sarcoma. Flow cytometry from peripheral blood showed 7.5% myeloblasts.
Bone marrow biopsy showed hypercellular bone marrow with increased
myeloblasts (26%), consistent with acute myeloid leukemia. Promptly, the
patient was started on induction therapy with Venetoclax for 19 days and 5
days of 5-azacytidine. The hospital course was complicated with neutropenic
fevers and worsening of pancytopenia. As a result, induction therapy was
discontinued. Despite broad- spectrum antibiotic treatment, the patient's clin-
ical status declined. The patient developed a massive hemoptysis episode
resulting in intubation and hemorrhagic shock requiring pressors and blood
transfusion, and unfortunately ultimately transitioned to comfort measures
only.
IMPACT/DISCUSSION: Myeloid sarcoma can occur almost anywhere in
the body, resulting in a wide range of clinical manifestations. Diagnosis is
challenging and relies on a high index of suspicion as well as radiology,
histology, immunophenotyping, and molecular analyses, which are essential
for risk stratification and treatment planning. Myeloid sarcoma can precede or
occur concurrently with bone marrow disease, including acute or chronic
myeloid leukemia, or can be seen relapse or as the progression of a prior
myelodysplastic syndrome or myeloproliferative neoplasm. Prompt systemic
chemotherapy using AML-like regimens should be commenced early, even in
non-leukemic disease.
CONCLUSION: It is crucial to differentiate soft tissue tumors from myeloid
sarcoma as treatment differs. It's important to keep in mind that patients with
myeloid sarcoma without findings of AML on a bone marrow biopsy are
treated similarly to those with overt AML.

MYSTERIOUSLY PUFFY EXTREMITIES: AN UNINTENDED CON-
SEQUENCE OF IV DRUG ABUSE
Malek Ayoub, Abhishek Janardan, Pinky Jha, Mohan S. Dhariwal
Internal medicine, Medical College of Wisconsin Department of Medicine,
Milwaukee, WI. (Control ID #3707562)

CASE: A previously healthy, 27-year-old Caucasian male presented with
erythema and edema in his extremities. He endorsed multiple years of injecting
heroin into numerous areas from his chest to his toes, including both upper
extremities. The patient was seen six months ago at local urgent care for
swelling of both of his dorsal feet and a small abscess with surrounding
cellulitis of the right hand. He was given a dose of Ceftriaxone and a 2-week
course of Augmentin, which he completed with moderate improvement. A
month prior to his presentation, he reported that this swelling started asym-
metrically; it started in his legs, then in his right arm, and then in his left arm.
He denied any discharge from any site on his skin. He last injected heroin the
morning of his admission. He denied fever, shortness of breath, pleuritic chest
pain, orthopnea, dyspnea on exertion, and any urinary symptoms. On presen-
tation, he was afebrile and saturated 98% on room air. His extremities were
warm, normal capillary refill, and distal pulses were strong and symmetric.
There were also pitting edema in the right hand with associated volar erythema,
pitting edema in the right foot, and left-hand edemawith a punctate area around
the mid-arch with associated tenderness to palpation without overlying red-
ness, crepitus, or fluctuance. Blood cell count revealed mild leukocytosis to
12.0. CMPwas unremarkable.While the infectious disease teamwas consulted
for further evaluation, he was started on cefazolin 1g for 10 days. The urine
drug screen was positive for benzodiazepines, THC, cocaine, and opiates. HIV
negative, Covid negative, and blood cultures showed no growth. Histoplasma/
Blastomyces urine antigens were negative. Urinalysis without evidence of
proteinuria, and transaminases were within the normal limit. Ultrasound
showed occlusive cephalic vein thrombosis in the right upper extremities.
Cefazolin was discontinued. Based on the presentation, the history, and the
evaluation, it was concluded to be Puffy Hand Syndrome.
IMPACT/DISCUSSION: Puffy hand syndrome is a form of lymphedema
caused via the sclerosing nature of intravenously administered drugs, which
our patient extensively utilized. Described by Abeles in 1965 as seen in New
York prisoners, it affects between 7 to 16% of intravenous drug users. Its
pathology is suspected to be caused due to a combination of lymphatic and
venous insufficiency. Differential diagnosis of this syndrome involves identi-
fication of infection alongside cardiac or renal insufficiency, and edematous
scleroderma. Treatment is mostly symptomatic.
Patients are advised to stop IV drug use. Long-term use of low-stretch
bandages and compression may be useful in decreasing the puffiness of the
extremities.
CONCLUSION:With the quality of care for drug addicts being a critical area
of interest, this case displays a common drug abuse complication clinicians
raise awareness for. This observation presents an opportunity to identify a
possible drug abuser and intervene accordingly.

NAVIGAT ING DIFF ICULT END -OF -L I FE FAMILY
CONVERSATIONS IN THE ICU
Riannon C. Atwater
School of Medicine, University of Colorado Denver School of Medicine,
Aurora, CO. (Control ID #3715911)

CASE:A 19-year-old Latina female presented to the ICU non-responsive after
a suicide attempt by strangulation. She was found pulseless and was resusci-
tated in the field. Earlier in the day she had a failed attempt of suicide. She had a
history of depression, self harm, and previous attempts at suicide. She under-
went targeted temperature management down to 32C. After rewarming and
coming off sedation, her status was mostly unchanged with minimal neuro-
logic activity. The patient inconsistently withdrew from pain, had a gag reflex
and a corneal reflex, but no other brainstem activity. She was intubated
throughout her stay and had multiple episodes of sympathetic storming off of
sedation.
During her stay at the hospital, many conversations occured between the
primary team and her family about her prognosis and what her end-of-life
wishes would be. Based on her clinical picture, it was unlikely that she would
recover to any meaningful function. These conversations were complicated as
tension existed between her divorced parents, made worse by the situation that
their daughter was in. After 5 days they came to an agreement to withdraw
treatment and donate her organs. She passed within an hour of extubation.
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IMPACT/DISCUSSION: Making end-of-life decisions can be an incredibly
stressful time for family members when their loved ones have a slim chance of
recovery. This is further complicated by feelings of guilt from family members
when suicide is attempted. In this case, it took many discussions with each side
of the family to have them come to a consensus. Given how busy the ICU was,
the nursing staff was invaluable in helping to navigate these conversations and
keeping the primary team updated with the latest from the family. In navigating
difficult conversations between disagreeing family members, taking the time to
get to know the family, family dynamic, and the patient is key in helping the
family come to a consensus. Reminding both sides of the family that this
decision should be based on what the patient would want and her prognosis
with compassion and understanding was crucial in helping them come to the
decision to remove her from life support. The primary team often worked as a
form of an open line of communication between the two sides of the family to
help keep everyone on the same page and focused on the patient. By the end,
rather than fighting over the decision, they consoled each other in making their
final decision.
CONCLUSION: It is cruicial to stay on the same page as the nursing staff
when having end-of-life conversations, especially in the ICU where the pri-
mary team is often busy and the nurse has more time to spend with the patient
and their family.
Putting compassion first is key when having these conversations.
Families will often come to end-of-life discussions with their own dynamics;
working to understand where any disagreements come from and reminding
them that it is more important to focus on the patient's needs can help to bridge
any rifts within the family.

NECROTIZING FASCIITIS OF THE THIGH SECONDARY TOPER-
FORATED RECTAL CANCER
Vatsal Khanna, Bernadette Schmidt, Alaa Taha, Aldin Jerome, Vesna Tegeltija
Internal Medicine, Wayne State University School of Medicine, Detroit, MI.
(Control ID #3716080)

CASE:We report a case of a 61-year-old female with a past medical history of
hypertension, hyperlipidemia, type 2 diabetes who was admitted to the hospital
after she was found unresponsive. The patient was hypothermic, hypotensive,
saturating 100% on room air on arrival. Physical examination revealed a
confused patient, with crepitus extending from the right hip to above the right
knee, with mild erythema and tenderness to palpation. Clinical laboratory
results revealed no leukocytosis, hemoglobin 8.7, lactate 2.9, urinalysis was
negative for infection. Blood cultures were obtained. Given altered mental
status, code-stroke was initiated, which was negative for any intracranial
pathology.
Chest X-ray was normal. The patient required vasopressors because of hemo-
dynamic compromise and was transferred to the Intensive Care Unit where she
recieved broad-spectrum antibiotics in view of sepsis. Blood culture showed
growth of Escherichia coli. A Computed Tomography (CT) of the abdomen
and pelvis with rectal contrast was done which demonstrated rectal abscess
with mass at the rectosigmoid junction suspicious of neoplasm as well as free
air extending from the right psoas muscle down to the right knee likely
secondary to rectal perforation. Gastroenterology and General surgery services
were consulted. The patient was taken up for emergent exploratory laparotomy
with rectosigmoid colectomy with Hartman's procedure and debridement of
the necrotizing fasciitis of the right thigh and buttock. Histopathology report
showed moderately differentiated adenocarcinoma of the rectum. The patient
developed multiorgan failure despite aggressive treatment and died three days
postoperatively.
IMPACT/DISCUSSION: Necrotizing fasciitis ( NF) is a progressive infec-
tion involving the fascial planes with necrosis of the subcutaneous tissue.
Early diagnosis and surgical debridement are necessary to prevent onset of
sepsis, multiorgan failure, and possible death.
NF of the thigh due to a retroperitoneal abscess caused by perforated rectal
cancer is extremely rare, with very few cases reported in the literature.
Perforation of rectal cancer usually occurs intraperitoneally; extraperitoneal
perforation is rare and usually presents as perineal sepsis. The abscess usually
spreads through the femoral ring and involves the subcutaneous tissues.

Diagnosis is usually confirmed by a CT scan which can demonstrate the extent
of the disease.
Surgical debridement is necessary but still carries a highmortality rate between
25 to 60%. Adjuvant chemoradiotherapy may be proposed as soon as the
infection is controlled and the patient's general condition permits. CONCLU-
SION: In conclusion, when NF is not associated with an obvious skin lesion, a
gastrointestinal or genitourinary source must be sought.
We have described a rare case of NF in the right thigh due to penetration of
perforated rectal cancer. A CT scan confirms the diagnosis, and broad-
spectrum antibiotics and surgical debridement are the mainstays for
management.

NECROTIZING PNEUMONIA WITH HYDROPNEUMOTHORAX
CAUSED BY MYCOBACTERIUM TUBERCULOSIS WITH IN A
HEALTHY YOUNG WOMAN:
Kavitha Juvvala, Miguel Suazo
Internal Medicine, North Alabama Medical Center, Florence, AL. (Control ID
#3709815)

CASE: Patient is a 21-year-old Guatemalan female with no significant past
medical history was hospitalized with worsening productive cough for the last
4 weeks, with greenish sputum associated with pleuritic chest pain, shortness
of breath and low appetite. Patient denies any fever, night sweating, weight
loss. She states that she came from Guatemala around 3 years ago. Denies any
nausea, vomiting, diarrhea, abdominal pain, falls or injuries. She works in the
poultry industry. No sick contact. No recent travel. She denies any family
members with similar symptoms. No reported history of TB in the family. On
admission, she was alert, vitals were stable except for mild tachycardia, and
was saturating well on room air. Physical examination revealed dullness on
percussion, diffuse crackles, and decreasing breath sound bilaterally. Cell
blood count with white blood cells 8.6G/L (72.4% neutrophil and 15%
lymphocyte) and hemoglobin ad hematocrit 10.5/34.7 and mildly elevated
liver transaminase level were recorded. Chest X-ray showed, Severe bilateral
basilar pneumonitis worse on left. Moderate-sized left pleural effusion and the
first contrast-enhanced chest computed tomography (CT)revealed severe mul-
tifocal necrotizing pneumonia with bilateral pleural effusions. The left pleural
effusion raised the question of a loculated infected pleural effusion, and she
also developed small apical hydropneumothorax. Patient was started on broad-
spectrum antibiotic coverage as well as pigtail placement on the left for
drainage of pleural effusion. Fungal serologies, QuantiFERON gold assay,
pleural fluid studies and sputum series for AFB stain were sent. COVID PCR
negative. Cryptococcal negative. HIV negative. Sputum culture showing
gram- negative rods Serratia marcescens and positive acid-fast bacilli for
mycobacterium tuberculosis, pleural fluid is strongly exudative and sputum
AFB smear showed positive PCR for Mycobacterium tuberculosis complex.
She started on Rifampin, INH, Pyrazinamide and Ethambutol.
IMPACT/DISCUSSION: Necrotizing pneumonia is a serious complication
of community acquired Pneumonia, it’s a rare but severe condition of lung
parenchyma destruction commonly caused by bacterial pathogens. Necrotizing
Pneumonia with M.tuberculosis have been reported in children and several
cases of pulmonary gangrene in adults but very few cases of necrotizing
pneumonia have been reported.The destruction of pulmonary parenchyma
induced by M. tuberculosis usually develops from months to years but there
are a few cases (necrotizing pneumonia and pulmonary gangrene) in which this
destruction may progress rapidly causing severe respiratory failure. The path-
ogenic mechanism can be explained by the intensive tuberculous inflammation
causing the widespread vascular thrombosis and arteritis.
CONCLUSION:Our case report highlights the rarity of Mycobacterium tuber-
culosis causing necrotizing pneumonia and physicians should be aware of this
rare presentation which develops rapidly causing severe respiratory failure.

NEISSERIAMENINGITIDIS PNEUMONIA: ANUNCOMMONCASE
Jaime Rosenthal1; Jasmine Vakhshoorzadeh1; Lauren Kearney2; Felicia Chen2
1Internal Medicine, Boston Medical Center, Boston, MA
2Pulmonary, Boston Medical Center, Boston, MA. (Control ID #3703690)
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CASE: A 44 year old previously healthy female presented to the ER in
November 2021 endorsing two days of fevers, shortness of breath, pleuritic
chest pain, arthralgias, and a non-pruritic rash on her torso and upper and lower
extremities. Vital signs were notable for a fever to 102.3F, tachycardia to 145, a
blood pressure of 87/51, tachypnea with a respiratory rate of 32, and an oxygen
saturation in the low 90s on 2L nasal cannula. On exam, she was ill appearing,
with dry mucous membranes, decreased lung sounds at the bases, and a
petechial skin rash on her torso and bilateral extremities. Lab work was notable
for a white blood cell count of 18.3 (93% PMNs), a procalcitonin level of 13.19
ng/mL (normal <0.5 ng/mL) and a phosphorous level of 1.2; other values,
including a lactate, were within normal limits. A chest x-ray revealed no
infiltrates, but CT-Pulmonary Angiogram showed bilateral consolidative and
ground-glass opacities consistent with multifocal pneumonia. She was given
3L of fluids and was started on broad spectrum antibiotics with vancomycin,
ceftriaxone and azithromycin for presumed community acquired pneumonia.
The following day, the patient’s blood cultures returned positive for Neisseria
Meningitidis in 2/2 bottles. With no signs of meningitis, she did not require
lumbar puncture. She was continued on ceftriaxone, until sensitivities resulted
and she was transitioned to ampicillin monotherapy and completed 7 days of
IV antibiotics. The Department of Public Health was involved to ensure the
patient’s family and co-workers received appropriate prophylaxis.
IMPACT/DISCUSSION: Neisseria meningitidis is the leading cause of bacte-
rial meningitis in the U.S. in children and young adults and the second most
common cause in adults, with a mortality rate approaching 13%. However, N.
meningitidis is an uncommon cause of pneumonia, and N. meningitidis pneu-
monia (NMP) is a rare presentation of meningococcal disease. Common
symptoms are nonspecific and include fevers/chills, pleuritic chest pain, produc-
tive cough and shortness of breath. The diagnosis of NMP can be challenging for
many reasons, including: (1) symptoms are hard to distinguish from other more
common bacterial pathogens; (2) the incidence of bacteremia compared to other
pathogens is low; and (3) it is difficult to diagnose NMPwith a sputum culture as
up to 10% of patientsmay be asymptomatic carriers of N.Meningitidis. For these
reasons, NMP is likely under-detected. Our patient had both bacteremia and a
petechial rash, aiding in diagnosis. However, given difficulties with diagnosis as
noted above, the case fatality rate for NMP has been higher in some studies
compared to patients with meningitis.
CONCLUSION: N. meningitidis is an uncommon and underdiagnosed cause
of pneumonia that requires a high clinical suspicion given challenges in
diagnosis. Though rare, it is important to be aware of given its high mortality
if untreated.

NEUROLOGICAL MANIFESTATIONS ASSOCIATED WITH REC-
REATIONAL NITROUS OXIDE ABUSE
Yusra Arooj2; Awais Raza1; Safa Farrag1
1Internal medicine, Saint Louis University, Saint Louis, MO
2Shaikh Zayed Hospital, Lahore, Pakistan. (Control ID #3715245)

CASE:A 32-year-old Caucasian male presented to the emergency department
with a three-day history of unsteady gait associated with a fall resulting from
bilateral, ascending lower extremity weakness along with numbness and
tingling. Patient denied recent travel or polysubstance abuse on initial history.
Physical exam revealed reduced tone and areflexia involving deep tendon
reflexes in bilateral lower limbs along with a positive Romberg’s sign and
inability to perform tandem walking. The rest of the physical exam was
unremarkable with no observed tick bites or rashes. Abnormal labs included
Hb 11.3 g/dL, RBC count 3.2x1012/L, MCV 109fL, Vitamin B12 >2000 pg/
mL, Retic index 3.15%, and anisocytosis with megaloblasts on blood smear.
Hospital Course:
Initial diagnosis of Guillain Barre Syndrome (GBS) was made. Subsequently,
bilateral lower limb power was reduced from 5/5 to 3/5. Intravenous immu-
noglobulin (IVIG) infusion after ID consult was started for five days within a
step- down unit. Workup for tick-borne illnesses, autoimmune and hematolog-
ical causes was negative.MRI spine showed abnormal high-intensity T2 signal
in cervical spinal cord suspicious of a demyelinating process with normal brain
imaging. Given lack of improvement after IVIG, the patient revealed whippets
abuse. As a result, high dose IM Vitamin B12 was initiated followed by
monthly injections along with physical/occupational therapy and the patient

was later discharged to a rehabilitation center following clinical improvement.
Partial improvement in ataxia and paresthesia was seen on follow-up.
IMPACT/DISCUSSION: The most frequent setting of nitrous oxide (N2O)
exposure is recreational abuse (whippets) followed by surgical and occupa-
tional settings.
The neurological presentation commonly includes paresthesias, unsteady gait,
weakness and falls. Lhermitte’s sign, ataxia and cognitive deficits are seen less
frequently.
Repeated N2O exposure functionally inactivates Vitamin B12 by irreversibly
oxidizing its Cobalt ions which can lead to:
Raised Homocysteine, causing venous thromboembolism and atherosclerosis.
Lowered Methionine, decreasing myelin formation and myelinolysis leading to
Subacute Combined Degeneration of the Spinal Cord (SCD) that usually begins
at the thoracic level, though cervical level could be affected first as in our case.
Macrocytosis with megaloblasts.
Ischemic neuropathy causing sensorimotor neuropathy mimicking GBS.
Functional B12 deficiency can be diagnosed by measuring homocysteine and
methylmalonic acid levels if serum B12 levels are normal.
N2O-induced myeloneuropathy is managed with high dose IM Vitamin B12.
However, recovery is often slow and sometimes, partial.
CONCLUSION: This case highlights the need for public education about the
grave neurological consequences of (whippets) N2O abuse.
Also, physicians' should be aware of its clinical presentation and include it in
differentials in order to avoid extensive neurological workup and delayed
management.

NEUROLOGIC SYMPTOMS AS A RESULT OF HEPATITIS E VI-
RUS IN THE SETTING OF ADALIMUMAB USE
Samantha McPeck1; Corey Saraceni2; Shriya Gupta3; DavidWozny1; Michael
Einstein2
1Internal Medicine, UConn Health, Farmington, CT
2Gastroenterology, UConn Health, Farmington, CT
3Neurology, UConn Health, Farmington, CT. (Control ID #3715256)

CASE: We present a 30-year-old female with a past medical history of
psoriatic arthritis on adalimumab for a total of 21 months; this was
discontinued one month prior to presentation with complaints of progressively
worsening weakness and fatigue, as well as neurologic symptoms including
hyperesthesias and paresthesias. Additional history included several days of
nausea and diarrhea prior to presentation. Physical showed decreased sensation
in the bilateral lower extremities as well as diminished plantar reflexes. Initial,
serologic testing revealed elevated serum transaminases with aspartate amino-
transferase (AST) 109 U/L and alanine aminotransferase (ALT) 194 U/L.
Abdominal ultrasound showed liver of normal size, contour, and heteroge-
neous echogenicity without intrahepatic biliary ductal dilatation; gallbladder
was surgically absent. Transaminases continued to rise for ten days, peaking at
AST 275 U/L, ALT 553 U/L. Extensive neurologic workup including lumbar
puncture, electromyogram, and nerve/muscle biopsy was concerning for
mononeuritis multiplex or polyradiculopathy. She was treated with methyl-
prednisolone and intravenous immune globulin for five days. Extensive sero-
logic evaluation for the etiology of the patient’s elevated transaminases
revealed an acute HEV infection.
IMPACT/DISCUSSION: Hepatitis E virus (HEV) is less frequently consid-
ered as a culprit for acute hepatitis in the United States. While HEV is the most
common cause of acute viral hepatitis worldwide, prevalence rates in the
United States remain low, likely due to a combination of decreased awareness
among providers, lack of FDA-approved detection assays, and typically
asymptomatic or mildly symptomatic course in immunocompetent non-
pregnant adults. Its diagnosis should be considered in cases of
immunosuppressed patients presenting with hepatitis and where potential
extrahepatic manifestations of the disease are present, including pancreatitis,
membranoproliferative glomerulonephritis, hematologic and neurologic
manifestations. It has been shown that immunosuppressed individuals such
as human immunodeficiency virus (HIV) infected patients and transplant
recipients are at risk for developing chronic HEV infection potentially leading
to cirrhosis and many of its complications. This is especially important given
evidence of rising seroprevalence within developing nations in the last decade.
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CONCLUSION: This case highlights the importance of considering HEV in
the evaluation of acute hepatitis, especially in the immunosuppressed and those
with associated extrahepatic manifestations, including neurologic symptoms.
While the patient’s serum transaminases normalized, a major question remains
regarding the risk of both reactivation and chronic infection. Although chronic
infection has been reported in HIV and transplant recipients, further investiga-
tion of immunosuppression with anti-tumor necrosis factor alpha (anti-TNF-a)
use and risk of reactivation and chronic infection is needed.

NEVER FORGET THIS CAUSE OF A BROKEN HEART. A RARE
CASE OF PHEOCHROMOCYTOMA PRESENTING AS REVERSE
TAKOTSUBO CARDIOMYOPATHY
Ippokratis Konstantinidis, Meher Singha, Robert J. Nardino
Internal Medicine, UConn Health, Farmington, CT. (Control ID #3707039)

CASE: A 61-year-old male with history of hypertension, hyperlipidemia, and
diabetes presented to the emergency department (ED) with recurring episodes
of palpitations associated with nausea and vomiting. On arrival his heart rate
(HR) and blood pressure (BP) showed great variability with HR ranging from
60-101 bpm and BP ranging from 89/65 to 162/92mmHg. Electrocardiograms
demonstrated various rhythms, including atrial fibrillation, sinus rhythm, and
spontaneous idioventricular rhythm. A TTE was performed and showed re-
duced EF of 45% (had a baseline of 65%) with basal hypokinesia and apical
hyperkinesia. Cardiac catheterization was normal. Interestingly, the patient’s
symptoms were present during periods of low HR and normal BP and were
triggered by movement. The initial diagnosis was tachycardia-induced cardio-
myopathy but plasma metanephrines and 24-hour urine metanephrines were
sent prior to discharge. They were found elevated to 17.25 nmol/L (0.00-0.49
nmol/L) and 8600 ug/d (55-320ug/d) respectively. An abdominal CT showed a
left adrenal mass of 6.7 x 6.5 cm and the patient was started on prazosin. He
visited the ED again 11 days after discharge with severe episodes of
palpitations, vomiting and headaches. He recorded extreme variations in BP
ranging from 72/41 mmHg to 300/134 mmHg and was admitted to the ICU for
hemodynamic monitoring and continuous adrenergic blockade. He was stabi-
lized and later underwent laparoscopic left adrenalectomy.
IMPACT/DISCUSSION: Pheochromocytomas are rare neuroendocrine
tumours that arise in the adrenal medulla and are almost always lethal if not
recognized and appropriately treated. Takotsubo cardiomyopathy (TTC) is an
acute decline in LV function, triggered by physical or emotional stress and is
classically characterized by apical hypokinesis. Reverse Takotsubo cardiomyop-
athy (rTTC) is a variant of TCC, characterized by basal hypokinesis with apical
hyperkinesis. According to the literature, pheochromocytomas carry an incidence
of 0.8 per 100.000 person years. There are relatively few cases in the literature
describing pheochromocytoma induced TCC. Interestingly, there seems to be a
stronger correlation with the apical sparing pattern. Of note, the catecholamine
induced subtypes of TCC are associated with worse outcomes compared to the
idiopathic entities. A unique feature in this particular case was the repeated
worsening of symptoms that coincided with a decrease in heart rate. It is
proposed that the interplay of the autonomic nervous system and the baroreceptor
reflex gives rise to an inverse correlation between blood pressure and heart rate.
CONCLUSION: The purpose of our report is to stress the need to rule out the
presence of a pheochromocytoma in patients with rTCC given the reversible
nature of the disease and the high rate of complications if left untreated. Early
initiation of treatment with a-blockade is crucial as hemodynamic instability
during a catecholamine storm can precipitate rapidly and can be challenging to
reverse.

NEW IGA MULTIPLE MYELOMA WITH ADDED BARRIERS TO
APPROPRIATE CARE, A DISCUSSION IN HEALTH EQUITY
Matthew J. Bittner2; Chandler J. Mitchell1
1Medical School, UPMC, Pittsburgh, PA
2Internal Medicine, UPMC, Pittsburgh, PA. (Control ID #3715526)

CASE:A 52-year-old Spanish-speaking male without significant past medical
history presented with worsening back pain over 3 months. He had no urinary

or fecal incontinence and denied saddle anesthesia. Physical exam was limited
by pain but was normal overall. Initial labs revealed a hemoglobin of 8.2 gm/
dL, normal renal function, a calcium of 10.7 mg/dL and a protein gap of 8.5.
MRI spine revealed diffuse bone marrow abnormalities concerning for hema-
tologic malignancy. Serum protein electrophoresis revealed an M spike of
5.26, free light chain ratio of 69, and an IgA level that was greater than 6,690
mg/dL. A bone marrow biopsy revealed 85-90% plasma cells. Given these
findings, we recommended aggressive treatment with PLEX, dexamethasone,
bortezomid, and cyclophosphamide. His course was further complicated by
hypoxia, E Faecalis bacteremia and atrial fibrillation with rapid ventricular
response. Shortly after the diagnosis of IgA predominant multiple myeloma,
the patient began to refuse most treatments and even demanded to leave AMA
with a heart rate of 220 and on 4L nasal cannula and was planning to take a 33-
hour car ride back to Mexico for a second opinion. Unfortunately, he lacked
appropriate understanding of the gravity of his situation because of the lan-
guage barrier and lack of trust with medical providers despite consistent use of
the telephone interpreter service. It was not until we utilized the help of a single
in-person interpreter that the patient developed greater trust in themedical team
and made an educated decision regarding further treatment. He underwent two
cycles of chemotherapy before being transferred to a different state to continue
treatments closer to family and friends.
IMPACT/DISCUSSION: This case illustrates the necessity of optimal and
consistent communication with patients with language barriers. In our case, a
new and grave diagnosis was made to a previously healthy patient without
close family support. The medical team had substantial difficulty building trust
with the patient given the rapidly developing course and the use of different
tele-interpreters unfamiliar with the patient’s case. We failed to build appro-
priate trust until we used the services of a single individual interpreter.
CONCLUSION: If needing to communicate exclusively via interpreter with a
patient, in cases of new grave diagnoses like malignancy it is vital to employ
the services of a single person or entity in order to build trust and carry out the
patient’s wishes to the best of our ability.
Physicians should set aside time to discuss the consultants' input with patients
especially when an interpreter is needed.
Consistent use of a single entity interpreter helps avoid pitfalls brought on by
language barriers that could erode trust between the patient and their providers

NEWONSET CONGESTIVE HEART FAILURE AS A RARE INTIAL
PRESENTATION OF ESSENTIAL THROMBOCYTOSIS
Seher Javaid
Medicine, Montefiore Medical Center, Bronx, NY. (Control ID #3707304)

CASE:A 59-year-old man with no known past medical history presented with
new onset dyspnea on exertion, cough, severe orthopnea and lower extremity
edema for three weeks. He also reported chronic pruritus and early satiety. He
had bilateral lower extremity pitting edema up to the knees, jugular venous
distension and palpable splenomegaly on exam. An initial computed tomog-
raphy scan of his chest revealed cardiomegaly with left ventricular dilation and
evidence of a large chronic lateral wall myocardial infarction with possible
aneurysm formation. Echocardiography confirmed findings with an ejection
fraction of 30%. Labs were significant for pro-BNP of 2000 pg/ml, normal
hemoglobin and a platelet count elevated to 1 million k/ul. A left heart
catheterization revealed clean coronaries with no evidence of atherosclerotic
disease. A JAK2v617F mutation was detected on further testing. Patient was
started on aspirin and was discharged with outpatient Hematology follow up,
where he was also started on hydroxyurea.
IMPACT/DISCUSSION: Fluid overload and exertional dyspnea are common-
ly encountered complaints by internists. While a constellation of clinical
symptoms and lab findings is often enough to point towards a diagnosis of acute
decompensated heart failure, the underlying pathology is not evident immedi-
ately. Essential thrombocytosis is a myeloproliferative disorder characterized by
uncontrolled proliferation of dysfunctional platelets with consequent thrombotic
and hemorrhagic complications. Most patients are diagnosed at a median age of
60, while 50-60% of these patients have an underlying mutation of JAK2v617F.
In our patient, an absence of cardiovascular risk factors and no obvious pathol-
ogy on left heart catheterization makes the possibility of a transient cardiac event
secondary to thrombocytosis leading to acute decompensated heart failure likely.
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The reported incidence rate of thrombotic complications ranges anywhere be-
tween 9-22%. Patients with age greater than 60 years or a previous history of
thrombosis are estimated to have high likelihood of thrombotic complications.
Hence, a previously undiagnosed myeloproliferative disorder can present as
myocardial ischemia or congestive heart failure.
CONCLUSION: Unexplained persistent thrombocytosis should prompt sus-
picion for Essential thrombocytosis in order to recognize patients at risk of
developing thrombotic complications.

NEW-ONSET PYODERMA GANGRENOSUM PRESENTING AS
POSSIBLE UNDIAGNOSED INFLAMMATORY BOWEL DISEASE
(IBD): AN UNUSUAL CASE OF BILATERAL PALMS AND DORSAL
HANDS RASH COMPLICATED BY DUODENAL PERFORATION.
Gres Karim2; Michelle Shah2; Jessica Sarmiento1; Violetta Laskova1
1Medicine, MSBI, New York, NY
2InternalMedicine,Mount Sinai Beth Israel Hospital, NewYork, NY. (Control
ID #3715416)

CASE:A58-year-old female presented to the emergency department with four
days of chills and a progressively worsening painful rash on her palms. Family
history was significant for a sister recently diagnosed with an unknown
autoimmune disease. Physical exam showed erythematous pustular papules
with central erosions on her palms and dorsum of her hands. Labs were notable
for leukocytosis of 17.9 K/uL, CRP 67.97mg/dL, and ESR 36mm/hr. Workup
for HIV, Gonorrhea, Syphilis, Hepatitis C was negative. The patient was
empirically started on vancomycin, topical clobetasol, and mupirocin. Despite
treatment, there was painful enlargement of palmar lesions with eruption of
new pustular lesions on the thighs, trunk and lower extremities. The initial
swab cultures of lesions resulted negative for bacterial, fungal and viral
pathology; therefore shave biopsy was obtained and oral prednisone 60 mg
daily was initiated. After two days of steroid treatment, she experienced severe
epigastric abdominal pain radiating to the right shoulder. Labswere remarkable
for elevated Lipase to 318 U/L. Her symptoms were attributed to pancreatitis
secondary to steroid use and steroids were discontinued. Given worsening and
unresolved symptoms, CT of the abdomen was performed to rule out necro-
tizing pancreatitis and revealed pneumoperitoneum with perihepatic and
subdiaphragmatic free air consistent with an upper gastrointestinal perforation.
The patient underwent laparoscopic repair of a perforated duodenal ulcer. Skin
biopsy results demonstrated nodular neutrophilic infiltrates of the dermis
surrounding swollen capillaries consistent with pyoderma gangrenosum
(PG). Urea breath test and H pylori antibody were negative. Due to the
constellation of pyoderma gangrenosum with acute bowel pathology, there
was a concern for underlying inflammatory bowel disease and the patient was
referred to outpatient gastroenterology for endoscopy with biopsy.
IMPACT/DISCUSSION: Pyoderma gangrenosum (PG) is an uncommon
neutrophilic dermatosis that can occur in conjunction with an associated
systemic disease such as inflammatory bowel disease (IBD). The factors
leading to PG are not well understood but it is believed that this disease may
be an autoimmune disorder. PG occurs in 1-2% of patients with IBD and can
follow an independent course to that of IBD. Our patient had no previous
diagnosis of IBD or peptic ulcer disease and developed a duodenal ulcer
perforation after three days of systemic steroid therapy. It is unlikely that
duodenal ulcer perforation could be attributed to steroid therapy given the
short time frame. The patient should be evaluated via endoscopy for underlying
IBD and started on treatment if present.
CONCLUSION:When evaluating painful, palmar dermatoses, PG should be
considered in the differential, especially in patients with a family history of
autoimmune disease. PG may precede symptoms of IBD, thus there should be
a low threshold to further investigate abdominal pain and bowel changes in
these patients.

NEW ONSET QUADRIPARESIS IS AN EMERGENCY AND
WARRANTS THOROUGH EVALUATION
soumya shivashankar1; Dharmarajan S. Thiruvinvamalai2
1Internal medicine, Montefiore Medical Center, Bronx, NY

2Medicine - Geriatrics, Montefioe Medical Center (Wakefield Campus),
Bronx, NY. (Control ID #3710575)

CASE: A male patient in his 50s with non-insulin dependent type 2 diabetes
mellitus presented with hyperglycemia of 500 mg/dl. Five days earlier he
strained his back and since then had worsening low back pain. Day one, he
was tachycardic to 140 beats/min, afebrile, a detailed back and neurological
exam did not follow.White cell count was elevated to 13.6 K/UL, HbA1c 11.6
%, rest of the lab values normal. On day two, he spiked fever with new onset
weakness of all four extremities with neck pain. He was alert and oriented; had
right mastoid region tenderness and neck stiffness; upper extremity power was
0/5 and legs were weak. Computed tomography (CT) head revealed mastoid
effusion; CT chest and echocardiogram were normal. Broad-spectrum
antibiotics were initiated, Magnetic resonance imaging (MRI) of brain and
cervical spine and lumbar puncture were planned. His mental status declined
towards end of day two. He was transported for anMRI, where he was noted to
be pulseless. He could not be resuscitated and was pronounced dead. Autopsy
revealed sepsis due to mastoiditis, meningitis, and epidural bacterial abscess.
IMPACT/DISCUSSION: Potential causes of infectious etiology in a patient
with new onset quadriparesis are meningitis and spinal epidural abscess (SEA).
Mastoiditis may have been a primary source in our patient; although not always
clinically significant, it may be the cause for spread to the meninges and the
epidural abscess. If there is concern for an intracranial process, MRI scan must
be considered early on. Intravenous antibiotics should be started as soon as
possible. The diagnosis of SEA is typically delayed until neurologic deficits
develop. Mortality in patients with SEA is about 16%, and 15% of survivors
have permanent paresis or paralysis. Early diagnosis is key to reducing mor-
bidity and mortality. Understanding risk factors, presentation and progression,
and appropriate evaluation strategies facilitate diagnosis and early intervention.
CONCLUSION: Most back pain is not of infectious etiology, but rarely
occurs from epidural abscess or meningitis; a high index of suspicion for
SEA is warranted due to high morbidity and mortality. If febrile, consider
mastoiditis, meningitis, and SEA; lumbar puncture is priority if imaging is
nondiagnostic. Transfers of such unstable patients between sites of care must
occur under close monitoring.

NOBODY SHOULD DIE IN HANDCUFFS: A CASE FOR ENDING
SHACKLING AT THE END OF LIFE
Dorreen Danesh1; Emily K. Jones2
1Internal Medicine, Boston Medical Center, Boston, MA
2Internal Medicine, Boston Medical Center, Boston, MA. (Control ID
#3707455)

CASE: A 75-year-old incarcerated man presented to the ED with one week of
chills, body aches, dry cough, and dyspnea. His past medical history was
significant for hypertension, type II diabetes, and obesity. He had been incar-
cerated for 18 years and was looking forward to his release in five months. He
was identified as African-American in his chart.
On initial evaluation, his oxygen saturation was 87% on room air with otherwise
normal vitals. His breathing was labored with crackles in the lung bases. His
chest x-ray showed multifocal opacities. He tested positive for SARS-CoV- 19
and was admitted on high-flow nasal cannula. In the following week, his oxygen
needs escalated and he was transferred to theMedical ICU.Multiple requests for
medical clearance to contact family were declined by the correctional facility. On
day 8, he was intubated, paralyzed, and proned. He remained shackled to his bed
with two correctional officers posted outside his door. On day 14, he suffered a
PEA arrest with return of spontaneous circulation following ACLS. Attempts to
contact family are approved and his care plan is changed to comfort measures
only. He was terminally extubated and passed away soon after.
Throughout the hospitalization, including during his cardiac arrest, the patient
remained shackled to his hospital bed by the left ankle. Two correctional
officers were stationed outside his hospital room 24 hours per day. Themedical
team had been unable to contact the patient's next of kin until the day he
arrested, at which time they opted to pursue comfort measures. Months later, a
medical resident who had cared for him shared the following words during a
reflective writing session: "Nobody should die in handcuffs."
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IMPACT/DISCUSSION: End-of-life care for incarcerated people is a press-
ing issue in the United States, where approximately 2.4 million individuals are
held within the prison system. Due to an aging prison population, more
incarcerated patients are dying than ever before. It is predicted that by 2030,
the number of elderly prisoners is expected to reach 400,000 – an increase of
4,400% since 1981, according to a 2012 report from the ACLU.
Most jurisdictions in theUnited States require shackling of the hands or feetwhen
inmates are transported outside the prison setting. For patients with debilitating
illness, shackling in the medical setting violates the principles of beneficence,
non-maleficence, and autonomy essential to the practice of medicine. The
COVID-19 pandemic has further underscored the ethical, legal, and moral
dilemmas which clinicians face in preserving the dignity of the dying patient.
CONCLUSION: Given the expected changes in demographics within the US
correctional system, clinicians must advocate for compassionate policies such
as the removal of shackles at the end of life. Potential avenues for change in
practice can involve increased medical-legal dialogue and partnerships with
correctional officers and other stakeholders within medical and correctional
institutions.

NONINVASIVE VENTILATION IN A COVID-19 PATIENT
RESULTING IN PNEUMOTHORAX
Ravneet Randhawa, Rahul Mutneja
InternalMedicine, University of Connecticut School of Medicine, Farmington,
CT. (Control ID #3715056)

CASE: A 57-year-old man with a history of hypertension presented with
shortness of breath, dry cough, and subjective fever. He tested positive for
SARS-CoV-2 upon presentation. He denied tobacco use or occupational
hazards. He had an initial respiratory rate of 31 and oxygen saturation of
84% on room air. On exam, he was tachycardiac, and his lungs revealed
bibasilar rales. His blood work revealed elevated inflammatory markers. His
CTA was negative for pulmonary embolism but revealed bilateral groundglass
infiltrates. He was admitted and started on dexamethasone, remdesivir, and
enoxaparin.
He developed worsening oxygen requirements during his stay and was
transitioned to high flow nasal cannula and subsequently to BiPAP with IPAP
of 20 cm H2O and EPAP of 10 cm H2O with FiO2 100%. His chest x-ray
revealed a right-sided pneumothorax and pneumo-mediastinumwith extensive
subcutaneous emphysema [Fig 1]. Subsequently, he developed worsening
acidosis, lethargy, hypotension, and tachycardia, prompting a chest tube place-
ment and intubation [Fig 2]. While in the intensive care unit, he developed
another right-sided pneumothorax, prompting a 2nd chest tube placement.
IMPACT/DISCUSSION: The COVID-19 pandemic has created uncertainty
about patient care, especially respiratory management. The increasing need for
ventilators led to a nationwide shortage, and noninvasive ventilation (NIV)
techniques needed to be employed despite the potential for aerosolization of
the virus associated with their use.
Barotrauma is a dreaded complication when using invasive ventilation. In-
creased volume can result in hyperinflated alveoli and air leaks into the
surrounding tissues and spaces. There has been a limited number of cases
reported of pneumothorax in COVID-19 infection from NIV. NIV can also
produce high tidal volumes, high transpulmonary pressure, and high intrinsic
positive expiratory pressure. Consider pneumothorax as a differential when a
COVID-19 patient is clinically deteriorating on NIV. Radiographic imaging
and ultrasound are cost-effective tools for the diagnosis of pneumothorax.
CONCLUSION: Barotrauma-induced pneumothorax is a well-known com-
plication of invasive ventilation. In an attempt to decrease invasive ventilation
complications and save limited resources, our focus has shifted to NIV. We
should, however, be mindful that COVID-19 patients managed with NIV are
also at risk of pneumothorax from increased tidal volumes, the risk of which is
compounded by severe lung injury. The best practice to prevent barotrauma is
to ensure the patient’s tidal volume does not exceed 6mL/kg ideal body weight.
This application is an easy and effective prophylactic approach that should be
taught to all providers to prevent iatrogenic injuries in these patients who are
already at increased risk of lung injury.

NON-UREMIC CALCIPHYLAXIS SECONDARY TO ACUTE
COVID-19
Mark Obri1; Hannah Shuman2; Raef A. Fadel3; Jonathan Williams1
1Internal Medicine, Henry Ford Health System, Detroit, MI
2Wayne State University School of Medicine, Detroit, MI
3Internal Medicine, Henry Ford Health System, Detroit, MI. (Control ID
#3690642)

CASE: A 40-year-old white female with medical history significant for
COVID-19 infection three months prior to presentation and previous sponta-
neous miscarriage presented with bilateral lower extremity lesions present for
several weeks and described as “sunburn-like” with blistering. The lesions
were initially located on her anterior thighs and spread to the lateral thighs and
lower back.
On presentation, she was found to have several distinct lower extremity
lesions, with evidence of necrosis and eschar formation, along with blackened
mottled skin. The lesions were extremely painful to the patient. Laboratory
evaluation demonstrated hyponatremia, elevated ESR and CRP, with normal
serum creatine and calcium. Calciphylaxis was confirmed with biopsy. The
patient was treated with strict wound care to prevent infection and received
sodium thiosulfate three times weekly and anticoagulation with apixaban due
to concern for underlying hypercoagulability.
An extensive work-up for underlying autoimmunity and hypercoagulability
demonstrated presence of antiphospholipid antibodies with positive
Cardiolipin IgM, lupus anticoagulant, and a homogenous ANA patern that
showed a titer of 1:160. Her clinical status improved on extensive pain regimen
and on follow-up one week later, the lesions were unchanged.
IMPACT/DISCUSSION: Calciphylaxis is a known dermatologic finding
that is typically diagnosed in the setting of End-stage Renal disease (ESRD).
It presents with non-healing, painful skin ulcers that are at a high risk for
infection and have poor healing. In the absence of ESRD, calciphylaxis is rare
but has been reported in certain settings including hypercoagulable states and/
or autoimmune conditions. We present a case that has an absence of known
etiologies for calciphylaxis and hypothesize that this is due to a hypercoagu-
lable state caused by recent COVID-19 infection, or COVID-19 aggravating an
underlying hypercoagulable state.
This case offers an uncommon diagnosis with an even rarer presentation.
Calciphylaxis must be confirmed with biopsy and is extremely debilitating
and painful. In the setting of non-uremic calciphylaxis, prevention of infection
and management of pain should be prioritized. Additionally, this case offers a
platform to identifying COVID-19 as a risk factor for development of
calciphylaxis in previously healthy individuals.
CONCLUSION: The general internist should be aware of non-uremic
calciphylaxis and also be concerned for hypercoagulable state induced from
COVID-19. It is important to have accurate history-taking and consider
delayed reactions, as in this case.

NOTALLCRITICALHYPERKALEMIA LEVELSREQUIRE IMME-
DIATE TREATMENT. A CASE OF HYPERLEUKOCYTOSIS WITH
PSEUDOHYPERKALEMIA
Parker Brown2; Ross Johnson2; Kimberly Pham1; Binh T. Duong1
1Internal Medicine, Creighton University School of Medicine Phoenix Re-
gional Campus, Phoenix, AZ
2Creighton University School of Medicine, Omaha, NE. (Control ID
#3707820)

CASE: A 56-year-old Caucasian female with past medical history of CLL
presented with progressive left upper abdominal pain for one month. She was
diagnosed with CLL three years ago and was untreated for the past two years.
Her pain was associated with intermittent dizziness and poor coordination. She
denied changes in vision, mucosal bleeding, shortness of breath, fevers, weight
loss. She was a ½ pack per day smoker. No family history of malignancy or
blood disorder.
On admission, T 36.6 C, HR 92, RR 23, BP 135/60, SpO2 94% on room air.
Her physical exam showed splenomegaly and a neurological exam without
acute deficits. Lab results revealed a WBC count 344.9 thou/uL, absolute
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lymphocyte count 317.3 thou/uL, platelet 148 thou/uL, and potassium 6.1
mmol/L. Subsequent venous draw showed potassium 8.8 mmol/L.
Electrocardiograms revealed regular rate and sinus rhythm with absence of
cardiac arrhythmias.
She was admitted to the ICU for presumed hyperkalemia. Aggressive electro-
lyte correction began. Concomitantly, an arterial blood gas was collected,
showing an in-vitro whole-blood analyser potassium 3.2 mmol/L. A repeat
potassium level processed through a non-heparinized tube resulted in potassi-
um levels of 3.1 mmol/L.
A CT scan showed a 15 x 17.4 cm spleen and multiple large lymph nodes.
Peripheral blood smear showed marked lymphocytosis. Bone marrow biopsy
demonstrated CLL diffusely involving 90% of marrow. Fluorescent in situ
hybridization showed loss of the ATM gene in 90% of cells.
She was discharged to begin induction chemotherapy for untreated CLL.
IMPACT/DISCUSSION:CLL is a malignant accumulation of mature mono-
clonal B cells. Hyperleukocytosis, a WBC count of greater than 100 thou/uL,
may be found in patients with CLL. Symptomatic hyperleukocytosis or
leukostasis presents with end-organ damage classically including visual
changes, neurological symptoms, and muscosal bleeding. Physiological
mechanisms of leukostasis can include increased blood viscosity from less
deformable leukemic cells and cytokine release from the high metabolic
activity of dividing cells.
In the setting of hyperleukocytosis, pseudohyperkalemia is possible. Mechan-
ical disruption of leukemic cells from blood draw and transport, lysis of cells
during post-draw clotting, or prolonged storage of blood at abnormal
temperatures can result in artificial hyperkalemia. Methods to confirm true
hyperkalemia include measuring potassium through whole-blood analysis like
ABG, avoiding heparin anticoagulant in blood draw tubes, and specifying
handling of blood specimens.
CONCLUSION: We present hyperleukocytosis with pseudohyperkalemia in
untreated CLL. Elevated blood draw potassium often prompts treatment to
prevent life-threatening complications like arrhythmias and cardiac arrest.
However, it is important to investigate causes of critical reported hyperkalemia.
In the setting of hyperleukocytosis with pseudohyperkalemia, it is important to
avoid electrolyte overcorrection, which can result in life-threatening
hypokalemia.

NOTATEST - HYPERSEGMENTEDNEUTROPHILS INREALLIFE
Amanda Owens1; Kelsey B. Bryant2
1Internal Medicine, Mount Sinai Health System, New York, NY
2Internal Medicine, Icahn School of Medicine at Mount Sinai, New York, NY.
(Control ID #3707694)

CASE: A 60 year-old male with history of pre-diabetes presented with
progressive bilateral leg swelling for 1.5 months. He reported weight loss
due to post-prandial nausea and epigastric pain. Pertinent negatives included
shortness of breath, dyspnea on exertion, leg pain, abdominal distention,
urinary changes, melena, fevers, chills and night sweats. He noted some
yellowing of his eyes and skin. He reported a balanced diet including animal
products, social alcohol use and denied any drug or tobacco use. On exam the
patient was bradycardic, pale, had mild scleral icterus and 3+ pitting edema of
the lower extremities to the thigh. His cardiopulmonary and abdominal exams
were normal. Initial labs were notable for a Hgb 4.0, WBC 2.5 and Plt 32. His
total bilirubin was 2.8 and direct 0.4, but remainder of chemistry and liver
function tests normal. A CT abdomen and pelvis was done that revealed only a
tiny right pleural effusion, minimal pulmonary edema, andminimal ascites, but
no splenomegaly, lymphadenopathy or other signs of malignancy. He was
transfused two units of red blood cells and admitted for further workup of his
pancytopenia. Additional analyses revealed macrocytosis (MCV 114.5), LDH
1159, haptoglobin <20, and a B12 level <150. Peripheral smear demonstrated
hypersegmented neutrophils and schistocytes. AFP was normal, but Intrinsic
Factor antibody was elevated and H Pylori stool antigen was positive. MMA
was 6080, Homocysteine 151.5. TTE showed normal EF, but moderately
dilated left ventricle and markedly dilated left atrium. The patient was diag-
nosed with severe vitamin B12 deficiency due to pernicious anemia, started
B12 injections and was discharged with outpatient follow-up. Given his

concurrent H Pylori infection he was given 14 days of standard triple-
therapy with amoxicillin, clarithromycin and pantoprazole.
Three weeks later the patient’s Hgb had improved to 9.5,WBC 5.6 and Plt 350.
His abdominal pain had resolved and appetite was returning.
IMPACT/DISCUSSION: Vitamin B12 deficiency is a well-known cause of
macrocytic anemia, but pernicious anemia leading to pancytopenia and hemo-
lysis is rare. Providers should be aware of this, as workup of pancytopenia can
be both invasive and costly. This patient presented with only LE swelling and
weight loss, which raised concern for malignancy or primary cardiac etiology
of his symptoms, but his CBC abnormalities and subsequent diagnosis of
pernicious anemia revealed a more benign and reversible cause for pancyto-
penia. While pernicious anemia is the most common cause of B12 deficiency,
this patient also had H Pylori infection which can cause gastric atrophy and is a
less common, although potential independent cause of B12 deficiency in
adolescents and adults.
CONCLUSION: - Consider B12 deficiency when a patient presents with
pancytopenia and hemolysis
- After diagnostic confirmation of B12 deficiency, a underlying etiology of
deficiency must be investigated
- Both H Pylori and pernicious anemia can cause B12 deficiency

NOT EVERYTHING IS COVID
Wajiha Iqbal1; Faria A. Nitol2; Craig Thurm3

1Internal Medicine, Jamaica Hospital Medical Center, Jamaica, NY
2Pulmonary medicine, Jamaica Hospital Medical Center, Jamaica, NY
3Pulmonary medicine, Jamaica Hospital Medical Center, Jamaica, NY. (Con-
trol ID #3707560)

CASE: 45-year-old African American female with history of hypertension,
hypothyroidism and prior tobacco abuse was admitted to hospital with short-
ness of breath and hypoxia. She was diagnosed with COVID-19 pneumonia
due to her respiratory symptoms, CT scan findings of bilateral pulmonary
infiltrate and positive COVID IgG antibodies although a PCR test was nega-
tive. The patient was discharged and later seen in pulmonary clinic where on
further questioning she complained of fatigue, bilateral wrist and knee pain,
and exertional dyspnea. On auscultation, bilateral rales were noted in the lower
lung fields. She was noted to desaturate upon ambulation. PFTs (pulmonary
function tests) revealed severe restrictive spirometry and severe gas transfer
defect. A HRCT revealed bilateral infiltrates suggestive of organizing pneu-
monia. CPK was elevated at 449. Serologies were positive for ANA and anti-
jo1 and negative for other connective tissue diseases. The patient was diag-
nosed with anti-synthetase syndrome (ASS). She was treated with oxygen,
steroids and tacrolimus with reported improvement in her symptoms.
IMPACT/DISCUSSION: ASS is a rare chronic systemic autoimmune disor-
der that predominantly affects females with a median age of 50. It is charac-
terized by autoantibodies against aminoacyl-tRNA synthetase enzyme. The
role of these autoantibodies in the development of ASS is not fully understood.
Several autoantibodies have been identified including anti-Jo1, anti-EJ, anti-
OJ, anti-PL7, anti-PL12, anti-SC, anti-KS, anti-JS, anti-HA, anti-YRS. Among
them, anti-Jo1 is the most common.
The ASS is characterized by myositis, interstitial lung disease( ILD), arthritis,
fever, Raynaud’s phenomenon, mechanic’s hand plus positive serologic testing
of the Anti- aminoacyl-tRNA synthetase enzyme. The majority of the patients
with Anti- Jo-1 antibodies develop ILD. An organizing pneumonia pattern can
be seen in the settings of connective tissue disease and is commonly found in
those with the ASS. ILD may be the first manifestation of the disease.
CONCLUSION: We present a case of a 45 year old female mistakenly
diagnosed with COVID pneumonia who on further evaluation was found to
have ILD secondary to Antisynthetase Syndrome, a form of inflammatory
myositis. An organizing pneumonia pattern on HRCT can be found in many
settings other than COVID pneumonia. Careful attention to the history, phys-
ical examination, lab findings and COVID test results remain important in
identifying etiologies other than COVID 19 for a patient’s respiratory
symptoms during the pandemic. Delays in diagnosis can be quite harmful to
patients.
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NOTHING TO SHOW FOR IT: A CASE REPORT OF BILATERAL
PARESIS WITH NORMAL SPINAL MRI
Lauren G. Dennis1; Michael McShane2,1
1Internal Medicine, The Pennsylvania State University - University Park
Campus, University Park, PA
2Internal Medicine, Cambridge Health Alliance, Somerville, MA. (Control ID
#3696439)

CASE: A 66-year-old man presents with acute bilateral lower extremity
weakness. Associated symptoms included low back pain prior to onset of
weakness. No other associated symptoms. There was no bowel or bladder
incontinence. Notable past medical history of elevated BMI (34) and coronary
artery disease status post three drug-eluding stents, recent influenza vaccina-
tion, and history of prostate cancer status post prostatectomy (three years prior).
Exam showed motor strength 1/5 in hip flexors, 2/5 in hip abductors and
adductors, 1/5 in quadriceps, 3/5 in the gastrocnemius and tibialis anterior, and
1/5 in toes, all bilaterally with 5/5 in upper extremities. There was reduced
pinprick sensation below midthigh, while fine touch remained unaffected.
Proprioception was lost in great toe. Quadricep and Achilles tendon reflexes
absent bilaterally. Toes were neutral with stimulation. Laboratory tests includ-
ed a CBC and BMP which were unremarkable. MRI of thoracic and lumbar
vertebrae with and without contrast was normal. A lumbar puncture was
normal. A repeat thoracic MRI was done at 48 hours which revealed a lesion
between T12-L1 with marked swelling consistent with acute anterior spinal
cord infarction. Patient was started clopidogrel bisulfate and aspirin. At dis-
charge, patient had equivalent neurologic exam with instructions to be
followed by rehabilitation and neurology.
IMPACT/DISCUSSION: This patient presented with the classic features of
an anterior spinal cord infarction namely, bilateral paretic extremities and loss
of spinothalamic sensory function with intact dorsal column sensation. Al-
though infarction is an unsurprising diagnosis in the context of this patient’s
coronary artery disease, obesity, and age, the bilateral nature of the weakness
diverted attention away from stroke diagnosis. Appropriate differential of acute
bilateral lower limb weakness includes spinal cord infarct, transverse myelitis,
neoplasm, trauma/injury resulting in cord compression, Guillain-Barre syn-
drome, and hematoma.Many of these utilize MRI as the initial diagnostic tool,
including spinal cord infarct. Contrary to other diagnoses, infarctions will
present with no MRI findings acutely, while T2 signaling abnormality is not
expected until later. Since MRIs are often completed acutely therefore it is
important for physicians to recognize imaging as a pertinent element of spinal
stroke. The question remains as whether this patient may have benefited from
treatment with tissue plasminogen activator. Staying equipped with robust
differentials following investigations with normal results may prevent delays
in diagnosis as well as reduce unnecessary diagnostic tests.
CONCLUSION: Spinal Cord infarct is one of the few causes of bilateral
weakness with acutely normal MRI. Common presentation of anterior cord
infarction includes bilateral paretic extremities and loss of spinothalamic
sensory function. Differentiating understanding of normal test results can
improve patient care.

NOWYOU SEEME, NOWYOU DON’T: ANALYSIS OF THE GOLD
STANDARD FOR PORTAL VEIN THROMBOSIS DIAGNOSIS
William Ghaul, Clark Veet
Internal Medicine, Lehigh Valley Hospital - Cedar Crest, Allentown, PA.
(Control ID #3713978)

CASE: Mr. R is a 68-year-old man with obesity (BMI 34.2) presenting with
nausea, vomiting, and worsening jaundice.
He reported skin yellowing, which was identified by his son, over 2 weeks. He
denied abdominal pain, fever, light stools, dark urine, or itching. He denied
tobacco or drug use. He drinks 2 alcoholic beverages per week. He does not use
acetaminophen. He reports a new potassium supplement from an online
retailer.
On exam, he is jaundiced with scleral icterus. Cardiopulmonary exam is
normal. Abdomen is obese and without hepatosplenomegaly. Skin is jaundiced

without telangiectasia. Labs show elevated AST (1241) and ALT (2245), ALP
(198) and total (14.5) and direct (10.2) bilirubin. Serum acetaminophen level
was negative. CT Abdomen and Pelvis with IV contrast revealed a partial
filling defect within the main portal vein and a near complete filling defect
within the superior mesenteric vein adjacent to the portal splenic confluence,
suggesting acute portal vein thrombosis (PVT). RUQ ultrasound with portal
dopplers, however, showed no occlusive thrombus within the superior mesen-
teric vein or portal veins. MRCP of the abdomen showed no portal vein
thrombosis. Specialty consultation confirmed that the patient’s suspected
thrombus was a false positive artifact.
Testing including EGD, colonoscopy, JAK2, and Factor V Leiden was nega-
tive. Elevated AFP, ANA, IgG, anti- cytoplasmic, and anti-smooth muscle
antibodies along with liver biopsy confirmed autoimmune hepatitis.
IMPACT/DISCUSSION: The case highlights limitations in diagnosis of
PVT. Recognizing test characteristics of abdominal imaging can better guide
diagnostic accuracy and initial management.
PVT refers to complete or partial obstruction of blood flow in the portal vein
due to the presence of a thrombus. Common in patients with known cirrhotic
disease, it is rare in the general population. Incidence and prevalence rates are
0.7 and 3.7 per 100,000 individuals/year. Ultrasonography has sensitivity and
specificity ranging between 60% and 100%, though complete visualization of
the abdomen is limited by several “blind areas” including the distal superior
mesenteric vein and intrahepatic portion of the portal vein. CT and MRI
imaging analyze these areas while also characterizing bowel and surrounding
organs. CT imaging is the AASLD recommended imaging modality for acute
PVT.
CONCLUSION: PVT in the absence of cirrhosis requires additional explo-
ration for potential causes of thrombotic events. Imaging modalities such as
ultrasound, CT, and MRI aid in the diagnosis of PVT and vary in accuracy.

OH SCHIST... ACUTE PRESENTATION AND MANAGEMENT OF
C O M P L E M E N T - M E D I A T E D T H R O M B O T I C
MICROANGIOPATHY
Antoinette Montelibano2; Bharat Pillai3; Alyssa Kelder1; Emily Min5; Andrew
J. Klein4
1Internal Medicine, UPMC, Pittsburgh, PA
2University of Pittsburgh School of Medicine, Pittsburgh, PA
3Neurology, UPMC, Pittsburgh, PA
4Medicine, University of Pittsburgh School of Medicine, Pittsburgh, PA
5Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA.
(Control ID #3715153)

CASE: A 60-year-old female with recently diagnosed dermatomyositis on
methotrexate and high-dose prednisone presented with progressively worsen-
ing dyspnea. Physical examwas notable for bibasilar rales and lower extremity
edema. Admission labs showed BUN 113 mg/dL, creatinine 4.5 mg/dL,
hemoglobin 8 g/dL, platelets 103,000/μL, haptoglobin <30 mg/dL, negative
direct antiglobulin test (DAT), and schistocytes on peripheral smear, consistent
with microangiopathic hemolytic anemia (MAHA), concerning for thrombotic
thrombocytopenia purpura versus hemolytic- uremic syndrome. She was im-
mediately started on plasma exchange (PLEX) and pulse-dose steroids. Further
workup showed negative ADAMTS13 auto-antibody and negative Shiga
toxin. She was therefore treated for presumptive complement-mediated
hemolytic-uremic syndrome (HUS) secondary to dermatomyositis flare with
eculizumab and rituximab, which were started at days 3 and 4 of hospitaliza-
tion respectively. An Oklahoma Medical Research Foundation myositis panel
was positive with anti-Zo antibodies, consistent with complement-mediated
HUS secondary to a dermatomyositis/anti-synthetase syndrome flare. With
these therapies, she showed clinical improvement and normalization of hemo-
lysis markers. She was discharged on intermittent hemodialysis, biweekly
eculizumab infusions, and a steroid taper with close rheumatologic and renal
follow-up.
IMPACT/DISCUSSION: The combination of thrombocytopenia,
schistocytes, and negative DAT should prompt urgent concern for TTP or
HUS and rapid treatment with central access and PLEX should not be delayed
while confirmatory testing is pending. Absence of bloody diarrhea must be
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confirmed prior to initiation of anti-complement therapies. While complement
mediated-TMA is less common, in our patient with an underlying autoimmune
disorder and acute renal failure, it should be higher on the differential, man-
dating early initiation of complement blockade and immunosuppression to
prevent irreversible kidney injury. In non-Shiga-toxin associated HUS with
ADAMTS13 levels ≥10%, eculizumab is an effective medication to inhibit
complement activation through its anti-C5 activity. Eculizumab has emerged
as the standard of care for complement-mediated HUS that is either refractory
to or dependent on PLEX. While some aspects of management for these
patients will be guided by consultants, rapid recognition and treatment is
essential and internists must skillfully navigate the differential diagnoses to
guide appropriate initial management decisions.
CONCLUSION: Understanding underlying risk factors and pathophysiology
of the different TMAs can help in the initiation of timely treatment.
In patients with known autoimmune diseases, it is important to recognize that
disease flares can precipitate TMA and cause complement overactivation.
Early and appropriate initiation of anti-complement therapy improves comple-
ment mediated-TMA outcomes.

OLMESARTAN ASSOCIATED SPRUE: A CASE TO TAKE YOUR
BREATH AWAY
Taylor R. Holmes, Tamara F. Saint-Surin
Internal Medicine, University of North Carolina System, Chapel Hill, NC.
(Control ID #3715231)

CASE:A 56-year-old male with a history of hypertension, obesity, and recent
hospitalization for diarrhea presented with progressive subacute dyspnea and
anasarca. One month prior to this presentation, he was hospitalized for diar-
rhea, vomiting, and generalized weakness. CT abdomen-pelvis revealed small
bowel wall thickening and hyperenhancement compatible with enteritis. Stool
studies were notable for a high stool calprotectin but infectious workup and
celiac labs were negative. He underwent esophagogastroduodenoscopy (EGD)
with biopsy that showed mildly active chronic duodenitis with patchy villous
atrophy and underlying crypt changes. These findings were clinically attributed
to his home Olmesartan use and a presumed diagnosis of Olmesartan associ-
ated sprue (OAS) was made. His home Olmesartan was discontinued prior to
discharge.
While his diarrhea had moderately improved in the interim, he re-presented
with one week of progressive dyspnea at rest, orthopnea, and generalized
edema. He had no prior known history of heart failure, liver dysfunction, renal
disease, or malnutrition. Physical exam revealed diffuse anasarca. Labs dem-
onstrated acute kidney injury (creatinine 1.40 mg/dL), hypoalbuminemia (2.2
g/dL), and multiple electrolyte abnormalities including hyponatremia (130
mmol/L), hypokalemia (3.0 mmol/L), hypomagnesemia (0.6 mg/dL), and
hypocalcemia (4.4 mg/dL). Pro-BNP was elevated (433 pg/mL). CXR was
unremarkable. Echocardiogram showed normal ejection fraction without dia-
stolic dysfunction. With concerns that his symptoms were secondary to OAS,
he was treated with budesonide, diuretics, and aggressive electrolyte repletion.
His Olmesartan continued to be held. He was discharged on a long taper of
budesonide. At his gastroenterology follow up 4 months later, his symptoms
had resolved and repeat EGD showed complete histologic resolution as well.
IMPACT/DISCUSSION: Olmesartan is an angiotensin II receptor blocker
(ARB) commonly used in the treatment of hypertension. It has been rarely
associated with the development of sprue-like enteropathies in which patients
most commonly present with diarrhea, weight loss, fatigue, nausea, vomiting,
and abdominal pain. OAS is often a difficult to identify diagnosis because of its
nonspecific clinical presentation and histologic findings. While the patient in
this case was diagnosed early with presumed OAS during his initial hospital-
ization, his case is unique in that he re-presented with an entirely new set of
symptoms that were quite severe and suspected to be the direct result of his
ongoing malabsorptive state despite discontinuation of the offending agent
approximately 4 weeks prior.
CONCLUSION:General internists should maintain a broad differential when
approaching common, nonspecific symptoms of dyspnea and edema. A certain
level of suspicion for uncommon causes of these symptoms should be reserved
when further workup and testing rule out usual cardiac, hepatic, and renal
etiologies that could present with a similar clinical picture.

ONE NOT-SO SALTY LADY
Melanie N. Wanigatunga1; Jerald Taggart1; Adrian Baudy3; Katherine A.
Peacock2
1Internal Medicine, Tulane University, New Orleans, LA
2Internal medicine, Tulane University, New Orleans, LA
3Nephrology, Tulane University, New Orleans, LA. (Control ID #3715805)

CASE: A 69-year-old woman presented with weakness, poor oral intake, and
was profoundly hyponatremic to 105 mEq/L with altered mental status. WBC
was 160k/uL, serum osmolality 231mOsm/kg, urine osmolality 513mOsm/Kg
and urine sodium <12mEq/L. Sodium improved with infusions of normal
saline but she developed decompensated heart failure and nausea. She was
diuresed. Sodium recovered to normal ranges after about one month, yet after
fluoxetine was resumed, sodium decreased to 126 mEq/L and was refractory to
normal saline. Her studies were: serum osmolality 273 mOsm/kg, urine osmo-
lality 365 mOsm/kg, urine sodium 38 mEq/L. Fluoxetine was stopped and
mirtazapine was started for depression. Sodium improved with 1.5 L/day fluid
restriction as well. She was discharged to physical rehabilitation with resolu-
tion of her mental status to baseline, and lab studies within normal ranges.
IMPACT/DISCUSSION: Hyponatremia is commonly encountered by the
Internist. Evaluate patient’s serum osmolality, urine osmolality and urine
sodium. Serum osmolality less than 285 mOsm/Kg indicates hypotonic
hyponatremia. Urine osmolality is used as a surrogate for ADH activity: low
levels (<300mOsm/kg) suggest low activity, high levels (>300) suggest high
activity. Urine sodium can be a surrogate for aldosterone: low levels (<20mEq/
L) imply high levels of activity while high levels of urine sodium (>40mEq/L)
imply the opposite. ADH works to increase total body water and aldosterone
works to increase total body sodium.
There was concern our patient had pseudohyponatremia from increased WBC
in her blood falsely diluting her serum sodium. In CLL, patients can have
pseudohyponatremia due to hyperglobulinemia. Infections such as HIV, infec-
tious hepatitis, can trigger B-cell activation, which can lead to
hyperglobulinemia. She was negative for those infections and our hospital’s
machinery is able to separate the serum electrolytes from other blood elements
to measure them properly.
She had hypotonic hypovolemic hyponatremia on admission; her serum os-
molality was truly low and her urine sodium showed that aldosterone was
increased, trying to increase total body sodium. Urine osmolality was high,
showing ADH was working to increase total body water. She improved with
appropriate treatment: normal saline.
Her re-development of hyponatremia was more complex. Given her nausea
and decompensated heart failure, she likely had an increase in ADH. Lab
studies were not very consistent with SIADH, but improved with appropriate
treatment for SIADH. It is important to understand the balance of aldosterone
and ADH in a patient with hyponatremia as it guides treatment.
CONCLUSION: It is important to be familiar with hyponatremia as it can
present with different etiologies, even in the same patient.

OSIMERTINIB ASSOCIATED PNEUMONITIS: IDENTIFICATION
AND MANAGEMENT
Benjamin A. Bleiberg1; Ye Tian2
1Internal Medicine, Hospital of the University of Pennsylvania, Philadelphia,
PA
2Internal Medicine, Penn Medicine, Philadelphia, PA. (Control ID #3716488)

CASE: A 66-year-old male never smoker with no significant past medical
history was diagnosed with metastatic lung adenocarcinoma with an EGFR
mutation. Staging imaging demonstrated brain, bone, and subcutaneous tissue
metastases and the patient was initiated on osimertinib (an irreversible tyrosine
kinase inhibitor (TKI) targeting EGFR) and oral steroids. Following 1 month
of osimertinib therapy and 1week after completing steroids, he presented to the
ED with progressive dyspnea and a non-productive cough without fevers or
chills and was found to be in acute hypoxic respiratory failure with an SpO2 of
69% on room air (RA) requiring high-flow nasal cannula (HFNC) and admis-
sion to the ICU. Imaging demonstrated bilateral multifocal ground glass
opacities and large bilateral pleural effusions with associated atelectasis,
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without evidence of pulmonary embolism. Infectious and cardiac workup
including transthoracic echocardiogram was unremarkable. He was started
on stress dose steroids for pneumonitis and a right chest tube was placed,
which drained exudative pleural fluid consistent with inflammation with
negative cytology and gram stain. The patient's oxygenation rapidly improved
and he was weaned to nasal cannula (NC), and transferred to the floor where
steroids were quickly tapered. 1 day later his respiratory rate increased to 38
with worsening hypoxia requiring BiPAP for support and transfer to the ICU.
He again responded rapidly to increased steroid dosing (2 mg/kg for 3 days)
and was transitioned to NC. His steroids were then very gradually tapered to 1
mg/kg for 5 days and on day of discharge he was maintaining his oxygen
saturation on RA with ambulation and was placed on a gradual 8-week steroid
taper. One month after discharge, the patient was re-initiated on dose-reduced
Osimertinib with steroids, and ultimately resumed full-dose Osimertinib with
steroid tapering without adverse events while awaiting follow-up staging
imaging.
IMPACT/DISCUSSION: Lung cancer accounts for over 2.3 million new
diagnoses and 1.59 million deaths annually, 84% of these cases are Non-small
cell lung cancers (NSCLC). Up to 45% of NSCLC patients have targetable
mutations, most commonly in EGFR. Tyrosine kinase inhibitors (TKI’s) like
Osimertinib are approved as 1st line treatment for metastatic EGFR+ NSCLC
and are utilized with increasing frequency. While generally well tolerated,
TKI's can cause severe pneumonitis impacting 2-4% of patients with a mor-
tality rate <1%, generally within the 1st 3 months of therapy.CONCLUSION:
-TKI’s such as Osimertinib can be associated with severe pneumonitis precip-
itating acute hypoxic respiratory failure
- High dose steroids (up to 2 mg/kg) with prolonged tapers of at least 8 weeks
have been used to successfully manage TKI-associated pneumonitis and
prevent recurrence
- Patients have been re-challenged with TKI’s after pneumonitis without
complication by starting at a lower dose and concurrently treating with steroids
and gradual dose titration.

PAINFUL OPHTHALMOPLEGIA: INFECTION OR IMMUNOLOG-
ICAL PHENOMENA
Dhruti Patel1; Jesus R. Salas2; Paola Fernandez Soto2
1College of Medicine, The Ohio State University College of Medicine,
Columbus, OH
2The Ohio State University Wexner Medical Center, Columbus, OH. (Control
ID #3706949)

CASE: A 61 year old male with medical history significant for
leukocytoclastic vasculitis, hypothyroidism, rheumatoid arthritis, chronic si-
nusitis, and autoimmune pancytopenia presented to a local hospital with acute
onset right-sided frontal headache, throbbing right ocular pain and diplopia for
two days. Physical exam remarkable for right ocular proptosis, paralysis,
injected conjunctiva and swelling. Initial brain imaging negative for acute
stroke. Patient subsequently transferred to OSU for ophthalmologic evaluation
for concern for orbital cellulitis vs mucormycosis given immunocompromised
state. Empiric antibiotics were started. MRI orbits and CT sinuses showed soft
tissue infiltration of posterior right orbit and cavernous sinus. Patient under-
went nasoscopy which revealed healthy sinonasal mucosa bilaterally, unlikely
to suggest invasive fungal sinusitis. Immunological workup notable for ele-
vated ESR and CRP, with normal CBC.
IMPACT/DISCUSSION: The causes of acute ptosis with painful
ophthalmoplegia are several. Tolosa-Hunt Syndrome is a diagnosis of exclu-
sion with highly sensitive but nonspecific diagnostic criteria. This in conjunc-
tion with the rarity of Tolosa-Hunt Syndrome makes clinical diagnosis partic-
ularly difficult. A broad differential diagnosis must be considered. Autoim-
mune etiology was of high suspicion given our patient’s complex
rheumatological history. Elevated ESR and CRP suggested some degree of
reactive inflammation supported by MRI findings. We were able to lower the
suspicion for acute infection with our extensive workup being largely unre-
markable and reassuring nasoscopy. Our patient met several elements for the
criteria for a diagnosis of Tolosa-Hunt Syndrome: unilateral headache, inflam-
mation of cavernous sinus seen on MRI, paresis of one or more of the

ipsilateral CN III, IV, and/or CN VI, headache presentation concurrent with
oculomotor paresis. He was discharged 2 days after prednisone course was
initiated with significant clinical improvement. Rapid response to steroids
(within 24-48 hours) also supports the diagnosis of Tolosa Hunt Syndrome.
CONCLUSION: Establishing the cause of painful ophthalmoplegia with
ipsilateral headache can be challenging and has a broad differential diagnosis.
While Tolosa-Hunt Syndrome is rare, with an incidence of one case permillion
per year, it cannot be excluded from the differential although it is a diagnosis of
exclusion. The use of steroids has diagnostic and therapeutic utility and is often
quite rapid as shown with this patient.

PAINLESS SCROTAL ULCERS BECOMES SOMETHING UNEX-
PECTED: A RARE CASE OF SCROTAL CALCIPHYLAXIS
Riddhima Issar1; Jinisha Patwa1; Yvette Wang2
1Medical Student, Rowan University School of Osteopathic Medicine,
Stratford, NJ
2Hospital Medicine, Jefferson Health - New Jersey, Voorhees, NJ. (Control ID
#3691422)

CASE:We report an atypical case of painless scrotal calciphylaxis masked by
neuropathy in an end stage renal disease patient on hemodialysis (ESRD on
HD). A 68-year-old male with a past medical history of ESRD onHD, diabetes
mellitus II, peripheral vascular disease (PVD) neuropathy, presented to the
hospital with altered mental status (AMS) and severe left foot necrosis. He was
evaluated by vascular surgery and podiatry. Below the knee amputation of the
left leg was performed with an eventual unremarkable recovery. Few days
later, a painless 5 cm mid scrotal wound and eschar with sloughing was noted
on physical exam. No crepitus and fluctuance were noted. The ulcer was
nontender to palpation. Ultrasound identified calcifications in the scrotal tissue
and CT of the pelvis without contrast showed extensive calcification of the
arterial system. However, the scrotal biopsy indicated severe skin and soft
tissue necrosis with acute and chronic inflammation; no calcium deposits were
seen. A clinical diagnosis of calciphylaxis was made given the eschar raised
concerns for calciphylaxis along with the patient’s comorbidities of secondary
hyperparathyroidism, ESRD, and his nonadherence to HD. Treatment was
initiated with sodium thiosulfate 12.5g with an eventual dose increase to
25g. The patient stabilized over the next few days and was discharged to a
post-acute care facility. Five days later, the patient was readmitted for evalu-
ation of AMS and unfortunately passed away due to cardiac arrest.
IMPACT/DISCUSSION: Calciphylaxis is a rare and challenging vascular
disorder characterized by painful cutaneous ulceration and necrosis. This
diagnosis should be part of the differential in a patient with comorbidities even
when the presentation is atypical. This fatal disease has an estimated six month
survival of 50%. The high rate of mortality and morbidity coincide with the
risk factors associated with this condition such as end stage renal disease,
diabetes, and secondary hyperparathyroidism. Recent trends in the United
States revealed an increase in prevalence of calciphylaxis in patients on
hemodialysis.
This case highlights the severity of a calciphylaxis diagnosis and the atypical
presentation of painless ulcers along with the increased mortality rate that is
associated with severe PVD as seen in this patient. Although the skin necrosis
is typical of this disease, the lack of pain perception despite such a severe
condition in our patient is noteworthy. Early recognition of calciphylaxis in a
patient with no pain despite the prevalence of ulcerations warrants a closer look
into their comorbidities to identify this disease on the differential as it is critical
to start treatment early to prevent devastating outcomes.
CONCLUSION: 1. Consider the atypical presentation of nontender and
painless cutaneous eschars in diagnosing calciphylaxis.
2. Consider a clinical diagnosis of calciphylaxis in patients with several
comorbidities like ESRD, T2DM, Secondary Hyperparathyroidism.

PALLIATIVE CARE FOR END-STAGE LIVER DISEASE (ESLD)
Melanie Koren2; Alyson Kaplan3; Alexandra King1
1Internal Medicine, Weill Cornell Medicine, New York, NY
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2Internal Medicine, New York Presbyterian - Weill Cornell, New York, NY
3Gastroenterology and Hepatology, New York Presbyterian - Weill Cornell,
New York, NY. (Control ID #3715454)

CASE: A 75-year-old woman with heart failure, end-stage liver disease
(ESLD), chronic kidney disease, and transfusion-dependent anemia from
refractory arterio-venous malformations was admitted with recurrent hepatic
encephalopathy (HE) and ascites. She had six previous admissions in the past
year. This admission, she underwent multiple large volume paracenteses for
ascites, and her HE and anemia were managed medically. Her course was
complicated by hepatorenal syndrome, pruritis, anxiety, and pain. Due to her
comorbidities and frailty, she was not a candidate for transplant. The patient
expressed “being tired of being in the hospital” and feeling “ready to die.”
Goals of care discussions were complicated by the patient’s HE and her
caregiver’s misunderstanding of her prognosis.With the assistance of palliative
care consultation and after multiple family meetings, the patient and family
elected to pursue home hospice to honor the patient’s wishes. She was
discharged on day 26 of her hospitalization.
IMPACT/DISCUSSION: ESLD is a fatal illness with high rates of short-term
mortality without liver transplantation, for which the vast majority will be
ineligible. Patients with ESLD experience high symptom burden including
pain, dyspnea, sexual dysfunction, encephalopathy, and depression. Early
palliative care involvement is important both for symptom management and
for advance care planning, especially before HE develops.
Despite its benefits, referral rates to palliative care are low and often late in the
disease course. Provider-cited barriers to palliative care referral include com-
peting clinical demands as well as concern for patients’ perception of palliative
care and destroying patients’ hope. Patient understanding of prognosis is often
poor, and caregivers express stress around uncertainty of prognosis. In this
case, earlier communication about prognosis and referral to palliative care
could have improved caregiver prognostic understanding, prevented repeat
hospitalizations, and decreased length of stay.
This patient had opportunities for earlier palliative care discussions during
repeat admissions and follow-up appointments. It is important for both
internists and specialists to recognize the need for palliative care discussions
and/or referral for patients with ESLD, a population that will continue to grow
with rising rates of cirrhosis nationally and worldwide.
CONCLUSION: 1. Patients with ESLD have high mortality rates and symp-
tom burden that can benefit from palliative care.
2. Internists and specialists should be proactive in communicating prognosis
and initiating advance care planning early in the disease course to optimize
patient-centered outcomes.

PANCREATIC PSEUDOANEURYSM RUPTURE RESULTING IN
PERI-PANCREATIC HEMORRHAGIC COLLECTION
Allison E. Whorton1; Ajaya Sharma2; Hari Paudel2
1Medical School, Medical College of Wisconsin, Milwaukee, WI
2Medical College of Wisconsin Department of Medicine, Milwaukee, WI.
(Control ID #3715450)

CASE: A 53-year-old female with a history of migraine, gastritis, hypothy-
roidism, and prior appendectomy presented from an outside hospital with a
one-day history of epigastric abdominal pain and nausea. For the previous few
days, she had experienced early satiety. On CT scan of abdomen and pelvis,
there was concern for peripancreatic fluid collection (PFC) with the presence of
hemorrhagic component giving the diagnosis of hemorrhagic pancreatitis. She
was afebrile and hemodynamically stable on arrival. Lipase was within normal
range at 13 U/L. She was monitored with serial hemoglobin and hematocrit
checks which remained stable. Follow up CT scan was obtained at 48 hours
post initial presentation to evaluate for resolution of the hemorrhage and
monitor the bleed size. Repeat scans showed a stable bleed size and 0.8 cm
pseudoaneurysm (PA) of the pancreaticoduodenal artery (PDA) which was
likely contributing to the hemorrhagic PFC.
On day 3 of admission, superior mesenteric artery angiography with emboli-
zation of the PA was performed without complications. Endoscopic retrograde
cholangiopancreatography was not indicated as no biliary obstructions were

observed on CT or ultrasound. She was discharged on the following day once
she was able to tolerate a solid food diet. IMPACT/DISCUSSION: This
patient with no previous history of abdominal pain presented with two of the
three required characteristics for an acute pancreatitis diagnosis – pain and CT
findings. However, CT findings were not overwhelmingly supportive for acute
pancreatitis on further detailed review, with only “slight heterogenous en-
hancement of the pancreatic head”. There was notable absence of necrosis in
the pancreas while the PFC had hemorrhagic components. Moreover, addi-
tional lack of obstruction pointed towards the possibility of idiopathic acute
pancreatitis versus other etiologies.
PDA pseudoaneurysms have been associated with pancreatitis, abdominal
trauma, septic emboli, iatrogenic injuries, penetrating duodenal ulcers, and
malignancy, and all of these were historically absent in this patient. The
patient’s symptoms of nausea and early satiety were both explained by the
presence of the PFC alone. While normal lipase levels are occasionally seen in
case reports, lack of necrosis or strong inflammatory findings of the pancreas
was against the diagnosis of acute pancreatitis. Previously silent acute pancre-
atitismay have resulted in a pseudoaneurysm of the pancreaticoduodenal artery
which spontaneously bled and led to her symptoms.
CONCLUSION: PDA pseudoaneurysms can occur denovo or as a compli-
cation of pancreatitis. Though PDA aneurysms account for only 2% of all
visceral artery aneurysms, they can spontaneously rupture resulting in high
mortality rate (up to 49.1%). An early diagnosis is the key to management as
transcatheter embolization of PDA aneurysms prior to rupture remains very
effective therapy and decreases mortality in these patients.

PARANEOPLASTIC LEUKEMOID REACTION IN A PATIENT
WITH LIPOSARCOMA
Hadi Berbari1; Jue Wang2
1Creighton University School of Medicine, Phoenix, AZ
2Hematology/Oncology, Dignity Health Arizona, Phoenix, AZ. (Control ID
#3706757)

CASE: A 64-year-old woman with a past medical history of hypertension
presented with chills, night sweats, nausea, vomiting, anorexia, and new onset
tremors. She deniedweight loss. There was no family history of cancer. On exam
she was afebrile and tender to palpation on the right lower flank. Her white blood
cell (WBC) count was 62 k/μL with associated bandemia. Infectious workup,
peripheral smear, bone marrow biopsy and flow cytometry were nondiagnostic.
CT abdomen showed a 6x5x7cm retroperitoneal mass. Histopathologic exami-
nation of a tissue specimen was suspicious for soft tissue sarcoma. The leuko-
cytosis was believed to be a leukemoid reaction to the tumor. Surgical resection
revealed a dedifferentiated liposarcoma. Post-operatively, WBC declined and
normalized by POD 5. At the two months follow-up, the WBC was 28.9 k/μL.
Infectious work upwas unrevealing. Her IL-2 and IL-6 levels were 1537.1 pg/ml
(175.3-858.2pg/ml) and 5.6 pg/ml (<2.1pg/mL) respectively. 25 days later, she
became febrile with a WBC of 76.4k/μL. Granulocyte colony stimulating factor
(G-CSF) was elevated at 256.7 pg/ml, supporting the diagnosis of paraneoplastic
leukocytosis. Reimaging showed cancer recurrence with metastasis. The patient
completed a round of chemotherapy, after which pancytopenia developed. Her
leukopenia improved following filgrastim and WBC continued to rise to 76.9k/
μL. IL-6 at this time was 43.6 pg/ml. The patient deteriorated and died within 7
months of her diagnosis.
IMPACT/DISCUSSION:A leukemoid reaction is present whenWBC >50k/
μL in the absence of primary leukemia. Etiologies include cytokines such asG-
CSF, IL-2, and IL-6. Once infection is ruled out, other etiologies including
primary leukemias and solid tumors must be investigated. In this patient, there
were no immature or atypical cells on peripheral smear making primary
leukemia unlikely. Solid organ malignancies associated with leukemoid
reactions include lung, breast, GI, renal, and gynecologic tumors. Although
leukemoid reaction to solid malignancies is a well- documented phenomenon,
retroperitoneal liposarcoma presenting with paraneoplastic leukocytosis due to
G-CSF is exceedingly rare. This marker seems to confer a poor prognosis and
has been associated with a dedifferentiated histopathology. Leukocytosis in
these cases can be used as a surrogate marker of tumor burden, response to
therapy, and recurrence. This case highlights how paraneoplastic processes
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may occur in malignancies outside the well-known offenders and suggests
elevated cytokines may be involved in tumor cell proliferation conferring a
poor prognosis.
Further studies and the accumulation of clinical cases are required to establish
biomarker guided novel therapeutic strategies for patients with this aggressive
disease.
CONCLUSION: 1. Paraneoplastic leukocytosis has been documented and
may indicate a poor prognostic marker in liposarcomas.
2. Patients with a history of known liposarcoma and elevated WBC count
should be evaluated for tumor recurrence.

PARTIAL ANOMALOUS PULMONARY VENOUS RETURN: A
RARE ADULT PRESENTATION
Dana Button1; Marcella Muysson2; Lucy Cho2
1School of Medicine, Oregon Health & Science University, Portland, OR
2Internal Medicine, Oregon Health and Science University, Portland, OR.
(Control ID #3703229)

CASE: Pulmonary hypertension, on average, takes over 14 months to diag-
nose. It affects people of all ages around the world. Treatment for one etiology
of pulmonary hypertension may be harmful for another.
A 70-year-old woman with a history of sudden death in several family
members, chronic heart failure, and pulmonary hypertension treated with
bosentan presented to the hospital with increased shortness of breath shortly
after getting off of a flight from her home in Ethiopia. Physical exam demon-
strated jugular venous distension and a blowing systolic murmur. Shortly after
presentation an echocardiogram was obtained which showed severe bi-atrial
enlargement, moderately dilated pulmonary veins, moderate tricuspid and
mitral regurgitation and a PDA.With diuresis her shortness of breath improved
and additional workup for her pulmonary hypertensionwas performed. A CTA
showed cardiomegaly and pericardial calcifications as well as expansion of her
right heart. An US of the liver showed hepatic congestion and a dilated IVC. A
V/Q scan was performed which was negative for pulmonary embolism. She
then underwent a cardiac MRI showing a PDA with a continuous left-to-right
shunt. Stool and antigen tests for schistosomiasis, which is endemic in
Ethiopia, returned negative. She was taken to the cath lab where an angiogram
revealed mild pulmonary hypertension, a small PDA, and partial anomalous
pulmonary venous return of the right upper and right middle pulmonary veins.
Bosentan was discontinued and she was scheduled for follow up with adult
congenital cardiology to undergo surgical planning and correction. Her
symptoms steadily improved with volume removal after which she was able
to return home.
IMPACT/DISCUSSION: Partial anomalous pulmonary venous return is rare
and usually diagnosed in childhood in association with genetic syndromes.
Currently identified genes associated with pulmonary hypertension and partial
anomalous pulmonary venous return are typically associated with more severe
cases of pulmonary arterial hypertension. This patient was treated with
bosentan prior to having a complete evaluation, which was likely limited by
local resource availability. Her sudden decompensation could potentially be
explained by hypobaric hypoxia experienced during her flight. This unusual
presentation of a rather rare condition demonstrates the importance of
maintaining a wide differential diagnosis and performing a thorough workup
even in the setting of a known underlying medical condition. CONCLU-
SION: Reassessment of previous diagnoses is important when there is limited
documentation and clinical data do not correlate. Consider congenital cardio-
vascular abnormalities for adults born outside of the United States who may
not have completed congenital cardiac screening at birth.

PASS THE SALT? ACUTE ASYMPTOMATIC HYPONATREMIA
FOLLOWING INPATIENT INITIATION OF ANGIOTENSIN
RECEPTOR-NEPRILYSIN INHIBITOR.
Elaine Corpuz1; John-Henry L. Dean1; MIchael Cahill2
1Internal Medicine, Brooke Army Medical Center, Fort Sam Houston, TX
2Cardiology, Brooke Army Medical Center, Fort Sam Houston, TX. (Control
ID #3715868)

CASE:A71-year-old female with hypertension and endometrial cancer status-
post total abdominal hysterectomy and brachytherapy presented to the emer-
gency department due to 2-3 weeks of worsening dyspnea and orthopnea.
Chest x- ray revealed pulmonary edema and bedside echocardiography
showed a dilated cardiomyopathy with an estimated LVEF < 30% and diffuse
hypokinesis. Labs were significant for an elevated N-terminal pro-brain natri-
uretic peptide of 3800 pg/mL with undetectable troponin T. She was admitted
for acute decompensated heart failure and empagliflozin was initiated. After
achieving euvolemia, left/right heart catheterization were performed, demon-
strating diffuse non- obstructive coronary atherosclerosis with normal intracar-
diac pressures. Guideline-directed medical therapy (GDMT) was continued
with the addition of metoprolol succinate, lisinopril, and spironolactone. She
maintained serum sodium levels of 131 to 137 mmol/L during active diuresis
and initiation of GDMT. The day after transitioning from lisinopril to
sacubitril/valsartan, the patient developed acute asymptomatic hyponatremia
with sodium decreasing from 131 to 118 mmol/L. She was found to have an
elevated urine osmolality at 580 mOsm/kg with urine sodium of 66 mmol/L.
Sacubitril-valsartan was held due to the temporal relationship between initia-
tion and development of hyponatremia along with empagliflozin. Following
infusion of hypertonic saline, sodium improved significantly. Prior to dis-
charge, losartan was added for RAAS inhibition and empagliflozin was re-
sumed as an outpatient, all while maintaining eunatremia.
IMPACT/DISCUSSION: Neprilysin inhibition increases endogenous vaso-
active and natriuretic peptides, leading to potent natriuresis. Two case reports
have demonstrated chronic hyponatremia associated with sacubitiril/valsartan
initiation incidentally discovered in outpatients, but there have been no reports
of acute hyponatremia secondary to initiation of sacubitril/valsartan in the
inpatient setting. Consideration was given to alternative etiologies for
hyponatremia to include osmotic diuresis from empagliflozin, hypothyroidism,
adrenal insufficiency, and SIADH; however, as the patient did not become
hyponatremic following empaglifozin and has remained eunatremic since
resuming empagliflozin as an outpatient, this was considered less likely. Thus,
with the preponderance of clinical evidence and timing suggesting sacubitril/
valsartan as the most probable source, in combination with a Naranjo Adverse
Drug Reaction Assessment score of 3, indicating a possible association, the
patient’s hyponatremia was ultimately attributed to sacubitril/valsartan and the
medication was listed as an allergy/intolerance to avoid retrial by future
clinicians.
CONCLUSION:As sacubitril/valsartan utilization has increased for treatment
of heart failure with reduced ejection fraction, physicians should be aware of
hyponatremia as a rare adverse effect and monitor electrolytes regularly in
patients on this medication.
The views expressed herein are those of the author(s) and do not reflect the
official policy or position of Brooke Army Medical Center, the U.S. Army
Medical Department, the U.S. Army Office of the Surgeon General, the
Department of the Army, the Department of the Air Force, or the Department
of Defense, or the U.S. Government.

PEMBROLIZUMABASSOCIATEDCHOLESTATICLIVER INJURY
SUCCESSFULLY TREATED WITH EARLY STEROID
ADMINISTRATION
Rahul Grover1; Erica Chung2; Enrico Castellucci3; Samuel Sigal2
1Internal Medicine, Montefiore Medical Center, Bronx, NY
2Gastroenterology and Hepatology, Montefiore Medical Center, Bronx, NY
3Medical Oncology, Montefiore Medical Center, Bronx, NY. (Control ID
#3715876)

CASE: A 79-year-old man with stage IIIA lung adenocarcinoma (PD-L1 TPS
<1%, EGFR-, ALK/ROS-) presented with pruritis, jaundice, and abnormal
liver tests. He had been diagnosed with lung cancer one year previously and
was initially treated with radiation therapy alone. Pembrolizumab, a PD-1
inhibitor, was started after 9 months for persistent disease. The patient tolerated
the first 5 cycles without incident, and liver tests remained within normal limits
except for an isolated alkaline phosphatase elevation to 280 U/L prior to the 5th

cycle. Prior to the 6th cycle on day 106 after the initial infusion, he was urgently
hospitalized for the evaluation of new onset pruritus and jaundice. Physical
examination showed conjunctival icterus and right upper quadrant tenderness.
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Laboratory evaluation was remarkable for white blood count 14.6 k/uL, platelet
count 773 k/uL, alkaline phosphatase 1,111 U/L, gamma-glutamyl transferase
1,269 U/L, aspartate aminotransferase 340 U/L, alanine aminotransferase 135
U/L, total bilirubin 12.3 mg/dL, and direct bilirubin 8.7 mg/dL. Anti-
mitochondrial, cytomegalovirus-IgM, hepatitis B surface Ag, and hepatitis C
antibody were negative. MRCP was remarkable for the absence of intra and
extra-hepatic biliary duct dilatation, gallbladder inflammation, or hepatobiliary
lesions. Based on the time course and an absence of other identifiable etiology,
he was clinically diagnosed with pembrolizumab-associated cholestatic liver
injury. Intravenous methylprednisolone (1mg/kg/day) and oral ursodiol
(300mg BID) were started with rapid resolution of pruritus and decrease in
alkaline phosphatase and total bilirubin levels. A prolonged prednisone taper
starting at 60mg daily to 20mg over 2 months was prescribed at discharge. Liver
tests were entirely normal at 1 month follow-up.
IMPACT/DISCUSSION: Pembrolizumab and other PD-1 inhibitors are now
standard therapy for multiple cancers. Mild transaminase elevations occur in
nearly 10% and severe elevations in up to 1.5% of treated patients. Clinically
apparent, sometimes fatal, liver injury has been reported but usually presents
with a predominantly hepatocellular pattern of enzyme elevation within 2-6
treatment cycles. However, cholestatic liver injury is rare. Most published
cases are notable for a delayed diagnosis and poor outcomes. In this report,
we present the case of severe pembrolizumab- associated cholestatic liver
injury that was diagnosed early in the hospital course and was successfully
treated with corticosteroids and ursodiol.
CONCLUSION: Cholestatic liver injury is a rare, underrecognized compli-
cation of pembrolizumab therapy. Timely diagnosis requires close monitoring
of liver enzymes in patients undergoing therapy, and successful treatment
requires early administration of corticosteroids if non-invasive diagnostic
modalities are unrevealing of an alternative pathological process.

PEMBROLIZUMAB-INDUCED ADRENAL INSUFFICIENCY
MASKED AS FAILURE TO THRIVE
Joleigh Ferro, Geeda Maddaleni
Internal Medicine, University of Massachusetts System, Worcester, MA.
(Control ID #3713299)

CASE: A 73-year-old woman with a past medical history of metastatic
endometrial adenocarcinoma previously treated with Pembrolizumab
discontinued four months prior presented with six weeks of persistent fatigue,
myalgias, vomiting, and failure to thrive. On presentation, shewas hypotensive
with labs notable for hyponatremia and hypomagnesemia.
She had dry mucous membranes, poor skin turgor, and no evidence of skin
hyperpigmentation. Unexpectedly, imaging revealed a stable disease burden.
She was initiated on supportive care with subsequent hyponatremia workup
demonstrating elevated urine osmolality and elevated urine sodium, despite IV
fluid resuscitation. Morning cortisol level was nearly undetectable with asso-
ciated low ACTH. TSH was normal, suggesting against multiple
endocrinopathies. Endocrinology was consulted and she was initiated on
hydrocortisone therapy. A cosyntropin stimulation test was foregone to allow
for prompt treatment and prevent progression to adrenal crisis. Within hours,
she had marked improvement in her symptoms. In the setting of her prior
immunotherapy treatment, she was diagnosed with Pembrolizumab-associated
secondary adrenal insufficiency with isolated ACTH deficiency.
IMPACT/DISCUSSION: It is critical to consider organic causes of failure to
thrive rather than anchoring on a diagnosis. In patients with known metastatic
disease, it can be misleading to assume symptoms are due to worsening disease
burden. Identifying the clinical features of adrenal insufficiency can be chal-
lenging in nonspecific presentations. Early detection of adrenal insufficiency
often relies on having a high index of clinical suspicion to prevent escalation to
adrenal crisis. In recent years, the use of immune checkpoint inhibitors has
become a mainstay of cancer treatment.
Immune and inflammatory-related adverse events are an increasingly reported
disease entity. Endocrine-related adverse events are often irreversible with
unknown mechanisms of toxicity. Internists must be aware of both
immunotherapy use history and the spectrum of associated adverse events to
ensure prompt diagnosis. Pembrolizumab, an anti-programmed death-1 (PD1)
therapy, is rarely associated with the adverse effect of adrenal insufficiency.

Even less commonly reported is secondary adrenal insufficiency with isolated
ACTH deficiency. While uncommon, this diagnosis should be considered in
patients presenting with symptoms suggestive of adrenal dysfunction with
prior history of anti-PD1 treatment. Treatment is life-long corticosteroids with
an overall good prognosis.
CONCLUSION: Pembrolizumab is associated with the rare adverse effect of
adrenal insufficiency. Even less commonly described is secondary adrenal
insufficiencywith isolatedACTH deficiency.While uncommon, this diagnosis
should be considered in patients presenting with symptoms suggestive of
adrenal dysfunction with prior history of anti-PD1 treatment.

PEMBROLIZUMAB INDUCED MYOCARDITIS AND DELAYED
A C U T E I N F L A M M A T O R Y D E M Y E L I N A T I N G
POLYRADICULONEUROPATHY
Fazal Dalal1; Hussain Dalal2; Brad Baltz3; Lisa Sajovitz4
1Internal Medicine, Arkansas College of Osteopathic Medicine, Fort Smith, AR
2Internal Medicine, Vassar Brothers Medical Center, Poughkeepsie, NY
3Hematology/Oncology, CHI St. Vincent Hospital, Little Rock, AR
4Internal Medicine, CHI St. Vincent Hospital, Little Rock, AR. (Control ID
#3690146)

CASE: 76-year-old female with a history of metastatic melanoma presents
with fatigue and dyspnea. Labs notable for troponin of 5.6; total CK 5,590
units/L, CKMB of 345.9 ng/ml, CK index of 6.2%. EKG showed ST-
elevations in V2/V3. Cardiac catheterization showed non-obstructive CAD
with EF >55% raising suspicions of myocarditis. She was commenced on
steroids. Trans-thoracic Echocardiogram showed no wall motion abnormality.
Patient went into septic shock secondary to aspiration pneumonia requiring
mechanical ventilation and pressor support. She underwent tracheostomy and
was transferred to long-term acute care facility. Four weeks later, she was
found to have apraxia, ophthalmoplegia, weakness of upper/lower extremities
and areflexia prompting an urgent MRI; it was unremarkable.
However, given her persistent neurological deficits, patient was re-admitted to
our institution. Myasthenia Gravis was ruled out after negative Acetylcholine
Receptor antibodies x 2, negative Muscle-specific kinase antibody and normal
MRI of the orbit. Paraneoplastic panel including ganglioside antibodies and
Gq1B antibody were negative. LP noted albuminocytologic dissociation with
CSF proteins at 88 which prompted a diagnosis of AIDPR. Plasmapheresis and
IVIG was initiated; patient was successfully weaned to Passy Muir valve after
7th cycle of plasmapheresis.
IMPACT/DISCUSSION: The delayed presentation in our case highlights the
importance of pharmacokinetics of Pembrolizumab. Our patient initially
presented with dyspnea and fatigue; diagnosed as Pembrolizumab induced
myocarditis leading to its discontinuation. Four weeks later she presents with
mixed neurological symptoms; workup concluded a diagnosis of AIDPR. This
unique presentation even after discontinuation of Pembrolizumab is owed to its
pharmacokinetics. Pembrolizumab has a half-life of 22 days and steady state
concentration is reached within 19 weeks of repeated dosing, explaining the
delayed presentation even after discontinuation. While some of the immediate
adverse effects of Pembrolizumab are well documented, the key takeaway
from our case is having a low index of suspicion for delayed side effects of
Pembrolizumab owing to its pharmacokinetics. Once the symptom association
is identified, therapy is usually tailored towards the clinical diagnosis.
CONCLUSION: - Pembrolizumab side effect profile including but not lim-
ited to cardiotoxicity and neurotoxicity.
Long half-life of Pembrolizumab which could cause adverse events even after
discontinuation
Once symptomology association is identified, treatment is usually tailored to
specific clinical diagnosis (steroids for myocarditis, plasmapheresis/IVIG for
AIDPR)

PERIPHERAL NEUROPATHY MASKING RARE, METASTATIC
NEUROENDOCRINE TUMOR
Yi Zhou1; Todd Hecht1,2; Tiffany Dharia2
1School of Medicine, University of Pennsylvania Perelman School of Medi-
cine, Philadelphia, PA
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2Internal Medicine, Hospital of the University of Pennsylvania, Philadelphia,
PA. (Control ID #3707661)

CASE:A 55-year-old female with a history of L5-S1 laminectomy and COPD
presented to the ED with worsening peripheral neuropathy and progressive
lower extremity weakness. One month prior to admission, MRI of her cervical
and lumbar spine without contrast showed pseudoretrolisthesis (L5-S1) and
mild degenerative changes. On further questioning, she reported a 20lb weight
loss over the past five months and a 45-pack-year smoking history. Physical
exam was notable for non-tender supraclavicular lymphadenopathy, decreased
pain sensation in right medial thigh, 4-/5 strength in bilateral knee extension
and flexion, hip flexion and extension, and left dorsiflexion. Chest CT showed
multilevel intrathoracic lymphadenopathy with mass effect on left IJV and
SVC. Abdominal CT showed lymphadenopathy of the upper mesentery. MRI
of the neuro-axis with IV contrast showed thickened and enhancing cauda
equina nerve roots consistent with leptomeningeal disease and no brain me-
tastases. Labs were notable for normal TSH (1.49), hemoglobin A1c (5.7),
low-normal B12 (212), and normal folate (11.2). Left supraclavicular node
biopsy revealed high grade metastatic neuroendocrine carcinoma (Ki-67>
95%). PET/CT showed hypermetabolic malignancy noting FDG avid lymph-
adenopathy above and below the diaphragm. Her course was complicated by
hypotonic, euvolemic, hyponatremia with high urine sodium and osmolality,
consistent with SIADH. She was treated with fluid restriction and salt tablets
for her SIADH and started on carboplatin and etoposide for her newly diag-
nosed high grade, undifferentiated, metastatic neuroendocrine tumor (NET) of
unknown primary.
IMPACT/DISCUSSION: Our case depicts a middle-aged patient with an
extensive smoking history diagnosed with a rare NET after only three months
of peripheral neuropathy and lower extremity weakness. NETs are rare malig-
nancies, occurring in 3-5/100,000 people. The most common initial symptoms
associated with NETs are those of carcinoid syndrome (flushing, diarrhea,
palpitations) with <8% developing neurologic paraneoplastic syndromes.Most
originate in the gastrointestinal and pulmonary systems with only 10% having
unknown primary sites. Although a case of peripheral neuropathy secondary to
a NET is rare, leptomeningeal disease is not an uncommon late finding in those
with malignant NETs.
CONCLUSION: This case highlights the importance of a broad differential
when approaching peripheral neuropathy as an outpatient and the utility of
neurodiagnostic imaging. This case demonstrates the importance of routine
lung cancer screening and highlights peripheral neuropathy and lower extrem-
ity weakness as initial manifestations of metastatic cancer in a patient with
initial negative workup and negative MRI (without contrast). It is therefore
important for physicians to maintain a high degree of suspicion when evalu-
ating peripheral neuropathy to carefully examine for lymphadenopathy, look
for spinal disease involvement and ensure up to date malignancy screening.

PERSISTENTHYPOXEMIA AFTER SHOULDERARTHROPLASTY
- A DIAGNOSTIC CHALLENGE
Krupa Shingada1; Vivek Paul2; Hassan Khan1; Amala Chacko1
1Internal Medicine, MacNeal Hospital, Berwyn, IL
2Neurology, Northwestern University Feinberg School of Medicine, Chicago,
IL. (Control ID #3715157)

CASE: An 88 year old woman with pertinent medical history of coronary
artery disease, atrial fibrillation and hypertension underwent elective right
shoulder arthroplasty. Home medications were sotalol, apixaban and
triamterene- hydrochlorothiazide. Post-operatively she developed persistent
asymptomatic hypoxia requiring high flow oxygen.
Physical examination was unrevealing. Arterial blood gas demonstrated hyp-
oxemia. Other vital signs and laboratory tests were unremarkable. Chest
radiography demonstrated mild bibasilar atelectasis. Computed tomography
of chest was negative for pulmonary embolism. Post-operative pain was well
controlled and fluid balance kept net even. Closer observation revealed signif-
icantly higher oxygen requirements in sitting position, raising concern for
Platypnea- Orthodeoxia Syndrome (POS). Transthoracic echocardiogram
(TTE) with saline contrast study for right-to-left shunt was negative when

supine but positive when sitting, likely from patent foramen ovale (PFO).
Transesophageal echocardiogram additionally showed atrial septal aneurysm
and dilated ascending thoracic aorta. Right heart catheterization demonstrated
orthodeoxia with pulmonary arterial saturation decreasing from 73% to 44%
with sitting.
She underwent percutaneous closure of PFO and was weaned off oxygen
completely.
IMPACT/DISCUSSION: POS is a rare condition in which dyspnea and
hypoxemia occur when upright and resolve when supine. An anatomical
component (intracardiac or intrapulmonary shunt) and a functional component
that reverses the typical left-to-right shunting across the former are necessary
for its development. Examples of the latter include orthostatic change in
anatomy causing direct flow of venous blood from inferior vena cava into
PFO and compression of right atrium by dilated ascending aorta.
Very few cases of cardiac POS after low-risk surgeries such as ours have been
reported. Certain aspects of routine perioperative management appear to play a
role. Invasive mechanical ventilation increases right heart pressure and may
cause reversal of typical shunt across a PFO. A prior study demonstrated
unmasking of PFO after administration of intravenous fluids (IVF). Based on
this we hypothesize that IVF administered perioperatively may trigger POS by
increasing the volume of venous blood delivered to the right atrium thus
increasing pressure.
It is important to note that hypoxemia is not always accompanied by dyspnea.
This poses a diagnostic challenge requiring a high degree of clinical suspicion,
close monitoring of oxygen saturation trends and confirmation by TTE with
saline contrast study.
CONCLUSION: POS is characterized by orthostatic dyspnea and/or
hypoxemia.
POS after low-risk surgeries is rare. Internists should be aware that mechanical
ventilation and IVF administration may trigger POS by causing reverse
shunting across an existing PFO.
Diagnosis requires high clinical suspicion, close observation of oxygen satu-
ration trends and confirmation by TTE with saline contrast study.

PERSISTENTLY ENIGMATIC AUTONOMIC DYSFUNCTION: AN-
CHORING THE ANSWER
Victoria Sun2; Alex N. Kokaly1; Jessica Fernandez1; Rachel Brook3
1Internal Medicine, University of California Los Angeles, Los Angeles, CA
2University of California Los Angeles David Geffen School of Medicine, Los
Angeles, CA
3Internal Medicine, UCLA, Los Angeles, CA. (Control ID #3715183)

CASE: A 38-year-old woman with EtOH cirrhosis s/p liver transplant x 2,
seizure disorder, chronic low back pain on opiates and muscle relaxers,
depression/PTSD and autonomic dysfunction was admitted for syncope sec-
ondary to orthostatic hypotension (OH). The patient had recurrent
hospitalizations and extensive workup for labile blood pressure. Prior to
admission, she reported that her BP was 59/42 and she briefly lost conscious-
ness without any tongue biting, urinary incontinence, or repetitive movements.
On ER exam, BP was 76/41 with otherwise normal vitals. Initial labs, ECG,
and CT brain were unremarkable. Her OH resolved with IV fluids. Overnight,
her BP rose to 216/137 with associated sinus tachycardia. Cardiology and
Endocrinology were re-consulted. Repeat studies for adrenal insufficiency,
pheochromocytoma and related disorders were all negative. Her BP was
stabilized on amlodipine and as-needed hydralazine. Addiction medicine was
consulted given concern for rebound hypertension due to withdrawal. She was
discharged with refills of home medications, including hydromorphone and
tizanidine. Shortly after, she was found to be acutely altered, hypotensive, and
with respiratory rate of 7. It was found that she took 5 tablets each of the
prescribed hydromorphone and tizanidine. Naloxone administration did not
improve her symptoms. Poison Control was called, who suspected tizanidine
as the cause of her hypotension. She was transferred to the ICU for closer
monitoring, and eventually discharged with follow up with Chronic Pain.
IMPACT/DISCUSSION:Here, we present the case of a patient with reported
autonomic dysfunction with 5 hospitalizations in 3 months for symptomatic
OH alternating with hypertensive urgency. She was evaluated multiple times
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for pheochromocytoma, secondary adrenal insufficiency, and other secondary
causes of hypertension. Despite workup of rare causes, her OH and hyperten-
sive episodes were discovered to be due to intoxication and withdrawal from
tizanidine, a centrally acting muscle relaxant increasingly being used to treat
chronic low back pain1. Tizanidine is an alpha-2 agonist with less potency in
lowering BP compared to clonidine, yet OH is still an established side effect of
tizanidine. Abrupt cessation of tizanidine is also known to cause rebound
hypertension.
1. Malanga, G. et al., Update on tizanidine for muscle spasticity and emerging
indications. Expert Opin Pharmacother, 2008. 9(12): p. 2209-15.
CONCLUSION: This patient’s repeated hospitalizations exemplify the diffi-
culty and importance of determining the underlying etiology of autonomic
dysfunction, and the power of anchoring bias given her repeated admissions.
Although tizanidine lowers BP with relatively less potency than clonidine,
tizanidine is an alpha-2 agonist that can cause OH and withdrawal symptoms,
whichmay altogethermimic autonomic dysfunction. Thus, when facedwith an
enigmatic cause of a patient’s symptoms, internists should maintain a high
index of suspicion for medication side effects.

PERSONWITH PECULIAR PATHOLOGY: A CASE OF PANCREA-
TITIS, PANNICULITIS AND POLYARTHRITIS SYNDROME (PPP
SYNDROME)
Ivan A. Martinez Avalos1; Tyler Reinking1; Kang Zhang2
1Internal Medicine Residency, Providence Sacred Heart Medical Center,
Spokane, WA
2Internal Medicine, Internal Medicine Residency Spokane, Spokane, WA.
(Control ID #3715622)

CASE: A 69-year-old male with a past medical history of recurrent chronic
pancreatitis who presented to the hospital with worsening mid-epigastric
abdominal pain. Additionally, the patient was describing symmetric
polyarthralgia in his shoulders, ankles and knees with episodic fevers and
chills. On exam, vitals were stable. The patient's abdomen was soft but
diffusely tender. There were noticeable tender erythematous nodules in his
lower extremities bilaterally with synovitis of the left ankle. Labs were re-
markable for an elevated ESR of 109, Amylase of 9,767 and lipase greater than
30,000. ANA and Rheumatoid factor were negative. CT abdomen and pelvis
showed mesenteric nodules and a pancreatic mass concerning for malignancy.
However, Endoscopic Ultrasound showed a cystic dilation of the pancreatic
duct with internal stones and findings consistent with chronic pancreatitis.
Given the constellation of symptoms, rheumatology was consulted and con-
firmed the diagnosis of PPP Syndrome. The patient was managed with high
dose steroids with significant improvement in his symptoms. He was
discharged from the hospital with a steroid taper.
IMPACT/DISCUSSION: PPP syndrome is a rare and poorly elucidated
diagnosis with suspected pathophysiology of leakage of pancreatic enzymes
which causes lipolysis and fat necrosis that results in acute pancreatitis.
Inflammatory arthritis develops, usually polyarticular, as well as skin findings
appearing like erythema nodosum with the pathogenesis unclear. It is hypoth-
esized the pancreatic enzymes released from the damaged pancreas are
transported through the blood stream to distant soft tissue and joint space
leading to lipolysis resulting in the skin findings and arthritis.
Conservative management is the current recommended treatment with non-
steroidal anti-inflammatory drugs and steroids, along with topical
corticosteroids for the panniculitis. However, any delay or misdiagnosis of
PPP syndrome does affect overall prognosis. A literature review revelated a
24% mortality rate when PPP syndrome is caused by pancreatitis. This case
illustrates the importance of recognizing PPP syndrome in a patient with
unexplained nodules with polyarthralgia, particularly if there is any history
of abdominal pain or pancreatitis.
CONCLUSION: Physicians should consider pancreatitis, panniculitis, and
polyarthritis syndrome as a differential for new onset polyarthralgia and skin
lesions with a history of chronic pancreatitis. Prompt recognition and treatment
with steroids is essential in preventing complications which may arise if left
untreated.

PITUITARY APOPLEXY: WHEN THE THUNDERCLAP HEAD-
ACHE IS NOT SAH
Carla Williams1; Joseph Hegedus2; Edison Valle Giler3
1GME, NCH Healthcare System, Naples, FL
2Des Moines University, Des Moines, IA
3Neurosurgery, NCH Healthcare System, Naples, FL. (Control ID #3706137)

CASE: The patient is a 73-year-old male with a past medical history signifi-
cant for atrial fibrillation on Pradaxa who presented to the emergency depart-
ment with a thunderclap headache described as the worst headache of his life
with 10/10 severity, left-sided ophthalmoplegia, nausea, and non-bloody eme-
sis. Physical examination was notable for left- sided cranial nerve III, IV, and
VI palsies, mydriasis, ophthalmoplegia, and proptosis. Visual fields were
remarkable for left-sided homonymous hemianopsia. Ocular pressures were
8 in the right eye and 9 in the left eye.
Magnetic resonance imaging revealed a 2.2 x 2.6 x 3.0 cm lobulated mass in
the sella turcica with extension into the suprasellar cistern and effacement of
the optic chiasm. The Neurosurgery team noted internal hemorrhage of the
lesion, likely representing pituitary apoplexy. The patient was immediately
initiated on intravenous decadron 4 mg Q8H and underwent urgent endoscop-
ic, microscopic endonasal transsphenoidal pituitary tumor resection with lum-
bar drain placement and abdominal fat graft.
The frozen section showed monotonous proliferation of cells consistent with
pituitary adenoma. Hormonal labs post- procedure were notable for prediabetes
with A1c 5.8%, elevated free testosterone and FSH, and low LH, ACTH, and
free T4. The patient stated that he had been on testosterone pellets for
hypogonadism per his urologist for the last year. He was placed on methyl-
prednisolone 4 mg daily for six days and desmopressin 0.1 mg as needed for
polyuria. He was discharged home three days later with close endocrine and
neurosurgery follow-up.
IMPACT/DISCUSSION: Pituitary apoplexy is a potentially life-threatening
disorder due to acute ischemic infarction or hemorrhage of the pituitary gland.
Hyperplasia of the pituitary cells resulting in both micro (< 1 cm) and macro (>
1cm) adenomas increases the risk of apoplexy, as does trauma, hypertension,
diabetes mellitus, radiotherapy, and anticoagulation. Still, patients can have a
good prognosis with proper diagnosis and treatment. This patient presented
with clinical pituitary apoplexy with severe headache, visual impairment, and
ophthalmoplegia. Other symptoms of pituitary apoplexy include altered con-
sciousness and partial or complete pituitary failure. However, some patients
can be asymptomatic, which is termed subacute or subclinical pituitary apo-
plexy. Reviewing radiographical imaging is paramount in both instances as
delayed identification and treatment can have catastrophic consequences.
This case also addresses the need to treat pituitary apoplexy as an endocrino-
logic emergency with intravenous steroid therapy regardless of hormonal
function.
CONCLUSION: - Pituitary apoplexy should be included in the differential for
"thunderclap" headache in order to avoid delays in diagnosis and treatment.
- Pituitary apoplexy can be clinical or subclinical.
- Careful review of radiographical imaging is paramount for both clinical and
subclinical pituitary apoplexy to avoid life-threatening consequences.

PIZZA DELIVERY: WHEN A SLICE PROVIDES THE UNIFYING
D I A G N O S I S O F A R A R E M U L T I O R G A N
LYMPHOPROLIFERATIVE DISORDER
Alexandra Linn1; Asim Viqar2; Pranav Shah3
1Internal Medicine-Pediatrics, Penn Medicine, Philadelphia, PA
2Internal Medicine, Hospital of the University of Pennsylvania, Philadelphia,
PA
3Internal Medicine, University of Pennsylvania Perelman School of Medicine,
Cherry Hill, NJ. (Control ID #3715990)

CASE: A 65 year-old-man with a history of myasthenia gravis (MG) on
azathioprine and myelodysplastic syndrome (MDS) presented for multiple
months of cough, fatigue, and unintentional weight loss. Two months prior,
the patient was admitted for similar symptoms and found to have new lung
nodules and a renal mass. Lung biopsy revealed inflammatory granulomas and
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renal biopsy showed infarct, necrosis and fibrosis. Autoimmune, infectious and
neoplastic work-up were negative. The patient was sent home on steroids for
presumed vasculitis but symptoms continued to worsen.
On presentation the patient was afebrile with normal vital signs. Labs were
notable for microcytic anemia (Hb 9.1 g/dL), leukopenia (1.0 K/uL), and
elevated transaminases (ALT 94 U/L, AST 135 U/L). Infectious studies were
only notable for Epstein Barr Virus (EBV quant 600k copies/mL). Hepatotoxic
medications were held along with azathioprine.
Repeat lung biopsy was deferred for a bone marrow biopsy which showed
hypercellular bone marrow associated with his MDS. He became septic and
was started on broad spectrum antibiotics. Despite significant work up the
diagnosis remained unclear.
Memorable to the patient’s care team was his love of pizza from his hometown
which was ultimately delivered to bedside. After just one slice, the patient
could no longer enjoy the pizza due to significant jaw pain, prompting closer
evaluation and discovery of exposed bone on the left maxilla. Biopsy of the
lesion revealed the diagnosis - lymphomatoid granulomatosis.
While awaiting final pathology the patient developed respiratory failure com-
plicated by his MG requiring intubation and was transitioned to comfort care
prior to therapy initiation.
IMPACT/DISCUSSION: Lymphomatoid granulomatosis (LG) is a rare EBV
associated proliferative syndrome that canmanifest as multisystem disease. LG
is spurred by an abnormal immune response to EBV with an inability to clear
the virus, and can be seen in those with lymphoproliferative disorders, or
patients in an immunocompromised state, including those on azathioprine.
While the lungs are the most common site involved, the kidney and hard palate
can also be associated. Patients often present with nonspecific symptoms,
including cough, weight loss, malaise and fevers. EBV serology is typically
positive and imaging shows poorly defined nodules. Diagnosis is made by
histopathology, thoughmultiple biopsy sitesmay be required for identification.
Therapy involves cessation of potentially offending immunosuppressive
agents and immunochemotherapy initiation.
When prior biopsies did not provide a clear answer, the patient’s inability to eat
his favorite food led to identification of a previously undisclosed lesion in the
hard palate revealing the final diagnosis.
CONCLUSION: This case illustrates the discovery of a rare EBV associated
lymphoproliferative disorder in an immunosuppressed patient involving the
lungs, kidneys and hard palate through a focus on the chief complaint and
search for a unifying diagnosis.

PLASMAPHARESIS AS THE POTENTIAL GOLD STANDARD
TREATMENT OF EASTERN EQUINE ENCEPHALITIS
George-Joseph Nahal, Padmini Giri, Joshua Gorney, Martin Dukaj, Verisha
Khanam
Internal medicine residency program, Wayne State University School of
Medicine, Detroit, MI. (Control ID #3716274)

CASE: We present a case of an 81-year-old male who presented with acute
onset confusion, generalized weakness, fatigue and fever and chills. He was
initially able to communicate but rapidly deteriorated to the point of being
unable to communicate and had become completely rigid upper extremities.
Initial workup was negative for infectious etiology.
During his hospital stay, his clinical status deteriorated requiring intubation for
worsening altered mentation and protection of airway. CT head without contrast
and initial MRI brain were unremarkable, however repeat MRI showed interval
white matter foci changes involing left insula, left frontal lobe and tiny focus in
the right posterior lentiform nucleus with right frontal periventricular white
matter. Lumbar puntcture revealed elevated protein 134.7 mg/dl, glucose 82 7
mg/dl and 324 leukocytes/mm3; differential of 42% neutrophils and 29%
lymphocytes. Gram stain and CSF culture were unremarkable. The patient was
empirically treated with three days of high dose steroids with no improvement in
symptoms. Neurology recommended foregoing IVIG treatment and proceeding
directly with plasmapheresis for 5 treatments, with clinical improvement in
neurologic status. Final CSF serology confirmed Eastern equine encephalitis
(EEE) with elevated IgM and IgG titers. The patient was successfully extubated
after gradual improvement in neurological status. He continued to have mild

expressive aphasia with decreased verbal communication which responded to
speech and occupational therapy.
IMPACT/DISCUSSION: Eastern equine encephalitis (EEE) is rare viral
illness, associated with a high mortality of approximately 30% and chronic
mobility resulting from sustained neurological deficits. It is primarily transmit-
ted to humans via infected mosquitos. Although few cases are reported yearly
in the US along the Eastern or Gulf Coast states, a multistate outbreak of 38
cases occurred in 2019. Fourfold rise in serum antibody titers of CSF culture is
gold standard for diagnosis, however it can also be identified from demonstra-
tion of viral antigen or genomic sequences in blood or other tissues. Treatment
modalities highlight use of high does steroids and IVIG, based on results of a
few case reports, however there is no consensus on treatment plans. As such,
given the neurogloical improvement in our patient throughout his hospital stay
following plasmapheresis treatment.
CONCLUSION: In conclusion, Eastern equine encephalitis (EEE) has a high
morbidity and mortality rate with no specific treatment options. Given our
patients significant improvement with plasmpheresis and no IVIG used
throughout his stay; careful consideration should be considered for plasma-
pheresis as a possible standard of treatment for this non- preventable disease.
Moreover, there is imited to no case reports on the potential benefits of
plasmapheresis and strongly recommend further studies be conducted given
high morbidity and mortality of this viral illness.

PNEUMOCYSTIS JIROVECI PNEUMONIA IN A PATIENT WITH
SARCOIDOSIS ON CHRONIC STEROIDS
Seo Hyun Kim2; Alexander Erikson1; Jeri Lantz1
1Carilion Clinic, Roanoke, VA
2Virginia Tech Carilion School of Medicine, Roanoke, VA. (Control ID
#3709488)

CASE: A 75-year-old male with history of sarcoidosis, heart failure, atrial
fibrillation, hypertension, and mitral valve replacement presented to the emer-
gency department with dyspnea and dry cough for one week. He endorsed
fatigue and chills, but denied subjective fever, weight loss, edema, or conges-
tion. Vitals were notable for a temperature of 100.3 F, respiratory rate of 25,
and SpO2 of 82% on room air, which increased to 95% on 10 L of oxygen.
Physical exam revealed clear lung sounds bilaterally without accessory muscle
use. Labs showed a leukocytosis of 15.6, hemoglobin of 11.6, and pro-BNP of
631.2. ABG revealed compensated respiratory alkalosis. BMP, troponin, EKG,
and COVID-19 PCR tests were all unremarkable. Of note, the patient had been
on prednisone 10 mg daily for the past four years for sarcoidosis which was
increased to 20 mg daily one month prior.
After admission, further work-up revealed elevations in pro-calcitonin of 0.61,
LDH of 396, and 1,3-beta-D-glucan of >500. Chest CT revealed bilateral
scattered ground-glass opacities and underlying evidence of chronic interstitial
disease. The patient was continued on a higher dose of prednisone 40 mg twice
daily and started on atovaquone 750 mg twice daily for empiric Pneumocystis
jiroveci pneumonia (PJP) therapy. Unfortunately, he continued to deteriorate
and required intubation.
His bronchoalveolar lavage fluid returned positive for Pneumocystis jiroveci
by DFA. The patient was started on high- dose TMP-SMX. However, he
developed DIC, bilateral upper extremity DVTs, and hyperkalemia thought to
be secondary to TMP-SMX. The family decided to withdraw care and the
patient passed.
IMPACT/DISCUSSION: The role of Pneumocystis jiroveci pneumonia (PJP)
prophylaxis in non-HIV patients on chronic steroids remains poorly elucidated
and lacks evidence in literature. While some experts support prophylaxis for
those on daily prednisone equivalents of greater than 20 mg for over 4 weeks,
others suggest that daily prednisone equivalents of greater than 30mg for over 12
weeks should warrant prophylaxis. We describe a patient with sarcoidosis who
was on 20mg of daily prednisone for over 4 weeks without PJP prophylaxis and
subsequently diedwhile battling PJP.Nearly 53%of PJP infections occur in non-
HIV patients. Studies in patients with leukemia or organ transplant have shown
that PJP prophylaxis with TMP-SMX decreases PJP occurrence by 85% and
PJP-related mortality by 83%. The scarcity of literature on the use of PJP
prophylaxis, particularly in those with chronic lung diseases such as sarcoidosis
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that require prolonged steroids, impedes timely consideration of PJP prophylaxis
and poses a significant risk to these patients.
CONCLUSION: We describe a patient with sarcoidosis on chronic steroids
who subsequently developed a fatal case of PJP. Our case highlights the need
to consider PJP as a differential diagnosis in non-HIV patients on steroids, and
more importantly, to consider PJP prophylaxis in these individuals.

POEMS SYNDROME AND ITS DIAGNOSIS
Manik Uppal1; Jorge Monge2
1Department of Medicine, Weill Cornell Medicine, New York, NY
2Division of Hematology and Medical Oncology, Department of Medicine,
Weill Cornell Medicine, New York, NY. (Control ID #3708471)

CASE: A 60-year-old man with recent L4-S1 spinal fusion for spinal stenosis
with uncomplicated post-operative course presented with 2 months of progres-
sive disequilibrium, weakness, and difficulty ambulating to the point of being
bedridden. Physical exam was remarkable for bilateral lower extremity weak-
ness, graded as 3/5 at the hips/knees and 2/5 with plantar/dorsiflexion at the
ankles. Initial laboratory workup featured platelets elevated to 553,000/mL.
Lumbar spineMRI exhibited normal post-surgical changes. However, thoracic
spine MRI revealed a T3-T4 soft tissue mass. CT of chest/abdomen/pelvis
demonstrated multiple sclerotic rib lesions, splenomegaly, and gynecomastia.
EMG demonstrated severe sensorimotor mixed axonal/demyelinating periph-
eral neuropathy. T4 lesion biopsy exhibited sheets of lambda-restricted plasma
cells consistent with plasmacytoma. Bone marrow biopsy revealed
hypercellular marrow, with 4-5% plasma cells and an excess of lambda-
restricted plasma cells.
The patient was diagnosed with POEMS syndrome. Further workup revealed
VEGF level elevated to 101 pg/mL. Screening for endocrinopathies demon-
strated elevated renin 40.7 ng/mL/h and low AM cortisol 3.11 mg/dL. TSH,
FSH, LH, and aldosterone levels were normal. He did not have papilledema.
Due to his rapidly progressive symptoms, he was promptly started on
daratumumab, cyclophosphamide, and dexamethasone, followed by autolo-
gous stem cell transplantation, achieving both a hematologic response and a
neurologic clinical response.
IMPACT/DISCUSSION: POEMS syndrome is a rare multisystemic illness.
Its name derives from the syndrome’s hallmarks of polyneuropathy,
organomegaly, endocrinopathy, monoclonal protein, and skin changes. Diag-
nosis requires the presence of 2 mandatory criteria of monoclonal plasma cell
proliferative disorder and polyneuropathy. At least 1 other major criteria is
required out of elevated VEGF level, sclerotic bone lesions, or concurrent
Castleman disease.
Lastly, patients must have at least 1 of the following minor criteria:
organomegaly, extravascular volume overload, endocrinopathy, skin changes,
papilledema, or thrombocytosis/polycythemia. Our patient notably fulfilled
both mandatory criteria, 2 major criteria, and 3 minor criteria. Pathogenesis
is poorly understood, but an excess of proinflammatory cytokines and VEGF is
implicated in driving disease-related symptoms. Although there is no standard
treatment, limited disease with <=3 sclerotic lesions is usually treated with
radiation, while advanced disease is treated with systemic chemotherapy, with
eligible patients undergoing autologous stem cell transplantation.
CONCLUSION: POEMS syndrome is a rare clinical entity characterized by
monoclonal plasma cell neoplasia and polyneuropathy with an associated
constellation of other symptoms and abnormalities. Treatment typically
involves systemic chemotherapy and potentially stem cell transplantation,
and can result in improvement in quality of life if promptly recognized.

POLYMORPHIC VENTRICULAR TACHYCARDIA AND NEW DI-
AGNOSIS OF HEART FAILURE IN A PATIENT WITH SEVERE
HYPOCALCEMIA, GRAVES DISEASE, AND CONGENITAL LONG
QT
Carter M. Griest1; Alan T. Tang2; Vatsal Y. Bhatt2
1University of Pennsylvania Perelman School of Medicine, Philadelphia, PA
2Medicine, University of Pennsylvania, Philadelphia, PA. (Control ID
#3710716)

CASE: Patient is a 50-year-old female with a history of primary hyperpara-
thyroidism and parathyroidectomy who presented with nausea, vomiting, and
altered mental status in the setting of not taking her prescribed calcium
supplementation. On arrival to the emergency department, the patient had
stable vital signs. Her labs were notable for a calcium level <4 mg/dL,
creatinine 1.54 mg/dL, bicarbonate 20 mmol/L, phosphorus 11.4 mg/dL,
NTproBNP 26,843, TSH undetectable, free T4 2.2 ng/dL, and critically low
ionized calcium of <0.5 mg/dL. EKG revealed a QTc of 742 ms. Patient
received 2 g IV calcium gluconate and was started on a calcium infusion.
Despite improvement in her calcium to 8.1 mg/dL and QTc to 565 ms, on
hospital day 2, the patient went into torsades de pointes after experiencing an
R-on-T phenomenon. She was successfully resuscitated and transferred to the
ICU where she was maintained on isoproterenol for overdrive pacing. Thyroid
stimulating immunoglobulin and thyrotropin receptor antibodies returned pos-
itive, consistent with a new diagnosis of Graves’ disease. Despite normaliza-
tion of her electrolytes and thyroid hormone levels, the patient continued to
have prolonged QTc andwas subsequently diagnosedwith congenital long QT
syndrome. She was also found to have global hypokinesis with a newly
reduced ejection fraction to 25%, the etiology of which was attributed to either
hypocalcemia or newly diagnosed Graves’ disease. She eventually had an
implantable cardioverter defibrillator placed.
IMPACT/DISCUSSION: Hypocalcemia is known to cause neurologic, car-
diovascular, and psychiatric derangements. Characteristically, it is known that
hypocalcemia prolongs the QT interval. However, severe hypocalcemia-
induced torsade de pointes is much rarer. In addition to the characteristic QT
prolonging effects, hypocalcemia has been shown to rarely induce congestive
heart failure. We present an extreme example of QT interval prolongation
secondary to severe hypocalcemia in a patient who had undiagnosed congen-
ital long QT syndrome, as well as a rare phenomenon of newly diagnosed heart
failure with reduced ejection fraction secondary to hypocalcemia and possibly
Graves’ disease. Although the patient appeared clinically stable on admission
to the medicine floor and her QTc and hypocalcemia improved, she still went
into torsade de pointes requiring cardiopulmonary resuscitation.
CONCLUSION: Severe hypocalcemia can lead to life-threatening cardiac
complications that should be promptly recognized. Based on this case, we
propose that patients who have a significantly prolonged QTc and severe
hypocalcemia requiring a calcium drip should be triaged to an intensive level
of care or a step-down cardiac unit with close monitoring to ensure prompt
delivery of care. In addition, in patients with prolonged QTc with hypocalce-
mia, early involvement of the cardiology teammay be warranted. Lastly, these
patients should have frequent calcium level checks and EKGs to assess for
clinical trajectory.

POTTS PUFFY TUMOR AN UNUSUAL TUMOR WITH POTEN-
TIALLY SEVERE CONSEQUENCES
Jessica Jacob, Tamzid Rahman, Saad Alkhider, Wesley Shealey, Christine
Firth
InternalMedicine, Creighton University School ofMedicine Phoenix Regional
Campus, Phoenix, AZ. (Control ID #3708833)

CASE: 25-year-old male without significant PMH presented to the ED with a
worsening headache for 6 days and pain associated with extraocular move-
ment. He reported 3-4 months of “sinus pressure” not alleviated by OTC
medications. On exam, the patient had significant right periorbital edema
extending upward to his right frontal bone and associated severe tenderness
over the right sinus. WBC count was 12.8 thousand/uL (4.8-10.8) and CRP
was 47 mg/L (≤10). CT head without contrast showed complete opacification
of the right frontal sinus, mild mucosal periosteal thickening in the maxillary
sinus, and moderate frontal soft tissue swelling measuring 5.5x5.8 cm that was
likely related to occult cortical breakthrough of the frontal sinus leading to a
phlegmon/abscess formation. Otolaryngology (ENT) and Infectious Disease
(ID) services were consulted. The patient was treated with vancomycin,
piperacillin/tazobactam, aggressive nasal saline and oxymetazoline nasal
spray. The periorbital swelling worsened obstructing the patient’s vision, with
persistent leukocytosis and elevated CRP. ENT performed functional endo-
scopic sinus surgery. Intraoperative culture grew coagulase negative
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staphylococcus. He improved postoperatively and was discharged home with
vancomycin and ampicillin/sulbactam for 6 weeks and outpatient follow up
appointments with ID/ENT.
IMPACT/DISCUSSION: Potts’ puffy tumor (PPT) is a subperiosteal abscess
of the anterior wall of the frontal sinus associated with underlying frontal bone
osteomyelitis; first described in 1760 by Sir Percival Pott. PPT typically
presents in the pediatric and adolescent populations but has become increas-
ingly rare with widespread utilization of antibiotics. PPT is rarely seen in
patients above 19 years of age. One complication of PPT is intracranial spread
including subdural/epidural abscess formation or empyema, meningitis,
cavernous/dural venous thrombosis, or orbital cellulitis. Intracranial
complications increase with age. Clinical risk factors for development of
PPT is seen in patients with acute or chronic sinusitis. The most common
causative pathogens in PPT include streptococcus then staphylococcus. Anti-
biotic therapy is recommended for all patients. The therapy duration has been
reported between 10 days and 6 months, averaging 6.5 weeks. Given the
propensity of intracranial complications, early diagnosis helps reduce morbid-
ity and mortality. As PPT is diagnosed through imaging, clinical suspicion
should be high in a patient with history of sinusitis presenting with periorbital/
forehead edema and should result in prompt imaging with CT or MRI. Early
surgical consultation is also recommended as surgical intervention is required
for cases refractory to antibiotics, as was the case with our patient.
CONCLUSION: If a patient presents with swelling/infection near the frontal
sinus, obtain imaging with CT/MRI to diagnose PPT. All patients should get
antibiotics and most should have an otolaryngology consultation for surgical
management.

PRE- AND POST-OPERATIVE TREATMENT FOR A PATIENT
WITH FACTOR XI DEFICIENCY
Cortney Mckay1; Ahmad Mattour2
1Internal Medicine, Henry Ford Hospital, Detroit, MI
2Hematology/Oncology, Henry Ford Hospital, Detroit, MI. (Control ID
#3715817)

CASE: We present the case of a 35-year-old Yemeni female with a past
medical history of factor XI deficiency, iron deficiency anemia and thrombo-
cytopenia, who presented with an acute onset of severe abdominal pain.
Physical exam demonstrated right lower quadrant tenderness. Labs demon-
strated WBC of 14.4 K/uL, platelet count of 78 K/uL, which was around her
baseline, and a PTT of 63 seconds. She underwent a CT abdomen that showed
findings consistent with acute appendicitis. Laparoscopic appendectomy was
planned, and given her history of factor XI deficiency, hematology was
consulted.
Factor XI deficiency was diagnosed four years prior, when the patient under-
went evaluation of her anemia and thrombocytopenia, during which prolonged
PTT was noted. Mixing studies showed correction with normal plasma. Other
labs included vWF antigen, factors VIII, IX, and XII, lupus anticoagulant,
cardiolipin antibody, and beta 2 glycoprotein, which were normal. Individual
factor levels were requested and factor XI level was noted to be severely low at
4%. She was diagnosed with factor XI deficiency and counseled on the risks of
bleeding and importance of pre- operative planning.
A pre-operative factor XI level of 3% was confirmed. She underwent transfu-
sion with fresh frozen plasma (FFP); however, this was aborted early due to
fevers. Repeat PTT was 57 seconds and so she was started on tranexamic acid
(TXA) 1 gram four times daily two hours before the surgery and subsequently
for five days. She was also given a single dose of 15 mcg/kg of rFVIIa
postoperatively. She underwent a successful appendectomy with no bleeding
complications.
IMPACT/DISCUSSION: Factor XI deficiency, also called Rosenthal syn-
drome or hemophilia C, is a very rare autosomal recessive disorder, more so
affecting those of Ashkenazi and Iraqi Jewish ancestry. Most individuals do
not have spontaneous bleeding. Women with factor XI deficiency tend to have
heavy menstrual bleeding, as well as increased postpartum hemorrhage. Man-
agement of factor XI is gray as the correlation between the factor XI level and
bleeding phenotype is incongruent. Studies have shown a high rate of bleeding
complications in patients with severe factor XI deficiency (levels less than

20%) who underwent surgical procedures without replacement therapy. Factor
XI is not available at many institutions, and thus, FFP is widely used for
treatment. Alternatively, bypass with recombinant factor VIIa (rFVIIa) in
combination with TXA may be used. Since our patient did not tolerate
transfusion with FFP, she was treated with rFVIIa and TXA with success.
CONCLUSION: Factor XI deficiency should be considered in patients
presenting with bleeding symptoms and prolonged PTT, especially in females
with heavy menstrual bleeding and of Iraqi/Ashkenazi Jewish ancestry.
In order to minimize the risk of bleeding in patients with severe factor XI
deficiency who are undergoing surgery, it is recommended to treat with factor
XI replacement, or bypass mechanisms with rFVIIa and TXA.

PREDICTING THE LETHAL COMPLICATION WITH ANTIBODY
IN SYSTEMIC SCLEROSIS
Anjan Katel1; Madan R. Aryal2; Akash Pokharel4; Ravi Shahukhal3
1Department ofMedicine, Kathmandu University School of Medical Sciences,
Dhulikhel, Nepal, Kirtipur, Kathmandu, Nepal
2Enloe Medical Center, Chico, CA
3Queens Hospital Center, Queens, NY
4Gurkha Public Hospital, Dang, Nepal. (Control ID #3705997)

CASE: A 58-year-old female was seen in the clinic for fatigue, violet-
discoloration of skin (anterior chest and posterior trunk), and joint pain in
bilateral knees and wrists for 6 months. On examination, she was found to
Raynaud’s with painful digital ulcerations of hand, abnormal nailfold capillar-
ies, and skin tightening around the face, chest, upper and lower extremities.
She also had 30 pack year smoking history. Laboratory work up showed a
negative antinuclear antibody, anti-cyclic citrullinated peptide, rheumatoid
factor, antineutrophil cytoplasmic antibody, anti-double stranded DNA, anti-
smith antibody, ribosomal P antibody IgG, anti-Ro, anti-La, anti-Jo, anti-
scleroderma 70 and anticentromere antibody. Creatine phosphokinase, aldol-
ase, LDH, haptoglobin, reticulocyte count, and creatinine were all within
normal limits. Direct antiglobulin was negative. Vitamin B12, folate and
methylmalonic acid levels, albumin, and serum protein electrophoresis/
immunofixation was within normal limits. Flow cytometry was unremarkable.
However, with a high clinical suspicion for Systemic Sclerosis (SSc), addi-
tional testing was performed and she was found to be positive for RNA-
polymerase III (RNAP III). Patient was educated regarding her diagnosis of
SSc, association of this antibody with SRC, and the importance of regular
blood pressure monitoring. Two weeks later, she was admitted to the hospital
with new renal failure (Creatinine: 3.3 mg/dL), shortness of breath and hyper-
tension (BP:180/110 mm Hg). She was found to have micro-angiopathic
hemolysis (LDH: 900U/L, Haptoglobin<20 mg/dL, Hemoglobin 9.1,
reticulocyte count 3%, and schistocytes in peripheral smear). She was treated
with hemodialysis and captopril with subsequent improvement in her clinical
symptoms and lab findings.
IMPACT/DISCUSSION: Several autoantibodies have been reported in SSc
and can be used to predict organ involvement. It is important to note that up to
6.4% of patients can be ANA negative, and the diagnosis, in these cases,
should be based on clinical findings and further testing. In a US-based registry
of SSc patients used to evaluate antibodies associated with Scleroderma renal
crisis, RNAP III was present 52% of the cases. The same study found out the
patients with SRC had higher odds of being RNAP III positive (p < 0.001, OR
6.4, 95% CI 3.4–12.2).
The mainstay of treatment of SRC is angiotensin converting enzyme (ACE)
inhibitor particularly captopril due to its rapid onset of action and shorter half-
life. ACE inhibitor should be introduced regardless of the renal function or
even if the patient is on hemodialysis. Introduction of ACE inhibitors dramat-
ically reduces mortality (from 76% to <10%) and increases 10 year survival
(<10% to 65%).
CONCLUSION: Our case highlights the importance of being vigilant of
diagnosing SSc in the right clinical setting even with negative ANA. Addi-
tional testing with RNAP III (not a part of routine extractable nuclear antigen
panel), which is associated with SRC could help with diagnosis.

JGIM S503



PRIMARY CNS LYMPHOMA: A CAUSE OF RING-ENHANCING
LESIONS IN A SYSTEMIC LUPUS ERYTHEMATOUS PATIENT
ON MYCOPHENOLATEMOFETIL
Jon Metz, Kevin Howard, Amy Yu
Medicine, University of Colorado, Denver, CO. (Control ID #3715922)

CASE: A 54-year old female with systemic lupus erythematous (SLE) on
immunosuppression was hospitalized for odd behaviors, expressive aphasia,
and right-sided weakness progressive over one week. Family history was
notable for a sister with breast cancer. She visited Miami one month prior to
presentation and immigrated from Mexico in 1990. She denied recreational
intravenous drug use. Home medications included mycophenolate mofetil
(MMF) and hydroxychloroquine. Physical exam revealed right lower extrem-
ity weakness, stupor, difficulty following commands, and being oriented only
to self.
Magnetic resonance imaging (MRI) of the brain showed three ring-enhancing
lesions with central diffusion restriction, extensive surrounding edema, and
petechia consistent with multifocal intracranial abscesses. She was started on
broad spectrum antibiotics to cover Toxoplasmosis and bacterial infections.
Syphilis, chagas, cryptococcus, coccidioides, cysticercosis, and human immu-
nodeficiency virus (HIV) testing were negative. Lumbar puncture (LP) was
deferred due to midline shift on imaging. Despite worsening neurologic
symptoms, including right hemiparesis and dysphagia, steroids were held until
stereotactic brain biopsy could be performed. Pathology confirmed primary
central nervous system lymphoma (PCNSL), specifically Epstein Barr Virus-
positive diffuse large B-cell lymphoma. Antibiotics were discontinued while
dexamethasone and rituximab were started with initial improvement in neuro-
logic symptoms. She then had cognitive decline with repeat MRI showing
enlarging lesions, so she was started on combination rituximab, high-dose
methotrexate, vincristine, and procarbazine (R-MVP) chemotherapy. Since
then, her lesions decreased with her neurologic symptoms resolved. She is
now scheduled for autologous stem cell transplant (STM).
IMPACT/DISCUSSION: The differential diagnosis for multiple ring-
enhancing lesions in immunocompromised patients is broad, including infec-
tion, malignancy, and embolic phenomena. Abscesses are often characterized
by ring- enhancement and diffusion restriction on MRI. While PCNSL is rare
and most often seen in HIV or post-transplant patients, it should also be
considered in patients with SLE on immunosuppression, specifically with
MMF. Numerous reports linkMMF use with PCNSL, so should be considered
for those on MMF who present with focal neurologic findings. Holding
steroids prior to biopsy or LP is important to avoid acute lysis of lymphocytes
and decreased diagnostic yield. Lastly, rituximab monotherapy may not suffi-
ciently treat PSCNL due to poor blood brain barrier penetration. Newer
chemotherapy protocols like R-MVP followed by STMmay be more effective.
CONCLUSION: 1. PCNSL should be considered SLE patients treated with
MMF presenting with focal neurologic deficits and any number of ring-
enhancing lesions on imaging
2. Holding steroids is important for diagnostic yield if brain biopsy or LP is
performed

PRIMARY PANCREATIC LYMPHOMA: AN UNCOMMON CAUSE
OF OBSTRUCTIVE JAUNDICE
Manik Uppal1; Emma Schatoff1; Caitlin Gribbin2; John Allan2
1Department of Medicine, Weill Cornell Medicine, New York, NY
2Division of Hematology and Medical Oncology, Department of Medicine,
Weill Cornell Medicine, New York, NY. (Control ID #3715461)

CASE: An 82-year-old man with past medical history of atrial fibrillation on
warfarin presented with 1 month of progressive mid-back pain, fatigue, an-
orexia and weight loss, and 3 days of rapidly worsening jaundice, dark urine,
and generalized pruritus. Vitals were normal. Physical exam was remarkable
for scleral icterus, jaundice, and diffuse mild tenderness to palpation in the
abdomen. He had no palpable adenopathy. Initial labs demonstrated total
bilirubin 23.0 mg/dL, direct bilirubin 17.5 mg/dL, AST 133 U/L, ALT 57
U/L, alkaline phosphatase 520 U/L, and INR >9.0, with LDH 633 U/L. CT of
abdomen/pelvis revealed a 8.3 cm uniformly hypovascular mass in the region

of the pancreatic head obstructing the common hepatic/common bile duct
causing intrahepatic biliary ductal dilatation. The mass was not found to be
causing pancreatic ductal obstruction. It was also noted to be causing signif-
icant arterial and venous vascular encasement with regional/retroperitoneal
lymphadenopathy. Further staging PET/CT re-demonstrated the characterized
pathology, as well as supradiaphragmatic lymphadenopathy. Tumor markers
were normal, CA19-9 1.0 U/mL and CEA <0.5 ng/mL.
The patient received IV vitamin K with correction of his INR, and underwent
uncomplicated ERCP/EUS. Pathology revealed diffuse large B-cell lympho-
ma, non-germinal center B-cell subtype. He was started on rituximab, cyclo-
phosphamide, doxorubicin, and prednisone. He tolerated therapywell, and was
discharged with plan for further outpatient chemoimmunotherapy.
IMPACT/DISCUSSION: Primary pancreatic lymphoma (PPL) is a rare
clinical entity, and constitutes <2% of extranodal lymphomas and 0.5% of
pancreatic masses. B symptoms classically associated with lymphomas, such
as fever, chills, and night sweats, are uncommon in PPL, occurring in only
~2% of cases. Patients instead most commonly present with abdominal pain,
anorexia, weight loss, jaundice, or pancreatitis. PPL overwhelmingly occurs in
the pancreas head and can therefore mimic clinical features of pancreatic
adenocarcinoma. While histopathologic evaluation confirming DLBCL is
necessary to establish the diagnosis, PPL may be initially differentiated from
adenocarcinoma based on radiologic findings. Contrary to adenocarcinoma,
PPL commonly presents as a bulky, homogeneous pancreas head tumor
without significant pancreatic ductal dilatation, and with lymph node involve-
ment below the renal veins.
Further, PPL often features invasive growth that does not respect anatomic
boundaries and infiltrates retroperitoneal or upper abdominal organs. Notably,
our patient’s tumor exhibited all of these features. Patients with PPL are
managed non-operatively, and most patients achieve remission with
chemotherapy.
CONCLUSION: Primary pancreatic lymphoma is a rare disease that can
mimic clinical features of pancreatic adenocarcinoma. Tissue sampling is
essential for definitive diagnosis and determines therapy regimen, however
the diagnosis of PPL can be suggested by radiographic findings prior to biopsy.

PROGRESSION OF UNTREATED GASTRIC AND PULMONARY
METASTASIS IN A PATIENT WITH RESECTED ACRAL
MELANOMA
Gurasees S. Chawla1; Seda Tolu2; Shitij Arora1; Alana Siev3
1Medicine, Albert Einstein College of Medicine, BRONX, NY
2Columbia University, New York, NY
3Internal Medicine, Montefiore, New York, NY. (Control ID #3715677)

CASE:An 82-year-old man diagnosed with malignant melanoma of the left toe
with resection in 2012, with no further postoperative therapy, presents with
metastatic disease to the gastric mucosa and bronchial wall 6 years later. Two
weeks prior to presentation, the patient began to experience epigastric pain with
appetite loss and fatigue. Upon admission, he was found to have microcytic
anemia with a hemoglobin of 6.2 g/dL requiring transfusion, likely secondary to
slow occult bleed from the upper gastrointestinal tract. CT scan was notable for
marked gastric wall mass- like thickening and irregularity with areas of
hypoenhancement. Subsequent upper endoscopy revealed diffuse ulceration of
the gastric body and antrum with necrotic eschar. The gastric mucosa pathology
revealed melanoma with immunohistochemical staining positive for S100 and
Melan-A and negative for CK Ae1/3, CDX-2, and TTF-1.
IMPACT/DISCUSSION: Melanoma is known to metastasize in the gastro-
intestinal tract. Metastasis to the stomach is the second most common site after
small bowel. Disease in the stomach is usually identified on endoscopy as a
black pigmented ulcer or diffuse black pigments in the gastric mucosa. Gastric
melanomas are usually detected on autopsy unless the disease presents as an
emergency such as obstructions, bleeding or perforation. Presence of visceral
metastasis elsewhere indicates worse prognosis. Median survival of isolated
pulmonary untreated pulmonary metastasis is 6-11 months. Median survival of
multisite metastasis is 3-4 months. Our patient tested negative for BRAF,
NRAS and C-Kit mutations. We did not obtain the next-generation sequencing
(NGS) in order to identify additional genetic mutations. Absence of mutations
is associated with worse prognosis.
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Our patient had untreated and mutation negative pulmonary melanoma for 6
years before he became symptomatic with gastric disease.This case highlights the
importance of tumor kinetics along with the role of oncogenic drivers in
progression of melanoma. Could this be the slow tumor kinetics? There is no
standard definition of what is a ‘fast’, or a ‘slow’metastatic melanoma, although
tumor load as noticed on imaging, S100B, and lactate dehydrogenase (LDH)
levels are considered as surrogate markers. We considered his candidacy for
Pembrolizumab, an IgG antibody that bind and blocks programmed cell death
protein 1 (PD-1) on lymphocytes, but his performance status declined rapidly
since the diagnosis of gastric metastasis leading to palliative care.
CONCLUSION: ●Melanoma is known to metastasize in the gastrointestinal
tract, most commonly in the small bowel and stomach.
● Gastric melanomas are usually detected on autopsy unless the disease
presents as an emergency such as obstructions, bleeding or perforation.
● There is no standard definition of what is a ‘fast’ or a ‘slow’ metastatic
melanoma, although tumor load as noticed on imaging, S100B, and lactate
dehydrogenase (LDH) levels are considered as surrogate markers.

PROMPT DIAGNOSIS, NON-SURGICALMANAGEMENT, AND SO-
CIAL RISK FACTORS OF SEVERE EMPHYSEMATOUS
PYELONEPHRITIS
Sarah Burbank1; Lauren Phinney1; George Su2
1Internal Medicine, University of California San Francisco, San Francisco, CA
2Pulmonary, Critical Care, Allergy and Sleep Medicine, University of
California San Francisco, San Francisco, CA. (Control ID #3715510)

CASE: A 58-year-old man with a history of diabetes mellitus presented to the
Emergency Department with altered mental status. He was an undocumented
immigrant who managed his diabetes with metformin mailed from Brazil. He
denied alcohol or other substance use. Physical examination was notable for
tachycardia, hypotension, dry mucous membranes, and confusion. Focused
point-of-care ultrasound (POCUS) was notable for a collapsible IVC and an
enlarged right kidney with parenchymal hyperechoic foci and shadowing.
Initial Laboratory evaluation showed leukocytosis (WBC 26.1k/μL), throm-
bocytopenia (platelets 46 k/μL), hyperglycemia (562 mg/dL), elevated anion
gap (24), elevated serum ketones (beta-hydroxybutyrate 5.6 mmol/L), elevated
blood urea nitrogen (BUN, 82 mg/dL) and creatinine (5.63 mg/dL), and
hemoglobin A1c of 15.7%. He was admitted to the Intensive Care Unit for
initial management of diabetic ketoacidosis (DKA) and septic shock with IV
vancomycin and ertapenem, continuous IV insulin, and IV fluid resuscitation.
Computed tomography (CT) showed parenchymal air and hypodensity in the
right kidney, consistent with emphysematous pyelonephritis. After consulta-
tion with Urology and Interventional Radiology, percutaneous drainage of the
right kidney was performed. Blood and urine cultures grew E. coli. Over the
ensuing days, his altered mental status, shock, and ketoacidotic state resolved,
and antibiotics were narrowed to IV ceftriaxone. On hospital day 12, he was
discharged with a six week course of parental antibiotics and close follow-up
with Primary Care, Endocrinology, Urology, and Infectious Disease.
IMPACT/DISCUSSION: Emphysematous pyelonephritis is a rare, necrotiz-
ing renal infection that carries high morbidity without prompt diagnosis and
management. We present a case of severe emphysematous pyelonephritis,
including features linked with high mortality: altered mental status, hypergly-
cemic crisis, acute kidney injury, and thrombocytopenia. A few unique aspects
of this case should be highlighted. First, our patient was an undocumented
immigrant with poor English proficiency who lacked access to primary care
and adequate chronic care management of his diabetes. Secondly, POCUS
played a critical role in prompt diagnosis and management of emphysematous
pyelonephritis. Lastly, this case demonstrates successful management of se-
vere emphysematous pyelonephritis with systemic antibiotics and percutane-
ous drainage without need for surgical nephrectomy.
CONCLUSION: - Diabetes mellitus is a risk factor for developing emphyse-
matous urinary tract infections; social risk factors such as immigration status
and language should also be considered when caring for patients with poorly
controlled diabetes mellitus.

- Emphysematous pyelonephritis is a rare, severe infection that may present
with hyperglycemic crisis; prompt diagnosis and initiation of fluid resuscita-
tion, intravenous insulin, antibiotics and percutaneous catheter drainage is key.

PROVIDER-INITIATED COSTS OF CARE DISCUSSIONS FOR
PATIENTSWITH CHRONIC DISEASE
Christopher Galvin1; Aiden Meyer2; Joseph Salami1; Kushinga Bvute1
1Medicine, Florida Atlantic University, Boca Raton, FL
2Brown University Warren Alpert Medical School, Providence, RI. (Control
ID #3707068)

CASE: A 38-year-old Hispanic male with a past medical history of a pro-
thrombin G20210A gene mutation, unprovoked deep vein thrombosis (DVT),
and pulmonary embolism presented with progressive claudication for the past
fewmonths. Although he required lifelong coumadin, he lost his job and health
insurance six months before presentation and had no medication. Arterial
duplex showedmultiple occlusions distal to the left popliteal artery. The patient
emergently went for thrombectomy with partial fasciectomy. He required
repeat thrombectomy and fasciotomy. On the fifth day of admission, he had
a primary fasciotomy closure.
IMPACT/DISCUSSION:Health inequity refers to the uneven distribution of
social and economic resources that impact an individual’s health. We must
focus on equity solutions that require dedicated, sustained, prioritized, and
well- resourced plans. Patients with chronic diseases often experience financial
hardship due to short- and long-term health services expenses. Our patient with
a prothrombin G20210A genetic mutation fell victim to this when he lost his
job and subsequently his health insurance.
Prothrombin G20210A, a genetic mutation affecting 0.7-4% of the population,
increases the plasma concentration of prothrombin. Elevated prothrombin
increases clotting risk, with heterozygotes displaying a 30% increase in pro-
thrombin levels. Our patient with an unprovoked DVT required lifelong
anticoagulation therapy to decrease thrombotic risk.
However, due to loss of insurance, he could no longer adhere to his treatment
despite understanding the risk associated with stopping the medication.
The cost of healthcare directly influences the ability of patients to adhere to
treatment recommendations, including filling prescriptions. Although patients
want providers to initiate costs of care conversations, providers often rely on
“clues” such as poor adherence, delays in care, and lack of improvement. As
such, cost-of-care discussions often require patients to lapse on treatment plans
before appropriate social interventions occur. The Accountability for Cancer
Care through Undoing Racism and Equity (ACCURE) trial effectively reduced
inequities through a real-time warning system based on EMR data and frequent
provider-initiated contact. Our patient lapsed on his medication, unbeknownst
to his providers, due to financial hardship. Earlier social interventions, such as
provider-initiated costs of care discussions, may have averted his syndemic
decline towards thrombectomy.
CONCLUSION: A social medicine approach is not just ethical but also
medically and financially advantageous. We propose implementing the
ACCURE model for patients experiencing financial hardship to mitigate
inequities and increase prescription adherence through EMR notifications
when patients do not refill prescriptions. Such a model allows for provider-
initiated contact about costs of care to close disparities in care.

PSEUDOHYPOGLYCEMIA: UNRELIABLE POINT-OF-CARE GLU-
COSE MEASUREMENT IN PATIENTS WITH PERIPHERAL AR-
TERY DISEASE
YONG NAN MU1; Janeen Grant-Sittol1; Alexandra Gottdiener1; Mariam R.
Saand2
1Medicine, Englewood Health, Englewood, NJ
2medicine, Bon secours mercy health, Portsmouth, VA. (Control ID #3693192)

CASE: A 75 year old female from a rehabilitation facility admitted for failure
to thrive, found to have severe anasarca with pleural effusion and severe
protein calorie malnutrition. Her medical history includes extensive PAD of
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all four extremities, type II diabetes mellitus, hypertension and hyperlipidemia.
On physical examination, she appears thin, frail, and had multiple wounds in
different healing stages on her extremities. Her peripheries were noticeably
cool, with only left radial pulse somewhat palpable, bilateral popliteal and
femoral pulses were minimal palpable. On review of systems, she denied
syncope, palpitation, diaphoresis, tremor, headache, visual changes and other
hypoglycemic symptoms. The initial point-of-care (POCT) glucometer reading
was 55mg/dl, an initial bolus of dextrose 50%was given. POCT repeated after
30 minutes were <35mg/dl for all three occasions. Although patient was not
experiencing hypoglycemic symptoms, another bolus of dextrose 50% was
given, venous glucose and POCT ordered immediately after were at 355 mg/dl
and 112mg/dl. Later, the same day, another two sets of POCTs were measured
at 51 mg/dl and 49 mg/dl, without intervention, venous glucose immediately
followed was at 125 mg/dl. Subsequent POCT was replaced with venous
glucose tests which ranged from 102 to 125mg/dl.
IMPACT/DISCUSSION: PAD is a condition that affects 200 million people
worldwide. It is characterized by a complete or partial obstruction of peripheral
arteries. Upper extremity peripheral arterial disease happens less frequently
and is more heterogeneous in etiology than lower extremity peripheral arterial
disease.
The pathophysiology of pseudo-hypoglycemia is thought to be increased tissue
glucose extractions due to slow capillary blood flow and longer transition time.
The underlying cause is likely explained by multi-factorial etiologies that
gradually lead to atherosclerosis narrowing of peripheral arteries. In our
patient, the clinical suspicion of poorly perfused fingers was confirmed by
poor finger oxygen saturation readings ranging from 70 to 80 percent, which
corrected when the oxygen probe was attached to the patient's right earlobe,
suggesting a possible correlation between poor finger profusions and inaccu-
rate POC reading.
On literature review, there were limited reports on the relation between PAD
and falsely low measurement in POCT. Though finger-stick capillary glucose
measurements were frequently used to provide an objective value to a patient's
glucose control, it is important to consider alternative measurement methods to
obtain accurate blood glucose in patients with impaired peripheral circulations.
CONCLUSION: Critical low blood glucose measurement in an inpatient
setting will prompt aggressive treatments, which may precipitate hyperglyce-
mia crises such as DKA and HHS, especially in elderly populations. Therefore,
a high clinical suspicion for falsely low POCT results in patients with PAD is
necessary to avoid errors of commission and resultant harm.

PULMONARY MUCORMYCOSIS AS A COMPLICATION OF SARS
COV-2 PNEUMONIA - CASE REPORT AND REVIEW OF
LITERATURE
Supriya P. Singh1; Jona Banzon1; Vikrant Singh2
1Infectious Diseases, Cleveland Clinic, Cleveland, OH
2Sri Guru Ram Das Institute of Medical Sciences and Research, Amritsar,
Punjab, India. (Control ID #3702439)

CASE:A 31-year-old woman G4P2204 was admitted with respiratory failure.
Her hemoglobin was 9.7 g/dl, D-dimer 1349 ng/mL feu, procalcitonin 0.44 ng/
mL, CRP 91.4 mg/L, normal white count and nasal RT-PCR positive for
COVID-19. Chest x-ray showed bilateral patchy airspace opacities. She un-
derwent emergent C-section, was intubated and placed on mechanical ventila-
tion, received Remdesivir, dexamethasone, vancomycin and piperacillin-
tazobactam. On day 11, she developed bilateral pneumothorces and had chest
tubes placed. She had new elevation in white blood count (16,000/ul) and
inflammatory markers. She was put on extracorporeal membrane oxygenation
(ECMO).
Computed Tomography ( CT) chest on day 15 showed large multiloculated
cavity. She underwent bronchoscopy with bronchoalveolar lavage cultures
positive for Mucorales. She had CT abdomen-pelvis, CT head and nasal
endoscopy without evidence of invasive disease. She was started on
amphotericin B and posaconazole. She had tracheostomy on day 21 and
underwent successful ECMO weaning and decannulation on day 35. Chest
tubes were removed.
Amphotericin B was discontinued. She was discharged on nasal cannula and
oral posaconazole and continued to improve.

IMPACT/DISCUSSION: There are 6 other cases reported in literature with
isolated pulmonary mucormycosis associated with SARS-CoV-2. All of these
patients had clinical improvement before deteriorating again with SARS Cov-2
treatment. The timeline of new imaging findings like cavities, changing opacities,
pleural effusions or bronchopleural fistula was usually 2 to 3 weeks from
diagnosis of SARS-CoV-2 pneumonia. On analysis 5/7 of these patients were
not diabetic, 6/7 received steroids, 3/7 received Tocilizumab and 4/7 received
Remdesivir. 2 patients received surgical intervention with medical management
although it did not change the outcome. Unfortunately despite aggressive med-
ical and surgical treatment, there were poor outcomes. 4/7 patients died, 1/7 was
permanently ventilator dependent and 2/7 survived. The diagnosis of isolated
pulmonary mucormycosis is challenging. This might be secondary to hesitance
of invasive diagnostic tests like bronchoscopy, lack of rapid diagnostic tests and
fewer autopsies. Amphotericin B, posaconazole and isavuconazole remain the
main treatment options along with surgical debridement of necrotic tissue. The
pathology of mucormycosis in COVID-19 has been attributed to impaired T-cell
function, impaired phagocytosis andmore availability of fungal heme oxygenase
which facilitates iron uptake for its metabolism.
Glucocorticoids, IL–6 inhibitors and monoclonal antibodies further increase
the risk of secondary infections. CONCLUSION: Mucormycosis is a life-
threatening disease with high morbidity and mortality. Based on our case and
literature review, it is important to have high index of suspicion for pulmonary
mucormycosis in patients who are recently treated with immunosuppressants
for SARS-CoV-2 pneumonia and suddenly deteriorate after treatment.

RASHWITH CEFTRIAXONE- IT'S NOT ALWAYS ALLERGIC!
Kashyap Kela3; Princy Shah1; Ahmed M. Mohfouz1; Anshul Patel2; Amit
Sharma3
1Internalmedicine,Wright Center for GraduateMedical Education, Scranton, PA
2Internalmedicine,Wright Center for GraduateMedical Education, Scranton, PA
3Geisinger Commonwealth School of Medicine, Scranton, PA. (Control ID
#3715783)

CASE: A 57 years old male with past medical history significant for but not
limited to hypertension, hyperlipidemia, coronary artery disease, recurrent left
knee prosthetic joint infections (PJI) presented to the hospital for evaluation of
worsening rash and bleeding gums. Patient was admitted a couple of weeks
ago for PJI and underwent incision/drainage and multiple joint washouts. His
joint fluid cultures grew pasteurella multocida and he was started on
piperacillin tazobactam. Eventually, he was discharged with a PICC line for
ceftriaxone for 6 weeks. 3 days after the discharge, he started developing
ecchymotic rashes on his legs which gradually spread to the trunk and arms.
Patient contacted the infectious disease doctor and he was advised to come to
the emergency department for further evaluation. On admission, the patient
was hemodynamically stable and the physical exam was significant for gener-
alized ecchymotic rash and bleeding gums. Ceftriaxone was discontinued on
admission in light of suspicious allergic rash. His labs showed platelet <3000/
μL andHgb of 6.7 g/dL; notably a week ago his platelet count was 156,000/μL
and Hgb was 8.8 g/dL on discharge. Platelet and PRBC transfusions were
initiated. He was also given IV dexamethasone and IVIG during the course.
Peripheral smear showed no evidence of schistocytes or platelet clumps. Test
for drug induced platelet antibody was performed which was positive for
Ceftriaxone IgG. His platelet counts improved and he was discharged with
levofloxacin. His 1 week follow up labs showed platelets improvement to
218,000/μL.
IMPACT/DISCUSSION:Although very rare, ceftriaxone has been reported to
be associated with Drug Induced Immune Thrombocytopenia (DITP) and Drug
induced Immune Hemolytic Anemia(DIHA). It is postulated that ceftriaxone
induced antibodies act on platelet epitopes GPIIb/IIIa and GPIX which triggers
the cascade causing platelet consumption signalling. DITP differs from other
types of thrombocytopenia in a way that it causes platelet nadir of less than
20,000/μL within 1-2 weeks of exposure. Although not necessary, the confir-
matory test is identification of drug specific antiplatelet antibodies. Without
proper physical exam and labs, thrombocytopenia induced ecchymotic rash
could be misdiagnosed as allergic rash in someone who has started a new
antibiotic recently. Proper history taking and prompt discontinuation of the
offending agent is the key to prevention of life threatening complications. DITP
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is difficult to distinguish from ITP, hence it is reasonable to initiate immunosup-
pressive therapy. Platelet count recovery is generally noted in 1-2 weeks.
CONCLUSION: We present a rare case of ceftriaxone induced DITP con-
firmed with the presence of drug induced antiplatelet antibodies. Detailed
history taking should be emphasized to identify the offending agent to differ-
entiate it from ITP. Prompt treatment including timely discontinuation of
inciting agents is necessary for the recovery.

REACTIVATION OF VARICELLA ZOSTER VIRUS IN SHINGLES-
VACCINATED RENAL TRANSPLANT PATIENT WITH
PROLONGED PRODROMAL PERIOD
Yiqi Lin
Internal Medicine, Rush University Rush Medical College, Chicago, IL.
(Control ID #3708171)

CASE: VZV is highly infectious via direct lesion contact and airborne
droplets, causing a widespread itchy, vesicular rash in primary infection
(chickenpox) and a painful, dermatomal-restricted vesicular rash via non-
disseminated reactivation (shingles)1. Studies indicate that greater than 99%
of Americans born before 1980 can be assumed to have prior infection2. While
the recombinant shingles vaccine (Shingrix) has dramatically reduced reacti-
vation rates in the general population 50 years old (97.2% efficacy)3, its
effectiveness in the immunocompromised is less robust, with 80.2% humoral
and 77.4% cell-mediated response rate in RT PTs4.
A 54-year-old female with PMHx of obesity, hypertension, hyperlipidemia,
ESRD status post (S/P) RT (on tacrolimus and low-dose prednisone immuno-
suppression), left metatarsal stress fracture, recurrent pulmonary embolisms
(S/P thromboendarterectomy, on warfarin therapy), and MTHFR homozygous
mutation presented with 5 days of “generalized LLE pain”. Per PT, LLE pain
began abruptly during her routine walking exercise, with “pinching, pins and
needles, burning, and tightness” that was unresponsive to ibuprofen, analgesic
creams/patches, and rest, instead gradually worsening to pain severity 10/10.
Initial diagnostic tests ruled out DVT, soft tissue injury, bone fracture, and
peripheral artery disease. PE led to aggravation of pain with left straight leg
raise (SLE) as well as contralateral SLE. Pain was also elicited by light touch,
pinprick, and cold temperature in approximately L5 and S1 dermatomal
distributions. Given both diagnostic and PE findings, leading differential
became nerve root compression at the L5/S1 level. However, pain duration
and severity were discordant with typical nerve compression presentation,
persisting despite oral morphine therapy and PT resting in supine position.
On day 7, a vesicular rash following L5/S1 distribution erupted, prompting
PCR test of vesicular fluids which confirmed presence of VZV and thus
shingles. PT was ultimately treated with oral acyclovir. At 1-month follow
up, PT reported SXs of PHN that is now being managed with gabapentin and
has planned 3rd dose of Shingrix.
IMPACT/DISCUSSION: Shingles is often diagnosed upon clinical evidence
of vesicular rash following a dermatome pattern, although pain SXs lasting ≤ 5
days have been noted to preceded the characteristic rash5. In a RT PT vacci-
nated against shingles, with prolonged prodrome and medical history that was
consistent with nerve root compression, failure to include shingles in differen-
tial led to delayed effective treatment with direct impact on PT pain SXs and
subsequent sequelae. We hope to highlight the possibility of VZV reactivation
in RT PTs, regardless of prior shingles vaccination status, duration of pro-
drome, or evidence of vesicular rash.
CONCLUSION: Early decision to test for increased VZV antibodies/DNA in
CSF/peripheral blood6 can lead to timely diagnosis and treatment in RT PTs,
which may reduce PT suffering and improve disease outcome.

REACTIVE INFECTIOUS MUCOCUTANEOUS ERUPTION (RIME)
THROUGH REASON: EVALUATING ORAL SWELLING IN A PA-
TIENT WITH COVID-19
Yi Zhou1; Todd Hecht1,2; Nichole Smith2; Tiffany Dharia2
1School of Medicine, University of Pennsylvania Perelman School of Medi-
cine, Philadelphia, PA
2Internal Medicine, Penn Medicine, Philadelphia, PA. (Control ID #3708745)

CASE: A 22-year-old woman with h/o asthma initially presented to the
hospital with lip swelling and sore throat. She tested positive for COVID-19
and received a casirivimab-imdevimab (monoclonal antibody) infusion. She
returned a week later with worsening lip swelling, dysphagia and conjunctivi-
tis. Physical exam revealed edematous lips with vesicular lesions, no tongue
swelling, tonsillar exudate, 4+ conjunctival injection bilaterally with purulent
discharge, and shallow clean based clitoral ulceration. She reports no history of
allergic reactions, angioedema or exposure to new medications.
Nasopharyngolaryngoscopy showed no laryngeal edema but visualized
exudates throughout the supraglottis and glottis. C4, ANA, CMV, EBV, throat
and blood cultures were negative. STI testing was trichomonas positive and
gonorrhea/chlamydia negative. Respiratory virus panel remained positive for
COVID-19. HSV swab of lip lesion, HSV 1/2 IgG and IgM were negative.
Mycoplasma pneumoniae IgG was elevated (0.60, negative is ≤0.09), IgM
equivocal (0.85, negative is ≤0.76), and nasopharyngeal PCR negative. Con-
junctival culture showed rare bacteria (S. Aureus) and no leukocytes.
She initially received methylprednisolone IV due to concern for angioedema,
acyclovir for empiric HSV treatment and empiric antibacterial moxifloxacin
eye drops. Given lack of infectious trigger, her presentation was concerning for
reactive infectious mucocutaneous eruption (RIME) associated with SARS-
CoV-2 or Mycoplasma. Prednisone 1mg/kg daily was initiated followed by
improvement in oral mucositis and conjunctivitis within days.
IMPACT/DISCUSSION: A broad differential is important when evaluating
oral swelling and mucositis. Her lack of cutaneous involvement, medication
exposure or family history and negative infectious, autoimmune and inflam-
matory workup make other causes including Stevens-Johnson syndrome,
erythema multiforme, angioedema, and HSV less likely. Our final diagnosis
of RIME describesmucocutaneous eruptions likely due to an immune response
triggered by bacterial or viral infection. Our patient’s RIME may be due to
COVID-19 or Mycoplasma given her equivocal Mycoplasma IgM. Eruptions
generally involve two or more mucosal sites and occur mostly in children and
adolescents. Common presentations include oral erosions and ulcers, purulent
bilateral conjunctivitis, or urogenital lesions, whichwere all seen in our patient.
As this is a relatively rare and new condition, no standard of care treatment
exists for RIME but systemic steroids have been effective in case reports for
initial treatment and subsequent flares.
CONCLUSION: RIME is a rare, newly described condition in young patients
who develop postinfectious mucocutaneous eruptions of two or more mucosal
sites. It has been recently reported in association with COVID-19 and its
association withMycoplasma infection is important to evaluate. This condition
is important to recognize and treat given the requirement for higher dose
steroids than that used for angioedema.

RECOGNIZING AND TREATING IMMUNE-RELATED ADVERSE
EVENTS (IRAES) FROM ANTI-PD-1 CHECKPOINT INHIBITOR
IMMUNOTHERAPY
Qian S. Zhang1; Emily Evans1; Michael Lu2; Alfred Shoukry1
1Internal Medicine, UPMC, Pittsburgh, PA
2Medicine, UPMC, Pittsburgh, PA. (Control ID #3715519)

CASE: A 66-year-old man with COPD, renal cell carcinoma with lung
metastases status post nephrectomy, and last nivolumab dose 1 month prior
to admission, presented to an outside hospital with falls, lower extremity
edema, and dyspnea. He developed fevers to 39.7 C and confusion, but CT
scan of the head, chest, abdomen and pelvis and MRI brain were all unre-
markable. He was treated with broad-spectrum antibiotics and bromocriptine
due to concern for infection or NMS. Due to ongoing fevers and increasing
confusion, he was transferred to our hospital for fever of unknown origin and
altered mental status.
On admission, he was febrile, lethargic, mumbling, oriented to self and place
only and found to havemuscle rigidity with diffuse tendon tenderness. His labs
were notable for ESR 65 mm/hr, CRP 33.1 mg/dL, CPK 1,979 IU/L, aldolase
was 19.4 U/L and ALT 116 IU/L. He had normal NH3, anti-CCP, RF, HIV,
syphilis serology, blood cultures and urine cultures. ANA titer was 80.
Antibodies to PL-7, PL-12, Mi-2, Ku, EJ, OJ, SRP, Jo-1, and striated muscle
were negative. Antibiotics were broadened for empiric meningoencephalitis

JGIM S507



therapy. However, CSF studies did not suggest infectious or paraneoplastic
pathology.
He became tachypneic with increased work of breathing and was started
empirically on methylprednisolone, IVIG, and methotrexate. After starting
methylprednisolone and IVIG, the patient defervesced and his mental status
improved, but not to baseline. Muscle biopsy showed signs of muscle necrosis
and mild inflammation consistent with autoimmune necrotizing myopathy.
Given his biopsy findings as well as negative infectious and rheumatologic
workup, we suspected anti-PD-1 myositis and encephalitis and he was started
on a trial of anakinra. The patient improved back to his baseline on a predni-
sone taper and anakinra. His ESR and CRP normalized by discharge.
IMPACT/DISCUSSION: This case of anti-PD-1-related encephalitis and
necrotizing myositis highlights the wide range of toxic autoimmune adverse
events from this drug class. We demonstrated that even this severe degree of
toxicity responded remarkably to immunosuppression with high dose steroids,
methotrexate, IVIG, and anakinra.
CONCLUSION: Checkpoint inhibitors are immunomodulatory antibodies
used to enhance the immune system in treatment of advanced malignancy
and have a unique set of immune-related adverse events (irAEs). The diagnosis
and management of irAEs can be challenging as multisystem involvement and
fevers suggest infection, which needs to be ruled out prior to immunosuppres-
sive therapy. irAEs are in general uncommon with PD-1 checkpoint inhibitor
use, and neurologic irAEs are even less common. We highlight a presentation
with two neurologic irAEs presenting in the same patient (encephalitis and
myositis). This case emphasizes importance of early recognition of irAEs and
treatment with not only steroids, methotrexate, and IVIG for immunosuppres-
sion, but also anakinra for IL-1 blockade for irAE encephalitis.

RECTAL VARICEAL HEMORRHAGE REQUIRING TREATMENT
WITH ENDOSCOPIC BAND LIGATION
Sharonya Shrivastava1,2; Andrew Bui1,2; Alec G. Contag2
1Internal Medicine, San Ysidro Health, San Diego, CA
2Scripps Mercy Hospital Chula Vista, Chula Vista, CA. (Control ID #3705644)

CASE: A 38 year old male with a history of alcohol use disorder presented
with painless jaundice and confusion. His physical exam was significant for ill
appearance, scleral icterus, abdominal distention with positive fluid wave,
anasarca and he did not follow commands. His laboratories were notable for
hemoglobin of 3.7 g/dL, platelet count of 100 K/mcL, creatinine of 1.9 mg/dL,
total bilirubin of 36.3 mg/dL, lactate of 9.9 mmol/L, ammonia of 82 mcmol/L
and INR of 4.3. Computed tomography of the abdomen and pelvis with
contrast showed a cirrhotic appearing liver, portal venous hypertension, mod-
erate ascites and mesenteric varices. He was transfused 2 units of packed red
blood cells (pRBC) and was initiated on treatment for decompensated cirrho-
sis. An esophagogastroduodenoscopy (EGD) found grade D esophagitis with-
out evidence of varices or ulcerations. Despite lactulose and rifaximin, his
encephalopathy worsened and he was intubated for airway protection. While
intubated, his stool became increasingly saturated with blood. His hemoglobin
continued to downtrend and he received a total of 9 units of pRBCs over the
course of 4 days. A repeat EGD again found no varices. Colonoscopy was then
performed which revealed 5 tortuous bleeding rectal varices that were band
ligated. Transfusion requirements dramatically decreased with the patient only
needing 1 unit of pRBC post- procedure.
IMPACT/DISCUSSION: Prevalence of rectal varices in patients with cirrho-
sis is between 38% and 56%, but clinically significant bleeding occurs in only
0.5%-5% of patients. Diagnosis is typically based on colonoscopy or sigmoid-
oscopy. However, recent studies show endoscopic ultrasonography to be
superior to endoscopy in diagnosis. Unlike bleeding gastroesophageal varices,
no randomized control trials have shown proven benefit for use of vasoactive
drugs such as octreotide in bleeding rectal varices. Management of rectal
varices can include methods involving endoscopy, interventional radiology
or surgery. One retrospective study showed that endoscopic injection
sclerotherapy has greater efficacy compared to endoscopic band ligation with
less rebleeding rate. However, another study showed endoscopic band ligation
to be superior. Additional procedures such as transjugular intrahepatic
portosystemic shunt with or without embolization and balloon-occluded

retrograde transvenous obliteration have also demonstrated resolution of acute
bleeding. Failure of these methods leads to surgical treatment such as suture
ligation and porto-caval shunt.
CONCLUSION:Wepresent a rare case of rectal variceal hemorrhage causing
clinically significant bleeding. Due to rarity, there are no established guidelines
for treatment as opposed to that of esophageal varices.We achieved hemostasis
with endoscopic variceal ligation.

RECURRENCE OF MULTIPLE MYELOMA AS A PULMONARY
NODULE
Can Jones, Claudia Tejera Quesada, Catherine A. Ostos
Internal Medicine, University of Miami School of Medicine, Miami, FL.
(Control ID #3715672)

CASE: A 71-year-old Caucasian male with past medical histories of multiple
myeloma status post-chemotherapy, atrial fibrillation, and hypertension
presented at the Emergency Department (ED) for fever and altered mental
status for one day. The patient took apixaban and metoprolol succinate for
atrial fibrillation.
At the ED, the patient was found to be febrile at 102.2 Fahrenheit. Physical
examination revealed a cachectic male with clear breathing sounds bilateral.
His white blood count was 8800/ul with a baseline of 3000/ul secondary to
chemotherapy. Chest x-ray (CXR) revealed a new focal pulmonary parenchy-
mal opacity at the left upper lobe. The patient was admitted for presumed sepsis
secondary to pneumonia in the setting of the immunocompromised state.
Intravenous fluid was given. Blood culture and sputum culture were collected,
followed by the initiation of empiric antibiotics. CT of the chest showed a
dense left upper lobe pulmonary consolidation.
During the hospitalization, blood culture and sputum culture revealed negative
results. Bronchoscopy was performed with negative results for active infection
or malignancy. His symptoms improved with treatment; however, a repeated
CXR showed no obvious change of the pulmonary infiltrate. CT-guided left
upper lung biopsy proved the lesion to be plasma cell neoplasm. He was
discharged to follow up with hematology/oncology and plan for palliative
radiotherapy for the pulmonary neoplasm.
IMPACT/DISCUSSION: Multiple myeloma (MM) is characterized by the
proliferation of malignant plasma cells in the bone marrow. Common
presentations of MM include bone pain and pathological fracture, renal injury,
anemia, and hypercalcemia. Extramedullary multiple myeloma (EMM) is an
uncommon presentation. Plasma cells become independent of bone marrow,
circulate in the bloodstream, and infiltrate target organs. Whole-bodyMRI and
PET/CT are the preferred options to diagnosis EMM. A biopsy is often
required for the final diagnosis.
The incidence of EMM is approximately 3%-5% in newly diagnosedMM, and
close to 20% in relapsedMM. Physicians should consider pulmonary EMM as
a differential diagnosis for pulmonary infiltration refractory to conventional
treatment. EMM can affect any tissue area and is a well-known predictor for
poor prognosis with shorter progression-free survival and overall survival.
Being resistant to most of the treatments, EMM remains a treatment challenge.
Further studies to investigate the management of EMM are necessary to
improve the outcome and prognosis of EMM patients.
CONCLUSION: 1. Extramedullary multiple myeloma (EMM )occurs in a
small percentage of patients, indicating a poor prognosis.
2. Physicians should consider pulmonary EMM as a differential diagnosis
when pulmonary infiltrate does not resolve with conventional treatments
3. Further studies are necessary to investigate the management of EMM, in
order to prolong overall survival and improve quality of life.

REFRACTORY GASTRIC STENOSIS FOLLOWING SLEEVE
GASTRECTOMY
Muaaz Masood1; Haoran Peng2; Kenneth J. Vega2
1Internal Medicine, Augusta University Medical College of Georgia, Augusta,
GA
2Gastroenterology, Augusta University Medical College of Georgia, Augusta,
GA. (Control ID #3706910)
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CASE: A 29-year-old female with recent sleeve gastrectomy (SG) for morbid
obesity 10 weeks before admission and inconsistent oral intake since the SG
resulting in endoscopic through-the-scope (TTS) balloon dilation of a proximal
gastric sleeve stricture 10 days prior to admission who presented with abdom-
inal pain, nausea and vomiting. On admission, vital signs were within normal
limits. Examination revealed dry mucous membranes and epigastric tenderness
to palpation. Laboratory data was notable for hemoglobin 10.2 g/dL and
potassium 3.2 mEq/L. Esophagogastroduodenoscopy (EGD) on hospital day
1 revealed 1.2 cm stenosis and angulation of the mid-gastric body treated with
TTS dilation of stenosis to 20 mm. Unfortunately, minimal symptomatic
improvement occurred post dilation, requiring endoscopic placement of a fully
covered self-expanding metal stent across the stenosis on hospital day 4. The
patient initially tolerated a clear liquid diet, but vomiting returned. On hospital
day 12, surgical conversion to Roux-en-Y gastric bypass (RYGB) was
performed after endoscopic stent removal. The patient tolerated advancement
of diet and was discharged on hospital day 14. She was readmitted 2 weeks
later with cranial nerve palsies and urinary retention. She diagnosed with
Wernicke encephalopathy due to low serum thiamine, treated with high dose
IV thiamine and discharged after resolution of all symptoms.
IMPACT/DISCUSSION: SG is the most common bariatric surgery for
weight loss since 2012. Gastric stenosis (GS) is a known complication,
occurring in up to 4% of cases. The stenosis occurs from edema, torsion,
kinking or scarring which results in a short segment of smooth narrowing and
upstream dilation. Patients may present with persistent nausea, vomiting,
dysphagia or reflux. Barium study and EGD are useful diagnostic tests.
Balloon dilation is first-line treatment of GS and has 96% efficacy. Impedance
planimetry may assist with quantifying the distensibility of stenosis and
predicting response to balloon dilation. Self-expanding metal stents can be
placed if balloon dilation fails, but is associated with a high stent migration rate
(28%). Refractory cases often require conversion to RYGB which has a high
success rate. Wernicke encephalopathy (WE) can occur due to nutritional
deficiency either from prolonged vomiting or bariatric surgery. It is therefore
important to ensure that patients receive nutrition consultation post SG.
CONCLUSION: GS is an important complication following SG with a
profound impact on patients’ quality of life and nutrition. Clinicians must
recognize GS as a potential cause of persistent abdominal pain, nausea or
vomiting in patients post SG and be aware of the possibility for WE. Patients
should be promptly referred to gastroenterology, bariatric surgery and nutrition
to limit impact of GS complications.

REFRACTORY HYPERCALCEMIA IN DIFFUSE LARGE B-CELL
LYMPHOMA
Rahul Shah
Department of Medicine, Vanderbilt University Medical Center, Nashville,
TN. (Control ID #3715224)

CASE:Ms. J is a 57-year-old womanwith HTN and T2DMwhowas admitted
to the general medicine service for altered mental status, hallucinations, pro-
found weakness, and a thirty-five-pound weight loss over the last few months.
On arrival, she was afebrile and hemodynamically stable, with a blood pressure
of 111/69, but with bradycardia with a junctional rhythm. She had significant
supraclavicular and cervical lymphadenopathy and diffuse abdominal tender-
ness. CBC was unremarkable. CMP demonstrated an elevated calcium at 18.5
and creatinine of 2.19. Recently, she had been admitted twice to another
hospital recently for elevated calcium and given “lots of fluids.” Last admis-
sion, one of her enlarged lymph nodes were biopsied, with results pending. A
records request of tissue slides showed diffuse large B cell lymphoma. Hyper-
calcemia work-up demonstrated suppressive parathyroid hormone (12), low
total vitamin D (15), elevated activated vitamin D (230), and elevated para-
thyroid hormone related peptide (11). Thus, the diagnosis of hypercalcemia of
malignancy was confirmed, driven by 1-alpha-hydroxylase activity and PTHrP
expression from the lymphoma. The patient was initiated on aggressive iso-
tonic fluid resuscitation, subcutaneous calcitonin, and zoledronic acid. A few
days later, the patient’s calcium had normalized to 10.2. With reduction in the
rate of fluid administration, however, the patient’s calcium began uptrending,
particularly as the patient was not tolerating PO due to her persistent lethargy,

anorexia, and hallucinations. Despite resuming aggressive fluids, the patient’s
calcium rose to 11.9, and another dose of zoledronic acid was administered.
Calcium continued to uptrend to 13.0, complicated by persistent encephalop-
athy, prompting the infusion of denosumab, with mild effect over the next
week. Steroid therapy was also initiated to temper the activation of vitamin D
by the malignancy. Ultimately, the decision was made to initiate inpatient
chemotherapy for the treatment of the underlying DLBCL.
IMPACT/DISCUSSION: Hypercalcemia is common in malignancy and is
associated with a variety of solid and hematologic cancers. The most common
mechanism of hypercalcemia of malignancy is expression of PTHrP, which
binds to the PTH receptor, increasing bone resorption and renal absorption of
calcium. Less commonly, the malignant cells of lymphoma can activate 25-
hydroxyvitamin D (calciferol) into 1,25-dihydroxyvitamin D (calcitriol), in-
creasing intestinal absorption of calcium. Osteolytic metastasis can also con-
tribute to hypercalcemia.
CONCLUSION: Treating severe hypercalcemia revolves around aggressive
fluid administration, calcitonin, and bisphosphonates. If refractory, denosumab
infusion or repeat administration of the bisphosphonate can be considered.
Glucocorticoids can also be used to reduce the overproduction of calcitriol by
neoplastic cells. Ultimately, definitive management involves targeting the
underlying malignancy.

RENAL INFARCTION IN SICKLE BETA THALASSEMIA: A RARE
UNDERDIAGNOSED DISORDER
Aisha Sultana Shaik1; Rakin Rashid2
1Internal Medicine, Mercy Fitzgerald Hospital, Darby, PA
2Internal Medicine, Trinity Health, Lansdowne, PA. (Control ID #3715682)

CASE: 24-year-old female with past medical history of sickle cell beta
thalassemia, and history of mesenteric thrombosis (completed 9-months of
apixaban) presented to the ED with complaints of nausea, vomiting, diarrhea,
and right sided lower back pain for 3 days. On admission, her vitals signs were
significant for heart rate-106, BP-177/96, Physical exam findings significant
for abdominal tenderness on the right lower quadrant. Her labs showedWBC-
8.7, hemoglobin-10.4, platelet-319, reticulocyte count-2.2%.VBG showed a
lactate of 4.8, UA showed occult blood. Her LDH was 129.
Her CT Angio abdomen and pelvis showed a wedge-shaped area of hypo-
enhancement involving the mid-pole and inferior pole of the right kidney
consistent with renal infarct. Given her past medical history, renal infarct
was presumed to have occurred due to sickle cell crisis. Patient was started
on IV unfractionated heparin and was later transitioned to apixaban. During her
admission, she was treated with IV fluids, hydroxyurea and an adequate pain
regimen. She improved symptomatically and was later discharged home to
continue her apixaban for 3 months and to follow-up with her hematologist as
an outpatient.
IMPACT/DISCUSSION: Renal infarcts are mostly underdiagnosed as it can
mimic various pathologies such as ureteric calculi, appendicitis, or pyelone-
phritis. Patients with a renal infarct present with complaints of continuous
abdominal pain or flank pain, nausea or vomiting. Renal infarcts can be seen in
about 25 to 40% of individuals with sickle cell nephropathy. Given that the
incidence of sickle beta thalassemia is 1/10 of sickle cell anemia, renal
infarctions are rarely seen in these patients.
Renal infarcts are typically caused by thromboemboli from cardioembolic
disease or in-situ thrombosis from localized renal artery injury or hypercoag-
ulability. Complete renal infarcts are rare and can be seen after trauma. Partial
infarcts are more common and usually occur from thromboembolism. Flank
pain, hematuria and elevated serum LDH 2-3 times the upper limit of normal
are seen in reported cases of renal infarction. CT angiography of the abdomen
is the diagnostic test of choice.
Concise management of renal infarctions are uncertain currently due to limited
data availability. Attempts at revascularizationwith percutaneous endovascular
therapy (PET) in the setting of renal infarcts caused by renal artery occlusions
need to be done preferably within 24 hours of diagnosis. If PET is unavailable,
a consideration for systemic thrombolysis is indicated. Patients with renal
infarcts should be managed with long-term anticoagulation.
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CONCLUSION: Renal infarcts are rare and underdiagnosed in patients with
cardioembolic disease or with hypercoagulability syndromes that present with
a nonspecific clinical presentation that ultimately warrants for anticoagulation.

RESTRAINING FROM RESTRAINTS - HUMANISM & HOPSITAL
DELIRIUM
Melina Manolas, Alexandra King. Internal Medicine, NewYork-Presbyterian
Hospital/Weill Cornell Medical Center, New York, NY. (Control ID #3715374)

CASE: An 89-year-old Toishanese-speaking man is hospitalized for acute
decompensated heart failure. Prior to hospitalization, he lives alone and is fully
independent in IADL and ADLs. During admission, he becomes increasingly
delirious. While initially redirectable by family during the day, overnight he
traumatically self-removes his Foley catheter and becomes aggressive towards
staff, at one point striking a nurse in the face necessitating ER evaluation. He is
given IMHaldol and put in two-point restraints. The next day, the Patient Care
Director asks that the restraints stay on and declines the primary team’s request
for family to stay overnight. He is eventually transferred to the geriatrics unit
where the request is approved. He does well on nightly Seroquel with family at
bedside, without further need for restraints. On subsequent interview, the
patient describes perceptual disturbance, fear, threat, anxiety, and loneliness
surrounding episodes of delirium, and longstanding feelings of shame and
embarrassment afterwards.
IMPACT/DISCUSSION: Delirium is an acute confusional state with signif-
icant short and long-term morbidity, including accelerated cognitive decline.
Prevention of delirium necessitates early identification of risk factors, which in
this case includes need for Toishanese interpretation, acute on chronic illness,
use of restraints, and indwelling catheter. Non-pharmacologic management,
including medication reconciliation, sleep and nutrition optimization, early PT/
OT, assistive hearing/visual devices, family presence, and constipation and
urinary retention prevention is key. The need for lines, telemetry wires, and
catheters should be reviewed daily. Studies have found that antipsychotics do
not decrease delirium duration or severity, length of stay, or mortality in
hospitalized patients. They should be used only when necessary for patient
safety and tapered off as soon as possible. Physical restraints only worsen
delirium and should be avoided outside of the ICU setting whenever possible.
We often treat patients with delirium without comprehending how it affects
them as people. How can we give voice to the delirious patient? Despite the
significant morbidity, stress, and trauma associated with delirium, physicians
rarely engage in discussions with patients about it, as we might with other
disease entities. In this case, the patient's narrative was valuable in placing him
outside the bias of his acute confusional state, understanding the fears and
anxieties he experienced, and prioritizing patient safety and advocacy by the
healthcare team.
CONCLUSION: 1. Multimodal delirium prevention is key. Antipsychotics
and restraints are largely harmful, ineffective treatments for delirium and
should be reserved for cases where patient or staff safety are at risk.
2. Interviewing patients following episodes of delirium can help providers
uphold humanistic, patient-centered care.

RETROPERITONEAL ABSCESS: AN UNUSUAL INITIAL PRESEN-
TATION OF COLONIC MALIGNANCY
Joslin Stanton1; Sangeetha Isaac2; Sahil Bharwani3; Kyei Nimako2
1Medicine, Alabama College of Osteopathic Medicine, Dothan, AL
2Internal Medicine, North Alabama Medical Center, Florence, AL
3Student, Alabama College of OsteopathicMedicine, Dothan, AL. (Control ID
#3716269)

CASE:A46-year-old womanwith no past medical history presented to the ED
with complaints of progressive worsening left lower abdominal pain over 2
weeks. She also reported a decrease in appetite and 40-pound weight loss over
6 months. She denied any vomiting or altered bowel pattern. Her surgical
history was unremarkable. She denied recreational drug use, smoking, and
alcohol use. Her family history was negative for colon cancer and she never
had a colonoscopy.

On initial presentation, the patient was hypertensive to 159/85 and tachycardic
to 124/min. Her abdomen was firm, and tender to palpation in the left lower
quadrant. Cardiopulmonary examination was unremarkable.
Investigations revealed leukocytosis with a WBC count of 19.8/mm3 with a
neutrophil predominance of 86%. Hemoglobin was 7.1mg/dL, hematocrit was
26.2, and mean corpuscular volume was 73.4 demonstrating microcytic ane-
mia. Thrombocytosis was evident with a platelet count of 1058 H. Lactate was
normal.
Contrast-enhanced CT of the abdomen and pelvis revealed a mass-like wall
thickening involving a long segment of the sigmoid colon with large complex
fluid collection within the left iliopsoas musculature and left rectus sheath.
Several enlarged retroperitoneal lymph nodes were noted. Diagnosis of sepsis
due to retroperitoneal abscess secondary to possible colonic neoplasm was
made. Carcinoembryonic antigen (CEA) was elevated. She underwent diag-
nostic laparoscopy with laparoscopic transverse loop colostomy. Surgical
specimen confirmed diagnosis of poorly differentiated adenocarcinoma of
the sigmoid, BFAF negative, and KRAS G12A mutation-positive.
Culture from aspirates from the abscess grew E coli and proteus, initial broad-
spectrum antibiotics were de-escalated as guided by the sensitivity report. She
was referred to Oncology services for commencement of outpatient
chemotherapy.
IMPACT/DISCUSSION: The classic presentation of colon cancer typically
involves abdominal pain, changes in bowel habits, blood in stool, and unex-
plained weight loss. Retroperitoneal abscess as an initial presentation of colon
cancer is not widely reported. This case report highlights a middle-aged female
with colon cancer and discusses retroperitoneal abscess as a rare initial presen-
tation of the pathology.
CONCLUSION: Retroperitoneal abscess is not a typical sign of colon cancer
and is relatively rare. The presence of obstruction or perforation is associated
with poor prognosis, independent of the stage of cancer, and is factored in
while considering adjuvant therapeutic options.
CEA levels have prognostic utility in patients newly diagnosed with colorectal
cancer. A preoperative level of more than 5ng/mL has a worse prognosis. CEA
levels that do not normalize after surgical resection could be related to persis-
tent disease warrant further evaluation.

REVERSE TAKOTSUBO AS A RARE VARIANT OF STRESS-
INDUCED CARDIOMYOPATHY
Hina Patel1; Pedro Covas2; Jannet Lewis2
1InternalMedicine, The GeorgeWashingtonUniversity Hospital, Washington,
DC
2Cardiology, The George Washington University Hospital, Washington, DC.
(Control ID #3710250)

CASE:A 32-year-old woman with a history of multiple sclerosis (MS) treated
with monthly infusions of natalizumab presented with acute on chronic ab-
dominal pain, nausea, and vomiting. Twelve hours after presentation, she
developed substernal chest pain and dyspnea, prompting further work-up.
Laboratory studies showed elevated WBC (26.58 K/uL), troponin (2.55 ng/
mL), pro-BNP (8380 pg/mL), and lactate (4.2 mmol/L). CT angiography of the
chest/abdomen/pelvis revealed moderate pericholecystic fluid, no ductal dila-
tion, and diffuse bilateral airspace opacities. Transthoracic echo (TTE) illus-
trated ballooning of the basal left ventricular (LV) segments consistent with
reverse takotsubo cardiomyopathy (rTTC) and LV ejection fraction (EF) of 25-
30%. Empiric broad spectrum antibiotics were initiated for pneumonia and
acalculous cholecystitis. rTTC was treated with goal-directed medical therapy
(GDMT). On hospital day (HD) 2, acute hemodynamic instability prompted
transfer to the ICU for mechanical ventilation and subsequent percutaneous
cholecystostomy. Our patient's condition gradually improved, and she was
extubated on HD4. Repeat TTE on HD 8 showed LVEF of 45-50%. Patient
was discharged to home on HD 9 in good condition.
IMPACT/DISCUSSION: The Mayo Clinic diagnostic criteria for takosubo
cardiomyopathy (TTC) includes 1) an acute event with transient abnormal wall
motion (hypokinesis, akinesis, or dyskinesis) of LV segments extending be-
yond a coronary vascular distribution, 2) no detectable obstructive coronary
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artery disease, 3) acute electrocardiogram changes with elevated troponin
levels, and 4) the absence of myocarditis or pheochromocytoma.
Although the pathophysiology TTC remains unclear, it is proposed that phys-
ical or emotional stress, resulting in catecholamine excess or microvascular
dysfunction, may trigger TTC. However, the absence of a trigger should not
exclude diagnosis, and familiarity with risk factors and clinical presentation
can aid in prompt diagnosis.
Neuroendocrine dysfunction may also play a role in pathogenesis as neuro-
logical disorders includingMS (diagnosed in our patient) have been associated
with rTTC. Other associated conditions include serotonin syndrome, intracra-
nial hemorrhage, general anesthesia, and eating disorders. Although the typical
form of TTC affects estrogen-deficient/post- menopausal women (approxi-
mately 90% of cases), rTTC is more likely to occur in younger women. rTTC
also more likely to present with cardiogenic shock. Our patient presented with
clear evidence of septic shock, as well as heart failure. Appropriate antibiotic
therapy, supportive care, and GDMT for heart failure resulted in improvement
of her cardiac function.
CONCLUSION: rTTC is a rare variant of takotsubo cardiomyopathy
resulting in ballooning of the basal left ventricular segments, and severe left
ventricular dysfunction rTTC is associated with neurological conditions, in-
cluding multiple sclerosis and tends to affect younger women

REVISITING THE LONG FORGOTTEN: DECADES OF NEGLECT
IN PERNICIOUS ANEMIA
Akshita Khosla1; Sachi Singhal1; Devashish Desai1; Rashmika Potdar2
1Internal Medicine, Crozer-Chester Medical Center, Upland, PA
2Haematology and Oncology, Crozer-Chester Medical Center, Upland, PA.
(Control ID #3713971)

CASE: An 80-year-old African American (AA) female with a past medical
history of hypertension and hypothyroidism was brought to the Emergency
Department by her son with a history of lower extremity edema associatedwith
shortness of breath on exertion and fatigue worsening over the last two weeks.
On examination, the patient was apathetic with a flat affect, diffusely bright
yellow in appearance, had 3+ edema over legs. On neurological exam, she was
AAOx0, slow to respond to questions with a significant cognitive delay and
sluggish knee reflexes. Her Hb was 3.6 g/dL and platelet count 96,000/uL.
Further workup of her anemia revealed an MCV of 107 fL, folic acid was
normal, and B12 was less than 50 pg/mL with a retic count of 2.9%. A
comprehensive metabolic panel with hemolytic workup revealed an elevated
LDH of 1517 U/L and a low haptoglobin of 30 mg/dL. Her peripheral smear
showed macrocytes, tear drop cells, and hypersegmented neutrophils. The
patient's HBA1C was 6.0.These concerning findings prompted a thorough
chart review for a prior history of B12 deficiency. A remote history of
Pernicious anemia (PA) was discovered from 25 years ago, when she tested
positive for intrinsic factor antibodies. However, the patient was lost to follow
up.
She was placed on a specialized intramuscular B12 regimen, and started on
daily B12 injections for one week. After receiving blood transfusions and her
first IM B12 injection, a dramatic recovery was noted in the patient’s menta-
tion. She was now AAOx3, was able to follow complex commands, her motor
and sensory examwere now unremarkable. In addition, the discoloration of her
skin resolved.
A diagnosis of long-standing PA was made, with a high possibility of an
associated type III autoimmune polyglandular syndrome (APS) given her PA,
hypothyroidism and prediabetes. Prior to discharge, her hemoglobin level was
stable at 7.6. She was also scheduled for an endoscopy given her increased risk
for atrophic gastritis, premalignant or malignant lesions of the stomach.
IMPACT/DISCUSSION: PA in the elderly population, especially AA’s, is
greatly undiagnosed and untreated. (Prevalence of 2.7% in women and 1.4% in
men; 4.3% in AA women and 4.0% in white women).However, there is a
dearth of information about cases of neglected, severe PA.We present a case of
an AA female with dramatic neuropsychiatric symptoms, found to be in long
standing PA that improved once treatment was started. Also, a diagnosis of PA
should prompt work up of APS. The patient's hypothyroidism and prediabetes
are suspected to be linked to her proclivity for autoimmune disorders in this
case.

CONCLUSION: A thorough physical exam is imperative to clinch diagnosis
and a high suspicion of these rarely seen illnesses should prompt further
workup. Internists should review peripheral blood smears in concurrence to
lab values in evaluation of an anemia. When a patient presents with PA, it is
imperative to rule out coexisting glandular dysfunction.

RICKETSSIAETYPHI INFECTIONWITHSUPERIMPOSEDMETH-
ICILLIN SENSITIVE STAPHYLOCOCCUSAUREUSBACTEREMIA
Harsh Sharma1; Mohammed Afraz Pasha1; Manjyot Bajwa1; Jean Vincent2
1Internal Medicine, North Alabama Medical Center, Florence, AL
2Infectious Diseases, North Alabama Medical Center, Florence, AL. (Control
ID #3715791)

CASE: A 76-year-old Caucasian female from Southern Tennessee presented
to the ER in Northwestern Alabama with altered mental status, worsening
confusion for 7-10 days and a rash. About one month ago she presented with a
similar rash on the anterior chest and abdominal wall, whichwasmanagedwith
oral antibiotics and was sent home.
On presentation to the ER during this visit, temperature was 98.1F, BPwas 95/
76 mmHg, heart rate was 90 beats per minute, respiratory rate was 20/min and
oxygen saturation was 93 % on 2L nasal cannula. On physical examination,
patient was disoriented to time, place and person, and had an erythematous rash
with some crusting on the anterior chest and infra- mammary area. Laboratory
investigations revealed WBC 7.2 X10 9/L hemoglobin 11.9 g/dL, platelet 61
X10 9/L, BUN 30mg/dL, creatinine 1.6mg/dL, AST 454U/L, ALT 145U/L
lactate 5.4 mmol/L, pro-Calcitonin 0.042 ng/mL. CT head ruled out any intra-
cranial abnormality. Chest x–ray showed small bilateral pleural effusions.
Patient was treated with 2 liters of normal saline bolus. Blood cultures were
obtained and patient was initiated on meropenem and vancomycin for broader
spectrum antibiotic coverage. Patient was allergic to penicillin. Persistent
hypotension with fluids, prompted initiation of vasopressor support. Transtho-
racic echocardiogram, revealed ejection fraction of 50%.
With persisting shock and increased oxygen requirement care was escalated to
intensive care. Her blood cultures grew Oxacillin sensitive staphylococci
aureus. With clinical worsening and a demonstrable rash, infectious disease
was consulted. Due to persistent thrombocytopenia and rash during the last
visit, Tick serology for Anaplasma, Ehrlichia, Rickettsia, Rickettsia type Ig G
Antibody titers were obtained. Thereafter, intravenous doxycycline was added
which resulted in significant improvement. Vasopressor support was stopped.
Rickettsia typhi Ig G Antibody was positive with a low titer of 1:64. With
drastic improvement she was discharged on doxycycline 100 mg twice a day
orally for 14 days with recommendation to repeat rickettsial titer in 4 weeks to
monitor the trend.
IMPACT/DISCUSSION: Murine typhus is caused by Rickettsia typhi, trans-
mitted by infected fleas harbored by rats, cats, dogs as seen in our patient, she
lived alone with unkempt conditions with similar surrounding risk factors. The
classic clinical triad of fever, headache and rash occurs in 35 to 49% of patients.
Thrombocytopenia and maculopapular rash is a finding seen in many patients.
CONCLUSION:Most patients with R typhi infection do not recall a fleabite
or contact with rodents. Treatment should be started early with doxycycline on
the basis of clinical suspicion and local epidemiology before the serological
test results are available.
In septic shock patients who present with rash, thrombocytopenia and if there is
no improvement noticed on broad spectrum antibiotics, there should be high
suspicion of tick borne infections.

RIDE THE WAVY BILE DUCT: PORTAL BILIOPATHY
PRESENTING WITH ISOLATED HYPERBILIRUBINEMIA
Natalie E. Griffin1; Megan McCarty1; Matthew Gross2; Vu Dinh1; Effimia M.
Zacharia1; Shahid M. Malik1; Dhiraj Yadav1; Casey N. McQuade3; Jessica S.
Merlin1
1Internal medicine, University of Pittsburgh Medical Center, Pittsburgh, PA
2Internal medicine, UPMC, Pittsburgh, PA
3Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA.
(Control ID #3715561)
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CASE:A 62 year-old male with polycythemia vera and known chronic portal
vein thrombosis (PVT) presents with one week of painless jaundice and
pruritis. The patient's mother died one year previously of pancreatic cancer.
On exam, he was oriented and afebrile, but jaundiced with scleral icterus and
diffuse excoriations. Labs included total bilirubin of 7.5 (conjugated 4.7), AST
33, ALT 48, AP 76. He was holding his warfarin for supratherapeutic INR.
Workup included negative stool pathogens, viral hepatitis panels, HIV and
antimitochondrial antibodies. Abdominal ultrasound revealed chronic PVT
and cavernous transformation. CT showed mild intrahepatic biliary duct dila-
tion with narrowing of the extrahepatic common duct concerning for portal
biliopathy. ERCP revealed a benign biliary stricture which was stented. His
bilirubin declined and symptoms resolved, and he was instructed to follow up
for repeat stenting and consideration of TIPS procedure.
IMPACT/DISCUSSION: Portal biliopathy is a complication of chronic PVT,
most commonly developing in patients with cirrhosis or hypercoagulable
states. Collateral blood flow bypasses the occluded venous system, a process
called cavernous transformation. Portal biliopathy arises as collaterals com-
press the bile ducts, creating external strictures often having a wavy appearance
on MRCP. Asymptomatic portal biliopathy commonly is seen on imaging in
chronic PVT, but can rarely result in stricturing substantial enough to cause
symptoms of biliary obstruction, including pruritis, jaundice, biliary colic, and
cholangitis. Labs typically reveal a cholestatic pattern. First line treatment
involves endoscopic biliary stent placement, followed by portal systemic
shunt, or TIPS, if unsuccessful. The above case is an example of chronic
PVT resulting in symptomatic portal biliopathy, presenting with an isolated
hyperbilirubinemia, successfully treated with endoscopic biliary stent
placement.
CONCLUSION: Portal biliopathy is a common imaging finding but rare
cause of symptomatic biliary obstruction in patients with chronic portal vein
thrombosis. Successful treatment of portal biliopathy starts with endoscopic
stent placement, but can progress to portal-systemic shunt if stent fails.

RITUXIMAB-ASSOCIATED B-CELL DEPLETION RESULTING IN
RECURRENT COVID-19 PNEUMONIA
Tiffany Dharia
Internal Medicine, University of Pennsylvania, Philadelphia, PA. (Control ID
#3702645)

CASE: A 64 year old female with a history of rheumatoid arthritis (RA) and
hypertension presented to the hospital with shortness of breath. Her RA had
been well controlled with prednisone 5mg daily and rituximab infusions every
6 months, last given three months prior. SARS-CoV-2 PCR was positive and
she was treated with dexamethasone.
Two months later, she presented to the emergency department with recurrent
shortness of breath. At this time, her cycle threshold was 29.82 and CT chest
demonstrated bilateral air bronchograms. No improvement was noted with
antibiotics, BAL showed 500 WBCs, 70% lymphocytes and biopsy of the left
lung showed chronic interstitial inflammation, consistent with patchy organiz-
ing pneumonia. She improved with a course of prednisone 30mg for five
weeks. Four months later, she was admitted for worsening shortness of breath.
At this time, she was noted to be SARS-CoV-2 PCR negative and bronchos-
copy showed no growth on cultures.
One month later (7 months from initial hospitalization) she was readmitted
with hypoxia. Cycle time was 19 indicating high viral load, SARS-CoV-2 PCR
positive, nucleocapsid antibody positive and spike IgG antibody negative thus
suggesting reinfection with lack of immune response to vaccination. She was
treated with remdesivir with minimal improvement. Due to concern for rein-
fection, she was treated with baricitinib and casirivimab-imdevimab monoclo-
nal antibody treatment with improvement. CD19 count was <10 with <0.5%,
consistent with B cell depletion.
IMPACT/DISCUSSION: Rituximab, an anti-CD20 monoclonal antibody
that results in B-cell depletion, is commonly used to treat rheumatoid arthritis.
While it is essential for disease control, it also risks compromising antiviral
immunity, re-infection to SARS-CoV-2, and impaired vaccine efficacy (1).
Our case describes a patient with rheumatoid arthritis treated with rituximab
infusion, and her subsequent prolonged COVID-19 re-infection with multiple
hospitalizations.

B-Cell depletion from rituximab infusion leading to a prolonged COVID-19
course is a rare and relatively new phenomenon that is being reported over the
course of the pandemic. Given her intermittent negative testing, high viral load,
and lack of response to prior vaccination, it is likely that her presentation
represented true re-infection in the setting of insufficient antibody production
due to rituximab, further supported by improvement with monoclonal antibody
treatment. As demonstrated by this patient, monoclonal antibodies were par-
ticularly effective in clinical improvement given her own lack of antibody
response.
CONCLUSION:While rituximabmay be safe for many patients, it may result
in significant, prolonged B-cell depletion. This depletion may increase the risk
of reinfection, affect vaccine response and antibody formation. Administration
of monoclonal antibody treatment should be considered in immunosuppressed
and B-cell depleted patients with COVID-19 infection.

ROAD BLOCKEDWITHOUT REASON: AN IDIOPATHIC CASEOF
ACUTE PORTAL VEIN THROMBOSIS
Raul Lopez Fanas1; Jae Whan Keum1; Carlos J. Figueredo2
1Internal Medicine, Montefiore Wakefield Campus, Bronx, NY
2Internal Medicine, Montefiore Medical Center, Bronx, NY. (Control ID
#3712588)

CASE: A 54-year-old woman with prior gastric bypass presented with ab-
dominal pain, fever, watery diarrhea, and vomiting for three days. Physical
exam revealed hyperactive bowel sounds, diffuse abdominal tenderness with-
out rebound, guarding, or rigidity. Labs were unremarkable. On day two, she
had a significant elevation in liver function tests. Computerized tomography
angiography (CTA) of the abdomen and pelvis with intravenous contrast
revealed splenic infarction. Magnetic resonance cholangiopancreatography
(MRCP) and magnetic resonance angiography (MRA) of the abdomen
revealed a wedge-shaped signal abnormality in the right hepatic lobe due to
thrombosis of the distal portal vein branch within hepatic segment V. Hema-
tologic workup for secondary causes and age-appropriate cancer screening
tests were negative. Multidisciplinary decision-making recommended medical
management with full anticoagulation. The patient received therapeutic
enoxaparin and followed up with hematology as outpatient.
IMPACT/DISCUSSION: Portal vein thrombosis (PVT) results from throm-
bosis in portal veins with subsequent obstruction of blood flow through the
portal vascular system, leading to liver damage. It is more common in cirrhotic
patients (0.6% to 16%). However, it is challenging to discern the etiology in
non-cirrhotic patients.
Myeloproliferative disorders are the leading causes of PVT, accounting for ~
30% of cases. Other prothrombotic causes (paroxysmal nocturnal hemoglo-
binuria, antiphospholipid syndrome, protein C and S deficiencies) are less
common.
Malignancy (23%), acute pancreatitis (21%), and less frequently intra-
abdominal surgery are secondary causes of PVT. However, 25-30% of cases
are idiopathic despite exhaustive study.
Acute PVT in non-cirrhotic patients presents with abdominal pain, nausea, and
fever, as opposed to portal hypertension and splenomegaly in chronic PVT.
Often, liver function tests and other labs are not diagnostic. Doppler ultrasound
is the first line due to its high sensitivity. However, CTA (91% sensitivity and
100% specificity) or MRA, 100% sensitivity and 98% specificity) are the gold
standard.
Full anticoagulation for three to six months has proven to prevent thrombus
extension, promote recanalization, and reduce the mortality rate. Low-
molecular-weight heparin (LMWH) is the anticoagulant of choice. Most cases
regress (47%), with a decrease in thrombus size or degree of occlusion, but if
the occlusion has progressed despite LMWH, treatment options must be
reconsidered.
CONCLUSION:Our patient did not have liver disease or risk factors or other
etiology despite an extensive workup. Clinical suspicion for idiopathic PVT
should warrant a low threshold for workup with appropriate diagnostic studies
in order to select appropriate therapeutics strategies.
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ROCKY MOUNTAIN SPOTTED FEVER: AN UNCOMMON PRE-
SENTATION OF THE RARE TICKBORNE ILLNESS
Alice Curchin1; Marina Mutter2
1Hospital Medicine, University of Colorado, Denver, CO
2Medicine, University of Colorado, Denver, CO. (Control ID #3715768)

CASE: 41-year-old male with no past medical history presented in early
summer with fevers, malaise, and RUQ tenderness for 9 days. On admission,
vital signs notable for blood pressure of 90/40 and temperature 38.8 degrees
Celsius. Labs notable for ALT 387 U/L, AST 349 U/L, alkaline phosphatase
222 U/L, total bilirubin 7.3 umol/L, sodium 130 mmol/L, WBC 9.5 K/uL, and
platelets 62 K/mcL. Exam notable for jaundice but was otherwise unremark-
able, including no rashes.
Initial concern for alcohol hepatitis and intra-abdominal infection, but patient
failed to improve on metronidazole and ceftriaxone and reported minimal
alcohol use. RUQ US, CT A/P with IV contrast, and an MRCP demonstrated
no acute intra-abdominal pathology. Over the next few days, his liver function
tests remained elevated in a mixed hepatocellular cholestatic pattern with
continued intermittent fevers. Studies for autoimmune, infectious, and toxic
sources, including negative hepatitis serologies, HIV, CMV, EBV, HSV,
ANA, acetaminophen level and blood cultures resulted normal.
At this point, the Infectious Diseases team was consulted, and additional
history was obtained – he noted a recent trip CA as well as a bug bite to his
calf; triggering an additional infectious workup, including tick borne illnesses.
While workup was pending, he underwent a trans-jugular liver biopsy per the
hepatology team’s recommendations, though results were non-specific. The
following day, the patient's rocky mountain spotted fever (RMSF) serologies
resulted positive with IgM 1:512 and IgG 1:128, confirming the diagnosis of
RMSF infection. He was started on 10-day course of Doxycycline and his
symptoms greatly improved, with resolution of his transaminitis.
IMPACT/DISCUSSION: RMSF had not been on the differential given his
low-risk travel history, as well as its rarity. Furthermore, the patient did not
initially report a tick bite (though up to 1/3 of patients do not report this history)
and did not have the petechial rash associatedwith RMSF (though this rash can
be absent in up to 12% of patients). RMSF is known to cause this patient's
constellation of symptoms, including his acute liver injury with mixed hepa-
tocellular and cholestatic pattern, hyponatremia, fevers and hemodynamic
instability. Had serologic testing been performed earlier, the patient could have
been spared an invasive liver biopsy.
The diagnosis of RMSF should be considered in patients with history of time
spent in wooded areas in high prevalence states, however it should remain on
the differential even in their absence. Having a low threshold for testing and
empiric therapy based on clinical judgement can reduce missing this rare, but
potentially fatal diagnosis, as well as avoid invasive diagnostic procedures.
CONCLUSION: Maintaining a broad differential and obtaining a detailed
history can help spare patient's invasive procedures. Consider the daignosis of
RMSF for patients with atypical symptoms, including transaminitis, fever, and
hyponatremia.

ROLE OF GENETIC TESTING IN SUSCEPTIBLE INDIVIDUALS
FOR EARLY DETECTION OF MALIGNANCY: A CASE REPORT
Shams Tasnim1; Lakshmi Priyanka Pappoppula1; AhmedM.Mohfouz2; Omar
Z. Syed3
1Internal Medicine, Wright Center for Graduate Medical Education, Scranton,
PA
2Internal medicine, Wright Center for Graduate Medical Education, Scranton,
PA
3Internal medicine, The Wright Center for Graduate medical education,
Dunmore, PA. (Control ID #3716154)

CASE: Patient is a 70 year old female, ex-smoker who follows up with an
oncologist for surveillance due to past medical history significant for ovarian
and breast cancer. She has a remote history of ovarian cancer treated with total
abdominal hysterectomy and bilateral salpingo oophorectomy followed by
adjuvant chemotherapy with cisplatin/Carboplatin and Cytoxan. She also has
a history of bilateral breast cancer diagnosed a decade apart at the age of 42 and

54 years and was treated with mastectomy and adjuvant chemotherapy. Family
history was significant for breast cancer in mother, sister and maternal grand-
mother and pancreatic cancer in paternal grandfather. Genetic testing showed
positive ATM mutation. She was undergoing surveillance imaging at regular
intervals due to increased risk of developing pancreatic cancer given positive
ATMmutation. The most recent imaging with abdominalMRI showed a small
cystic lesion without any abnormal enhancement, likely a side branch type
Intraductal Papillary Mucinous Neoplasm (IPMN) and juxtapleural enhance-
ment of the right lower chest. Patient was advised to follow up imaging with
MRCP.
IMPACT/DISCUSSION: Most of the cancers are multifactorial in etiology
involving varied interactions between genetic and environmental factors.
Cancers are inherited through somatic and germline mutations in tumor sup-
pressor genes or oncogenes. Genetic testing plays an important role in identi-
fying those who are at increased risk of cancer as regular surveillance in such
predisposed individuals and their families could significantly improve treat-
ment outcomes. Our patient described above who has an extensive history of
ovarian cancer and bilateral breast cancer underwent genetic testing which
revealed ATM mutation. Mutations in ATM genes result in defective DNA
repair thereby increasing susceptibility to cancer development particularly
breast and pancreatic cancer. Surveillance with annual mammograms and
abdominal imaging in individuals with ATM mutation can help in early
detection of cancer.
CONCLUSION: Genetic testing in individuals with a history of multiple
cancers in lifetime can help identify gene mutations involved. Using screening
and surveillance imaging in such individuals and families can result in early
detection of cancer thereby affecting treatment outcomes.

ROLE OF INFLIXIMAB IN MANAGEMENT OF IMMUNE CHECK-
POINT INHIBITOR-INDUCED PNEUMONITIS
Sangeetha Isaac1; Mohammed Afraz Pasha1; Ibimina Dagogo-Jack1; Sumit
Goyat1; Manjyot Bajwa1; Sahil Bharwani2; Jan Westerman1
1Internal Medicine, North Alabama Medical Center, Florence, AL
2Alabama College of Osteopathic Medicine, Dothan, AL. (Control ID
#3716148)

CASE: A 77 year old caucasian gentleman with metastatic malignant mela-
noma, negative for BRAF, V600E, or V600K mutation was on systemic
therapy with Nivolumab and Ipilimumab. Following completion of 4 cycles
of doublet therapy, he was switched to single-agent Nivolumab, and has been
on it for the past 2 years with good disease control.
He had developed generalized maculopapular rash due to dermatitis consistent
with Nivolumab toxicity. Nivolumab was discontinued at this time and he was
started on prednisone 60mg daily. Three months later, he presented with
gradually progressive dyspnea. He was tachypneic to 35/min and hypoxic to
70% on the initial presentation and chest revealed bilateral crackles. Computed
tomography of the chest showed findings consistent with interstitial lung
disease, unable to exclude active inflammatory process.
He was admitted to the ICU and BIPAP therapy was commenced. Steroid dose
increased to 1mg/kg methylprednisone given suspected immunotherapy asso-
ciated pneumonitis, grade III toxicity. Following discussion with the infectious
disease team and pulmonology team, hewas also coveredwith broad-spectrum
antibiotics and antifungals, given his immunocompromised state. Workup for
infectious diseases is negative so far, procalcitonin was normal and cultures
remain sterile.
Given the severity of patient’s respiratory distress, and steroid-resistant pneu-
monitis he was started on infliximab 5mg/kg per ASCO guidelines. At the time
of preparation of this abstract, the patient still remains on BIPAP support with
FiO2 of 100%.
IMPACT/DISCUSSION: Pneumonitis is an uncommon but potentially life-
threatening adverse effect of immune checkpoint inhibitor (ICPi). Occasional-
ly, the onset of pneumonitis can be delayed (more than 1 year since initiation of
immunotherapy), as seen in this patient. The incidence is about 5%, with most
common presentation being dyspnea and cough.
ICPi related pneumonitis is considered grade III if symptoms are severe or if
the patient needs hospitalization or, has involvement of all lung lobes or more
than 50% of the lung parenchyma, or if oxygen therapy is indicated.
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CONCLUSION: American society of clinical oncology (ASCO) guidelines
from 2021 recommend the following therapy for grade 3 toxicity, viz, empir-
ical antibiotics and methylprednisone 1-2 mg/kg/day. If symptoms do not
respond in 48 hours, options to be considered are infliximab 5mg/kg or
mycophenolate 1gm twice daily or intravenous immunoglobulins for 5 days.
ICPi should be permanently discontinued in patients with grade 3 or above
toxicity.
Additionally, pneumocystis prophylaxis should be considered for patients on
long-term steroid therapy.
ICPi are a promising treatment modality in the management of multiple
hematological and solid organ malignancies. Although rare, ICPi toxicity
should be considered as a differential in patients presenting with dyspnea,
who are on ICPi. Early identification of ICPi related toxicities and timely
intervention is imperative to prevent fatal outcomes.

SALMONELLA INDUCED E. COLI BACTEREMIA IN A 59-YEAR-
OLD FEMALE
Chinmay Trivedi, Quratulain Nasir, Abraham Lo
Internal Medicine, Palisades Medical Center, North Bergen, NJ. (Control ID
#3710159)

CASE:A 59-year-old female presented with multiple episodes of watery, non-
bloody diarrhea, and malaise for the past few days prior to admission. On
physical exam, the patient was tachycardic, tachypneic, and febrile. The GI
pathogen panel was found to be positive for Salmonella. In lieu of ongoing
sepsis, despite initiating antibiotics, blood cultures were drawn and demon-
strated E. coli in the blood. A Transthoracic Echocardiogram (TTE) and
Transesophageal Echocardiogram (TEE) were completed ruling out cardiac
vegetations. She denied any urinary complaints and urine analysis did not
demonstrate any signs of Urinary Tract Infection. After broadening the IV
antibiotics based on the culture and sensitivity report, repeat blood cultures
were found to be negative and the patient was stable for discharge on oral
antibiotics.
IMPACT/DISCUSSION: Almost always in bacteremia, a bacterial species
initially causes localized infection at a particular site, invades the mucosa/tissue
to gain access to the bloodstream, and induces widespread bacteremia.
Salmonella species have been historically associated with diarrheal illness after
infection via the fecal-oral route, sometimes leading to severe life-threatening
clinical illness, if gaining access into the bloodstream via sloughing of the
gastrointestinal mucosa. Here we describe a rare clinical case of Salmonella-
induced E. Coli bacteremia.
Data on Salmonella-induced E. coli bacteremia is lacking. Pathogenic salmo-
nellae invade the mucosa of the small and large intestine and produce toxins.
The release of proinflammatory cytokines leads to an acute inflammatory
response that causes diarrhea and possible destruction of the gut mucosa. This
can lead to bacterial dissemination from the intestines to cause systemic disease
and sepsis. In this case, it was postulated that the Salmonella-induced
sloughing of gut mucosa resulted in translocation of E. coli from the intestines
to the bloodstream, inducing sepsis. The CDC states that most patients with
Salmonella diarrheal illness require only supportive care, including fluid
replacement; however, antibiotic treatment with fluoroquinolones is appropri-
ate for patients who have severe diarrhea.
CONCLUSION: This case highlights the need for clinicians to consider
obtaining blood cultures if diarrheal illness does not resolve and systemic
manifestations arise, especially despite the initiation of antibiotics. Patients
who have severe/refractory diarrhea, even in the outpatient setting, should have
blood cultures drawn and followed up by the health provider to tailor antibiotic
therapy as per the culture and sensitivity report.

SALMONELLA-INDUCED REACTIVE ARTHRITIS
Marc G. Gutierrez1; Suzanne Bradley1,2
1Internal Medicine, University of Michigan Michigan Medicine, Ann Arbor,
MI
2Infectious Disease, University of Michigan Michigan Medicine, Ann Arbor,
MI. (Control ID #3711596)

CASE: A 39 year-old man presented with 5 days of migratory polyarthritis in
the setting of recent Salmonella infection. 3 weeks prior, he had attended a
local fair and subsequently had fever (101°F) and bloody diarrhea. A stool
culture was obtained and he was treated with 3 days of azithromycin and 1 day
of trimethoprim-sulfamethoxazole. Following resolution of his diarrhea, he
developed an inflammatory arthritis involving his left wrist that initially
improved with steroid injection followed by oral prednisone. However, he
then developed involvement of the right ankle, left knee and right wrist,
prompting medical evaluation and admission. On presentation, he had a fever
(102°F) with warmth, erythema and swelling of his left knee. Right ankle and
wrist were edematous and warm. Labs were notable for serum white blood
count (WBC) 18K (without crystals), erythrocyte sedimentation rate 65 mm/h,
C-reactive protein 27 mg/dL, procalcitonin 0.16 μg/mL and pyuria. Left knee
synovial fluid revealed WBC 92K. Blood and joint fluid cultures were nega-
tive. He was treated with ibuprofen and discharged home.
IMPACT/DISCUSSION: This patient had Salmonella gastroenteritis,
followed by reactive arthritis (ReA). In healthy adults, Salmonella gastroen-
teritis typically resolves without treatment. Arthritis follows Salmonella non-
typhi infection in 4-6% of patients. Knee and wrist involvement are most
common. Only a minority of patients with ReA due to Salmonella are HLA-
B27 positive, unlike ReA due to other pathogens. Salmonella invades host
cells and survives intracellularly. Indeed, Salmonella antigens, such as lipo-
polysaccharide, have been found in synovium and synovial fluid leukocytes
long after an acute infection.
Other causes of the patient's leukocytosis were considered such as partially
treated infection, with negative blood and joint cultures, or demargination of
neutrophils in setting of steroid use. Infectious endocarditis (IE) was consid-
ered, but Gram negative bacteremia is an uncommon cause of IE, and only 87
cases of Salmonella IE were reported in a review from 1976 to 2014. The
patient’s time course and spontaneous improvement without further antibiotics
support ReA as the cause of this patient’s symptoms. The patient’s sterile
pyuria was also likely related to a reactive mechanism.
Several studies have failed to demonstrate any benefit of antibiotic therapy
initiated after onset of arthritis. NSAIDs are the initial therapy. Other anti-
inflammatory medications, such as sulfasalazine, azathioprine and methotrex-
ate, may be necessary in cases with prolonged symptoms and in consultation
with a rheumatologist.
CONCLUSION: Prior to the diagnosis of ReA, septic arthritis must be
excluded.
In healthy patients, Salmonella non-typhi gastroenteritis does not require
treatment with antibiotics.
Gram negative bacilli are an unlikely cause of IE; to exclude the diagnosis
obtain 3 or more sets of blood cultures prior to beginning antibiotics.
For prolonged ReA symptoms, consider consulting a rheumatologist.

SALMONELLA PNEUMONIA- A RAREMANIFESTATION OF A GI
PATHOGEN
Rage Geringer1; Bryce Schutte2; Brian Krajicek1,2
1Pulmonary and Critical Care, Creighton University School of Medicine,
Omaha, NE
2Internal Medicine, Creighton University School of Medicine, Omaha, NE.
(Control ID #3711693)

CASE: A 48 year old meat plant employee female with no significant past
medical history was brought in after being found down and confused by family
following 4 days of severe diarrhea and vomiting. She was initially noted to
meet sepsis criteria with tachycardia, tachypnea, hypoxia, hypotension. Shortly
after arrival, the patient coded. ROSC was achieved and the patient was
intubated, at which time significant aspiration was noted. She was subsequent-
ly found to have non-typhoidal salmonella on stool culture. Infectious Disease
was consulted and managed her antibiotics with levofloxacin and piperacillin-
tazobactam. Despite antibiotic therapy, and negative blood cultures with
decreased stool output, she continued to decline, including renal failure requir-
ing replacement therapy and continued respiratory failure. Her chest imaging
showed focal consolidation, though her status did not allow for bronchoscopy
for sample collection. She was too unstable for CT. She became profoundly
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acidotic despite ventilator and CRRT, and eventually succumbed to her illness
on hospital day 6. Given profound consolidation and control of her stool
production, it was assumed she aspirated salmonella, thus causing a resistant
pneumonia.
IMPACT/DISCUSSION: Non-typhoid Salmonella is a known GI pathogen
that is typically linked to outbreaks. It is typically linked with raw chicken, as
our patient who worked for a prominent chicken company. It is passed through
fecal-oral route. Most infections are minor and rarely need antibiotics or
medical attention in the immunocompetent. In rare circumstances, salmonella
can enter the blood stream and have stereotypical seeding of foreign objects. In
extremely rare circumstances, salmonella can cause pneumonias. A literature
review shows 6 cases of salmonella pneumonia, each showed some variation
of antibiotic resistance. All six patients had negative blood cultures, as our
patient did. Most cases had a degree of immunosuppression via chemotherapy,
unlike our patient.
Key teaching points: 1) NTS is not confined to the GI tract and aggressive
evaluation of foreign objects in the body, as well as bronchoscopy cultures and
blood cultures should be obtained. 2) NTS that tends to go beyond the GI tract
have been shown to be more aggressive strains with antibiotic resistance. Most
labs do not routinely run sensitivities on GI cultures, though should be
considered.
Given that we practice in an area with multiple meat packing plants, this has
changed our practices to be more vigilant of extra-GI manifestations of
salmonella and to ask for sensitivities. We will also be more vigilant of doing
early bronchoscopies.
We suspect our case is supporting the 6 reported cases of pneumonia caused by
salmonella
CONCLUSION: Salmonella outside the GI tract can be life threatening.
Antibiotic resistance is common and early sensitivities should be sent.
Salmonella pneumonia is a rare cause of pneumonia but should be considered
in the right demographic.

SCAD: CAN IMPROVED INTERVENTIONS LEAD TO BETTER
OUTCOMES FOR WOMEN?
Hilary P. Wagner, Angela Hart
Internal Medicine, UConn Health, Farmington, CT. (Control ID #3708377)

CASE: Spontaneous coronary artery dissection (SCAD) is a rare cause of
acute coronary syndrome (ACS) and sudden cardiac death. SCAD has been
reported as the cause of ACS in 4% of cases overall, however, it accounts for
nearly 25% of cases of ACS in women less than 50 years old. Patients are at
increased risk for SCAD if they have a history of fibromuscular dysplasia
(FMD), are postpartum, have history of multiparity, connective tissue
disorders, systemic inflammatory conditions, or are using hormonal therapy.
We present a case of a middle-aged woman who presented with signs of ACS
and was diagnosed with SCAD.
A 53-year-old female with history of hypertension and hypothyroidism
presented to the ED with chest pain for three days. Pain was constant, non-
radiating. She admitted shortness of breath but denied nausea, vomiting or
diaphoresis. EKG revealed sinus rhythm with nonspecific T-wave inversions
in the anterior leads. Troponin 0.14. Transthoracic echo revealed an apical wall
motion abnormality. She was given aspirin, started on heparin and nitroglyc-
erin drip. She underwent coronary angiogram which revealed SCAD of the
LAD. She underwent treatment percutaneously with three drug eluding stents.
The remainder of the coronary arteries had no evidence of CAD. She was
discharged in stable condition on dual antiplatelet therapy for one year and
aspirin indefinitely along with a beta blocker and statin. Genetic testing
outpatient for FMD was positive and full body CTA revealed left subclavian
aneurysm & thoracic outlet syndrome. She underwent surgery for left carotid
to subclavian bypass without complications. Her sister was tested for FMD
which was positive. She has not required readmission or suffered any
complications related to her diagnosis of SCAD four years later.
IMPACT/DISCUSSION: The early recognition and diagnosis of SCAD is
important given its high mortality. SCAD should be considered in the differ-
ential diagnosis of chest pain, especially in younger, female patients. This case
highlights not only the importance of continued workup for FMD after diag-
nosis in both the patient but also their family. Additionally, traditionally,

treatment of SCAD with PCI has been associated with increased adverse
outcomes compared with medical management, however, our patient under-
went PCI without complication and with resolution of her symptoms. Evolu-
tion of PCI has led to more well-refined and safer devices/techniques that allow
high-quality PCI. It is possible that PCI may be safer than was originally
reported. More studies should be done as it is likely that the safety of PCI in
patients with SCAD has increased in the last few years.
CONCLUSION: Current efforts to increase awareness, improve both medical
& revascularization therapy of patients with SCAD are pivotal and will
function as the basis for future research and improvements which may change
guideline directed therapy in the future. When women, present with signs of
ACS, clinicians should keep SCAD in their differential.

SCARED INTO SCURVY: NUTRITIONAL DEFICIENCIES DUE TO
FEAR OF COVID-19
Aren Ebrahimi, Jessica Poon, Josef A. Bauer
Internal Medicine, Scripps Green Hospital, La Jolla, CA. (Control ID
#3715514)

CASE:A 26-year-old male presented to the hospital with 2 weeks of difficulty
ambulating, bilateral lower extremity rash, and diffuse myalgia with arthralgia.
Symptoms began suddenly with lower extremity pain and difficulty getting up
from his chair. He denied sensory changes, and pain was most prominent at the
hips and knees. He also noticed a new rash on his thighs and mild bleeding
from his gums. All other review of systems were negative. He denied family
history of autoimmune disease and was without any personal chronic medical
conditions. He was the primary caretaker of his grandmother and had stayed
isolated at home throughout the COVID-19 pandemic. Vital signs were nor-
mal, and physical exam revealed 3/5 right hip flexion, 4/5 left hip flexion, and
4/5 right knee flexion and extension. Inspection of his rash demonstrated
follicular hyperkeratosis, perifollicular erythema, and corkscrew hairs. Initial
lab work revealed anemia, hypothyroidism, hypotonic hyponatremia, hypocal-
cemia, an elevated CK, ESR, and CRP. Extensive infectious and autoimmune
workup was unrevealing. Further interview revealed that his diet consisted of
soy milk, potato chips, crackers, peanut butter, and water in the preceding 6
months. This was intentionally done to reduce exposure to SARS- CoV-2.
Further evaluation revealed Vitamin C, Vitamin D, Zinc, and Iron deficiencies.
His presenting symptoms and rash were ultimately attributed to hypothyroid
myopathy and Scurvy. Following thyroid replacement therapy, dietary educa-
tion, and nutritional supplementation, he experienced improvement in his
symptoms and rash.
IMPACT/DISCUSSION: It has become evident that the COVID-19 pan-
demic has had significant psychosocial impact on the public, with substantial
portions of our population experiencing increased fear and anxiety. Interest-
ingly, a longitudinal study by Pan et al. found that Dutch patients without prior
mental health disorders, such as our patient, had a more significant increase in
depression, anxiety, and worry during the pandemic. To add to this, a study by
Izzo et al. found that a substantial part of their study population had turned to
unhealthy nutritional behaviors during the pandemic. Furthermore, Nguyen
et al. demonstrated that increased health literacy was protective against the
negative psychological impacts of the COVID-19 pandemic. Our case presents
an outcome of merging pandemic fears with poor health literacy. It also
highlights the critical role of the clinician as historian. Conceptualizing the
patient’s clinical presentation with their daily life ultimately led to appropriate
diagnostic workup and treatment.
CONCLUSION: As the COVID-19 pandemic continues, its broader and less
apparent effects will continue to be seen. Clinicians must remain vigilant in
assessing the changes in their patients’ daily lives with open and invested
communication. Early identification of potentially harmful changes and im-
proved health education could prevent potential complications.

SCI PATIENT FINDS HIS FOOTING ON THE ROAD TO
RECOVERY
Victoria Badia, Samuel Cain, Rajmund Michal Niwinski, Kenan Alhayek,
Dana Kabbani
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Internal Medicine, Wayne State University School of Medicine, Detroit, MI.
(Control ID #3715614)

CASE: We present a 34-year-old gay male with HIV who suffered gun shot
wounds (GSW) to spine and abdomen. He was treated with L1-L4 fusion and
partial colectomy with colostomy. Social history was significant for lack of
health insurance. During hospitalization, patient received physical therapy and
a foley catheter was placed. Although patient had undetectable viral load (VL)
prior to admission, ART was not continued during inpatient stay.
On discharge, patient was given a wheelchair and prescriptions for both
oxycodone and oxycontin. He was not provided with resources for physical
therapy or physician follow-up, and was not educated on foley or colostomy
care.
Prescription was not given for ART; VL had increased to a detectable level.
After relocating to another state, he obtained health insurance and established
care with new provider; he was referred to a physiatrist, and was admitted for
inpatient rehab. Today, the patient is able to ambulate with a walker, his VL is
undetectable, is no longer on opiates, and he follows with surgery with plans
for colostomy reversal.
IMPACT/DISCUSSION: Gay adults have higher odds of delaying or fore-
going healthcare due to cost, and report having more difficulty finding a
provider.4 After disclosing his sexuality and HIV status, he felt that his once-
compassionate providers became cold and distant. During hospitalization, he
informed his care team of his plan to move in with his father out of state.
Patient felt this in conjunction with lack of medical insurance resulted in the
care team focusing on his disposition rather than his recovery.
This case illustrates the importance of identifying patients’ various demograph-
ics and how eachmay put them at increased risk for poor outcomes. It has been
reported that patients with lower body functional limitations have the largest
adjusted odds ratio of reporting a barrier to accessing healthcare.6 In this case,
the patient’s intersection of lack of insurance, sexual orientation, HIV status,
and disability made him extremely vulnerable and contributed to a hospital
discharge that left him without resources or adequate care. Limited literature
exists regarding the impact of multiple systemic prejudices in a gay male living
with HIV with SCI.
CONCLUSION: - Care of patients with loss of ability needs to center on open
dialogue with the patient and a mutually understood set of goals.8

- Biases consciously or unconsciously hinder communication, leading to
increased morbidity and decreased access to
treatment.4,7

- For vulnerable patients at the intersection of multiple systemic prejudices,
navigation of a complex and expensive healthcare system requires effort on the
part of the provider to recognize their own biases and how they shape goals of
care.1-2 This may occur on several levels, from integration of LGBTQ+ health
education into early clinical education to workplace learning interventions
regarding barriers to healthcare access.5,9

SECONDARY CNS INVOLVEMENT OF PLASMABLASTIC LYM-
PHOMA AFTER SOLID ORGAN TRANSPLANT
Smruti D. Patil1; Anna-Maria South2
1College of Medicine, University of Kentucky, Lexington, KY
2Internal Medicine, University of Kentucky, Lexington, KY. (Control ID
#3708194)

CASE:A 56 yo F with PMH of cystic fibrosis s/p bilateral lung transplant and
plasmablastic lymphoma s/p bortezomib, rituximab, cyclophosphamide, doxo-
rubicin, vincristine, prednisone (VR-CHOP) presented with sudden encepha-
lopathy, inability to follow commands, respond to painful stimuli, or verbalize.
CT head was without acute intracranial pathology, ABG was unremarkable,
CMP revealed no metabolic abnormalities, and no new infectious source was
found. EEG did not show seizure activity but was consistent with metabolic
abnormalities. Patient continued to experience waxing and waning mental
status, and developed a right seventh cranial nerve palsy. MRI head revealed
increased signal in multiple regions, concerning for CNS lymphoma. A lumbar
puncture demonstrated CSF protein of 423, glucose of 19, with 65% lympho-
ma cells, 27% lymphocytes, 6% monocytes, and 2% neutrophils. Patient was

started on dexamethasone, but due to patient’s debility, chemotherapy specific
to CNS lymphoma was deferred, and hospice was offered.
IMPACT/DISCUSSION: CNS involvement of lymphomas can be classified
as primary with involvement of the brain, leptomeninges, eyes, or spinal cord,
or secondary in which CNS involvement arises from spread of systemic
disease. The most common systemic locations include the oral cavity, gastro-
intestinal tract, and lymph nodes. Two to ten percent of patients with aggres-
sive systemic lymphoma, such as DLBCL, may have CNS involvement.
While there are multiple case reports of primary CNS involvement of PBL in
patients with HIV, our case offers a unique perspective as secondary CNS
involvement of PBL after solid organ transplant is less common. Approxi-
mately 50-70% of PBL cases occur in patients with HIV and only 6-12% in
HIV-negative cases. Although the risk for CNS involvement in patients with
DLBCL is low, it should be considered for patients that present with focal
weakness, altered mental status, and cranial nerve deficits in the setting of
lymphoma history. In our case, MRI findings directed us to obtain a lumbar
puncture. Typical LP findings include elevated protein with a lymphocytic
predominance. Though primary DLBCL treatment is VR-CHOP, patients with
CNS involvement require a more aggressive treatment including dexametha-
sone alternating with methotrexate and cytarabine. Prognosis is poor in these
cases, as patient’s severe immunosuppression can lead to lymphoma relapse or
concurring opportunistic infections. Our patient was initially offered chemo-
therapy but after discussion with family about the patient’s status, and prog-
nosis, a palliative care approach was chosen.
CONCLUSION: While CNS involvement of PBL is mostly seen in patients
with HIV, it should also be considered after solid organ transplant. CNS
lymphoma involvement should be taken into consideration in patients that
have a history of lymphoma and sudden encephalopathy. Patient outcome
should be considered before subjecting patient to therapy.

SEGMENTAL ARTERIAL MEDIOLYSIS: UNUSUAL CAUSE OF
ABDOMINAL PAIN
Pranathi Narayanareddy1; Dana DiRenzo2
1Internal Medicine, Penn Medicine, Philadelphia, PA
2Rheumatology, Penn Medicine, Philadelphia, PA. (Control ID #3715552)

CASE: A 48-year-old female with a past medical history significant for active
smoking presented to an outside facility with acute onset right upper quadrant
(RUQ) abdominal pain. Initial review at the outside facility revealed normal
labs. Imaging including RUQ ultrasound and CT Angiography of Abdomen
and Pelvis revealed hepatic artery aneurysms.
The patient was subsequently transferred to our tertiary care center for further
management. On our initial assessment, the patient was hemodynamically
unstable with hypotension. Review of systems was grossly unremarkable
and she denied a personal/family history of autoimmune disease. Physical
examination was significant for mild RUQ tenderness. Pulses were palpable
in all extremities. Labs revealed elevated ESR (56 mm/h), CRP (23.2 mg/dL),
AST (135 U/L), ALT (127 U/L), ALP (189 U/L) and Hb (10.5 g/dl).
Rheumatologic workup including complement levels, ANCA, ANA,
antismooth antibody, Hepatitis B/C and HIV serologies was normal.
Interventional radiology was consulted for an arteriogram which revealed
hepatic and renal artery aneurysms consistent with segmental arterial
mediolysis (SAM). Patient underwent a coil embolization of the hepatic
aneurysm and her hemodynamics and pain significantly improved.
IMPACT/DISCUSSION: SAM is a rare, idiopathic noninflammatory,
nonatherosclerotic vasculopathy that typically affects medium sized abdominal
arteries. It commonly affects an older population, ranging frommild abdominal
pain to aneurysmal rupture causing acute intraabdominal hemorrhage and
hemodynamic instability. Celiac artery and its branches are most frequently
involved. Less frequently involved vessels include superior mesenteric, infe-
rior mesenteric and renal arteries. Diagnosis is aided with imaging such as CT
Angiography which reveals arterial dilation and aneurysms. Differential diag-
nosis includes systemic vasculitis (Polyarteritis Nodosa, Takayasu’s and
Bechet’s syndrome) and various collagen vascular disorders. Clinical features,
laboratory and imaging findings can help distinguish SAM from inflammatory
and genetic causes. It is important to differentiate SAM from vasculitis as
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treatment varies widely. Treatment for SAM depends on clinical severity in
which acute presentations may require hemodynamic stabilization and emer-
gent endovascular intervention. Non-acute presentations may be medically
managed with a focus on blood pressure optimization. This is contrary to
inf lammatory vascul i t ides tha t typica l ly are managed with
immunosuppression.
CONCLUSION: In an older population, it is important to maintain SAM in
the differential for patients presenting with abdominal pain. Consideration of
both inflammatory and non-inflammatory causes of arteriopathies is necessary
to ensure proper treatment.

SEPTIC ARTHRITIS: A RARE COMPLICATION OF A COMMON
INFECTION – WHAT’S ON YOUR RADAR?
SaraMalik1; Ishita Mehra1; Karishma Kadariya1; Sucheta Kundu2; Khushdeep
Chahal1
1Internal Medicine, North Alabama Medical Center, Florence, AL
2Internal medicine, North AlabamaMedical Center, Florence, AL. (Control ID
#3715688)

CASE:A 46-year-old female with a history of open reduction/internal fixation
of left tibia after a motor-vehicle accident presented to the emergency room
with left knee pain and swelling for 4 days. On arrival, she was afebrile, pulse
was 72 bpm with blood pressure 110/87 mmHg. Physical exam showed
edematous, tender, and warm left knee with limited range of motion (ROM).
She had leukocytosis 19.3, ESR of 81, CRP 38.2. X-ray of the left knee
revealed hardware in the medial tibial plateau with no fractures, acute bony
abnormalities, or lytic lesions. The prior hardware was thought to be the
possible source of infection. Emergent arthroscopic incision and drainage for
septic arthritis (SA) was performed. The joint aspirate was sent for microscopy,
gram stain and culture, and there was no evidence of crystal induced synovitis.
She was empirically started on vancomycin and piperacillin-tazobactam but
continued to haveworsening leukocytosis with little clinical improvement over
the following 3-days. Upon further inquiry, the patient revealed having fever,
cough with green expectoration, migratory joint pains about 2 weeks prior to
presentation, and denied any rash. She recalled having oral sexual intercourse
with a new partner a few weeks prior to these episodes. The patient was
screened for sexually transmitted infections which were all negative. Due to
high suspicion of disseminated gonococcal infection (DGI), her antibiotics
were switched to ceftriaxone and doxycycline. Joint aspirate cultures subse-
quently grewNeisseria gonorrhoeae confirming our diagnosis. Patient showed
remarkable progress after being started on appropriate antibiotics and was
eventually discharged home on IV ceftriaxone and doxycycline with recovery
noted in ROM at the time of discharge.
IMPACT/DISCUSSION: SA is a rare, yet serious condition that affects
approximately 2-6/100,000 adults annually. Classically characterized by
monoarticular involvement of a joint secondary to an infectious etiology,
Staphylococcus aureus accounts for majority of the cases. A thorough inves-
tigation can sometimes reveal other causes like this case above. Risk factors
like indwelling hardware can prompt the treating physicians to presume it to be
the source of infection for SA and treat it as such. However, purulent arthritis
secondary to DGI occurring in 1-3% of all patients with gonococcal infections
should continue to be a part of the differential. Cultures can sometimes take up
to 4 days to result and therefore, the most likely causative organism should
guide the empiric antibiotic therapy.
CONCLUSION: This case reiterates the importance of engaging in detailed
bedside discussions with patients to explore possible differential diagnoses for
the condition, especially when clinical progress is not appreciated after initial
treatment is administered. This can lead to a change in course of management
and can thus reduce morbidity and mortality.

SEPTIC SHOCK IN THE SETTING OF PASTEURELLA
PNEUMOTROPICA CAT BITE
Tripti Nagar1; Aldin Jerome1; Abdullah Yesilyaprak1;Mary Dickow1;William
Nham2; Zachary Johnson1; Kelash Rai1; Vrushank Patel1

1Internal Medicine, Wayne State University School of Medicine, Rochester
Hills, MI
2Family Medicine, Wayne State University School of Medicine, Detroit, MI.
(Control ID #3716424)

CASE: Pasteurella pneumotropica is a rare cause of sepsis in immunocom-
petent patients. Here, we describe an unusual case of septic shock from
P. pneumotropica in a 77 year old patient after sustaining a cat bite.
77 YO male with PMH of ischemic cardiomyopathy s/p biventricular pace-
maker and atrial fibrillation presented to the hospital after a domestic cat
scratch and bite to his right lower extremity. He developed localized erythema,
edema, generalized chills and weakness. The cat has been domestic with him
for the past 11 years. He was vaccinated for tetanus in September 2020. Upon
further evaluation, the patient was hypotensive with a of BP 92/48, unrespon-
sive to 2.4 L fluid bolus per sepsis protocol of 30 cc/kg/hr. Skin exam showed 3
punctate lesions of the cat bite with surrounding edema. Right leg was
neurovascularly intact, demonstrating erythema and extensive edema
extending up to the right groin in comparison to the left leg. White blood cell
count on admission was 8.8 x 109/liter and remained within normal limits
throughout admission. XR of the right lower extremity was negative or
fracture, foriegn body or osteomyelitis. He required ICU admission for further
management for septic shock with hypotension unresponsive to fluid resusci-
tation. He was hemodynamically supported with a norepinephrine drip for 3
days. The patient was started on cefepime and azithromycin to cover for
common cat bite organisms including B. henslae and Pasturella species.
Antibiotics were continued once blood cultures grew P. pneumotropica. Cel-
lulitis and overall clinical situation improved.
IMPACT/DISCUSSION: Pasteurella species are a common cause of
infected animal bite wounds. Pasteurella infections are common from animal
bite wounds, however,P. pneumotropica is rarely the cause of serious systemic
infection. Previously, there has been 1 reported case of septicemia secondary to
P. pneumotropica in an immunocompetent patient. Usually, identification of
specimens demonstrate P. multocida (54%) and P. septica (28%). Animal bite
wounds are polymicrobial to include aerobic and anaerobic species. Other
microorganisms to consider in the treatment of infected animal bites include
Streptococcus, Staphylococcus, Neisseria andMoraxella. P. pneumotropica is
a facultative anaerobic gram negative coccobacillus found in the oropharynx of
many domestic animals. Literature review showed P. pneumotropica in the
respiratory tract of immunocompromised patients with domestic animals.
Pasteurella infections are an uncommon cause of severe systemic illness in
immunocompetent patients, regardless of age.
CONCLUSION: In our case, the patient did not have any overt
immunocompromise, however, had close contact with a cat at home. It is
unlikely oropharyngeal colonization played a role in the pathogenesis of septic
shock. This case further demonstrates that P. pneumotropica infections should
be considered in patients with extensive exposure and contact with household
pets.

SEROTONIN SYNDROME OR SPINAL CORD IMPINGEMENT? A
PHYSICAL EXAM DILEMMA
Waliul Chowdhury, Rayhan P. Pitigala, Nicholas F. Maston
Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA.
(Control ID #3693980)

CASE:We present a 40-year-old woman with a history of anxiety and bipolar
disorder on lurasidone, alprazolam, lithium, and duloxetine, who presented
with acute onset confusion and bilateral lower extremity weakness. She started
using tramadol a week before admission for worsening bilateral sciatica. The
family member stated that the patient had become progressively more confused
over the past 3 days. On review of systems, family denied knowledge of recent
bowel or bladder incontinence.
Upon exam, the patient was afebrile and hemodynamically stable. She
appeared grossly confused- she was neither alert nor oriented and her Glasgow
Coma Scale (GCS) at the time of initial evaluation was 17. There were no gross
or focal neurological deficits, including mydriasis or significant muscular
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rigidity, was noted. However, there was significantly sustained bilateral lower
extremity clonus at the ankle.
MRI of the thoracic and lumbar spine were done in the ED, which showed disc
protrusion at the levels of T1-T2, T7-T8, L2-L3, and L4-L5. Our patient’s
ambulatory dysfunction and clonus was initially attributed to upper motor
neuron sequelae of spinal cord compression and the initial plan was to expedite
lumbar laminectomy for decompression. Given the clinical concern for
superimposed serotonin syndrome, surgery was held.
Patient’s home lurasidone, alprazolam, lithium, duloxetine, and tramadol were
all held, and her encephalopathy slowly resolved. By day three of hospitaliza-
tion, she was able to walk without assistance and, while still present, her
bilateral lower extremity clonus now extinguished after 6-8 beats.
IMPACT/DISCUSSION: Serotonin syndrome or toxicity can range from
benign to lethal and is typically characterized by a triad of altered mentation,
autonomic hyperactivity, and neuromuscular abnormality. Since her history
made it clear that her recent tramadol in setting of her multiple serotonergic
medications were the culprit of serotonin syndrome, our decision was to hold
these medications instead of introducing emergent management.
The dilemma in this case was that her physical exam finding of new onset
lower extremity clonus can be both a sign of autonomic hyperactivity in
serotonin syndrome, and hyperactivity of upper motor neurons for spinal cord
radiculopathy. CONCLUSION: The diagnosis of serotonin syndrome is
based solely on a thorough history and physical exam.
Although many of the characteristic exam findings such as hyperthermia and
clonus at the ankle are not unique to serotonin syndrome, a careful history can
alert a vigilant clinician to the diagnosis even in a patient in whom the
characteristic physical exam findings have other readily apparent causes.

SEVEREHYPOKALEMIAASACAUSEOFRHABDOMYOLYSIS IN
A LEGIONELLA PNEUMONIA CASE
Vuslat Muslu Erdem, Kelsang Lama
Internal Medicine, Montefiore Wakefield Campus, Bronx, NY. (Control ID
#3708589)

CASE: A 52-year-old woman was admitted to the ICU with post-cardiac
arrest, atypical pneumonia, rhabdomyolysis, acute kidney injury, and severe
electrolyte imbalances (hyponatremia, hypokalemia, hypocalcemia) after se-
vere watery diarrhea at home. Urine legionella antigen was positive. Antibiotic
therapy was started with intravenous (IV) azithromycin 500mg IV. The patient
was aggressively treated with intravenous fluids and electrolytes replacement.
Hypokalemia was resistant even with IV potassium and magnesium replace-
ment for three days. Rhabdomyolysis, hyponatremia, hypocalcemia, and hy-
pokalemia improved after legionella pneumonia was successfully treated.
Renal function returned to normal levels in three weeks without any hemodi-
alysis requirements.
IMPACT/DISCUSSION: Legionnaires’ disease (LD) can present in a variety
of ways, ranging from a simple cough to severe pneumonia. Although mild
renal impairment is common, it is very rare to observe rhabdomyolysis in LD,
with only around 30 cases in the literature so far. The theories attempting to
explain the link between LD and rhabdomyolysis are invading the myocytes
directly by Legionella bacteria; and the second theory is the release of bacterial
endotoxin into the circulation resulting systemic muscle damage.

Our patient had severe watery diarrhea in the setting of legionella infection.
Diarrhea is a very common symptom of LD. Any kind of severe diarrhea can
cause hypokalemia due to the loss of high amounts of potassium from the
gastrointestinal tract. In our case, severe hypokalemia secondary to diarrhea
could be the leading cause of rhabdomyolysis. In addition, our patient had
cardiac arrest during transfer to the hospital. Since severe hypokalemia is one
of the main causes of cardiac arrest, the most likely reason for the cardiac arrest
could be severe hypokalemia, too. Although pathology of hypokalemia-
induced rhabdomyolysis is still not clear, hypokalemia causes capillaries to
constrict, reducing muscle blood flow and frank necrosis or relative ischemia,
resulting inmuscle cell damage. This muscular damage in the setting of relative
ischemia could be the main cause of hypokalemia-induced rhabdomyolysis.
In addition, our patient is the first case in the literature who presented with
cardiac arrest secondary to LD, which was complicated with rhabdomyolysis.

CONCLUSION: We present a rare LD case with severe electrolyte imbal-
ance, rhabdomyolysis, and cardiopulmonary arrest. Our new theory for under-
standing LD-related rhabdomyolysis is severe hypokalemia, which is acknowl-
edged as one of the major causes of rhabdomyolysis, and could be the reason of
LD-related rhabdomyolysis.

SEVERE HYPOTHYROIDISM INDUCED HYPERAMMONEMIA: A
CASE REPORT
Ghazi Khan2; John Harcha1; Vybhav Jetty3; Kofi Ansah1; Abdul Shehzad1
1Internal Medicine, Mercy Health, Cincinnati, OH
2The University of Texas Southwestern Medical Center, Dallas, TX
3St. Elizabeth Medical Center, Boston, MA. (Control ID #3709475)

CASE: A 76-year-old Caucasian Female with past medical history of hypo-
thyroidism, hypertension, chronic obstructive lung disease, and cerebrovascu-
lar accident was brought to the ED by her family for not acting herself and
speaking incoherently for three days. She had slurred speech which resolved
but noted to be staring into space. Review of systems positive for nausea,
vomiting, urinary frequency and subjective chills. On evaluation, she did not
have focal neurological deficits. Laboratory work-up was significant for an
elevated TSH of 161.70 uIU/mL, free T4 and T3was 0.2 ng/dL and 0.9 pg/dL,
respectively. Ammonia level was elevated 102μ/L despite normal liver bio-
chemistry and INR. Head CT was unremarkable for acute intracranial pathol-
ogy. The patient was started on intravenous levothyroxine 200mcg and
liothyronine 10mcg with subsequent improvement in TSH to 134.70 uIU/
mL. Following treatment, the patient’s mental status improved back to baseline
and the ammonia level decreased to 64 umol/L as well. It was determined the
patient was non-compliant with her home levothyroxine and was only taking
25 mcg instead of her prescribed 225 mcg per day dose.
IMPACT/DISCUSSION: The liver is not considered a hormone-dependent
organ but there is a complex interaction between the thyroid and liver. Few
case reports have investigated the role of hypothyroidism and
hyperammonemia. Currently, research suggests two pathways whereby hypo-
thyroidism causes elevated serum ammonia: hypothyroid myopathy or de-
creased liver urea genesis induced by hypothyroidism. We treated the patient’s
hypothyroidism without an apparent hepatic etiology based on previous case
reports. These observational reports suggest hypothyroidism may increase
ammonia production (1). Further case reports have observed that TSH levels
greater than 100 uIU/mL are associated with hyperammonemia. This case
would support the suggestion that hypothyroidism can cause
hyperammonemia without liver dysfunction. While this is a rare cause,
clinicians should be aware severe hypothyroidism can cause elevated ammonia
levels in the absence of liver dysfunction.
CONCLUSION: Severe hypothyroidism induced hyperammonemia can
cause encephalopathy in patients without liver dysfunction.
Treatment of encephalopathy in this setting should be focused on correcting
thyroid hormone levels

SEVERE STERCORAL COLITIS: A CASE TREATED IN THE HOS-
PICE SETTING
David Laubli1; David Eapen1; Pierre El Hachem2

1Internal Medicine, University Hospitals, Cleveland, OH
2Medicine, University Hospitals, Cleveland, OH. (Control ID #3716019)

CASE: An 84-year-old female presented to the emergency department with
chief complaint of abdominal pain. She had a history of chronic kidney disease,
heart failure with preserved ejection fraction, and CVAwith residual left-sided
hemiparesis. In ED, labs were notable for leukocytosis and renal failure. CT
abdomen/pelvis was consistent with diagnosis of stercoral colitis. General
surgery recommended conservative management, with possible operative in-
tervention if the patient worsened. However, the patient elected to pursue
comfort measures. Palliative care was consulted, and the patient was treated
with IV antibiotics and fluids, as well as bowel regimen including enemas.
Eight days later, the patient had increasing leukocytosis, had not produced any
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stool, and was clinically deteriorating. She again declined surgery, making
clear her wish for comfort as her primary goal. Due to a prognosis of six
months or less, she was admitted to hospice service after informed consent was
obtained.
After discharge home with hospice, nasogastric and rectal tubes were placed
for 48 hours, set to gravity drainage. The patient subsequently produced a large
bowel movement, and the tubes were removed. Constipation continued to
improve with polyethylene glycol augmented with bisacodyl suppository.
Over the next several weeks, the patient’s oral intake remained poor; however,
her comfort level improved noticeably. She eventually became bedbound,
requiring total care before ultimately expiring.
IMPACT/DISCUSSION: Stercoral colitis is a rare inflammatory colitis with
high morbidity and mortality (up to 60%, per Naseer et al) that occurs when
chronic constipation leads to colonic distension and fecal impaction. Treatment
involves disimpaction and an aggressive bowel regimen, but surgery may be
required in complicated or refractory cases; perforation occurs in about 20% of
patients according to Oh et al. The patient presented here was unresponsive to
initial treatment, but responded to nontraditional therapy with decompression
using nasogastric and fecal tubes led to disimpaction within 48 hours. This
patient’s persistent constipation was likely worsened by opioid use, necessi-
tated by severe pain likely related to resolving colitis and possible ischemia.
CONCLUSION: Stercoral colitis is usually treated with conservative
measures consisting of manual disimpaction and aggressive bowel regimen,
but surgery is the definitive treatment in event of perforation, or when first-line
measures fail. We report this case to describe a nontraditional therapeutic
option involving nasogastric and rectal tube decompression, not previously
documented in the literature, that can potentially be utilized in cases where
surgery or endoscopic disimpaction are not possible. Consideration must be
made for risk of possible colonic wall perforation in the setting of acute
inflammation. This risk may be acceptable in cases where other treatment
modalities have been exhausted, particularly in the setting of hospice and
palliative care.

SHRINKING LUNG SYNDROME IN A YOUNG FEMALE: A RARE
PULMONARY MANIFESTATION OF SYSTEMIC LUPUS
ERYTHEMATOSUS
Mohamed Ramzi Almajed1; Mark Obri2; Shazil Mahmood1; Zachary D.
Demertzis1
1Internal Medicine, Henry Ford Hospital, Detroit, MI
2Internal Medicine, Henry Ford Health System, Detroit, MI. (Control ID
#3701918)

CASE: A 26-year-old woman presented to the hospital with complaints of
exertional shortness of breath for three- weeks and two-days of pleuritic chest
pain. She had no cough or sputum production.
Her medical history is significant for systemic lupus erythematosus (SLE) not
on any treatment, end-stage renal disease on hemodialysis, non-ischemic heart
failure, and mild-intermittent asthma.
On examination, she was tachypneic with lungs clear to auscultation. Arterial
blood gas revealed acute respiratory acidosis. D-dimer and erythrocyte sedi-
mentation rate were both elevated. Troponin, brain natriuretic peptide, electro-
cardiogram, and echocardiogramwere unremarkable. Chest x-ray and CT scan
showed no abnormalities and no parenchymal lung disease. The patient was
intubated for worsening hypercapnic respiratory failure, admitted to the med-
ical intensive care unit where she received steroids and bronchodilators for
suspected asthma exacerbation. After 48 hours, she showed improvement and
was extubated successfully.
The patient continued to endorse dyspnea with fatigability and blood gases
revealed persistent hypercapnia. Autoimmune workup was significant for an
ANA titer of 1:320 (speckled pattern), low C3, and normal C4. Aldolase, CPK,
SSA/SSB, and myositis antibodies were negative. Electromyography was
negative for phrenic mononeuropathy and indicated possible chronic myopa-
thy, but MRI and muscle biopsy were negative for a myopathic process.
Pulmonary function testing (PFT) identified a restrictive pattern with reduced
lung volumes, diffusing capacity, and respiratory muscle force. Review of the
patient’s chest-x rays revealed slight elevation of the left hemidiaphragm.

These clinical findings, in the context of the patient’s systemic lupus
erythematosus, suggested shrinking lung syndrome. The patient was
discharged on oral steroids with follow-up PFT revealing an increase in lung
volumes, indicating response to treatment.
IMPACT/DISCUSSION: Shrinking lung syndrome (SLS) is a rare compli-
cation of SLE that has an unknown pathophysiology. Patients typically have a
history of autoimmune disease and present with unexplained dyspnea and
pleuritic chest pain. Chest x-ray shows unilateral or bilateral diaphragmatic
elevation and PFT reveal a restrictive pattern with reduced lung volumes.
This case offers an uncommon diagnosis for a common presentation. SLS is a
diagnosis of exclusion that necessitates extensive workup to rule out other
causes of dyspnea and pleuritic chest pain. Treatment of SLS is achieved with
corticosteroids and rituximab with serial pulmonary function testing to identify
changes in lung volumes; this indicates response to treatment and supports the
diagnosis.
CONCLUSION: Internists should be aware of SLS and suspect it in at-risk
patients with unexplained respiratory symptoms and PFT showing a restrictive
pattern and reduced lung volumes. This case highlights the importance of
maintaining a broad differential diagnosis, especially in patients with a history
of autoimmune disease.

SIGNIFICANT CK ELEVATION IN HEAT-EXPOSURE ADULT
RHABDOMYOLYSIS WITH CONCURRENT ASYMPTOMATIC
SARS-COV2 INFECTION
Byung Hun Hyun
Internal Medicine, The University of Arizona College of Medicine Phoenix,
Phoenix, AZ. (Control ID #3715627)

CASE: A 59 years old male with past medical history of type 2 diabetes
presented in August of 2020 after 2 weeks of leg cramps, nausea, and dark
urine that followed several weeks of poor fluid intake during his job as a
construction worker. Patient reported that he had a similar episode in 2011, and
was diagnosed with rhabdomyolysis with a CK value of 3442.
Physical examination revealed a blood pressure of 138/79mmHg, a pulse of 99
beats/min, respiratory rate of 16 breaths/min, temperature of 36.9 °C, and
oxygen saturation of 96% on room air. He was alert and oriented, able to
ambulate with pain, and no other significant cardiovascular, pulmonary, neu-
rologic, and gastrointestinal findings.
Notable elevation of plasma creatinine of 10.23 mg/dL, BUN of 90mg/dL,
sodium of 123 mmol/L, potassium of 5.4 mmol/L, bicarbonate of 15 mmol/L,
CRP of 115.4, D-dimer of 4305, Ferritin of 7927, Serum myoglobin of 5320
mcg/L, and total CK of 365148 U/L were noted. Nasopharyngeal swab at
presentation was positive for Sars-CoV-2. Patient’s urine drug/toxicology
screen were negative.
The patient was placed on intermittent hemodialysis, and IV fluids were
administered. Given his unusually high CK level and COVID-19 positive
status, viral myositis associated with COVID-19 was initially suspected.
Muscle biopsy showed necrotizing myositis, and ANA titer and myositis
specific antibodies were negative. Patient's sole complaint continued to be
bilateral lower extremity spasm that gradually improved. The patient was
discharged 13 days later with improving kidney functions and total CK of
1683. Patient did not follow up until January of 2021 when he presented to our
emergency department for a gunshot wound. His kidney function was back to
his baseline at the time.
IMPACT/DISCUSSION: Multiple reports in the past 2 years have noted
some relationship between rhabdomyolysis and SARS-CoV2 infection, in-
cluding cases of rhabdomyolysis as a presenting and late complication of
severe and mild COVID-19 pneumonia (Valente-Acosta et al, Min et al, and
Suwanwongse et a). This case shows both an non- respiratory COVID-19
patient presenting with rhabdomyolysis as well as extremely high presenting
CK of 365148 in a non-exercise associated adult rhabdomyolysis.
While there are studies that suggests SARS-CoV2 can cause a direct viral
injury onmuscles, patient’s muscle biopsy showing necrotizing myositis rather
than direct viral injury suggests that this is not the likely mechanism that
aggravated the disease. Rather, given that patient had significantly elevated
d-dimer, ferritin, and CRP at presentation, the mechanism may be due to the
significant inflammatory responses seen in COVID-19 patients.
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CONCLUSION: COVID-19 infection, regardless of severity, can significant-
ly exacerbate rhabdomyolysis. Proper inpatient management in such cases can
lead to no lasting musculoskeletal or renal complications despite severity.
The relationship between COVID-19 infection and severe rhabdomyolysis
may be based on the inflammatory responses.

SPINAL LARGE B-CELL LYMPHOMA IN A PATIENTWITHCOM-
MON VARIABLE IMMUNODEFICIENCY
MarwaQaiser, Saikou O. Saidy, AbdirahmanWardhere, Rebecca B. Newman,
Paul Weinstein
Internal Medicine, Stamford Hospital, Stamford, CT. (Control ID #3715769)

CASE:A 36-year-old manwith a past medical history of childhood Hodgkin’s
lymphoma and CVID, presented to the Emergency Department with a one-
month history of rapidly progressive low back pain, sciatica, intermittent fevers
and a fifteen-pound weight loss. On physical exam, he was afebrile with HR of
81, BP 122/88, and had no focal neurological deficits. His childhood Hodgkin
lymphoma had been successfully treated with ABVD chemotherapy at the age
of twelve. He was diagnosed with CVID at age 33 and has been receiving
monthly intravenous immunoglobulin infusions. Initial workup on this admis-
sion revealed white cell count 3.7, hemoglobin 11.4, platelets 126, monocytes
12, and hypogammaglobulinemiawith IgA levels of < 5, IgMof 14 and normal
IgG. MRI spine showed posterior epidural masses at L2-L3 and T5-T6 with
spinal canal stenosis and cord compression. Further imaging studies revealed
mediastinal and abdominal lymphadenopathy, pulmonary nodules, and spleno-
megaly. Tissue biopsy of the lumbar spinal mass confirmed the diagnosis of
Large B-Cell Lymphoma of germinal center subtype, associated with the
patient’s primary immune disorder. The patient underwent L5-S1
laminectomy; and his symptoms gradually improved with high-dose steroids
and aggressive pain management. He was discharged home to follow up with
oncology for chemotherapy and radiotherapy.
IMPACT/DISCUSSION: Patients with common variable immunodeficiency
(CVID) have been observed to have increased occurrences of malignancies
with 2.2-7.7%of these patients developingNon-Hodgkin Lymphoma. This is a
30-400-fold increased risk than the general population. Lymphomas in CVID
patients are usually extra nodal B-cell lymphomas, appearing in unusual
locations such as the lungs or mucosal–associated tissues in the gastrointestinal
tract. They are more common in females than males and generally present in
the fourth to seventh decade of life. Neoplasms and other non-infectious
inflammatory complications are a major cause of morbidity and mortality in
patients with CVID. Immunoglobulin therapy is very effective in reducing
infections but has not been shown to protect against neoplasia. There are
currently no clear guidelines for cancer screening for patients living with CVID
apart from routine age-appropriate cancer screening. Given the increased risk
of malignancy, especially lymphomas, and to avoid late presentation with
widespread disease, physicians should have a low threshold for further evalu-
ation of any findings that might suggest neoplasia in these patients.
CONCLUSION: ■ Immunoglobulin therapy does not protect against neopla-
sia in patients with CVID
■ Since there are no specific guidelines for cancer screening in these patients,
Internists should have a lower threshold for further evaluation of findings that
might suggest neoplasia, regardless of their age
■ Red flag symptoms, like weight loss, low grade fevers, new onset back pain
should prompt further evaluation

SPINAL MANIPULATION INDUCED STROKE
Yousuf Tawfeeq1; Kate Holder3; Tarek Shihab1; Mazin Saadaldin2
1Internal Medicine, Texas Tech University Health Sciences Center, Lubbock,
TX
2Internal Medicine, NWTHS, TTUHSC, Amarillo, TX
3Texas Tech University System, Lubbock, TX. (Control ID #3715480)

CASE: A 36-year-old female presented with 2 days of headache, nausea,
vomiting and blurry vision, a tendency to fall towards her left, and vertigo.

She reported a history of headache and neck pain for the past two weeks and
acute worsening of symptoms following chiropractic neck manipulation two
days ago. On presentation, the patient exhibited 4 out of 5 motor power of the
left hand, slight left pronator drift, and poorer finger-to-nose testing on the left
relative to the right. CT scan of the head showed evidence of evolving acute left
cerebellar infarct. Subsequent brain MRI showed bilateral cerebellar infarcts,
mainly in the territory of the left PICA. A CTA of the neck showed small
caliber changes of the left vertebral artery suggestive of vertebral artery
dissection. Additionally, EKG was negative for atrial fibrillation, TTE and
TEE were negative for vegetation and a bubble study was negative, effectively
ruling out cardiovascular causes of embolization. The patient was started on
Antiplatelet therapy. The Neurosurgery and Vascular surgery team suggested
there was no indication for intervention at the time of presentation. The patient
continued anti-platelet therapy and began rehabilitation therapy. Follow up
CTA was done to monitor for development of pseudoaneurysm. The patient’s
symptoms improved, and she was discharged home to follow up with outpa-
tient rehab, vascular, and Neurosurgery.
IMPACT/DISCUSSION:Chiropractic manipulation of the cervical spine can
produce dissections involving the cervical and cranial segments of the vertebral
and carotid arteries. Strokes should be considered as an unpredicted compli-
cation of any neckmanipulation.While the exact incidence of this complication
is unknown, it is estimated that 1 in every 20,000 spinal manipulation
procedures may result in vertebral artery trauma. VA dissection affects mainly
middle-aged persons and involves both sexes equally. Headache and/or neck
pain followed by vertigo or unilateral facial paresthesia is an important warning
sign that may precede onset of stroke by several days.MRI,MRAand CTA are
recommended to diagnose Vertebral Artery disorder and any ischemic changes
in the brain.antithrombotic treatment using either antiplatelet or
anticoagulation therapy is generally recommended However, there is no clear
consensus about which of these is optimal. Outcomes of vertebral artery
dissection are highly variable, but most patients generally do well with some
studies suggesting that up to 80% of affected patients will have no or minimal
residual symptoms.
Increasing age and basilar artery involvement independently predict poorer
outcomes. In patients such as the young woman of this case, complete resolu-
tion of symptoms following treatment is common.
CONCLUSION: Spinal manipulation can induce extracranial vessel disease
which can lead to poor outcoms including Cerebrovascular disease.

SPLENIC INFARCTION CAUSED BY CO-INFECTION OF BABESI-
OSIS AND LYME DISEASE
Yuyao Wang
Department of Medicine, Danbury Hospital, Danbury, CT. (Control ID
#3715716)

CASE: A 65-year-old male with past medical history of hypertension, hyper-
lipidemia presented with left side abdominal pain, fever, and chills for 2 weeks
in September in Connecticut.
1 week prior to hospitalization, patient was started on amoxicillin-clavulanic
acid for possible colitis. After persistent symptoms, he was scheduled with a
computerized tomography scan (CT) and started Doxycycline for possible tick
illness. After CT showed new moderate splenomegaly with a possible splenic
infarction, the patient was sent to the emergency room (ER).
In the ER, the patient was hemodynamic stable. Physical exam only showed
mild left side abdomen tenderness. Lab work showed hemoglobin 11.7 repeat
10.5, platelets 43. ALP 195, ALT 107, AST 104. Cytomegalovirus and
Epstein- Barr virus serologic studies were negative for acute infection. Lyme
reflex was 4.94 and Lyme western blot was positive. Babesia PCR was
positive. Peripheral smear showed intraerythrocytic ring trophozoites.
Parasitemia is less than 1%. Patient was started with Atovaquone and
Azithromycin for Babesia and continued with Doxycycline. Febrile and abdo-
men pain symptoms improve within 2 days after treatment. Platelets count and
liver function were recovered in 4 weeks.
IMPACT/DISCUSSION: The differential diagnosis for nontrauma-related
splenic infarcts, including thromboembolic event, malignancy, or hypercoag-
ulable status was not seen in our patient. When splenic infarction is considered
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to be a rare consequence of Babesia orMalaria infection, presumably as a result
of microthrombus formation from the acute inflammatory reaction after
infected erythrocytes lysis. And it could occur even at a low parasitemia level.
Our patient peripheral smear showed intraerythrocytic ring inclusions, both
Babesia and Malaria should be considered. As both Plasmodium and Babesia
species are intraerythrocytic protozoans. However, patient last out-of-state
travel was 4 years ago to Brazil. It made Malaria less likely. Patient mowed
the lawn without precautions, which is a significant risk factor for tick-borne
disease in an endemic area.
Interestingly, our patient also has co-infection with Lyme disease, which was
commonly seen in the endemic area. But spleen infarction caused by acute
Lyme disease was only reported in 1 patient with unclear etiology.
The patient was advised to avoid all high-impact activity until splenic infarc-
tion has fully healed and avoided tick bites.
CONCLUSION: Not only babesiosis but also Malaria should be considered
when peripheral smear showed intraerythrocytic ring inclusions. Splenic in-
farction in acute malaria or babesiosis may be underrecognized and
underreported. We recommend tick-borne diseases like babesiosis should be
considered in the differential diagnosis of splenic infarction patients from the
endemic area.

SPONTANEOUS PNEUMOMEDIASTINUM IN A PATIENT WITH
CHEST PAIN AND CANNABINOID HYPEREMESIS SYNDROME
Arita Thatte1; Jeff Redinger2
1Department of Medicine, University of Washington, Seattle, WA
2General Internal Medicine, VA Puget Sound Health Care System, Seattle,
WA. (Control ID #3690777)

CASE: The patient was a 25-year-old male with a history of cannabinoid
hyperemesis syndrome who presented with severe neck and chest pain after
developing acute nausea and vomiting. He was assessed in the emergency
department, where cardiac auscultation demonstrated a crunching sound syn-
chronous with systole best heard at the left sternal border in the left lateral
decubitus position. Pericarditis was initially suspected; however, an ECG
lacked characteristic findings and the chest pain improved in the supine
position and worsened with leaning forward. Further physical exam revealed
subcutaneous crepitus and chest x-ray showed pneumomediastinum. The
patient was transferred to the intensive care unit for close monitoring and
broad-spectrum antibiotics were started. Urgent water-soluble esophagram
was ordered and did not show contrast extravasation. CT scan showed exten-
sive subcutaneous emphysema in the mediastinum and adjacent soft tissues.
Thoracic surgery consultation was obtained with recommendation for conser-
vative management. The patient was treated with analgesics and antiemetics
and discharged home four days later after symptom improvement. A follow-up
chest x-ray at three weeks showed interval resolution of pneumomediastinum.
IMPACT/DISCUSSION: Spontaneous pneumomediastinum, defined as air
in the mediastinum without precipitating trauma, is an uncommon, usually
benign clinical entity which must be distinguished from potentially life-
threatening conditions such as esophageal rupture. It is often associated with
preceding vomiting or coughing as well as other activities that increase
intrathoracic pressure, which include weightlifting and childbirth. The pro-
posed mechanism is alveolar rupture followed by interstitial air tracking along
the bronchovascular sheaths into the hila and mediast inum.
Pneumomediastinum should be considered when a patient with a history of
forceful coughing or vomiting presents with severe chest and/or neck pain.
Plain chest x-rays can be helpful in making the diagnosis, but further imaging
studies such as water-soluble esophagram or CT with oral contrast bolus are
needed to rule out esophageal perforation.
Hamman’s sign, which is a crunching sound heard over the precordium with
each heartbeat, is pathognomonic when found in conjunction with subcutane-
ous emphysema. It may be confused for a pericardial rub, although clinical
manifestations of the two conditions are quite distinct.
CONCLUSION: This case illustrated a unique physical exam finding,
Hamman’s sign, that is associated with pneumomediastinum.
Pneumomediastinum should be considered in patients with neck and chest
pain and a history of vomiting. Spontaneous pneumomediastinum is usually

benign and self-limited, and can be distinguished from esophageal rupture with
an oral contrast enhanced CT scan or water-soluble esophagram.

SPONTANEOUS PNEUMOTHORAX IN AN HIV/AIDS PATIENT
WITH CONCURRENT COVID-19 AND PNEUMOCYSTIS
PNEUMONITIS
Roel Sanchez Baez, Sharonya Shrivastava, Andrew Bui
InternalMedicine, San Ysidro Health, San Ysidro, CA. (Control ID #3715588)

CASE: A 25-year-old homeless male with nonadherent HIV presented with
dyspnea on exertion for 4 days, productive cough for 1 week, fevers, chills and
night sweats. He arrived hypoxic to 74% requiring 2LO2 and was cachectic on
exam. WBC, lactate and procalcitonin were normal. C-reactive protein was
26.7 mg/L, LDH was 686 units/L and COVID-19 was positive. An arterial
blood gas showed a primary respiratory alkalosis with a secondary metabolic
alkalosis. Computed tomography of the chest, abdomen and pelvis with
contrast showed multifocal large thin-walled cavitary lesions throughout the
bilateral lungswith subpleural large cystic disease. Dexamethasone, remdesivir
and empiric antibiotics were initiated. Absolute CD4 count was 7 cells/uL with
HIV-1 RNA load of 139,000 copies/mL. Sputum was positive for
Pneumocystis jirovecii (PCP) by DFA and PCR, but no evidence of
mycobacterium.
Trimethoprim-sulfamethoxazole (TMP-SMX) was added. On hospital day 13,
he developed severe right-sided chest pain, dyspnea and required up to 15L
O2. A chest x-ray revealed a large right-sided pneumothorax (PTX) and a chest
tube was placed. Cardiothoracic Surgery was consulted for consideration of
bullectomy with pleurodesis; this was not recommended as the cystic lesions
were extensive with some intraparenchymal. His oxygen requirements im-
proved and his chest tube was removed in 6 days. He was discharged on
hospital day 21 to begin prophylactic dosing of TMP-SMXuntil his CD4 count
was over 200 cells/uL and to attend his first appointment at an outpatient HIV
clinic the following day.
IMPACT/DISCUSSION: Secondary spontaneous pneumothorax (SSP) can be
a complication of necrotizing pneumonia due to PCP. In one study, in a cohort of
599 patients with HIV infection, only 1.2% developed a PTX. Bilateral PTX is
more common with PCP, unlike in our patient. In HIV, the degree of immuno-
suppression can influence the cause of PTX. Our patient had a PTX with a CD4
count under 200, which is more common with PCP. In addition, SSP as a
complication of SARS-CoV-2 is more rare. There are case series that describe
COVID-19 patients who develop PTX in the absence of barotrauma secondary
tomechanical ventilation. However, this is uncommon as one retrospective study
reports PTX occurring in 1% of patients with COVID-19 requiring hospital
admission. In this case, it is unclear to what extent the patient’s concomitant
COVID-19 contributed to the development of a PTX. Our patient was ineligible
for definitive intervention to prevent recurrence, thus underwent tube
thoracostomy placement which is consistent with the majority of treated patients.
While the prognosis of PTX secondary to COVID-19 is generally good, prog-
nosis of cominant co-infection with PCP is an area of further research as the
overall mortality of PCP-induced PTX alone can be 23%.
CONCLUSION: This case represents a rare occurrence of spontaneous pneu-
mothorax secondary to both PCP and COVID-19. We suggest the incidence to
increase as the pandemic continues.

SPONTANEOUS TUMOR LYSIS SYNDROME IN A STAGE IV PAN-
CREATIC ADENOCARCINOMA PATIENT WITH DIFFUSE LIVER
METASTASES
Poy Theprungsirikul
Internal Medicine, NYU School of Medicine, New York, NY. (Control ID
#3707396)

CASE: A 66-year-old woman with a history of recently diagnosed stage IV
pancreatic adenocarcinomawith diffuse liver metastases complicated by bilateral
pulmonary emboli, splenic vein thrombosis, and splenic infarcts presented with
2-day history of nausea and non-bloody, non-bilious emesis and 1 episode of
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epistaxis. Since the cancer diagnosis 3 weeks prior to this presentation, patient
was offered palliative chemotherapy but she had not undergone any treatment.
On arrival, patient was hemodynamically stable. Laboratory findings were
notable for leukocytosis, coagulopathy, cholestatic liver injury, and lactic
acidosis. Infectious workup was unremarkable. During hospitalization, patient
developed acute renal failure (SCr 1.1 mg/dL -> 4.3 mg/dL), hyperkalemia (K
6.4 mmol/L), hyperphosphatemia (Phosphorus 5.5 mg/dL), hypocalcemia (Ca
8.1 mg/dL), worsening metabolic acidosis with lactate 6.4 mmol/L and rapidly
worsening lactate dehydrogenase (LDH 330 IU/L -> 1810 IU/L). There was a
concern for spontaneous tumor lysis syndrome and further workup showed
uric acid of 18.2 mg/dL. Patient was started on aggressive IV fluid therapy and
sodium bicarbonate infusion with a plan for Rasburicase administration. How-
ever, based on further goals of care discussion with patient and family, patient
wished to pursue hospice care. She subsequently passed away in inpatient
hospice care.
IMPACT/DISCUSSION: Spontaneous tumor lysis syndrome (TLS) is a rare
oncological emergency associated with multiorgan failure. It is characterized
by an elevation of uric acid, hyperphosphatemia, hypocalcemia, hyperkalemia,
and renal failure in the setting of no active chemotherapy as a result of lysis of
massive tumor burden. Tumor lysis syndrome commonly occurs after initiation
of chemotherapy or spontaneously in hematologic malignancies, particularly
non- Hodgkin’s lymphoma and acute leukemia. Spontaneous tumor lysis
syndrome is rarely seen in solid tumors. There are only a few case reports of
spontaneous tumor lysis syndrome in pancreatic adenocarcinoma patients.
Solid tumors with high tumor burden pose a risk of spontaneous tumor lysis
which can be fatal if not diagnosed and treated in time.
CONCLUSION: We report a rare case of an elderly woman with a history of
recently diagnosed stage IV pancreatic adenocarcinoma with diffuse liver me-
tastases who developed spontaneous tumor lysis syndrome. This case
emphasizes the importance of maintaining a high clinical suspicion for sponta-
neous tumor lysis syndrome in patients with metastatic solid tumors who have
acute clinical deterioration, electrolyte abnormalities, and acute renal failure.

STIFF LIMB SYNDROME: A CASE REPORT
Andrew Morrison2; Wajiha Yousuf3; Alexandra Linn1; Pranav Shah4
1Internal Medicine-Pediatrics, Penn Medicine, Philadelphia, PA
2Neurology, University of Pennsylvania, Philadelphia, PA
3Neurology, Penn Medicine, Philadelphia, PA
4Internal Medicine, University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA. (Control ID #3716225)

CASE:A 53-year-old womanwith degenerative spine disease, remote cervical
fusion, and recent lumbar laminectomy presents with 11 months of ambulatory
dysfunction and episodic bilateral lower extremity pain and stiffness. She first
developed pain in her left knee that spread to her bilateral hips, knees and
ankles. Within 1 month, she went from being an active dancer to requiring a
walker to ambulate. Outpatient rheumatologic work-up was unremarkable.
Multiple electromyography and nerve conduction studies were unremarkable.
MRI brain showed nonspecific white matter FLAIR hyperintensities, and MRI
spine showed moderate L3-L5 stenosis. Four months prior to presentation, she
underwent L4-L5 laminectomy, after which her symptoms intensified and she
began to experience episodes of intense, symmetric leg cramping triggered by
movement and being startled.
On presentation, she was non-ambulatory. Frequent episodes of painful leg
cramping limited assessment of her strength, reflexes, and gait. Palpation of her
abdomen triggered these episodes. Between episodes, her lower extremity
exam was notable for markedly-rigid ankles with continuous co-contraction
of ankle plantar- and dorsiflexors with otherwise normal strength, sensation,
and reflexes. MRI brain and spine was unchanged from earlier studies. Repeat
EMG was notable for inability to relax opposing muscle groups of her legs.
CSF studies were positive for GAD-65 antibodies.
Given clinical suspicion for stiff limb syndrome, she was started on diazepam.
Within 1 day, she could move her ankles. Within 5 days, she had fewer pain
episodes and was able to ambulate with a walker.
IMPACT/DISCUSSION: Stiff-person syndrome (SPS) is a rare neurologic
disorder characterized by muscle rigidity and episodes of painful, involuntary
muscle contraction. It is thought to be due to an acquired defect in the

production and processing of inhibitory neurotransmitters, leading to disinhi-
bition of skeletal muscle activation. Partial SPS, or stiff limb syndrome, is a
less-common subtype that occurs in 10-15% of cases. Most patients with SPS
have: (1) severe muscle stiffness, (2) episodes of painful, involuntary muscle
contraction triggered by emotional distress and touch, (3) presence of GAD-65
antibodies in serum or CSF, and (4) symptomatic improvement with
benzodiazepines. There is currently no disease-modifying treatment available
for SPS. Patients with refractory symptoms may be offered IVIG, plasmaphe-
resis, systemic steroids, and rituximab, though current evidence suggests
limited benefit.
CONCLUSION: SPS is a rare, poorly-understood neuromuscular disease that
is extremely debilitating for patients and often evades diagnosis. Many
clinicians may label these patients as having functional disorders, and correct
diagnosis requires a high index of suspicion. This case illustrates the impor-
tance of avoiding anchoring bias and trusting the physical exam (e.g., no upper
motor neuron findings in a case concerning for myelopathy).

STIGMA AND SHAME AS A BARRIER TO LANGUAGE-
CONCORDANT CARE
Yasuko M. Mano, Mangala Iyengar, Andrew Young
Medicine, Keck School of Medicine, Los Angeles, CA. (Control ID
#3708522)

CASE:A 69-year-old male with low-English proficiency (LEP) with a history
of IgG4-related disease, Mycobacterium Avium Complex infection, and hy-
percalcemia presented with 4 days of confusion. On admission, the patient was
afebrile with normal vital signs. Laboratory evaluation showed elevated creat-
inine (1.91), hypercalcemia (14.7), low 25- OH vitamin D (28), and low PTH
(8). The patient was admitted for hypercalcemia and received fluid resuscita-
tion and bisphosphonate therapy with partial improvement. On hospital day 9,
he was treated with prednisone and hydroxychloroquine for refractory hyper-
calcemia, which resolved the next day. The patient’s mental status also im-
proved, but there were ongoing concerns for dysphagia and poor nutrition due
to an inability to follow directions with a swallow evaluation. When presented
with the possibility of a nasogastric feeding tube, the patient declined,
explaining that he just did not like the food.
The patient declined an interpreter throughout the hospitalization. Despite the
patient’s declination, a visit was conducted with a video interpreter. During the
encounter, a Mandarin video interpreter was brought into the room and
interpreted the risks, benefits, and alternatives to nasogastric and percutaneous
gastrostomy tubes. The patient listened to the interpreted explanation given by
the video interpreter in Mandarin without interruption. He then responded
directly to the care team in English, explaining that “you just don’t understand.
I just want my wife’s congee. If you let her bring it, I can show you that I can
eat fine!”
The patient’s wife brought congee, a traditional rice porridge, from home, and
the patient ate the congee under supervision without any issues. The following
day, the patient was discharged home on an unrestricted diet without a
gastrostomy tube.
IMPACT/DISCUSSION: This case highlights many cultural, linguistic, and
structural barriers to providing healthcare. Although this patient has LEP, he
declined an interpreter. Some possible reasons for declining a Mandarin
interpreter include shame/stigma for needing an interpreter, fear of receiving
disparate care, or worry that it may be an added burden. This case also
highlights how an “opt-out” approach may be more effective in providing
language-concordant care. Similar approaches have been shown to be effective
in HIV screening. This approach bypasses some of the barriers to accepting
interpreter services in the provision of clinical care.
CONCLUSION: An “opt-out” approach to providing interpreter services to
LEP patients can circumvent many barriers to language-concordant care.

STREPTOCOCCUS GORDONII ENDOCARDITIS COMPLICATED
BY SEVERE MITRAL REGURGITATION AND MYCOTIC
ANEURYSM
Kim Pham, Dana Penfold, Anjali Kakkar
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Internal Medicine, Ochsner Medical Center, New Orleans, LA. (Control ID
#3715338)

CASE:A 33-year-old male with IV drug abuse and bipolar disorder presented
with blurry vision, fever, night sweats, and balance issues for several weeks.
He denied chest pain, shortness of breath, orthopnea or lower extremity edema.
On examination, he was found to be febrile with Tmax of 101 degrees
Fahrenheit, tachycardic at 101 bpm. Heart auscultation revealed a grade 3/6
holosystolic murmur at the apex radiating to the axilla and back. There were
nodules on the right third digit and grade 4/5 left upper extremity weakness.
Significant lab findings are normocytic anemia with hemoglobin of 7.6 g/dL,
and leukocytosis with predominant neutrophils of 79.6%. BNP was 147 pg/
mLl. Troponin was 1.637 ng/mL. TTE revealed severe mitral regurgitation
secondary to large mobile vegetations on both mitral leaflets with bulkiest of
the vegetations measuring 2.5 x 1.5 x 2.0 cm, ejection fraction of 65%,
LVEDD of 6.4 cm. Blood cultures were positive for pansensitive Streptococ-
cus gordonii. Patient was started on ceftriaxone. CTA revealed a 3mmmycotic
aneurysm at the right M2-M4 with surrounding MCA irregularity. After a risk
versus benefit interdisciplinary discussion, mitral valve was replaced with a
bioprosthetic valve to minimize anticoagulation. The patient underwent MVR
with heparin peri-procedurally on hospital day 10. On day 16, follow up CTA
revealed stable known mycotic aneurysm with no new aneurysms, infarct, or
hemorrhage.
IMPACT/DISCUSSION: S. gordonii is a gram-positive, alpha-hemolytic
cocci in chains that colonizes the oral cavity and produces protective biofilm.
Infective endocarditis (IE) caused by S. gordonii is not commonly described in
literature. The organism’s cell wall glycoprotein, GspB, has been described to
facilitate endocarditis by direct binding to human platelet. Mycotic aneurysm is
an endovascular infection causing dilation of the arterial wall. Ruptured
mycotic aneurysms has a mortality of 60-90%. When life-long anticoagulation
is contraindicated, a bioprosthetic valve, though not ideal in our young patient,
is a good alternative. In our patient with a history of IVDU, medication non-
adherence, and increased bleeding risk, there was a benefit to a bioprosthetic
valve over a mechanical valve.
CONCLUSION: This case highlights recognizing neurological complications
of S. gordonii endocarditis to effectively orchestrate a timely treatment plan.
One case report by Pairan et al suggests intracranial bleed from mycotic
aneurysm can occur at any time. Our patient received a timely MVR done
during hospital stay given his large vegetation and did not suffer further
neurological insult. Having neurosurgery’s input on recommendation of min-
imizing anticoagulation by pursuing bioprosthesis was an important aspect of
the treatment plan and helping to minimize potential devastating
complications. as patient’s complex case stresses the importance of an inter-
disciplinary approach to treating infective endocarditis with mycotic aneurys-
mal complications.

STROKE? CANCER? INFECTION? A SPINAL MASQUERADE
Parsa Mirmehdi
Internal Medicine, Mayo Foundation for Medical Education and Research,
Rochester, MN. (Control ID #3715447)

CASE: A 63 year-old man with a history of cataract surgery presented with
two months of progressive left lower extremity weakness and upper extremity
paresthesia. In addition, he endorsed three years of unexplained visual loss in
the right eye and mild persistent dyspnea. The dyspnea was thought to be due
to pulmonary fibrosis. Steroids had previously provided moderate improve-
ment. He had 1/5 strength in hip flexion bilaterally and a visual acuity of 20/
200 in the right eye. Sensation was intact. Cardiopulmonary exam was non-
revealing.
Computed tomography (CT) of the chest showed bilateral reticular opacities,
ground glass opacities, bronchiectasis with small areas of honeycombing, and
mild mediastinal and hilar lymphadenopathy. Magnetic resonance imaging of
the brain and spine revealed left parietal subcortical nodular enhancement,
rounded nodular enhancement at C5, linear enhancement in the central spinal
cord from T2-T9, T2 central intensity at C2-C4, and degenerative disc disease
of C3- C7 with spinal narrowing.

After consultation with neurology and neurosurgery, he underwent
laminectomy of C3-C7 and fusion of C2-T2. He was then evaluated by
pulmonology, who performed an endobronchial ultrasound with biopsy of
the hilar lymph nodes.
Pathology was consistent with non-necrotizing granulomas, confirming a
diagnosis of sarcoidosis. An infectious work up was negative. The patient
was seen by rheumatology, who initiated corticosteroids and infliximab.With-
in 9 days of initiation of treatment, hip flexion strength improved to 4/5.
IMPACT/DISCUSSION: Sarcoidosis can present with a broad variety of
symptoms and involve numerous organ systems. Although virtually any organ
system can be affected, involvement of the lungs, lymphatic system, eyes, skin,
and liver are most common. Because sarcoidosis can mimic many other
conditions, it is known as a “masquerader,” which can make the initial
diagnosis challenging. Only 5-10 percent of patients with sarcoidosis have
neurologic involvement, but this can sometimes be the main presenting symp-
tom. Therefore, it is important for internists to consider neurosacroidosis in the
differential diagnosis of focal neurological deficits. Additional neurologic
findings can include visual changes, meningeal signs, hypothalamic and pitu-
itary dysfunction, encephalopathy, and seizures. Eye involvement can include
uveitis, optic neuropathy, and cataracts. As was the case with our patient,
pulmonary manifestations may not be prominent. Therefore, the internist must
be aware of the possible extrapulmonary presentations of sarcoidosis and
maintain a high index of suspicion when these signs are exhibited.
CONCLUSION: Neurosarcoidosis is a rare disease and leaving it untreated
could be devastating. Therefore, it is crucial for physicians to recognize its
warning signs and accurately diagnose it. This condition must be included in
the differential anytime there is a neurological deficit accompanied by
symptoms from other organ systems.

SUBACUTE ENCEPHALOPATHY WITH NONCONVULSIVE STA-
TUS EPILEPTICUS: A DIAGNOSTIC CHALLENGE
Do H. Park1; David Klimpl2
1School of Medicine, University of Colorado Denver School of Medicine,
Aurora, CO
2Hospital Medicine, University of Colorado Denver School of Medicine,
Aurora, CO. (Control ID #3708805)

CASE: A 71 y/o female with a history of ESRD on hemodialysis and alcohol
use disorder without a history of withdrawal seizures presented to the ED with
complaints of tremors, fatigue, nausea, vomiting, and weakness since complet-
ing dialysis three days prior to arrival. In the ED, vitals were notable for BP of
186/96 without fever. On physical exam, she was A&O x4, with tremors of the
bilateral upper and lower extremities without asterixis. Labs were significant
for lactate of 2.3 and normal CBC, VBG, TSH, CXR, and EKG. She was
started on empiric antibiotics and was admitted for alcohol withdrawal and
possible sepsis. The following morning, she reported that her presenting
symptoms had entirely resolved. However, that afternoon she became somno-
lent, oriented to self only, though she could still follow intermittent simple
commands. The repeat exam was significant for mild repetitive lip movement
with no focal deficit. Repeat CBC, CMP, CT head abdomen and pelvis, and
ECGwere without acute abnormalities. The following morning the patient was
unresponsive to pain with repetitive facial movements. EEG was ordered and
showed non-convulsive status epilepticus (NCSE). IV lorazepam and IV
valproate were administered with the resolution of seizures, and the patient
was transferred to the ICU for closer monitoring. Unfortunately, the patient’s
ICU course was complicated by a GI bleed, DVT, and persistent delirium for
22 days. The discussion of goals of care with her family led to the decision to
transition to comfort care, and the patient passed away on hospital day 23.
IMPACT/DISCUSSION: This case illustrates a case of non-convulsive status
epilepticus mimicking delirium. In retrospect, this was likely precipitated by
alcohol withdrawal, possible sepsis, and multimorbidity lowering the patient’s
seizure threshold. The diagnosis of NCSE is challenging, especially in the
elderly, due to the broad variability in clinical presentation, including but not
limited to confusion, personality change, dysphasia, coma, stupor, subtlemotor
activity, and nystagmus. As a result, the diagnosis is oftenmissed or delayed. A
high index of clinical suspicion for NCSE and consideration of electroenceph-
alogram should be given when the initial workup for altered mental status is
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negative, especially as NCSE is a potentially treatable condition. The stepwise
approach to diagnostic testing can aid clinicians in considering common to rare
diagnoses while providing high-value care. In a situation of an uncertain and
potentially fatal diagnosis, the meaning of high-value care shifts from narrowing
our diagnostic interventions to broadening our use, which can lead to better
outcomes and reduce necessitating unnecessaryworkup and treatment in the future.
CONCLUSION: – NCSE should be considered when the initial workup for
altered mental status is negative, as it can often go unrecognized.
– High-value care can mean broadening the use of our diagnostic repertoire in
the face of diagnostic uncertainty.

SUCCESSFUL TREATMENT OF CLOSTRIDIUM CADAVERIS
BACTEREMIA IN AN IMMUNOCOMPROMISED PATIENT
Xiaomeng Deng2; Preetha Iyengar2; Ashley Saito1
1Medicine, VA Greater Los Angeles Healthcare System, Los Angeles, CA
2Internal Medicine, Ronald Reagan UCLAMedical Center, Los Angeles, CA.
(Control ID #3715291)

CASE: A 65-year-old male with metastatic rectal adenocarcinoma status post
chemoradiation complicated by a recto- vesicular fistula presented with acute
nausea and non-bloody emesis. Vital signs were remarkable for rectal tempera-
ture of 100.9F, blood pressure of 80/50, and heart rate of 106. Physical examwas
notable for a mildly distended, nontender abdomen with hypoactive bowel
sounds. Stage III and IV decubitus ulcers were noted on his sacrum and posterior
thighs without overt purulence or erythema. He had no suprapubic or
costovertebral angle tenderness. Initial laboratory workup revealed WBC of
32.6k/uL. Blood and urine cultures were obtained, and the patient was started
on intravenous vancomycin and piperacillin/tazobactam on hospital day (HD) 0.
Within 24 hours, the patient’s symptoms and systemic inflammatory response
had improved. On HD1, both sets of blood cultures grew Escherichia coli. His
urine culture also grew 15,000 CFU of E. coli. Piperacillin/tazobactam was
de-escalated to intravenous ceftriaxone based on culture sensitivities.
Vancomycin was discontinued. By hospital day #3 (HD3), the patient
remained clinically stable and was transitioned to oral amoxicillin/
clavulanate in anticipation of discharge. However, on day of discharge, Clos-
tridium cadaveris was also identified from both sets of initial blood cultures
and was thought to originate from the patient’s necrotic rectal mass. Based on
his rapid clinical improvement and Infectious Diseases consultation, he was
discharged with a 14-day course of amoxicillin/clavulanate. Repeat blood
cultures from HD1 demonstrated clearance of both organisms.
IMPACT/DISCUSSION: Clostridium cadaveris is part of the normal human
fecal flora. It was first described as a motile, strict anaerobic gram-positive rod
that is prominent during human body decomposition. C. cadaveris has been
implicated as the causative organism in cases of bacteremia, diverticulitis,
empyema, and septic arthritis and can be fatal in immunocompromised hosts.
Available data on C. cadaveris antimicrobial susceptibility is limited, but it has
been successfully treatedwith antibiotics that offer anaerobic coverage, such as
amoxicillin/clavulanate or metronidazole.
This case highlights C. cadaveris as a potential pathogen in an immunocom-
promised patient with a suspected gastrointestinal source of infection. This
case also highlights the importance of anaerobic antibiotic coverage in such
cases. Although there is limited data on the incubation time required for
detecting C. cadaveris in blood cultures, this pathogen did not grow until
HD4 in our case. This emphasizes the importance of monitoring blood cultures
even after an initial organism has been identified, especially when
polymicrobial infections are suspected.
CONCLUSION: Clostridium cadaveris may cause serious infections and
potentially even death in immunocompromised patients. Existing literature
has reported successful treatment with beta-lactamase inhibitors and
metronidazole.

SUDDEN SUBDURAL HEMORRHAGE IN A PATIENTWITH MUL-
TIPLE MYELOMA
Aquino A. Williams, Mariela Romero, Ashley Rombough, Said Saleh
Internal Medicine, Hackensack Meridian Health Mountainside Medical Cen-
ter, Bloomfield, NJ. (Control ID #3715442)

CASE: 65 y/o female w/ h/o multiple myeloma, ESRD on HD, hypothyroid-
ism&COPD. One year prior was diagnosedwith multiple myeloma(MM) IgG
kappa, StageIII and underwent chemotherapy twice a week with Daratumuab,
carfilzomib with dexamethasone. Bortezomib had previously been
discontinued due to poor tolerance. Presented with altered mental status. On
examination, was tachycardic, febrile she was oriented to self only, and had no
focal neurological deficits. Labs revealed anemia, moderate thrombocytopenia,
BUN/Cr (36/6.10). Initial CT and MRI were negative. Repeat CT a week later
due to worsening mental status showed a right subdural hemorrhage in the
posterior middle cranial fossa extending along the tentorium with a midline
shift measuring approximately 5mm. The following day, repeat CT increase
hemorrhage and midline shift. A right frontotemporal craniectomy was
performed during the surgery a mass suspicious of possible plasmacytoma
was removed. A post-op CT revealed a new subdural hemorrhage with,
increased mass effect & midline shift. Pathology of mass was consistent with
the diagnosis of stage III MM. multiple myeloma.
IMPACT/DISCUSSION: Although rare, cases of extramedullary MM have
been identified in about 3-5% of newly diagnosed patients and in 6-20% of
relapsed patients.3 The prognosis is poor when the central nervous system is
affected, specifically less than 6 months.3 At times, MM lesions can be
confused for subdural hematomas. Prajsnar- Borak et al presented the case of
a patient with MM IgG type Lambda that was admitted to the hospital due to
somnolence and left-sided hemiparesis. A CT scan showed a right, extra-axial,
hemispherical hyperdense lesion with mass effect and midline shift, which was
diagnosed as a subdural hematoma. Biopsy results of mass was MM.6

Solitary extramedullary plasmacytomas occur in 2-10% of newly diagnosed
patients with MM.7 Common locations include the skull base, the and brain
parenchyma. Since they are radiosensitive, the treatment of choice is surgical
excision followed by irradiation with favorable prognosis.7,8

CONCLUSION: Although the relationship is unclear cases have been observed
where hemorrhage has been the first sign ofMM, aswell as hemorrhages in patients
with well-documented MM. Central nervous involvement in MM have shown
successful treatment with combined intrathecal chemotherapy, radiation and
daratumumab in which a durable response of 19 months was achieved.3 The
survival has doubled over the past decades due to the introduction of new chemo-
therapy combinations, targeted small molecule inhibitors, monoclonal antibodies
and hematopoietic stem cell transplantation.2

SURVIVING COVID UNDER HOSPICE
Pierre El Hachem1,2; David Eapen1,3; David Laubli1
1Internal Medicine, University Hospitals, Cleveland, OH
2Palliative Medicine, University Hospitals, Cleveland, OH
3Trinity School of Medicine, Kingstown, Saint Vincent and the Grenadines.
(Control ID #3690036)

CASE: This is a 68 year old femalewho presented to the emergency roomwith
progressively worsening fatigue, malaise, fever, nonproductive cough, nausea,
and vomiting after testing positive for COVID-19 the week prior. Her past
medical history was significant for obesity, fibromyalgia, chronic pain, osteo-
arthritis, hypertension, lymphedema, hypothyroidism, and GERD. She was
admitted and started on remdesivir, IV methylprednisolone, supplemental
oxygen, and nebulizer treatments. The patient’s respiratory status deteriorated
and her SpO2 dropped to 60%. She was escalated to high flow nasal cannula-
administered oxygen and a goals of care discussion was held. She refused both
BiPaP and intubation and elected to not escalate her care further, instead
focusing on comfort. Her high flow oxygen was weaned to 4L via nasal
cannula and she was started on a morphine infusion, with as needed morphine
for comfort. She desaturated to 65% SpO2, but did not exhibit respiratory
distress or tachypnea. After twelve hours, she remained relatively stable and
requested to go home. After twenty-four hours she was discharged with home
hospice with a fentanyl patch, liquid morphine, and a benzodiazepine as
needed. After two weeks, she survived and was discharged from hospice care.
IMPACT/DISCUSSION: This case raises two key points of discussion. First,
one must acknowledge the silent hypoxia that this patient experienced when
she elected to go hospice. This phenomenon has been seen inmultiple COVID-
19 patients around the world at various points during their treatment course.
Some of these patients have survived, while others did not. Tobin et al.
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explored possible mechanisms for this including, but not limited to: a change in
the baseline CO2 causing a diminished response to hypoxia as well as a change
in oxygen dissociation due to fever. Rahman et al. suggested an additional
mechanism with interplay between the patient’s hypoxia, hypoxia-induced
factor-1 (HIF-1), and angiotensin-converting enzyme receptor creating and
exacerbating a cycle of inflammation that is difficult for a patient to overcome.
Second, one must review the role of opioids in this patient’s recovery. Both
ASCO and the ACP have made recommendations for offering systemic
opioids for patients who are experiencing dyspnea at the end of life or in
advanced lung disease.
CONCLUSION: Given the positive outcome that this patient experienced,
one would hope that there will be less reluctance to introduce patients to a
palliative care team earlier in their care. The appropriate practice of palliative
medicine should not be equated to denial of active treatment against the
patient’s wishes. Rather, it is an attempt to maintain the dignity of those with
advanced disease and safely ameliorate somatic symptoms, including breath-
lessness and pain. In addition, further research is needed on the phenomenon of
silent hypoxia and its implications for what is deemed a safe oxygen saturation
range for patients who require supplemental oxygenation.

SWEET SYNDROME IN ACUTE MYELOGENOUS LEUKEMIA- A
CASE REPORT
Hina Virk1; John Harcha1; Muhammad Khan2
1Internal Medicine, The Jewish Hospital - Mercy Health, Cincinnati, OH
2Nephrology, The Jewish Hospital - MercyHealh, Cincinnati, OH. (Control ID
#3710254)

CASE: Patient is a 63 y/o F with PMH of relapsed AML on treatment with
Gilteritinib, Meniere's Disease, asthma, GERD, PRA positive, CKD Stage 3.
She was on cycle 1 day + 20 of Gilteritinib when she presented with a
neutropenic fever of 101.9. She reported congestion and headache. She was
pan cultured and started on empiric Cefepime. Her blood cultures, COVID test
and CXR were all negative for sources of infection. Eventually, Cefepime was
stopped, and she was transited to POCefdinir and Cipro but redeveloped fevers
and a maculopapular rash. Repeat pan-cultures were negative. Antibiotics were
broadened to Merrem, Linezolid and Cresemba and her fevers improved.
However, the rash continued to worsen. There was concern that nodular rash
was secondary to infection or possible drug reaction from her antibiotics. Her
rash showed no improvement with Benadryl or withholding drugs. She under-
went skin punch biopsy before discharge. Biopsy showed florid superficial
inflammation with benign ulcer that was highly suggestive of Sweet Syndrome
given history of AML.
IMPACT/DISCUSSION: Sweet syndrome (SS), or acute febrile neutrophilic
dermatosis is a rare inflammatory condition characterized by painful cutaneous
nodules and neutrophilic infiltrate in the dermis, in the absence of vasculitis.
This syndrome is associated with malignancies with AML andMDS being the
most reported. Malignancy associated Sweet Syndrome accounts for 15-20%
of cases of SS. The atypical production of both pro-inflammatory cytokines (IL
- 6, TNF - alpha) and signaling molecules demonstrated in AML is suspected
to affect neutrophil function leasing to dermal clumping of the mature
neutrophils. In our patient the fever presented prior to the rash with sudden
onset of nodular as it has been commonly reported in literature review.
Glucocorticoids, either topical or systemic, together with antibiotics and
wound care, represent the mainstays of SS therapy. The rash heals without
scarring if no ulcerations are present. The signs and symptoms of Sweet
syndrome can mimic infection and be treated inaccurately, thus, it is important
to make a correct diagnosis. Our patient’s tissue cultures were negative for
microorganisms. She was started on glucocorticoid with good response in
regards to her rash but did have some scars and hyperpigmentation. Unfortu-
nately due to her aggressive AML and complications patient elected to go to
Hospice.
CONCLUSION: When SS is established, the physician should keep a high
index of suspicion to search underlying malignancies.
Sweet Syndrome generally responds promptly to treatment with
glucocorticoid.

TAKOTSUBO CARDIOMYOPATHY AS A CAUSE OR RESULT OF
ISCHEMIC STROKE
Priyanjali Pulipati, Luke J. Marcus
Internal Medicine, St Joseph Mercy Oakland Hospital, Pontiac, MI. (Control
ID #3715177)

CASE: An 80-year-old female with a medical history of right cerebral ische-
mic stroke (5months ago) with residual left-sided weakness was brought to the
Emergency department (ED) from her independent living facility after she was
found unresponsive in bed. The patient was last well known at 9 pm the night
before. She is wheelchair dependent at baseline with mild aphasia. In the ED,
she was hypertensive with blood pressure 172/122, tachycardic with a heart
rate of 122, afebrile, and saturating at 98% on room air. On examination, she
had anNIHof 8with new-onset right-sidedweakness (baseline NIH 4 from her
previous stroke). Labs were remarkable for a troponin leak of 0.17. Imaging
with CT head and CT angiography showed no acute intracranial process. MR
brain shows tiny punctate 1 to 2 mm foci of acute infarction in left putamen of
basal ganglia and old lacunar infarct in the right frontoparietal region.
Neurology was consulted. She was started on aspirin and statin and a workup
for the etiology of stroke was initiated. An echocardiogram showed an ejection
fraction (EF) of 50 to 55% and the presence of lateral, septal, apical
hypokinesis suggestive of Takotsubo cardiomyopathy (TC). She was started
on oral anticoagulation and was discharged to a subacute rehabilitation center.
A repeat echocardiogram 1 year after the episode showed resolution of apical
hypokinesis and improved EF of 60%.
IMPACT/DISCUSSION: Ischemic stroke is associated with TC in 1-1.7% of
patients, with a predominance for females and insular involvement. It is unclear
whether stroke causes TC due to abnormal catecholamine release or TC causes
the stroke via a thrombus formation. Like in our patient, the first stroke may
have caused TC which in turn could result in the second stroke. Various meta-
analyses and case series argue on both fronts. Studies reveal that patients with
TC-associated stroke have higher mortality and poor functional outcomes.
There are also no clear guidelines about oral anticoagulation (OAC) use in
patients with TC for stroke prevention. Although it is preferred to start OAC in
TCwith severe left ventricular dysfunction or known thrombus, further studies
are required to clarify OAC use criteria.
CONCLUSION: Females with insular strokes are at higher risk of having an
underlying TC. Although there are no clear guidelines, it is preferred to start
OAC in TC with severe left ventricular dysfunction or known thrombus. It is
important to recognize and follow these patients with serial troponins and
echocardiograms as they have poor functional outcomes.

THALAMIC ABSCESS SECONDARY TO STREPTOCOCCUS
INTERMEDIUS
Amitha M. Avasarala
Internal Medicine, UPMC, Pittsburgh, PA. (Control ID #3715942)

CASE: A 47-year-old man with a history of myelodysplastic syndrome
transformed to AML,undergoing chemotherapy at the time and a remote
history of IV drug abuse presented to a tertiary care hospital with a three day
history of right arm weakness and expressive aphasia. Physical examination
was also notable for poor dentition and oral thrush. MRI Brain was remarkable
for a 2.4 x 2.3 cm left thalamic mass. CT imaging was indicative of dental and
periodontal disease involving the maxilla. Given his history of AML the initial
differential diagnosis was broad for both neoplastic etiologies and opportunis-
tic infections.With the patient’s history of remote IV drug abuse, suspicion
arose for a potential endocarditis with neurologic seeding.Treatment was
initiated with broad spectrum antibiotics and high dose corticosteroids. Blood
cultures and transthoracic echocardiogram were unremarkable.A biopsy
obtained from the thalamic abscess was notable for purulence and culture data
was positive for Streptococcus intermedius. The patient was treated with long
term ceftriaxone and his symptoms subsequently improved.
IMPACT/DISCUSSION: This case illustrates the various etiologies of brain
abscess and the importance of a holistic approach to diagnosis.Streptococcus
intermedius is a commensal organism that is normally present in the
aerodigestive tract.Though commonly seen in the frontal lobes, abscesses
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secondary to S. intermedius can be deep seated. Brain abscess has a high
mortality, however a significant proportion of patients with appropriately
treated abscess recover completely and can survive without significant neuro-
logic damage.
CONCLUSION: Brain abscesses are relatively rare in the developing world
with deep-seated abscesses occurring much less often than abscesses in other
locations of the brain. The infrequency of thalamic brain abscesses makes
determining its etiology a formidable challenge. Streptococcus pyogenes as a
pathogen should be considered, especially in those with poor dentition.

THE BIG IMPACT OF SMALL CHANGES IN NARROW THERA-
PEUTIC INDEX DRUGS
Julianne J. DeBellis, Danit Arad
Internal Medicine, Hackensack Meridian Health, Edison, NJ. (Control ID
#3707040)

CASE: An 84-year-old woman with atrial fibrillation on Digoxin presented
with acute onset of confusion associated with a week history of abdominal
pain, vomiting, and poor fluid intake. A few days prior, Amiodarone was
added to her drug regimen which included Lasix. Additionally, she received
the COVID-19 booster vaccine which led to a viral-like syndrome resulting in
dehydration. The patient was afebrile, normotensive, but bradycardic. EKG
showed a prolonged PR interval and scooped ST segments. Labs showed
hyperkalemia, pre-renal acute kidney injury (AKI), and a Digoxin level of
4.3 ng/mL (therapeutic range: 0.8-2.0 ng/mL). Digoxin and Lasix were held
and Digoxin antidote, Digibind, was administered with normalizing heart rate,
potassium, and clinical improvement.
IMPACT/DISCUSSION: Digoxin is used to slow conduction in atrial fibril-
lation and increase cardiac contractility in heart failure. It inhibits the mem-
brane sodium-potassium-adenosine triphosphatase pump (Na/K ATPase),
resulting in increased cytosolic calcium and subsequent cardiac contractility
and automaticity. In turn, this can also cause premature ventricular contractions
and tachycardia. In the carotid sinus, increased baroreceptor firing and subse-
quent increased vagal tone occurs which can cause bradycardia, atrioventric-
ular blocks, hypotension, and GI symptoms. In skeletal muscle, hyperkalemia
can result due to the abundance of Na/K ATPase pumps.
Digoxin has a narrow therapeutic index with serum levels easily affected by
many commonly prescribed drugs by way of decreasing renal clearance,
inhibiting P-glycoprotein, and inducing secondary electrolyte disturbances.
That said, drug dosing should be individualized with close monitoring to avoid
potentially life-threatening effects that may result with even mildly increased
digoxin levels. Acute toxicity manifests as non-specific GI, and neurologic
symptoms (confusion, lethargy, visual changes), hyperkalemia, and brady or
tachy-arrhythmias.
Treatment is with digoxin specific fragment antigen binding (Fab) antibody,
Digibind, which binds digoxin, inactivating it within 6-8 hours. Post-
administration, digoxin serum testing cannot distinguish free verse bound
drug; therefore, drug levels remain elevated for days to weeks until the Fab-
Digoxin complex is excreted.
In the case above, the viral-like-syndrome after the booster vaccine with
subsequent AKI secondary to dehydration likely precipitated Digoxin toxicity.
Accompanying drug interactions of diuretics causing dehydration and hypo-
kalemia, P-glycoprotein inhibitors (Amiodarone, Verapamil, Diltiazem, Quin-
idine), and ACE inhibitors can further worsen renal clearance and culminate in
Digoxin toxicity.
CONCLUSION: Given Digoxin’s narrow therapeutic index, small clinical
changes such as post COVID-19 vaccine flu-like symptoms, dehydration, and
medication changes canmanifest drug toxicity. Therefore, attentivemonitoring
of accompanying comorbidities and drug interactions is imperative at
preventing catastrophic toxic effects.

THE CASE OF THE MYSTERIOUS MEDIASTINAL MASS
Sarah Reid1; Tyler Ryan1; Venu Pararath Gopalakrishnan2
1Internal Medicine, University of Massachusetts System, Shrewsbury, MA
2Internal Medicine, University of Massachusetts Medical School, Worcester,
MA. (Control ID #3716035)

CASE: A fifty one year old female with an unremarkable medical history
presented to the emergency department with acute onset, left-sided, pleuritic
chest pain. The pain was severe, radiated into her left arm and back, and was
associatedwith dyspnea, nausea, and headache. Her examwas notable for mild
tachycardia and reproducible chest wall tenderness. EKG demonstrated sinus
rhythm without evidence of ischemia. Labs revealed a leukocytosis to 14,000
cells/uL but were otherwise unremarkable, including cardiac enzymes. Chest
x-ray demonstrated prominence of the mediastinal silhouette that had not been
present on prior imaging, but had no evidence of other pathology. Initial
suspicion for pulmonary embolism was high, however the patient had a history
of anaphylaxis to iodinated contrast, so she was empirically treated with
therapeutic enoxaparin. A non-contrast CT of the chest was obtained to further
evaluate her mediastinum. This revealed a prominent, heterogenous, lobulated
density measuring 9.0 cm x 7.7 cm by 4.1 cm abutting the left internal
mammary vessels, the lateral margin of the aortic arch, and the left main
pulmonary artery. After enoxaparin reversal, the patient underwent a CT-
guided biopsy of the mass. Pathology revealed neoplastic epithelial cells, T-
lymphocytes, and scattered thymocytes with patchy cellular necrosis most
consistent with thymoma. The patient was referred to oncology and thoracic
surgerywith plans for possible surgical resection, chemotherapy, and radiation.
IMPACT/DISCUSSION: Mediastinal masses are an uncommon cause of
acute chest pain and, as such, are rarely considered during the initial workup
of patients with this presenting complaint. In adults, the differential for medi-
astinal mass includes benign cysts, thymic neoplasms, thyroid masses, lym-
phomas, and germ cell tumors. Thymoma, as seen in the patient described here,
is the most common of these entities, however it remains a relatively rare
condition with an overall incidence of just 0.13 cases per 100,000 person-
years. This case serves as an excellent opportunity to review the presentation,
diagnosis, and treatment of thymoma. Patients with thymoma can be asymp-
tomatic and may only be identified incidentally after chest imaging. For other
patients, thymoma may present as other clinical entities including myasthenia
gravis and superior vena cava syndrome. Treatment of thymoma typically
includes a combination of surgical resection, chemotherapy, and radiation
depending on stage. Prognosis is generally favorable if diagnosed early with
a greater than 90% survival rate for patients with stage I disease.
CONCLUSION:Mediastinal massesmaymimic other acute pathologies such
as acute coronary syndrome or pulmonary embolism.
The differential for mediastinal mass in adults includes benign cysts, thymic
neoplasms, thyroid masses, lymphomas, and germ cell tumors, with thymoma
being the most common.
Thymoma is typically treated with a combination of surgery, chemotherapy,
and radiation.

THE EYES HAVE IT: A REPORT OF VOGT-KOYANAGI-HARADA
SYNDROME
Evelyn Shen2; Alex N. Kokaly1; Luciano Castaneda1
1Internal Medicine, University of California Los Angeles, Los Angeles, CA
2University of California Los Angeles David Geffen School of Medicine, Los
Angeles, CA. (Control ID #3706300)

CASE:Mr. X is a 51-year-old male with type 2 diabetes admitted from clinic
for new onset papilledema. For one week, he had gradual onset of blurry
vision, headache, photophobia and eyelid swelling. He denied fevers, chills,
neck stiffness, nausea, vomiting, painful eye movements, and trauma. Exam
was notable for decreased visual acuity, conjunctival injection, and mild
periorbital edema.
Screening labs were normal. Right external auditory canal thickening on CT
suggested otitis externa and maxillary mucosal thickening indicated possible
fungal infection. MRI orbit showed bilateral retinal thickening. Lumbar punc-
ture had a normal opening pressure, lymphocytic pleocytosis, and mildly
elevated glucose and protein. Workup was negative for bacterial, viral, and
fungal infections. Empiric antimicrobials were started.
Neurology, Infectious Disease, ENT, and Ophthalmology were consulted.
Tests for TB, sarcoid, VZV, HSV, leptospirosis, West Nile Virus, endemic
fungi, and malignancy were negative. Ear swab found aspergillus in the right
ear. On examination, Ophthalmology noted anterior segment inflammation
and posterior synechiae consistent with Vogt-Koyanagi-Harada (VKH)
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syndrome. The patient was treated with high-dose prednisone, topical prednis-
olone, and topical cycloplegics with near-resolution of symptoms. The asper-
gillus was felt to be unrelated and was treated with voriconazole.
IMPACT/DISCUSSION: We present the case of a 51-year-old male with
symptoms and exam concerning for meningitis. Bacterial meningitis presents
similarly to the often self-limited aseptic meningitis. Aseptic meningitis has
many etiologies including viral, fungal, bacterial, and drug-induced. In this
patient with diabetes and an ear infection, invasive fungal infection was
considered but ultimately not diagnosed. Lymphocytic pleocytosis broadened
the differential to potential noninfectious causes, such as autoimmune and
malignant etiologies.
VKH syndrome is a rare autoimmune disorder that affects the eyes, skin, ears,
and nervous system. Neurologic signs include tinnitus, neck stiffness, and
pleocytosis. Skin findings include vitiligo, alopecia, and poliosis. Presentation
is variable but typically occurs in phases, initially with neurologic and oph-
thalmologic symptoms progressingmonths later to include dermatologic signs.
Recurrent disease may cause cataracts, glaucoma, and choroidal
neovascularization. This patient likely presented in an earlier phase with blurry
vision and severe headache. VKH treatment usually involves high dose sys-
temic steroids followed by immunosuppression. Dermatology,
Ophthalmology, and Neurology can assist with management. Treatment can
improve vision and hearing problems, but dermatologic changes are likely
permanent.
CONCLUSION: 1. Lymphocytic pleocytosis may not indicate viral menin-
gitis, and a broad differential including autoimmune causes should be
considered.
2. Maintain a high index of suspicion for VKH when unexplained ocular,
neurologic, and/or dermatologic findings are present.

THE GREAT IMITATOR: A CASE OF RENAL SQUAMOUS CELL
CARCINOMA DISGUISED AS CHRONIC PYELONEPHRITIS
Taylor N. Francoeur, Michael Rossi
Internal Medicine, Boston Medical Center, Boston, MA. (Control ID
#3707345)

CASE: A 78-year-old female with a history of recurrent nephrolithiasis and
left ureteral reconstruction presented to our institution with hematuria, flank
pain, anorexia and weight loss. 3-4 months prior, she had similar symptoms in
her home country and was treated with multiple courses of antibiotics. She
attempted to present to the US for evaluation earlier, but was unable to due to
COVID.
She first presented to a nearby US hospital and was diagnosed with an atrophic
kidney with a superimposed infection based on imaging and labs. An EGD/
Colonoscopy done for her weight loss was unrevealing. She was discharged on
antibiotics and told to follow up for possible nephrectomy.
1 days later, she presented to our institution with continued symptoms. Repeat
CT was concerning for emphysematous pyelonephritis. Vital signs were
unremarkable. Labs showed no leukocytosis, normal creatinine, hypercalcemia
to 13.0 and urinalysis showed hematuria, pyuria and proteinuria.
She was initially treated with IV antibiotics and a percutaneous nephrostomy
for source control. To continue work up for her weight loss, a CT chest was
done that showed multiple lung nodules and a re-review of the CT abdomen
noted a T12 lytic lesion.
2 weeks into her admission, she had a left nephrectomy. Pathology revealed an
invasive, grade 3, poorly differentiated squamous cell carcinoma arising from
the renal pelvis, with lymphovascular invasion. A biopsy of the T12 lesion was
consistent with metastasis. Due to her functional status and aggressive nature
of her malignancy, palliative therapies were recommended.
Patient’s course was further complicated by ileus, massive aspiration and spinal
cord compression from the T12 lesion. She passed away on hospital day 45.
IMPACT/DISCUSSION: Squamous cell carcinoma of the renal pelvis is a
rare malignancy. Most present at an advanced stage with a long history of non-
specific symptoms, such as hematuria and/or flank pain, which are typically
attributed to recurrent nephrolithiasis; one of the most well-documented risk

factors. Additionally, there are no characteristic findings on imaging, making
radiological differentiation between renal SCC and other chronic infectious
processes difficult. Often there is no suspicion for malignancy until the pathol-
ogy results.
For these reasons, renal SCC should be considered in patients who have
underlying risk factors. One may also benefit from a renal biopsy, which can
be done before a nephrectomy and has been shown to have a high degree of
diagnostic accuracy. Adding to this diagnostic challenge, our patient’s carewas
delayed due to COVID, demonstrating the importance of considering alterna-
tive diagnoses when patients have deferred presentations and fractured
workups.
CONCLUSION: Consider the diagnosis of renal SCC in patients with recur-
rent nephrolithiasis, UTIs, unexplained hematuria and/or flank pain and refer
for a renal biopsy if appropriate.
Be mindful of the impact of fragmented and delayed medical care on vulner-
able patients.

THE HEART OF THE MATTER: A DELAYED DIAGNOSIS OF
CARDIAC AMYLOIDOSIS
Charly Edmiston
Tufts Medical Center, Boston, MA. (Control ID #3715170)

CASE:A 77-year-old woman with a past medical history of subacute HFpEF,
Afib, and MGUS presented with 1 day of chest pain and shortness of breath.
On initial evaluation, she was in Afib with RVR and mildly hypotensive with
SBP in the 90s. Labs were notable for leukopenia with WBC 2.32, Cr of 1.76,
uptrending troponin, and pro-BNP of 21,000.
EKG showed incomplete right bundle branch block without ischemic changes.
Echocardiogram revealed a small left ventricular (LV) cavity size with in-
creased LV wall thickness and a sparkling appearance to the myocardium,
concerning for cardiac amyloidosis. Further chart review revealed that one year
prior to her current admission, she developed mitral regurgitation and was
NYHA class III within 4 months of diagnosis. Notably, she also had a history
of bilateral carpal syndrome and loss of taste. Cardiac amyloidosis was
suspected at the time, but non-invasive 99mTc-PYP scintigraphy was negative,
and she was discharged once stabilized. However, her current imaging and
clinical course still raised high suspicion for cardiac amyloidosis. Accordingly,
a more sensitive but invasive bone marrow biopsy was performed and showed
Congo red positive amyloid deposition, confirming amyloidosis. Subtyping
revealed light chain amyloid, and the patient underwent chemotherapy. Un-
fortunately, after one round of chemo, the patient deferred treatment, began
hospice care, and passed 6 weeks after the final diagnosis.
IMPACT/DISCUSSION: Cardiac amyloidosis was once presumed to be a
rare disease, but recent studies have shown that prevalence may be as high as
13% in patients with symptoms of HFpEF. Patients with cardiac amyloidosis
typically present with symptoms of acute HF exacerbation but do not possess
obvious risk factors. However, presence of atypical symptoms such as bilateral
carpal tunnel syndrome, macroglossia, proteinuria and periorbital purpura
should raise suspicion for AL amyloidosis. The prognosis of cardiac AL
amyloidosis is poor, with a median survival of <6months in untreated patients,
and traditional goal-directed HF therapies are not effective in changing the
course of the disease.
Therefore, early diagnosis of cardiac AL amyloidosis and initiation of treat-
ment is critical. Unfortunately, the diagnosis is frequently delayed or missed
due to the limited sensitivity of echocardiography, fat pad biopsies, and PYP
scans, as seen in this case. However, if the pretest probability for cardiac
amyloidosis is high, a negative PYP scan still warrants a bone marrow or
endomyocardial tissue biopsy, which remain the gold standard for diagnosing
this rapidly fatal disease.
CONCLUSION: ● Though historically considered rare, the prevalence of
cardiac amyloidosis is increasing and should be considered during the initial
workup of patients hospitalized with HFpEF.
● While invasive, biopsy is the gold standard for diagnosis of amyloidosis.
● Premature closure is dangerous, and one must consider pre-test probabilities
when interpreting lab results and deciding on follow-up.
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THE HETEROGENOUS CAUSES OF HYPOGLYCEMIA: A CASE
STUDY OF A NON-DIABETIC PATIENT WITH SEVERE
HYPOGLYCEMIA
Beret Fitzgerald, Apoorva Ram, Samantha I. King
Internal Medicine, University of Colorado, Denver, CO. (Control ID
#3714516)

CASE: A 56-year-old male with untreated AIDS and chronic hepatitis C
presented with one week of weakness and was admitted for severe cachexia,
hyponatremia, and elevated alkaline phosphatase. He developed intermittent
fevers, for which a thorough infectious work up was negative, and a lymph
node biopsy revealed HIV-associated, EBV-positive classic Hodgkin Lym-
phoma. His course was then complicated by severe hypoglycemia with altered
mentation.
Peripheral administration of 50% intravenous dextrose solution followed by
150mL/hour of 10% dextrose solution initially normalized the patient’s blood
glucose. However, hypoglycemia recurred, so the patient was transferred to the
Intensive Care Unit for administration of a 20% dextrose. He developed a
mixed hepatocellular and cholestatic liver injury with profound alkaline phos-
phatase elevation to the 1000s. His fasting insulin, C-peptide, and AM cortisol
were all normal. Ultrasound of the liver showed hepatosplenomegaly, un-
changed from admission. Unfortunately, the patient’s condition deteriorated
with worsening mentation and shock, he was transitioned to comfort-focused
care, and passed.
IMPACT/DISCUSSION: The framework for hypoglycemia in the clinical
setting is often taught using Whipple’s triad: 1) symptoms related to hypogly-
cemia, 2) low plasma glucose concentration, and 3) relief of symptoms by
raising plasma glucose. However, in non-diabetic hospitalized and ill patients,
hypoglycemia is multifactorial, and requires a much more complex and nu-
anced understanding of the body’s production, use, and regulation of glucose.
In critically ill patients, hypoglycemia can be caused by severe sepsis, which is
thought to be related to depleted glycogen stores, increased glucose utilization,
and impaired gluconeogenesis. Hodgkin’s lymphoma has also been postulated
as a cause of hypoglycemia, with theories including insulin-like growth factor
secretion or antibody- mediation. The Warburg effect, or increased glycolysis
with lactic acid production in leukemias and lymphomas despite low tumor
burden, is also postulated to cause hypoglycemia.
Our patient likely had poor glycogen reserves in the liver due to cachexia,
malnutrition, and underlying hepatitis C. His normal insulin, C-peptide, and
cortisol during an episode of hypoglycemia exclude the possibility of an insulin
secreting tumor, exogenous insulin, and adrenal insufficiency in our patient,
but are important considerations in non-diabetic patients with severe
hypoglycemia.
CONCLUSION: Our case illustrates the complexity of glucose homeostasis
and importance of understanding the physiology underlying Whipple’s triad.
This case exemplifies the multifactorial nature of hypoglycemia and the broad
differential required in critically ill non-diabetic patients with hypoglycemia.

THE IMPORTANCE OF RECOGNIZING COMMON IMMUNE-
RELATED ADVERSE EVENTS WHEN USING IMMUNE CHECK-
POINT INHIBITOR THERAPY
Alyssa Kahl, Priti Dangayach
Internal Medicine, Baylor College of Medicine, Houston, TX. (Control ID
#3706294)

CASE: A 66-year-old woman with Lynch syndrome, a history of breast
cancer, and recurrent uterine serous cancer, presented with fatigue and
vomiting. Her last cycle of immunotherapy treatment with pembrolizumab
and lenvatinib was 3 weeks prior to admission. She had occasional constipa-
tion, cold intolerance, and dry, itchy skin. Her basic metabolic panel revealed
moderate hyponatremia with a sodium of 121meq/L. Bilirubin and lipase were
normal. Her TSH level was high at 45 uIU/mL and she had a low free T4 at
0.56 ng/dl. Her TPO antibodies were also markedly elevated. A baseline
cortisol was 15.3 mg/dL. A cosyntropin stimulation test was not suggestive
of adrenal insufficiency. Her sodium level subsequently improved with sup-
plemental fluids and treatment of her hypothyroidism. The development of

hypothyroidism was attributed to her recent treatment with ICI. She was
discharged with levothyroxine 112 mcg daily and scheduled for follow-up
thyroid function tests with a PCP in 6-8 weeks.
IMPACT/DISCUSSION: The use of immune-checkpoint-inhibitor (ICI)
therapies, such as pembrolizumab and lenvatinib, in malignancy treatment
has led to an increased prevalence of immune-related adverse events. Cancer
cells upregulate a variety of immune checkpoint proteins in order to evade T
cell regulation. ICI therapies target these immune checkpoints to enhance anti-
tumor immunity but often also enhance autoimmunity as a result. Thyroid
manifestations of immune-related adverse events will typically present with
thyroiditis in which patients initially present with a hyperthyroid phase
followed by subsequent hypothyroidism. Reported endocrine dysfunctions
include hypothyroidism, hyperthyroidism, hypophysitis, and primary adrenal
insufficiency, of which hypothyroidism is the most common. Notably, in the
phase 2 clinical trial for levatinib plus pembrolizumab therapy, 47% of patients
were found to have hypothyroidism. It is crucial to recognize these adverse
effects because, while they may present in an indolent manner, they require
lifelong hormone replacement therapy.
CONCLUSION: The ever-increasing prevalence of immune-checkpoint-
inhibitor therapies makes it imperative that internists are aware of their side
effects.
Initial work-up in patients with a suspected endocrinopathy from ICI therapy
should include thyroid function tests, cortisol, and a cosyntropin stimulation
test.

THE PROOF IS IN THE PATH: BUTWHATDOYOUDOWITHOUT
IT?
Anne Arnason1; Tiffany L. Brazile2; Jessica E. Cyr3
1Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA
2Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA
3Internal Medicine, VA Pittsburgh Healthcare System, Pittsburgh, PA. (Con-
trol ID #3707842)

CASE: A 69-year-old man with chronic lymphocytic leukemia (CLL) on
second line therapy and non-ischemic heart failure with reduced ejection
fraction presented from hematology clinic with hypercalcemia to 15.4 and
severe neutropenia. He was initially managed with aggressive intravenous
hydration and zoledronic acid. Serologic evaluation demonstrated a non-
parathyroid hormone mediated hypercalcemia with elevated 1,25-
dihydroxyvitamin D, most concerning for a granulomatous process. Elevated
serum angiotensin converting enzyme (ACE) and mediastinal lymphadenop-
athy on imaging raised concern for sarcoidosis. CLL was considered as an
explanation of all these findings, but hypervitaminosis D and elevatedACE are
rare in CLL. With radiographic and serologic evidence of sarcoidosis, empiric
glucocorticoids were started and additional evaluation ensued. Given chemo-
therapy associated neutropenia, he initially underwent non-invasive testing
with cardiovascular magnetic resonance imaging (CMR) notable for focal late
gadolinium enhancement consistent with cardiac sarcoidosis (CS). Once his
neutropenia resolved, he underwent lymph node biopsy with pathology re-
vealing non-caseating granulomas consistent with sarcoidosis. His calcium
stabilized on steroids, and he was discharged.
IMPACT/DISCUSSION: Currently there is no definitive diagnostic tool for
sarcoidosis. The diagnosis requires a combination of clinical, radiological, and
histopathological findings, which is particularly challenging when
manifestations first occur in the heart. Consensus guidelines on the diagnosis
of CS require endomyocardial biopsy for the diagnosis of CS to be considered
“highly probable” (>90% likelihood). In the absence of an endomyocardial
biopsy, only a “probable” diagnosis, 50-90% likelihood, can be made, and still
requires histologic evidence of extracardiac sarcoid. This may result in delayed
diagnosis of CS, which can cause heart failure and sudden cardiac death.
In patients like ours, a biopsy of almost any organ may be high-risk due to
comorbid medical conditions. In these cases, serum markers can aid in the
diagnostic workup. While the serum ACE level has limited sensitivity (41%)
and specificity (90%) for sarcoidosis, levels above ≥50% of the upper limit of
normal can support the diagnosis in conjunction with other findings per
consensus guidelines. The presence of late gadolinium enhancement on
CMR in our patient was consistent with sarcoidosis as the etiology of his heart
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failure. Additional work is needed to further expand upon noninvasive
methods for diagnosis of this condition with significant morbidity and
mortality.
CONCLUSION: 1) Serologic testing can play an important role in the
diagnosis of sarcoidosis, especially when obtaining a biopsy is contraindicated
or delayed; 2) The most definitive, or “highly probable,” diagnosis of cardiac
sarcoidosis requires endomyocardial biopsy, but a “probable” diagnosis of CS
can be made with histologic evidence of extra cardiac sarcoid and advanced
imaging.

THERIGHT,ORWRONG,MEDICATIONCOMBINATION:ACASE
OF RITONAVIR-FLUTICASONE INDUCED CUSHING’S
SYNDROME
Tyler Tate, Keith Burns, Carla Spagnoletti
Internal Medicine, UPMC, Pittsburgh, PA. (Control ID #3709192)

CASE: A 59 year old male with a past medical history of HTN, COPD, HIV
on a salvage regimen with emtricitabine, tenofovir, raltegravir, ritonavir,
darunavir who presented with a 3 week history of progressive proximal muscle
weakness and peripheral muscle wasting. He was on beclomethasone for
COPD for several years, however this was switched to inhaled fluticasone-
vilanterol 3 months prior to admission due to frequent exacerbations. He was
started on nasal fluticasone for post-nasal drip 3 months prior to admission as
well. His proximal muscle weakness progressed in severity to the point he was
not able to climb stairs, get out of a chair, or lift arms over his head. Exam was
notable for initial blood pressure of 204/136, 3/5 strength with bilateral flexion
at the hips and 3/5 strength with bilateral abduction at the shoulder. Central
adiposity was present with marked decreased muscle bulk in bilateral
arms/legs. Scrapable white plaques present on tongue. Basic chemistry and
CBC were within normal limits. 8am cortisol demonstrated undetectably low
cortisol and low ACTH of 7. After a 1mg dexamethasone suppression test,
repeat 8am cortisol and ACTH were unchanged.
A diagnosis of Cushing’s syndrome secondary to fluticasone and boosted PI
interaction was made. Inhaled and nasal fluticasone were stopped, and he was
started on LABA-LAMA. His HIV regimen could not be changed due to
resistance patterns. He was started on physiologic hydrocortisone to avoid
adrenal insufficiency. Plans for were made for future ACTH stimulation test to
evaluate function of HPA axis prior to discontinuing physiologic hydrocortisone.
IMPACT/DISCUSSION:Due to advances in treatment of HIV, the preferred
first line therapy for HIV includes a NRTI backbone combined with an
additional medication class, most often an integrase inhibitor. Patients living
with HIV since before these regimens were available often developed resis-
tance requiring salvage therapy which could include a boosted protease inhib-
itor, i.e., ritonavir and darunavir as in this patient. UpToDate lists 421 signif-
icant drug interactions with ritonavir. Clinicians may not be as familiar with the
drug-drug interactions involving this medication as it is no longer commonly
prescribed. While the absolute bioavailability of nasal fluticasone is less than
2%, this is altered in the presence of CYP3A4 inhibitors. Ritonavir has been
shown to increase the area under the curve of nasal fluticasone by 368 fold
which can lead to hypercortisolism and adrenal suppression.
CONCLUSION: Caution should be used when prescribing medications in a
patient taking a boosted protease inhibitor containing regimen as many signif-
icant drug interactions exist and can lead to adverse outcomes. Iatrogenic
Cushing’s Syndrome is characterized by clinical findings of excess cortisol
and lab findings consistent with a suppressed HPA axis. Intra-nasal fluticasone
bioavailability is significantly increased in the presence of CYP34A inhibitors.

THE ROLE OF POINT-OF-CARE ULTRASOUND IN THE RAPID
DIAGNOSIS OF ACUTE THORACIC AORTIC DISSECTION: A
CASE OF THORACIC AORTIC DISSECTION PRESENTING WITH
PERICARDIAL EFFUSION
Samuel Zucker3; Marwa Abdalla2; Miguel Mendoza2; Stephanie Midgley1;
Joseph Felice1
1Emergency Department, Vassar Brothers Medical Center, Poughkeepsie, NY
2Vassar Brothers Medical Center, Poughkeepsie, NY

3Touro College of Osteopathic Medicine, Middletown, NY. (Control ID
#3715506)

CASE: A 69 year-old male presented to the ED with sudden onset chest pain,
malaise, nausea, diaphoresis, and vomiting. His past medical history was
significant for hypertension, hyperlipidemia, chronic obstructive pulmonary
disease, thoracic aortic aneurysm, atrial fibrillation, paroxysmal VT s/p AICD
placement, chronic systolic heart failure with an EF of 30-35% and anxiety.
Medications included apixaban, amiloride, spironolactone, carvedilol, furose-
mide, rosuvastatin, amiodarone, and inhaled albuterol. The patient was a
former smoker and drank 2 alcoholic beverages daily. Family history was
significant for coronary artery disease in his mother and father, acute myocar-
dial infarction in his mother, and a history of hypertension in his brother.
On arrival, the patient was hypotensive with a systolic blood pressure in the
60’s. Point-of-Care Ultrasound (POCUS) was performed at the bedside and
showed a large pericardial effusion with mixed densities, suggestive of a
hemopericardium, as well as right ventricular diastolic collapse and a plethoric
IVC. The patient was immediately brought to Computed Tomography (CT)
and underwent CT Angiography (CTA) which confirmed an acute
hemopericardium, a dilated aortic root measuring 6cm, and findings consistent
with a type A dissection. No dissection flap was seen but acute aortic injury
was highly indicated based on imaging and presentation.
Due to high clinical suspicion of aortic dissection, the patient underwent
emergent mediastinal exploration and a rupture of the ascending aorta was
diagnosed. The patient underwent repair and was admitted to the cardiotho-
racic ICU. The patient's hospital course was complicated by disseminated
intravascular coagulopathy (DIC) postoperatively. Despite all efforts, he con-
tinued to deteriorate and eventually died.
IMPACT/DISCUSSION: Acute aortic dissection is associated with high
morbidity and mortality. POCUS can be very useful in its rapid identification.
The presence of a pericardial effusion on echocardiography, in conjunction
with risk factors and symptoms, sparks immediate concern for a
hemopericardium from an acute aortic dissection. CTA is a highly sensitive
test used for the diagnosis of acute aortic dissection but may not always show a
dissection flap if a type A dissection occurs within the aortic root, albeit, this is
an extremely rare occurrence. As of now, reports regarding this phenomenon
are minimal. We hope to shed additional light on the role of POCUS in
expediting the diagnosis and management of these patients.
CONCLUSION: POCUS can be a pivotal tool used to help diagnose acute
aortic dissection at the bedside. In the absence of a dissection flap seen on
POCUS, the presence of a dilated aortic root with hemopericardium in a
symptomatic patient should raise high clinical suspicion of an aortic root
dissection. Swift identification of these patients using POCUS may help with
the immediate management and lead to more favorable outcomes in these
patient populations.

THE TRUTH THE TEETH TOLD: THE UNUSUAL CASE OF A
SUBPHRENIC MASS
Durga Thakral, Daniel Liauw
Internal Medicine, Brigham and Women's Hospital, Boston, MA. (Control ID
#3709941)

CASE: A 75-year-old man with a history of aortic stenosis status post
transcatheter aortic valve replacement (TAVR), compensated cirrhosis in the
setting of alcohol use disorder, and osteoarthritis presented with hyper-acute
dyspnea and chest pain that awoke him from sleep. Three years prior to
admission, an abdominal computed tomography (CT) for his TAVR evaluation
revealed a 2 cm, irregular, peripherally-enhancing mass in the right subphrenic
space, most concerning for malignancy but stable in size a year later. Further
work-up was delayed due to the COVID-19 pandemic. One week prior to this
presentation, he returned to carewith 6months of progressive right shoulder pain,
pleuritic chest pain, and 5 kg of unintentional weight loss and was found to have
growth of the right subphrenic mass to 4.9 cm, for which he underwent
interventional radiology-guided aspiration and biopsy from a subxiphoid ap-
proach. Pathology on the core biopsy was inconclusive, revealing granulation
tissue with chronic inflammatory changes and negative routine cultures. He was
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hemodynamically stable and discharged home. On admission, he was afebrile,
tachypneic to 26, tachycardic to 120, hypotensive to 80/40, and saturating 94%
on room air. He was found to have a large pericardial effusion with tamponade
physiology, upon which 500 mL of serous fluid was drained via emergent
pericardiocentesis. Laparoscopic biopsy of the subphrenic mass revealed a
purulent fluid collection. 16S/18S sequencing and MALDI cultures were most
consistent with Actinomyces spp.With further history-taking alongside an Italian
language interpreter, he was found to have had prior dental abscesses, the likely
origin of his Actinomyces infection, although the curious propensity for the
subphrenic location remains unknown. Periodontal disease had been diagnosed
but not fully treated given lack of insurance coverage and perceived importance.
His pericarditis and ensuing tamponade was attributed to irritation and seeding
from the subxiphoid approach for attempted fluid aspiration.
IMPACT/DISCUSSION: Actinomyces spp. are a part of the normal human
gut and oral cavity flora, but when pathogenic, they are often associated with
dental, pulmonary, and urinary tract infections. In addition to periodontal
disease, this patient’s risk factors for Actinomyces abscess formation include
cirrhosis (via transient gut translocation from elevated portal pressures) and
alcohol use disorder (via increased aspiration risk). There have been several
reports of Actinomyces spp. causing pericarditis and tamponade following
seeding from liver, lung, and oral cavity abscesses— to our knowledge,
however, none from subphrenic abscesses.
CONCLUSION: This case highlights the importance of an oral health history
in work-up of an indolent growing thoracic mass and the challenges in
comprehensive history-taking in patients with limited English proficiency.
Increasing coverage of dental services (e.g. a Medicare dental benefit) is key to
health and health equity.

THE UNSUSPECTING CULPRIT: A CASE-REPORT OF
FUROSEMIDE-INDUCED IMMUNE THROMBOCYTOPENIA
Stephanie J. Hawkins, Joseph Dao, Marina L. Gonzalez
Medical School, Penn State College of Medicine, Hershey, PA. (Control ID
#3691680)

CASE:A 70-year-old man with a medical history of grave’s disease, coronary
artery disease, hyperlipidemia, type 2 diabetes, and chronic kidney disease
stage 3 presented to the emergency room with an altered level of conscious-
ness. Fourteen days prior, his outpatient provider started him on 20 milligrams
of furosemide for edema, a medication he had never previously taken. Vitals
included a pulse of 112 and blood pressure of 75/55. Physical exam findings
included drymucousmembranes, cool extremities, and full orientation. Further
workup elicited thrombocytopenia (87 K/uL), elevated creatinine (4.4 mg/dl),
elevated BUN (88 mg/dl), hyperkalemia (5.5), low serum bicarbonate (15
mmol/L), and a low estimated GFR (13 ml/min). EKG showed sinus tachy-
cardia. The patient was admitted for treatment of prerenal acute kidney injury
andmoderate dehydration. He was fluid resuscitated and his hyperkalemia was
treated with kayexalate and calcium gluconate. Prazosin, isosorbide
mononitrate, and furosemide were discontinued due to their hypotensive
properties. His platelet count was normal in previous labs before initiating
furosemide therapy and began to normalize days after discontinuing the
medication. Additionally, his symptoms, vitals, and labs all improved with
the discontinuation of furosemide and aggressive fluid resuscitation. He was
euvolemic on exam without lower extremity edema and discharged on his
home medication regimen without furosemide.
IMPACT/DISCUSSION: Thrombocytopenia is a common condition charac-
terized by a decreased platelet count (<150,000). There are many causes of
thrombocytopenia, so a broad differential is necessary. Pharmacological etiol-
ogies should be considered, such as drug-induced thrombocytopenia (DITP).
Though heparin and myelosuppressive drugs are common offenders of throm-
bocytopenia, they have separate mechanism of actions. DITP’s mechanism
involves drug-dependent antibody-mediated platelet destruction, but the
nuances in this mechanism differ depending on the agent. Evidence that would
increase your index of suspicion for DITP include onset within 2 weeks of
introduction to a new drug, severely low thrombocytopenia (<20,000), and a
medication history significant for a causative agent. A drug-dependent

antiplatelet antibody test is available but not necessary for the diagnosis of
DITP. Treatment involves discontinuing the offending drug.
CONCLUSION: Recognizing thrombocytopenia is important because of
increased hemorrhage risk, particularly in populations with increased risk of
bleeding, injury, or cancer. Monitoring platelet levels should be considered
when starting any medication known to cause thrombocytopenia. In summary,
drug-induced thrombocytopenia is an autoimmune reaction that can increase
the risk of hemorrhage which may be fatal if not recognized and addressed.
Workup should include ruling out other causes of thrombocytopenia and serial
CBCs after discontinuing the suspected causative medication.

THE VALUE OF TEAMWORK: EVALUATION AND DIAGNOSIS
OF CHRONIC ORAL ULCERS
Nathaniel W. Scarberry
Internal Medicine, UPMC, Pittsburgh, PA. (Control ID #3716071)

CASE: 19-year-old woman with a past medical history of recurrent oral ulcers
presented to the emergency department with poor oral intake secondary to
painful oral ulcers. She has experienced painful oral ulcers over the last year
and a half. She has no personal or family history of autoimmune disease. She
does not use alcohol, tobacco products, or recreational drugs. Physical exam
was notable for dry oral mucosa with several painful shallow erosive oral
ulcerations.
She was evaluated previously as an outpatient by rheumatology however was
unable to schedule a biopsy with a specialist. There were several barriers to
care including appointment availability and difficulty navigating the outpatient
healthcare system. Her painful oral ulcers recurred resulting in reduced oral
intake leading to hospital admission.
Rheumatology was consulted and an initial broad autoimmune and infectious
workup was unremarkable. Dermatology was consulted for evaluation and
biopsy of the ulcerated oral mucosa. Examination of the biopsy revealed
lichenoid inflammation which was consistent with a variant of erosive lichen
planus. Viral and fungal stains were negative.
Following discharge, her symptoms improved with systemic steroids. Topical
steroids were then started. She was scheduled in a specialized lichen planus
clinic within 2 weeks.
IMPACT/DISCUSSION: Erosive lichen planus is a chronic and often debil-
itating condition that can impact many organ systems and overlaps greatly
across medical specialties. Prior studies have raised awareness to the need for
greater coordination of care and a multi-disciplinary approach in the manage-
ment of erosive lichen planus. This case raises awareness to this problem.
Chronic oral ulcerations can be debilitating. In this case they caused significant
pain that resulted in hospitalization. Unfortunately, for this patient there was a
long delay in diagnosis. Access to care is critical to provide equitable care.
Often access to care is further limited when multiple specialists are involved.
This frequently leads to fragmentation in care, long wait times between
appointment, and frustration for the patient. Hospitalization allowed a diagno-
sis to be made, treatment to be started, and timely follow up with a lichen
planus specialist to be arranged. This case illustrates the role internists have in
leading the care and management of a complex undifferentiated patient.
CONCLUSION: 1. Erosive lichen planus is a painful and debilitating auto-
immune disease resulting in oral ulcerations that often requires multiple
specialists to manage and diagnose.
2. Internists have a unique opportunity to lead the diagnosis and management
of complex undifferentiated patients to provide equitable care and greatly
improve patient quality of life.
3. There are many causes for recurrent oral ulcers and erosive lichen planus
should remain on the internist’s differential as topical steroids can greatly
improve disease management and improve patient quality of life.

THE WORM BEHIND THE HEADACHE AND VISION LOSS:
NEURO-OCULOCYSTICERCOSIS
Kaanthi Rama2; Vijaya Mandapalli3; Satya Preetham Gunta1; Vinay
Jahagirdar1
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1Internal Medicine, University of Missouri Kansas City School of Medicine,
Kansas City, MO
2Gandhi Medical College and Hospital, Secunderabad, Telangana, India
3Guntur Medical College, Guntur, Andhra Pradesh, India. (Control ID
#3715785)

CASE: A 45-year-old lady, who moved from India 10 years ago, presented
with sudden onset of painless diminution of vision in her right eye and
unilateral headache for 15 days. A bedside eye exam was unremarkable except
for 20/80 vision in the right eye. MRI showed a hypointense lesion surrounded
by a thin wall in the right eye. A calcified granuloma was seen in the right
parietal lobe. Ophthalmology was consulted, who recommended an ultrasound
of the right eye. It showed a thin-walled cystic lesion, with an eccentric
hyperechoic speck in the vitreous, adherent to the retina. There were also signs
of retinal detachment. On fundoscopy, an elevated yellowish-white mass was
seen in the vitreous. This was suggestive of neuro-oculocysticercosis, with the
speck in the vitreous representing the scolex of the parasite. The patient was
referred for surgical removal of the cyst. She underwent successful cyst
excision, followed by albendazole therapy for 14 days, with adjunctive steroid
therapy. At her follow-up visit it was noted that her eye pain had resolved,
though vision was not restored fully.
IMPACT/DISCUSSION: Cysticercosis, caused by the larvae of Taenia
solium, spreads to humans via the feco-oral route. About 5000 cases of
neurocysticercosis (NCC) are reported annually in the US, mostly in the
Southwest and among populations with travel to endemic regions (Mexico,
Guatemala, Latin America, South-East Asia, and sub- Saharan Africa). In fact,
NCC was incident in 2.1% of patients presenting with new-onset seizures in a
geographically diverse urban emergency department-based study. The cysts
are commonly found in the CNS causing headache and seizures, but may also
lodge in the eyes – in the subretinal space or vitreous humor, affecting vision
by inflammation or retinal detachment. When lodged in the extraocular
muscles, they can limit eye movements, mimicking cranial nerve palsies. A
solitary enhancing lesion with the scolex can be seen on CT/MRI brain. Other
differentials on imaging include TB, malignancy, or brain abscess. Enzyme-
linked immunoelectrotransfer blot (EITB) and tissue biopsy are the gold
standards for diagnosis. For parenchymal lesions, antiparasitic drugs, steroids,
and anticonvulsant therapy remain the mainstay of treatment. In cases with
ocular involvement, antiparasitic drugs should be avoided as they can trigger
inflammation and threaten vision.
CONCLUSION: Epidemiologic information was critical in this patient
presenting with headaches and seizures. A careful eye exam was helpful in
determining the need for surgical therapy. Due to latency of several months to
years between initial infection and symptom onset, neurocysticercosis must be
considered for a patient coming from an endemic region with headaches,
seizures, or visual disturbances.

THIAMINE DEFICIENCY AS A CAUSE OF LACTIC ACIDOSIS
Katherine Acosta, Winifred C. Akabusi, Maria Kaghazian, Rebecca
Mazurkiewicz
Internal medicine, Vassar Brothers Medical Center, Poughkeepsie, NY. (Con-
trol ID #3716218)

CASE: A 21-year-old female with a history of seizure disorder and autism
spectrum disorder presented due to worsening lethargy and decreased oral
intake for one week. The family also reported progressive muscle weakness
and lower extremity edema for a few months. Vitals showed tachycardia (HR
120bpm). Neurological exam showed 4/5 muscle strength in upper extremities
and 3/5 in lower extremities, and deep tendon reflexes were normal. Labs were
notable for anemia (Hg 11.4g/dL), thrombocytopenia (pts 89x10(9)/L), elevat-
ed creatinine (1.26 mg/dL) and lactic acidosis (3.3 mmol/L). EKG showed
sinus tachycardia, and CXR was normal. Urinalysis was consistent with a
urinary tract infection. She was started on intravenous fluids and broad-
spectrum antibiotics. On hospital day 2, she had an episode of vomiting and
became hypoxic (SPO2 77%) and aspiration pneumonia was suspected.
Despite adequate hydration, antibiotics, and improvement of hypoxia, lactic
acid levels continued to increase to 11.6 mmol/L. CTA of the chest, abdomen,

and pelvis showed right lung consolidation without evidence of pulmonary
embolism or mesenteric ischemia. 24-hours continuous EEG showed no
evidence of seizure activity. She had a lumbar puncture that was unremarkable.
Further labs showed low folic acid levels (2ng/mL), and low vitamin B12
levels (232pg/mL), and thiamine deficiency was suspected. She received high
doses of IV thiamine supplementation, and the following day lactic acidosis
resolved. Additional labs showed low B1 levels (<2nmol/L). Further
questioning revealed that the patient had a sensory aversion to different food
consistencies and had a low intake of fruits and vegetables.
During her hospital course, the patient had a poor oral intake with an average
meal intake of less than 25%, and PEG was placed for nutrition.
IMPACT/DISCUSSION: Lactic acidosis (LA) is a complication of diseases
commonly seen in critically ill patients and increasesmortality. LA is classified
based on pathophysiology. Type A results from tissue hypo-perfusion and
hypoxia, type B results from abnormal metabolic activity in the absence of
hypoxia, and type D is usually seen in patients with underlying malabsorption,
such as short bowel syndrome or small bowel resection. Thiamine deficiency
results in the failure of pyruvate to enter the tricarboxylic acid cycle, thus
preventing aerobic metabolism, which may lead to profound lactic acidosis
through anaerobic metabolism. Thiamine deficiency can cause neurological
impairment, ataxia, peripheral neuropathy, lactic acidosis, and high output
heart failure. It is very unusual, especially in developed countries, since many
foods are enriched with thiamine.
CONCLUSION: Thiamine deficiency should be suspected as a cause of lactic
acidosis in individuals with restrictive dietary restrictions and alcoholics. The
overall prognosis for patients with thiamine deficiency is good as it is easily
treatable, andmost signs and symptoms of the deficiency resolvewith thiamine
supplementation.

THINK DEEPLY ABOUT PATIENTS WITH DVT AN UNUSUAL
PRESENTATION OF BURKITT’S LYMPHOMA
Diane L. Levine2; Henry Castellani1; Trishya L. Srinivasan1
1School of Medicine,Wayne State University, Detroit, MI; 2InternalMedicine,
Wayne State University, Detroit, MI. (Control ID #3716215)

CASE: 67-year-old man presented to the ED with right leg pain after an
extended car ride. He was diagnosed with an acute deep vein thrombosis
(DVT) and discharged on apixaban. On follow-up he noted increasing fatigue,
malaise, and night sweats and a 20-pound unintentional weight loss over the
past year. CBC was remarkable for thrombocytopenia, leukocytosis, nucleated
red blood cells, elevatedmyelocytes and metamyelocytes. He was admitted for
workup. Exam was remarkable only for tenderness of the right lower
extremity.There was no lymphadenopathy, abdominal distension, or
organomegaly. Labs were remarkable for elevated serum creatine, hypercal-
cemia, elevated LDH and uric acid. HIV and EBV were negative. Abdominal
CT revealed mild splenomegaly without lymphadenopathy or bone lesions.
Bone marrow biopsy was performed. Post procedure he became febrile and,
due to a suspected diagnosis of lymphoma, empiric chemotherapy with
glucocorticoids and rituximab were started and treatment for tumor lysis
syndrome (TLS) initiated. A diagnosis of Burkitt’s Lymphoma (BL) was
confirmed by cytogenetic analysis and fluorescent in situ hybridization reveal-
ing the classic MYC (8;14) translocation. Inpatient HyperCVAD was started.
IMPACT/DISCUSSION: BL is a rare and aggressive B-Cell Non-Hodgkin
Lymphoma (NHL) defined by a translocation and constitutive activation of the
MYC proto-onco gene on chromosome 8. The sporadic form,most common in
the US, is relatively rare, making up less than one percent of the NHL in adults.
Typically, BL presents with intra-abdominal manifestations including ascites,
bowel obstruction or gastrointestinal bleeding.
CONCLUSION: While BL is a rare disease, it is rapidly progressive with
reported tumor doubling times as fast as 25 hours necessitating early diagnosis
and intervention. Clinically there are 3 varieties: endemic, common in equato-
rial Africa, sporadic, common in the US, and immunodeficiency-associated,
especially associated with HIV infection. The median age for diagnosis is 30
years old. Our patient was atypical even for the sporadic variant; he lacked
typical risk factors of BL e.g., positive HIV status and history of residing in
Africa. On presentation, no gastrointestinal symptoms were present and no
lymphadenopathy was present. Additionally, abdominal imaging showed only
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mild splenomegaly. His presentation with acute DVT and “B symptoms” is
more typical of Hodgkin Lymphoma. Hospital admission for expedited work-
up was indicated to diagnose and initiate treatment for an aggressive malig-
nancy. As an inpatient he was closely monitored for deterioration and TLS,
which required intervention with chemotherapy and allopurinol. Although
treatment of BL and Hodgkin’s Lymphoma may include chemotherapy with
glucocorticoids and rituximab they have different treatment regimens: BLwith
HyperCVAD and Hodgkin’s with ABVD chemotherapy. This nuanced pre-
sentation of BL underscores the importance of early consideration and bone
marrow biopsy to make the definitive diagnosis.

THINK NON-COMPACTION CARDIOMYOPATHY AMONG
CAUSES OF CONGESTIVE HEART FAILURE WITH NON-
SUSTAINED VENTRICULAR TACHYCARDIA
Ayman Elbatanony1; Travis Jones1; Rachel Groff2; Nicoleta Rus3; Dmitriy
Scherbak1
1Internal Medicine, Sky Ridge Medical Center, Lone Tree, CO
2Internal Medicine, Presbyterian-St. Luke's Medical Center, Denver, CO
3Rocky Vista University College of Osteopathic Medicine, Parker, CO. (Con-
trol ID #3709570)

CASE: A 55-year-old male with a past medical history of non-compaction
cardiomyopathy, diabetes, hypertension, hyperlipidemia, presents with dys-
pnea in the setting of acute on chronic kidney disease. Labs were suggestive for
acute tubular necrosis (ATN). Multiple electrolytes derangements and meta-
bolic acidosis prompted admission to PCU, and aggressive management
including fluid resuscitation, bicarbonate drip, and electrolytes replacement.
While withholding his home medications, and continuing fluid resuscitation
for the polyuric phase of ATN, the patient developed an acute exacerbation of
his congestive heart failure (CHF) with worsening dyspnea and lower extrem-
ity edema. ECHO showed left ventricular (LV) EF 10- 15%. Telemetry
notified frequent episodes of non-sustained ventricular tachycardia with clin-
ically hemodynamic instability, leading to his transfer to ICU. Despite
implementing several aggressive maneuvers including intubation, hemodialy-
sis, antiarrhythmic medication, multiple cardioversions, and vasopressors, the
patient's condition remained critical. The Impella device was placed, and the
patient was transferred to a higher level of care cardiac center with the
possibility of right and left ventricular device and heart transplant.
IMPACT/DISCUSSION: Left ventricular non-compaction cardiomyopathy
is a rare autosomal dominant disorder, with an incidence of 0.05-0.24%, that is
linked to various gene mutations including ZASP, dystrobrevin, and tafazzin.
Patients usually present with classic signs of congestive heart failure. Diagno-
sis is challenging and requires multiple imaging modalities: echocardiogram,
LV angiography, MRI, cardiac CT. There are several diagnostic criteria which
include trabeculations size relative to the thickness of the compacted wall at
different levels of the LV in end-diastole, detection of the non-compacted and
compacted myocardial layers in short-axis views of the LV in end-systole, and
lastly, determination of the number of prominent trabeculations visible in the
apical views of the LV in diastole. This condition might increase liability to
malignant arrhythmias, thromboembolic phenomenon, and LV dysfunction.
Management includes appropriate congestive heart failure medication and oral
anticoagulant therapy preferably warfarin with consideration of an implanted
cardiac defibrillator. A heart transplant may improve the critical outcome.
CONCLUSION: Left ventricular non-compaction cardiomyopathy should be
included among the causes of cardiomyopathies. Early recognition is critical.
Besides optimal CHF medication, an implanted cardiac defibrillator should be
considered to prevent fatal arrhythmias, with the last resort for a heart transplant.

THYROID STORM FOLLOWING IODINE CONTRAST LOAD
Michelle Koh
Department of Internal Medicine, UCLAMedical Center Olive View, Sylmar,
CA. (Control ID #3715777)

CASE: A sixty-year-old-female with a history of hyperthyroidism from
Graves’ disease and Alzheimer's dementia presented to the hospital with

abdominal pain. She was diagnosed with hyperthyroidism and started on
methimazole ten months prior, but ran out of antithyroid medication for several
months. On presentation, she was tachycardic with otherwise stable vital signs.
Physical examwas notable for proptosis with lidlag, diffusely enlarged thyroid
gland, thyroid bruit, and brisk bilateral upper extremity reflexes. Laboratory
testing showed TSH <0.02 mcIU/mL (0.3-4.7 mcIU/mL), total T3 >650 ng/dL
(85-185 ng/dL), and free T4 >7.00 ng/dL (0.80-1.70 ng/dL). A CT abdomen
and pelvis with contrast to evaluate the abdominal pain identified no acute
pathology. Soon after imaging, she developed intermittent tremors with jerking
motions of all four extremities and became unresponsive with worsening
tachycardia, hypertension, and tachypnea concerning for progression to thy-
roid storm, as supported by a Burch-Wartofsky score of 60. The patient was
admitted to the intensive care unit and started on methimazole 20 mg every six
hours, hydrocortisone, cholestyramine, potassium iodide, and an esmolol drip.
Since the thyroid hormone levels continued to remain elevated, methimazole
was replaced with propylthiouracil (PTU) 250 mg every four hours. She
showed clinical improvement, and medical therapy was progressively
deescalated. She was discharged home on methimazole 10 mg twice daily
and propranolol.
IMPACT/DISCUSSION: Thyroid storm is a rare, severe form of thyrotoxi-
cosis characterized by severe symptoms of a hypermetabolic state with labo-
ratory evidence of high T4 and T3 levels with a suppressed TSH. While
untreated hyperthyroidism alone can result in thyroid storm, it is usually seen
following a superimposed insult such as from surgery, trauma, infection, iodine
loading, pregnancy, or other acute illness. In this case, the patient with
hyperthyroidism had not been taking antithyroid medication for months prior
to presentation, and iodine contrast load with the CT imaging precipitated the
thyroid storm. Because thyroid storm is life-threatening with high mortality
rates (10-25%), this endocrine emergency necessitates early identification and
treatment. Treatment of thyroid storm focuses on rapidly decreasing thyroid
levels and supportive measures. Thyroid levels can be decreased by adminis-
tering thionamides such as PTU or methimazole to block thyroid hormone
synthesis, iodine solutions to inhibit hormone release, glucocorticoids to
reduce T4-to-T3 conversion, and bile acid sequestrants to decrease
enterohepatic recycling of thyroid hormones. Adding beta blockers can both
treat the tachycardia and decrease T4-to-T3 conversion.
CONCLUSION: Thyroid storm can be seen in patients with hyperthyroidism,
often following a precipitating event, such as an iodine load with contrast
administration. Early identification and treatment of thyroid storm is essential
given substantial mortality rate.

THYROTOXIC PERIODIC PARALYSIS (TPP) DUE TO GRAVE’S
DISEASE
Ahmed F. Oglah1; Samar Al-Rifaie2; Aws Alameri4; Larisa Buck3; Ambili
Ramachandran1
1Internal Medicine, The University of Texas Health Science Center at San
Antonio, San Antonio, TX
2None, San Antonio, TX
3Medicine, The University of Texas Health Science Center at San Antonio,
San Antonio, TX
4Gastroenterology and Hepatology, Banner University Medical Center
Tucson, Tucson, AZ. (Control ID #3712817)

CASE: A 24-year-old male with no past medical history presented to the
emergency room with a one-day history of painless proximal lower extremity
muscle weakness without sensory loss. The patient had a similar episode six
months earlier. Both episodes happened after parties where he ate large
amounts of carbohydrates. He also reported tremors, heat intolerance,
palpitations, and anxiety. He denied any medications, smoking, drinking
alcohol, or illicit drug use. He was tachycardic (104 beat/min), tachypneic
(22 breaths/min), normotensive, and afebrile. Physical exam revealed a dia-
phoretic, jittery young male with an enlarged non-tender thyroid gland with
bruit. Strength was 2/5 in hip muscles with diminished lower extremity
reflexes. Testing revealed potassium at 1.4 meq/L, TSH at 0.0008, free T4 at
6.8, positive TSI and TRA. ESR, CRP, CK and aldolase were within normal
limits. EKG revealed sinus tachycardia and U waves. CT head was normal but
thyroid gland ultrasound revealed heterogenous echotexture with diffusely
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increased vascularity. Potassium chloride was given intravenously with partial
improvement in weakness. Endocrinology diagnosed the patient with Grave’s
disease with thyrotoxic periodic paralysis (TPP). He was started on
methimazole and propranolol with continued potassium repletion. The patient
improved dramatically. He underwent radio-iodine thyroid ablation therapy as
an outpatient with complete resolution of his symptoms.
IMPACT/DISCUSSION: There are four main forms of periodic muscle
paralyses: TPP, hypokalemic and hyperkalemic periodic paralysis and
Andersen-Tawil syndrome. Contrary to hereditary forms of periodic paralysis,
TPP is an acquired form of channelopathy that leads to periodic hypokalemia
and hence paralysis. As illustrated in this case, episodes are triggered by
carbohydrate load, exercise, or stress. These triggers cause increased catechol-
amine release. Normal individuals can handle increased catecholamine release,
however, thyrotoxicosis facilitates the physiologic effects of catecholamines
leading to hypokalemia via activation of sodium-potassium ATPase in skeletal
muscles. Carbohydrate load increases insulin release, shifting potassium intra-
cellularly leading to hypokalemic paralysis. These effects occur due to com-
bined effects of thyroxin, catecholamines, and insulin release in patients with
thyrotoxicosis. It is important to recognize this condition as hypokalemia can
lead to respiratory muscle depression, arrhythmias, and even death. Checking
thyroid function in patients with periodic paralysis is an important part of
workup as disease remission can be achieved by treating thyrotoxicosis.
CONCLUSION: TPP is an acquired channelopathy leading to hypokalemia
and episodic weakness similar in presentation to familial hypokalemic periodic
paralysis, but with distinct treatment. TPP can occur after carbohydrate load
due to insulin release and intracellular shifting of potassium, which is further
accentuated by catecholamines in thyrotoxicosis.

TICAGRELOR INDUCED PNEUMONITIS AND PULMONARY
HEMORRHAGE AFTER STEMI
Ayman Elbatanony1; Daniel Jipescu3; Sanjeev Nair3; Nicoleta Rus2; Dmitriy
Scherbak1
1Internal Medicine, Sky Ridge Medical Center, Lone Tree, CO
2Rocky Vista University College of Osteopathic Medicine, Parker, CO
3Medical City Fort Worth, Fort Worth, TX. (Control ID #3708839)

CASE: A 55-year-old male with recent STEMI and staged PCI with DES at
LAD and DES x3 to RCA, HFrEF, AFib returned to the ED for worsening
dyspnea requiring BIPAP shortly after being discharged from the hospital for
STEMI. The patient confirmed good adherence with his medication, guideline-
directed, including Ticagrelor, and Rivaroxaban. Physical exam was remark-
able for CHF exacerbation, with elevated BNP. CXR showed worsening
bilateral airspace disease. Echo confirmed reduced LV EF 30-35% from 35-
40% at prior admission, but no hypokinesia, or other new MI complication.
EKG unchanged, except for tachycardia. Serial troponins and viral respiratory
panel were negative. CT chest proved patchy bilateral ground-glass opacities
with moderate bilateral pleural effusions. Tachycardia, leukocytosis, and ele-
vated lactate triggered a sepsis alert to hospital-acquired pneumonia and
prompt initiation of broad- spectrum IV antibiotics. The patient was initially
on ACS protocol until a new MI was ruled out and continued on diuretics for
CHF exacerbation. Despite the aggressive treatment, no clinical improvement
was reported with unchanged repeated CXR, rising suspicion of Ticagrelor-
induced pneumonitis. Ticagrelor was stopped and dexamethasone was added.
Anticoagulation was continued. Within 24 hours, the clinical status improved
significantly with low oxygen demand. The patient remained stable and was
discharged on guideline-directed medical therapy, with the choice for
Prasugrel as antiplatelet therapy.
IMPACT/DISCUSSION: Ticagrelor, a reversible and direct-acting oral aden-
osine diphosphate receptor antagonist, is a potent antiplatelet P2Y12 agent
used in the treatment of patients presenting with ACS, particularly indicated in
STEMI patients undergoing PCI. Based on clinical studies, Ticagrelor was
favored compared to Clopidogrel since proved that significantly reduces
mortality and bleeding risk. Increasing use of ticagrelor, but also the cases of
pneumonitis with pulmonary hemorrhage post-STEMI in patients undergoing
this treatment, favors ticagrelor as a potential culprit. Themechanism is unclear
but could be caused by sequestration of platelets in the pulmonary circulation

resulting in direct endothelial injury or genetic predisposition related to binding
or action of ticagrelor. There are other causes of pneumonitis after acute
coronary syndrome which include pulmonary edema, pneumonia, pulmonary
embolism, autoimmune conditions, infections, and drug-induced pneumonitis
like amiodarone. With the exclusion of those causes through CT scan and
bronchoalveolar lavage, Ticagrelor was held and that led to complete resolu-
tion of pneumonitis.
CONCLUSION: Pneumonitis and pulmonary hemorrhage are rare but serious
complications after myocardial infarction in a patient using ticagrelor. Aware-
ness among clinicians regarding this life-threatening adverse effect of
ticagrelor could lead to early diagnosis and management. Stopping the culprit
is the key. Steroid therapy is one potential avenue.

TICK, TOCK, TICK, TOCK, TUMOR LYSIS: A CASE OF DRUG-
ELUTING BEAD DOXORUBICIN THERAPY PRECIPITATING TU-
MOR LYSIS SYNDROME
Rohan Umrani1; Trinava Roy1; Sean Coulson2; Brian M. Thomas3; Mark
Schuster4
1Internal Medicine, Rowan University School of Osteopathic Medicine,
Stratford, NJ
2Medical education, Rowan University School of Osteopathic Medicine,
Stratford, NJ
3Medical Education, Rowan University School of Osteopathic Medicine,
Stratford, NJ
4Medicine, Rowan University School of Osteopathic Medicine, Stratford, NJ.
(Control ID #3707631)

CASE: A 66-year-old male with a history of stage IV undifferentiated
sinonasal carcinoma with metastases to the liver requiring multiple
chemoembolizations with drug-eluting bead doxorubicin (DEBDOX)
presented with fatigue, shortness of breath, and nausea. His last DEBDOX
session was 3 weeks prior. Upon admission, vitals were unremarkable, labs
demonstrated potassium 6.1 mmol/L, creatinine 2.67 mg/dL, calcium 8.6 mg/
dL, phosphate 5mg/dL, uric acid 11.4mg/dL, alkaline phosphatase 1735 IU/L,
AST 289 IU/L, ALT 87 IU/L. He was diagnosed with tumor lysis syndrome
(TLS) based on the Cairo-Bishop (CB) criteria. Rasburicase and aggressive
intravenous hydration were given. Uric acid and electrolytes normalized over 4
days. While awaiting transfer to his primary oncologist, a rapid response was
called for agonal breathing and unresponsiveness. Family was contacted and
the patient was placed on comfort measures.
IMPACT/DISCUSSION: While typically thought to occur in hematologic
cancers, TLS is infrequently described in solid tumors. DEBDOX is a targeted
chemotherapy with increased activity at a site of interest and decreased sys-
temic effects. It acts over a course of 2-4 weeks. While its efficacy is well
studied, there is a paucity of literature describing its adverse effects.
TLS is potentially a fatal medical emergency caused by rapid lysis of cancer
cells induced by chemotherapy, immune processes, or spontaneous
occurrences. TLS results in an acute release of potassium, phosphorus, and
uric acid.
Potassium elevation can be associated with fatal arrhythmias.
Hyperphosphatemia and hyperuricemia precipitate calcium phosphate and uric
acid crystals respectively in the renal tubules, resulting in acute renal failure.
The CB definition delineates laboratory and clinical findings of TLS. This
patient fulfilled both definitions. An important caveat is that TLS occurs within
3 days prior and up to 7 days after chemotherapy. Although this patient’s
presentation occurred 3 weeks after DEBDOX placement, we believe the CB
time frame does not account for DBEDOX’s long term efficacy; its definition
may need to be revisited in the setting of this therapy.
Treating TLS involves aggressive hydration to maintain renal perfusion. Stud-
ies suggest rasburicase is more effective than allopurinol and febuxostat at
reducing existing uric acid burden.
Novel therapies may challenge the conventional definition of TLS, demon-
strating that close monitoring is imperative to reduce complications. Few cases
of DEBDOX-induced TLS exist in the literature. This case demonstrates the
challenges associated with this therapy and offers insight into management and
risk mitigation.
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CONCLUSION: - The incidence of TLS is greater in solid tumors with
metastases to the liver
- TLS should be suspected with DEBDOX therapy outside the Cairo-Bishop
time frame
- Rasburicase is more effective at reducing uric acid levels compared to
xanthine oxidase inhibitors

TIGECYCLINE INDUCEDACUTE PANCREATITIS: A RARE CASE
PRESENTATION
Abhinav Vyas1; Ishita Mehra1; Sindhoora Adyanthaya1; Jean Vincent2
1Internal Medicine, North Alabama Medical Center, Florence, AL
2infectious disease, North AlabamaMedical Center, Florence, AL. (Control ID
#3716219)

CASE: An 81-year-old female with multiple co-morbidities including recent
covid-19, presented to the emergency room with shortness of breath. On
arrival, she was febrile with a temperature of 101F, pulse 100 beats/min,
respiratory rate 14, blood pressure 196/163 and saturating at 75% on 10 L
non-rebreather mask. Initial blood work showed WBC 10.9, lactic acid 1.7,
BUN/creatinine 27/1.7 (consistent with her baseline), ABG showed pH 7.37,
PCO2 49, PO2 88, HCO3 27.9. Chest x-ray demonstrated volume loss in the
left hemithorax, airspace disease in the left mid lung and lung base. Due to
suspicion for superimposed bacterial pneumonia and positive blood cultures
for staphylococcus haemolyticus, she was started on vancomycin and
azithromycin. Choice of antibiotics was challenging as she was allergic to
penicillin and cephalosporins. During hospitalization, her kidney function
deteriorated, vancomycin was substituted with tigecycline on day 3. Day 5 of
treatment, she developed multiple episodes of vomiting with epigastric pain,
lipase was 4523. Acute pancreatitis was diagnosed with tigecycline presumed
to be the inciting agent in the absence of other risk factors such as gall stones,
chronic alcohol use, elevated triglycerides, previous known episodes of pan-
creatitis or any other causative medications. Tigecycline was switched back to
vancomycin and she received aggressive IV fluid hydration which also im-
proved her kidney function.Within 48 hours, the patient had improved oxygen
saturation, resolution of her abdominal pain, and good oral intake marking
significant overall clinical progress. She was discharged on home oxygen and
few more days of IV vancomycin for bacteremia.
IMPACT/DISCUSSION: Tigecycline is a broad-spectrum glycylcycline an-
timicrobial agent belonging to the tetracycline class of antibiotics.
Tetracyclines have been associated with acute pancreatitis in literature, and
concerns about tigecycline-induced acute pancreatitis have been raised over the
past decade in post marketing surveys, we described one such case above.
Using the Naranjo Adverse Drug reaction probability scale, a score of 6 was
achieved, indicating that the patient’s pancreatitis was probably related to
tigecycline.
CONCLUSION: We recommend physicians monitor patients for signs and
symptoms of pancreatitis including abdominal pain after initiating treatment
with tigecycline. There should be a low threshold for ordering lipase levels and
abdominal CT imaging where indicated. If the patient has symptoms
concerning for acute pancreatitis, consider stopping tigecycline and switching
to a different class of antibiotics immediately.

TISSUE IS ISSUE; CHALLENGING DIAGNOSIS FOR LYMPHOMA
WITHOUT LYMPHADENOPATHY.
Risa Nishiyama, Mitsuya Katayama
General Internal Medicine, Tokyo Iryo Center, Meguro-ku, Tokyo, Japan.
(Control ID #3715312)

CASE: A 79-year-old man with past medical history of prostate cancer
presented with 10 days history of fever and appetite loss. Three days before
the visit, he noticed left hip pain associated with remittent fever. He visited
primary care physician and was instructed to take Cefditoren Pivoxil without
resolution of his symptoms and was referred to our hospital.

On physical examination, he was alert, oriented and his temperature was 39.0
degrees Celsius. He had difficulty walking with his left hip pain. Laboratory
tests revealed a white blood cell count of 7000/μL, hemoglobin level 14.0g/dL,
platelet count 78×103/μL, Lactate Dehydrogenase 1,512 U/L and C reactive
protein 4.77mg/dL. Based on these results, we suspected of septic arthritis from
his left hip pain, fever and elevated inflammation level and started intravenous
ceftriaxone and vancomycin without resolution of his symptoms. Computed
tomography scan with contrast of his neck through his pelvis did not show any
significant focus of infection, tumor, lymphadenopathy, or splenomegaly. An
MRI of his pelvis revealed high intensity signal of his left femur and ilium
suggesting hematologic malignancy or bone metastasis. We obtained random
skin biopsy twice and bone marrow biopsy showing inconclusive results.
Given the finding of laboratory data and unclear source of fever,
IVL(Intravascular large B-cell lymphoma) was still in our differential diagno-
sis. To determine which organ tissue to be obtained, fluorodeoxyglucose-
positron emission tomography(FDG-PET) scan was performed showing dif-
fuse accumulation throughout the vertebrae, pelvic bone, liver, spleen, bone
marrow and lungs without lymphadenopathy. These findings were consistent
with IVL. Finally, we performed liver biopsy which revealed diffuse infiltra-
tion of large atypical lymphocyte surrounded with sinusoid. Thus, the patient
was diagnosed with IVL. He was transferred to the hematology service for
chemotherapy.
IMPACT/DISCUSSION: Impact: Although obtaining FDG-PET is expen-
sive, it might be useful to detect which organ needed to be biopsied upon
diagnosing IVL especially if the random skin biopsy results were inconclusive.
Discussion: Although random skin biopsy is less invasive and useful procedure
for diagnosing IVL, the sensitivity of the test is not high enough to exclude the
IVL. This case emphasizes the importance of obtaining other organ tissue upon
diagnosing IVL when the random skin biopsy is non-diagnostic. With its rapid
progression, prompt diagnosis and early treatment are crucial.
CONCLUSION: Tissue is issue; obtaining the tissue is also essential for the
diagnosis of aggressive lymphoma without lymphadenopathy.

TO CLOT, OR NOT TO CLOT? A CASE OF UNILATERAL ARM
SWELLING IN A 71-YEAR-OLD FEMALEWITH UNRESECTABLE
PANCREATIC ADENOCARCINOMA
Keith Burns1; Tyler Tate1; Carla Spagnoletti2
1Internal Medicine, UPMC, Pittsburgh, PA
2Medicine, University of Pittsburgh, Pittsburgh, PA. (Control ID #3706210)

CASE: A 71-year-old female with a history of unresectable pancreatic adeno-
carcinoma presented with one week of progressive left forearm swelling after
falling asleep on that arm. When her symptoms began, she attempted conser-
vative management without improvement. Her exam demonstrated circumfer-
ential swelling to the level of her AC fossa, with soft compartments and
palpable radial pulse. US did not demonstrate evidence of DVT, and her labs
were notable for unremarkable CBC, BMP, and CPK. Her INRwas 1.2 and her
PTT was elevated to 111.5 which prompted further hematologic workup
including PT/PTT mixing study, Factor VIII-XII levels, and Anti-Factor VIII
levels. Her Factor VIII level was undetectable, and her Anti-Factor VIII level
was elevated.
Our patient was diagnosed with acquired Hemophilia A secondary to the
development of Factor VIII inhibitor. This was thought to be a paraneoplastic
process, which led to hematoma of her left forearm. She was started on
cyclophosphamide, prednisone, and Factor Eight Inhibitor Bypass Agent
(FEIBA) for management. Serial CBC’s, FVIII levels, and anti-FVIII were
followed with stabilization of her hemoglobin, increased FVIII levels, de-
creased anti-FVIII levels, and improvement in arm swelling. She was weaned
off FEIBA prior to discharge but continued a prednisone taper and cyclophos-
phamide as an outpatient.
IMPACT/DISCUSSION: Acquired Factor VIII inhibitor is a rare entity with
an incidence of roughly 1 to 4 per million/year. 50% of cases are considered to
be idiopathic, while the remaining cases are due to underlying conditions such
as hematological malignancies, autoimmune disorders, and solid tumors. Di-
agnostic evaluation includes PTT mixing study to differentiate between factor
deficiency (specifically factors VIII, IX, XI, XII) vs inhibitor formation. In
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factor deficiency, the PTT normalizes, whereas in inhibitor formation it will
remain prolonged. Failure to normalize prompts evaluation for factor
inhibitors, with anti-FVIII being the most common. The goal of treatment is
to limit bleeding risk by increasing FVIII levels through agents such as FEIBA
and eliminating the acquired inhibitors through immunosuppressive agents
such as prednisone and cyclophosphamide.
CONCLUSION: 1) Clinicians should recognize the risk of hypercoagulable
tendencies in patients with underlying malignancies, but also the potential for
increased bleeding risk. 2) Acquired hemophilia is often idiopathic, but the risk
is higher in patients with certain comorbidities including solid tumors and
hematologic malignancies. 3) Clinically proven treatments for acquired
inhibitors exist, including inhibitor bypass agents and immunosuppressive
agents.

TOO MUCH OR TOO LITTLE: HIGH-OUTPUT HEART FAILURE
FROM SEVERE ANEMIA
Neil R. Lim
Medicine, Weill Cornell Medicine, New York, NY. (Control ID #3715531)

CASE: A 48 year old woman with fibroids presented to her outpatient office
with progressive fatigue and weight loss for one year. She also had worsening
leg swelling, orthopnea, and shortness of breath for two months.
Vitals showed BP 130/74, HR 103, and SpO2 98%. Exam revealed pallor,
bounding pulses, systolic ejection murmur, JVD, and lower extremity edema.
She was sent to the ED.
Workup revealed hemoglobin 2.0 with MCV 64, BNP 555, ferritin 1.1, and
TSAT 1.5%. EKG showed NSR. CXR showed central vascular congestion.
Point of care ultrasound revealed hyperdynamic LV function and dilated IVC.
Stool guaiac was negative. Further history revealed worsening heavy periods
for years.
She was diagnosed with high-output heart failure from iron deficiency anemia,
likely from menorrhagia. She received 5 units of red blood cells and IV iron
followed by post-transfusion IV furosemide. Echocardiogram on day 3
revealed normal LV function. Liver ultrasound revealed steatosis.
Transvaginal ultrasound revealed leiomyomatous uterus.
She was discharged on day 4 with plans for uterine fibroid embolization and
colonoscopy.
IMPACT/DISCUSSION: High-output heart failure (HOHF) is a rare form of
heart failure featuring elevated cardiac output and low systemic vascular
resistance (SVR). Patients with HOHF exhibit heart failure signs and
symptoms but may also have a hyperdynamic precordium, bounding pulses,
wide pulse pressure, enlarged apical impulse, and warm extremities.
A 2016 study of 120 patients with HOHF found that the most common causes
were obesity (31%), liver disease (23%), arteriovenous shunts (23%), and lung
disease (16%). Rarer causes of HOHF include beriberi, hyperthyroidism,
myeloproliferative disorders, and anemia.
The primary derangement in HOHF is thought to be vasodilation causing
reduced SVR, which then causes arterial underfilling. The resulting drop in
renal perfusion prompts salt and water retention, leading to plasma volume
expansion and volume overload. Reduced SVR and increased oxygen demand
(e.g. from severe anemia) then trigger increased cardiac output. Chronic severe
anemia causes reduced SVR due to low blood viscosity and vasodilation from
endothelial dysfunction. Management is targeted at treating the underlying
cause and volume overload.
Our patient's heart failure presentation initially misdirected from her underly-
ing anemia, which was critical to treat prior to diuresis. Evaluation of fatigue
and dyspnea must always include a menstrual history in pre-menopausal
women, regardless of signs of volume overload.
CONCLUSION: HOHF should be considered in patients presenting in heart
failure who show signs of increased cardiac output including bounding pulses,
hyperdynamic precordium, and warm extremities. It is caused by conditions
such as chronic severe anemia that lead to vasodilation and reduced SVR,
which in turn cause an increase in cardiac output and salt and water retention,
resulting in volume overload. Anemia must always be considered in the
differential of fatigue and dyspnea.

TOTALPAINMANAGEMENT INADVANCEDCANCERPATIENTS
WITH OPIOID USE DISORDER
Dorreen Danesh2; Minaliza Shahlapour3; Sandhya Rao1
1Section of General Internal Medicine, Boston Medical Center, Boston, MA
2Internal Medicine, Boston Medical Center, Boston, MA
3Internal Medicine, Boston Medical Center, Boston, MA. (Control ID
#3707435)

CASE: A middle aged woman with a past medical history of alcohol use
disorder, opioid use disorder (OUD), and stage four squamous cell cancer of
the mandibular gingiva status post radiation and chemotherapy with no further
curative therapies available presents with intractable pain in the setting of
tumor degradation of the mandible.
The patient’s hospital course was complicated by severe anxiety and pain, in
addition to provider concerns for potential analgesic misuse due to her history
of OUD. This resulted in down titration of methadone doses after initial pain
capture. Addiction consultants emphasized the importance of opioids for the
purpose of analgesia despite prior history. Palliative care was consulted for
assistance in pain and anxiety management. The patient described being a
single mother with stressors including imminent housing eviction, concern for
the future of her child, challenging family dynamics, facial disfigurement, and
imminent death. Following goals of care conversations, the patient emphasized
pain and anxiety control. Palliative care, social work, and chaplain services
were engaged to provide spiritual support, intensive pain management, and
assistance to the patient's child. One week later, she was transitioned to
inpatient hospice and passed.
IMPACT/DISCUSSION: Total pain is a concept of suffering that
encompasses all of a person's physical, psychological, social, spiritual, and
practical domains of pain. For each individual, suffering within each of these
domains often varies in severity. Total pain is a framework used commonly in
palliative care to alleviate suffering in the seriously ill patient. This concept is
underutilized in internal medicine, where pain management is often focused on
addressing physical symptoms primarily. Patients with a history of OUD are
often vulnerable to “drug seeking” labels and undertreatment of pain due to
provider bias and increased opioid tolerance. These situations may present
providers with a challenging dilemma in differentiating between analgesic
misuse and pseudoaddiction behaviors in the setting of under-captured pain.
CONCLUSION: This case is an example of the manifestation of total pain
and potential provider biases that may arise in pain management for advanced
cancer patients with OUD. We emphasize the importance of pursuing a
multimodal and patient centered approach to addressing total pain in seriously
ill patients.

TRACHEOBRONCHIAL ASPIRATION IN THE ELDERLY
Amala Chacko1; Suzanne Kirk2; Hassan Khan1; Krupa Shingada1
1Internal Medicine, MacNeal Hospital, Berwyn, IL
2Transitional Year Internal Medicine, Loyola University Health System,
Maywood, IL. (Control ID #3715850)

CASE: A 68-year-old male with a past medical history of hypertension and
null smoking history presented with insidious onset dyspnea for the past three
days. On physical exam, he had inspiratory rhonchi and was hypoxic, saturat-
ing to 88% in room air, requiring 6L oxygen. Laboratory studies were unre-
markable, including a negative COVID PCR test. Chest X-ray demonstrated
right-sided hilar prominence, and CT of the chest revealed an 8 mm
endobronchial. On the day of his bronchoscopy evaluation, the patient expec-
torated a brownish undercooked pea while receiving nebulizer treatment and
repeat chest CT revealed the resolution of the previous endobronchial lesion.
IMPACT/DISCUSSION: Foreign body aspiration (FBA) has a bimodal
presentation with a second peak in adults above 50 years. Although FBAmost
commonly presents with abrupt onset cough and dyspnea, the immediate
presentation may not be evident in the geriatric population given the lack of
cough reflex and cognitive decline. A retrospective study performed with data
from 140 patients with FBA noted that 44.3% of patients did not present to the
emergency in the first 24 hours of aspiration.
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Physical exam findings depend on the location of foreign body(FB) dislodge-
ment, but around half the time, the exam could be unremarkable. A radiograph
could reveal the object if the aspirated FB is radiopaque; hence a negative
radiograph does not rule out the diagnosis of FBA. However, when present, the
most common radiographic findings are inspiratory-expiratory abnormalities.
High clinical suspicion is required to diagnose FBA to prevent chronic respi-
ratory manifestations. An undiagnosed FB could travel distally and present as
pneumonia, bronchiectasis, atelectasis, asthma/COPD-like illness. However,
our patient presented with an endobronchial mass that was suspicious for
malignancy. We found a similar presentation described by Bader et al. in a
case about a 41-year-old woman who underwent chest CT for chronic cough,
revealing a mass lesion in the right main bronchus. Bronchoscopic examina-
tion showed no growth; instead, the team found a plastic foreign body. The
patient admitted aspirating this plastic object in her early 20s.
If FBA is suspected, bronchoscopy is the study of choice to evaluate the
airway, and extraction of FB can be performed with flexible or rigid bronchos-
copy. Although flexible bronchoscopy requires only local anesthesia and a
rigid bronchoscopy requires general anesthesia, the latter is safer in preventing
damage to the airway. Given that each case of FBA can present unique
challenges and might occasionally need endotracheal intubation or tracheosto-
my, only experts should perform bronchoscopic extraction of FB.
CONCLUSION: In this COVID era, it is very reasonable to be anchored to a
diagnosis of COVID for every patient who presents with dyspnea. FBA should
be one of the differential diagnoses for geriatric patients presenting with new-
onset respiratory symptoms even when no physical or radiographic signs are
evident.

TRANSAMINITIS IN SETTING OF CHOLELITHIASIS AND
LEFLUNOMIDE: A CASE REPORT
Gabrielle Daso, Estebes Hernandez
Internal Medicine, University of California Los Angeles David Geffen School
of Medicine, Los Angeles, CA. (Control ID #3716159)

CASE: A 69 year old female with history of gallstones, hypothyroidism, and
rheumatoid arthritis (RA) was admitted to medicine for transaminitis after
presenting to the Emergency Department with dyspnea and chest pain radiating
to the back. Further history included epigastric pain, bloating, and soft stools for
three days, which had gradually resolved. She denied history of liver disease or
significant alcohol use, but noted she had begun taking leflunomide for RA two
days prior to the onset of symptoms. Her vital signs were stable and her abdomen
was soft, nondistended, nontender, with normoactive bowel sounds, negative
Murphy’s sign and no palatal or scleral icterus. ALT was 813 Units/Liter (U/L)
(reference range (RR): 13 – 47), AST 1,244 U/L (RR: 8 – 64), total bilirubin 1.7
mg/dL (RR: 0.1 – 1.2), direct bilirubin 0.9 mg/dL (RR: <= 0.3) and ALP 142
U/L (RR: 37 – 113). Chart review showed LFTswithin normal limits 1.5 months
ago. Ultrasound imaging was significant for cholelithiasis, with mild gallbladder
wall thickening and common bile duct dilatation, but negative for sonographic
Murphy’s sign. Cardiac and viral hepatitis workup proved negative.
As leflunomide is a known hepatotoxic drug, a cholestyramine washout was
started. Hospital day 2was significant for anALT652U/L, AST 560U/L, total
bilirubin 2.3 mg/dL, and ALP 152 U/L. MRCP showed gallbladder wall
thickening and irregularity with trace pericholecystic fluid, suggestive of acute
cholecystitis. General surgery was consulted and recommended laparoscopic
cholecystectomy on hospital day 3. She tolerated the procedure well and was
discharged the next day with instructions to discontinue leflunomide and
complete the cholestyramine washout.
IMPACT/DISCUSSION: Acute cholecystitis with a passed gallstone is a
reasonable theory explaining her resolution of abdominal pain and
transaminitis and was supported by laboratory findings and imaging, but no
systemic inflammatory signs. Multiple case reports also have noted it to mimic
cardiac symptoms, such as chest pain and dyspnea.1 However, while mild to
moderately elevated LFTs may be seen in acute cholecystitis, severe
transaminitis is rare. In comparison, leflunomide causes liver injury in up to
15% of patients, but only 1 – 4%of patients reach aminotransferase levels three
times the upper limit of normal, and rapid improvement with discontinuation is
unexpected.2 However, this process may have been accelerated with the
cholestyramine washout.

CONCLUSION: Although her presentation was atypical, it was most consis-
tent with acute cholecystitis. In evaluating patients with chest pain, it is
important to consider gastrointestinal etiologies such as acute cholecystitis in
the setting of abnormal liver function test. However, this case highlights the
importance of considering other etiologies of abnormal liver function tests as
overlooking the hepatotoxicity of leflunomide could have resulted in life-
threatening consequences if this had been due to drug-induced liver injury.

TRANSVERSE MYELITIS: A RARE BUT SERIOUS COMPLICA-
TION OF COVID-19 VACCINATION
Jacob Lebamoff2; Olivia Hardy2; Alisha Hossain1; Patrick Davis1; Trevor
Scheckelhoff1; Wen Zhang1
1Internal Medicine, Lehigh Valley Hospital - Cedar Crest, Allentown, PA
2USF Health Morsani College of Medicine, Tampa, FL. (Control ID
#3715982)

CASE:The patient is a 66-year-oldmale presentingwith progressive ambulatory
dysfunction and lower extremity weakness that began ten days ago. Notably, the
patient was admitted to the hospital twomonths prior with similar complaints. At
that time, he was diagnosed with transverse myelitis after MRI showed a spinal
cord lesion concerning for demyelination at T3-T4. The patient was treated with
IV steroids and discharged. Neurology impression at time of discharge was
transverse myelitis possibly related to Covid vaccination two weeks prior to
admission. The patient states he was doing fine after initial discharge before
recurrence of his progressive weakness and difficulty walking that led to the
current admission. He denies fever, chest pain, abdominal pain, and bladder/
bowel incontinence. The patient is a former smoker and denies current alcohol or
drug use. Past medical history includesWPW status post ablation, stable thoracic
aortic aneurysm, peripheral neuropathy secondary to past alcohol abuse, osteo-
arthritis, GERD, and anxiety. Family history is remarkable for cancer, coronary
artery disease, and diabetes in his father. Medications include metoprolol,
tamsulosin, pantoprazole, olanzapine, and venlafaxine. Neurological exam is
positive for atrophy and decreased vibratory sensation in bilateral lower extrem-
ities. His gait is not assessed due to safety concerns, but the patient notes he has
begun using a cane to assist with ambulation. Otherwise, physical exam is
unremarkable. Imaging studies include MRI showing T3-T4 hyperintensity, as
seen during previous admission two months prior. Labs including ANA, rheu-
matoid factor, SPEP, CSF studies, and AQP-4 were negative. After an
unrevealing workup, the patient experienced symptomatic improvement with
IV steroids and was discharged home.
IMPACT/DISCUSSION: Our case illustrates a clinical picture of Covid-19
vaccine-related transverse myelitis, a rare but serious complication of the
vaccine. The prolonged course of this patient’s complications is concerning,
although the benefit of receiving the vaccine remains unquestionable. Further-
more, although the timing of symptom onset and vaccination suggests a
relation, there are other diagnoses that could explain the presentation and
further research is needed regarding vaccine-related side effects. This case
emphasizes the importance of maintaining a high index of suspicion for
neurological issues of unclear etiology following recent Covid-19 vaccination
despite their rare occurrence.
CONCLUSION: Teaching points:
Diagnostic criteria for transverse myelitis includes sensory, motor, or auto-
nomic dysfunction attributable to spinal cord, no evidence of cord compres-
sion, bilateral symptoms with clear sensory level, and inflammation defined by
CSF analysis, elevated IgG, or MRI enhancement.
Neurological complications of the Covid vaccine include general symptoms
such as headache, fever, and fatigue, Bell’s palsy, encephalomyelitis, myelitis,
and cerebral venous sinus thrombosis.

TREAT THE PATIENT, NOT THE DISEASE: BREAKING BAD
NEWS TO PATIENTS
Andrew S. Kao1; Olivia D. Flessland2; Kausar Hafeez3; Diane L. Levine3,1
1School of Medicine,Wayne State University School of Medicine, Detroit, MI
2Internal Medicine, Michigan State University College of Osteopathic Medi-
cine, East Lansing, MI
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3Internal Medicine, Detroit Medical Center, Detroit, MI. (Control ID
#3707348)

CASE: A 71-year-old female with no significant medical history was admitted
for community acquired pneumonia. She had mild weight loss over the last
three months but was otherwise healthy. Initial physical exam showed diffuse
abdominal distension with left hemiabdomen rigidity and dullness on
percussion. Abdominal X- ray indicated left opacity. Abdominal CT revealed
a 21x15cm soft tissue mass with multiple internal septations. A consultation to
the hematology oncology team was placed, and diagnosis confirmation of
possible malignancy was not available at the time. During rounds, as the
abdominal CT result was read out loud at the bedside, the news was broken:
“Your stomach mass is most likely cancer.” Bewildered, the patient eyes
searched for confirmation among the other eight team members. Under the
impression she was hospitalized due to pneumonia, she suddenly had to face a
life-changing diagnosis without mental preparation. Within minutes the team
was leaving. Before closing the door, the patient spoke weakly: “You guys
really surprised me.” The following day laboratory results further substantiated
the possibility of malignancy with elevated levels of CA125 at 198.9 and
CA19-9 at 140.7. The hematology oncology team recommended immediate
gynecology consultation for surgery. Patient and her family agreed to the
follow-up management.
IMPACT/DISCUSSION: Delivering bad news pertains to the core values of
medical ethics and humanities, as palliative care and end-of-life management
are never easy to discuss with patients and their family. When a diagnosis is
informed in a poor manner as in the case detailed above, its associated
presumptive connotation can elicit uncertainty and fear. Several communica-
tion models have outlined a patient-centered approach. SPIKES has been
shown to be a helpful communication model to discuss difficult diagnosis
and management with six competencies: setting, perception, invitation, knowl-
edge, empathy, and summary. Basic training in communication skills exem-
plifying the goals of SPIKES model has been incorporated into the curriculum
of numerous medical schools, where students reported feeling better prepared
for clinical encounters. Such training should continue in residency and onward
to further emphasize that compassionate care extends beyond stabilizing a
patient’s medical condition. Although no single communication model or
formula can fully prepare clinicians for these life-changing conversations,
utilizing effective communication strategies creates a safe space for patients
to express emotions and address their concerns.
CONCLUSION:Delivering bad news is an inevitable aspect of medicine that
may serve as a source of strength and encouragement when done appropriately.
Treat the patient, not the disease. With focused training, we can minimize
patient discomfort and strengthen physician-patient relationships to provide
high value patient- centered care.

TROPHERYMA WHIPPLEI ENDOCARDITIS: AN EASY ONE TO
MISS
Satya Preetham Gunta1; Vinay Jahagirdar2; Paul Jost3
1Internal Medicine, University of Missouri Kansas City, Kansas City, MO
2Internal Medicine, University of Missouri Kansas City School of Medicine,
Kansas City, MO
3Saint Luke's Health System, Kansas City, MO. (Control ID #3706559)

CASE: A 64-year-old male had a history of aortic stenosis (AS) for which he
underwent surgical aortic valve replacement (SAVR) approximately 13 years
back. He was getting serial echocardiograms (echo) every 1-2 years. 10months
back, he developed shortness of breath, orthopnea, chest tightness and pro-
gressive lower extremity swelling for which he got admitted to the hospital. His
most recent echo showed a normal ejection fraction (EF) with mean aortic
valve pressure gradient (MPG) of 15 mmHg. A repeat echocardiogram during
current hospitalization showed an EF of 33% with a MPG of 42 mmHg. He
underwent another urgent SAVR to manage this critical AS combined with
decompensated heart failure. During the procedure, the surgeon noted a
severely stenotic bioprosthetic aortic valve with calcifications and thrombosis
of the leaflets. These thromboses added to the mystery of why the patient had
an acute increase in MPG. Alongside, blood cultures were negative, but

staphylococcus hominis was isolated in the broth only which was regarded
as a contaminant. However, since the presentation, echo findings and intra-
operative findings were atypical, an infectious process was thought best to be
ruled out. The explanted valve was sent to an outside laboratory for universal
PCR. It tested positive for Tropheryma whipplei. Later, a special stain was
performed on the valve tissue that shows PAS positive intracellular material in
the macrophages. Initial broad spectrum antibiotic therapy was de- escalated to
Ceftriaxone for 4 weeks. Patient was allergic to Sulfa antibiotics, Doxycycline
and hydroxychloroquine were thereby used for lifelong maintenance therapy.
Patient was followed up in clinic with improvement in symptoms.
IMPACT/DISCUSSION: Indolent infective endocarditis (IE) is difficult to
diagnose since the symptoms are subtle in nature and chronic in acuity.
Common causative orgasisms are fastidious which adds another layer of
complexity; T. whipplei is one example. Newer molecular PCR based
techniques have certainly helped with diagnostics. In cases of IE, Universal
PCR on valve tissue is more sensitive and specific than that on other tissues
like blood, saliva, urine, etc.
However, the latter aremore easily available for testing. Ongoing studies report
better results with more specific genomic real time quantitative PCR testing.
Because of the high false positive rate, results must be interpreted in conjunc-
tion with histopathology. We need more evidence to add these tests to add to
our battery as first and second line diagnostics. Labs that have the infrastructure
to run these tests are only sparsely spread. Nevertheless, physicians should be
made aware of such tests, and have a low threshold for usage in individual
cases. Diagnosis becomes important because the management changes remark-
ably, and the patient needs to be on lifelong antibiotic therapy.
CONCLUSION: A high clinical suspicion and Universal PCR helped us
determine the cause of AS and heart failure to be T. whipplei endocarditis

TTE VS. TEE? HOW ABOUT A CARDIAC CT?
Meaghan McGoldrick1; Michelle Chen1; Talia Meisel1; Gianni Carrozzi2
1Internal Medicine, Montefiore Medical Center, Bronx, NY
2Montefiore Medical Center, Bronx, NY. (Control ID #3716079)

CASE: An 82 year old female with a past medical history of chronic obstruc-
tive pulmonary disease, mechanical aortic valve repair on coumadin, hyper-
tension, diabetes, and recently diagnosed urinary tract infection presented with
weakness and altered mental status. Blood cultures grew E. coli and imaging
showed right pyelonephritis. Initial transthoracic echo (TTE) was unrevealing.
Her blood cultures remained persistently positive despite antibiotic therapy so
follow up transesophageal echo (TEE) was obtained. It was also without
valvular vegetations although demonstrated new mild intravalvular aortic
regurgitation. Computerized tomography (CT) cardiac study was obtained
for further evaluation of possible endocarditis. It revealed a perigraft fluid
collection and intra-graft gas consistent with aortic root abscess and
endocarditis.
IMPACT/DISCUSSION: Our case demonstrates use of cardiac CT to defin-
itively diagnose prosthetic valve endocarditis (PVE) and abscess in a patient
with unremarkable TTE and TEE. Early and accurate recognition of endocar-
ditis is important in guiding treatment, reducing mortality and monitoring for
complications. In patients with prosthetic valves, diagnosis is challenging
given the low sensitivity of Modified Duke’s criteria. As such, imaging plays
an important role in determining etiology. In our case, it was essential to
guiding management given concomitant pyelonephritis that added complexity
in delineating the source of persistent bacteremia.
TTE has a sensitivity of 50% in detecting PVE and guidelines therefore
recommend TEE as first line imaging among this population (sensitivity
92%). However, visualization of some windows may be limited and endocar-
ditis may be missed, particularly if vegetations have embolized. Cardiac CT is
a newer modality that uses synchronized imaging to reconstruct cardiac anat-
omy. Literature has shown similar sensitivity to TEE in identifying large
vegetations in prosthetic valves although sensitivity may be slightly less for
detection of small vegetations. Additionally, it is more sensitive than TEE
(81% versus 64%) in detecting mechanical valve abscesses among those with
prosthetic valves and is useful in identifying extent of endocardial involvement
from endocarditis prior to surgical intervention. Our case highlights the im-
portance of considering this entity when echocardiogram is negative and
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suspicion for endocarditis and or abscess remains high. Imaging results had
significant implications on management and prognosis in our patient. The
medical community should continue to familiarize ourselves with this nonin-
vasive modality, particularly among those with prosthetic valves.
CONCLUSION: Cardiac CT is an emerging noninvasive modality that
should be more readily considered in the evaluation of prosthetic valve
endocarditis and abscess.

UNCOVERING THE SINISTER POSTPARTUM HEADACHE
Satya Preetham Gunta1; Vinay Jahagirdar1; Erin Algeo2
1Internal Medicine, University of Missouri Kansas City School of Medicine,
Kansas City, MO
2InternalMedicine, Saint Luke's Health System,Kansas City, MO. (Control ID
#3712942)

CASE: A 37-year-old, G2P1L1 underwent a spontaneous vaginal delivery
giving birth to a healthy child. Intrapartum, she received a labor epidural
infusion, though this was held due to hypotension and rapid onset of analgesia,
suggestive of dural puncture and intrathecal catheter placement. A few hours
after delivery she complained of a headache which was worsened by sitting up
and relieved while supine. It was suspected to be postdural puncture headache
(PDPH). A sphenopalatine block was pursued after failing oral analgesics. She
reported partial resolution of pain and was discharged. 6 hours later, the patient
was brought to the ED with concerns for seizures and aphasia. Lorazepam did
not control the seizures. Magnesium was started empirically, to no avail. CT
head showed acute infarct within the left occipitoparietal region and
pneumocephalus. Magnetic resonance venography (MRV) head revealed left
parietal cerebral vein thrombosis (CVT), extending to the superior sagittal
sinus, which was unfortunately not amenable to intervention. MRI head
confirmed these findings and showed cytotoxic edema in the left parietal lobe.
She was started on heparin infusion and levetiracetam. Patient was transitioned
to 6-12 months of Apixaban for a provoked deep vein thrombosis and had
improvement in her neurological deficits.
IMPACT/DISCUSSION: Pregnancy is a prothrombotic state which increases
the risk of strokes. CVT is caused due to clot formation in one of the outflow
tracts of the brain and has a mortality rate of 2-10%. The most common cause
of death is brain herniation. A constant headache is the most common
presenting symptom. This is contrary to the postural headache seen in PDPH
but may not always be the case. Headaches may be benign (PDPH or primary
headaches syndromes like migraine, cluster, and tension headaches), or may be
life threatening secondary headaches due to intracranial pathology, eclampsia,
or stroke. Increased intracranial pressure and infarction may cause seizures and
neurological deficits. Rapid onset of symptoms may mimic subarachnoid
hemorrhage. Diagnosis requires an MRI with MRV, which can demonstrate
the nature and extent of injury. Initial CT imaging can occasionally differen-
tiate between venous and arterial infarcts. Endovascular thrombolysis and
surgical thrombectomy may be considered in those who do not respond to
anti-coagulation. Anticoagulation can be continued for 3-6 months for those
with a provoked CVT with a transient risk factor, in this case – pregnancy.
CONCLUSION: Regional anesthesia and blocks, which are increasingly
being employed, can control the headache symptoms, thereby masking a lethal
diagnosis like CVT.A lower threshold for brain imaging in a patient presenting
with seizures and headache in the immediate post-partum period, can help
differentiate CVT from other entities including PDPH, SAH and meningitis.
Early recognition and treatment can help reduce permanent neurological
deficits and its extent.

UNDIFFERENTIATED PANCREATIC CARCINOMA WITH
OSTEOCLAST-LIKE GIANT CELLS
Muaaz Masood1; Asad Jehangir2; Amanda Barrett3; Zain Sobani2;
Subbaramiah Sridhar2
1Internal Medicine, Augusta University Medical College of Georgia, Augusta,
GA
2Gastroenterology, Augusta University Medical College of Georgia, Augusta,
GA

3Pathology, Augusta University Medical College of Georgia, Augusta, GA.
(Control ID #3707002)

CASE: A 47-year-old woman with a history of systemic sclerosis-systemic
lupus erythematosus overlap syndrome, hypertension and gastroesophageal
reflux disease presented with 70-lb weight loss within 1 year. She denied
hematochezia, melena, alcohol use, family history of GI malignancy or liver
disease. Initial laboratory studies revealed AST 116 U/L, ALT 92 U/L, total
bilirubin 3.2 mg/dL and alkaline phosphatase 449 U/L. Abdominal ultrasound
revealed an echogenic, heterogenous area in the pancreatic head and duode-
num. Further workup was notable for an elevated CEA (67.26 ng/mL) and CA
19-9 levels (2,448 U/mL). She subsequently underwent endoscopic ultrasound
and endoscopic retrograde cholangiopancreatography that showed a deformed
duodenum, mass lesion in the duodenal bulb, mass of the pancreatic head and
stricture of the common bile duct. Fine needle aspiration and cytology of the
pancreatic head mass revealed poorly differentiated carcinoma associated with
giant cells. The patient was started on palliative chemotherapy with
gemcitabine and paclitaxel which she continues 6 months post-diagnosis.
IMPACT/DISCUSSION: Pancreatic cancer is the 4th leading cause of cancer
deaths among adults in the US. The most common neoplasm is pancreatic
ductal adenocarcinoma (PDAC). There are several variants of PDAC that
exhibit unique clinical features. Undifferentiated carcinoma (UDC) is a PDAC
variant which is further classified into 3 subtypes: anaplastic, sarcomatoid and
osteoclast-like giant cells (OGC). UDC-OGC, as in our case, represents <1%
of all pancreatic tumors. It has an indolent course and the most favorable
prognosis compared to the other subtypes as well as PDAC.UDC-OGC affects
males to females equally and the median age is 63 years old. Patients present
similarly to PDAC with weight loss, jaundice, anorexia and fatigue. UDC-
OGC affects the body and tail of the pancreas. However, our case involved the
pancreatic head which is more commonly seen with PDAC. These tumors may
reach 5-10 cm in size at the time of diagnosis. Histologically, UDC-OGC is
characterized by multinucleated, non-neoplastic OGC dispersed among mono-
nuclear histiocytes. Approximately 60-80% of tumors express programmed
death ligand 1 (PD- L1) which indicates a poor prognosis. In resectable cases,
surgical removal remains the first line of treatment. The response to
chemoradiation is not well-established. Treatment protocols for PDAC have
been followed. FOLFIRINOX (folinic acid, fluorouracil, irinotecan and
oxaliplatin) is currently preferred to gemcitabine as it results in improved
overall survival. Our patient was deemed to be too weak to tolerate
FOLFIRINOX. PD-L1 monoclonal antibody may be emerging as an effective
therapeutic option.
CONCLUSION: UDC-OGC is a rare pancreatic tumor with unique clinical
features. Clinicians must recognize and differentiate UDC-OGC from conven-
tional PDAC as the former carries a more favorable prognosis. Further studies
are needed to explore efficacious therapeutic strategies.

UNEXPLAINEDHYPOXIA IN AGERIATRIC PATIENT: A PULMO-
NARY ARTERIOVENOUS MALFORMATION
Jessica D. Lee2; Chih-Chiun J. Chang1; Yesha P. Rana1; Svetlana
Chernyavsky1
1Department of Internal Medicine, Mount Sinai Beth Israel Hospital, New
York, NY
2Department of Medical Education, Icahn School of Medicine at Mount Sinai,
New York, NY. (Control ID #3709759)

CASE: 92 year old woman with a history of CAD s/p PCI of RCA, PAD,
HTN, T2DM, hypothyroidism, and dementia who presents with altered mental
status. She awoke in her usual state of health but became very lethargic, slow to
respond to questions, and slow in movement by the afternoon. In the ED, she
was hemodynamically stable with a benign physical exam. Lab work was
significant for hypoglycemia to 53 mg/dL, positive urinalysis (WBC>182,
large leukocyte esterase), She was subsequently admitted for toxic metabolic
encephalopathy due to hypoglycemia and urinary tract infection.
That same evening, she became tachycardic and acutely hypoxic to 86-88%
requiring high flow NC without improvement. She continued to desaturate to
80% and was escalated to BiPAP. VBG showed respiratory acidosis (pH 7.32/
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PCO2 55/ HCO3 28.3), CXRwas unremarkable. EKG found a new RBBB, so
a CTA was ordered out of concern for an acute pulmonary embolism (PE).
CTA was negative for acute PE, but showed evidence of interstitial lung
disease. Hypoxia improved with bipap, and she was transitioned to NC.
Throughout these events, the patient remained alert at baseline mentation.
Due to transient hypoxia with no apparent pulmonary etiology, there was
concern for an intracardiac right to left shunt. A transthoracic echocardiogram
showed frank right to left shunting with no flow across the septum consistent
with pre-atrial arteriovenous formation rather than an intracardiac shunt (PFO
or VSD). Given her comorbidities and elderly age, the patient and her family
declined further workup or intervention. She was discharged home with home
oxygen as needed for transient hypoxia and a bowel regimen to prevent
shunting with straining.
IMPACT/DISCUSSION: Pulmonary arteriovenous malformations (PAVM)
are uncommon and are usually diagnosed incidentally on chest imaging.
Symptoms, such as dyspnea or hemoptysis, related to PAVMs typically
develop in childhood if associated with hereditary hemorrhagic telangiectasia
or in the fourth through sixth decades of life if associatedwith acquiredmedical
conditions or idiopathic. Our elderly patient had recurrent unexplained hypoxia
that initially did not improve with oxygen supplementation. TTE is
recommended initially to assess for the presence of a PAVM-associated
right-to-left shunt. Contrast-enhanced pulmonary angiography is only
recommended if identifying embolizable lesions. Our patient’s CXR and
CTA atypically showed no evidence of pulmonary lesions, and her PAVM
diagnosis was determined by clinical presentation and TTE findings. A con-
clusive diagnosis would warrant a TEE, and the ultimate management would
be surgical (embolotherapy, surgical excision, or lung transplant).
CONCLUSION: PAVM should be suspected in a patient with recurring
unexplained hypoxia despite atypical age at presentation, presenting
symptoms, and chest imaging. Despite negative CT, TTE should still be
performed to identify shunting that may indicate the presence of microvascular
PAVMs.

UNILATERAL ORBITAL SWELLING: A CASE OF IDIOPATHIC
ORBITAL INFLAMMATION
Rui Tang, Jenson Erapuram, Thwe Htay. Paul L. Foster
SOM, Texas Tech University Health Sciences Center El Paso, El Paso, TX.
(Control ID #3708718)

CASE: A 31-year-old otherwise healthy female presented with rapidly pro-
gressive swelling and pain of her left eye for one month. Her eye pain was
sharp, severe, and constant. It was primarily felt in her left eyelid extending up
to mid- forehead and down to her cheek. She reported epiphora without
purulent or bloody discharge. She denied allergies, sick contacts, or ocular
trauma. Examination revealed periorbital edema, ophthalmoparesis and dimin-
ished visual acuity of the left eye. Infection of the orbit and periorbital tissues
was suspected. She received intravenous (IV) antibiotics. Lack of improve-
ment after hospital discharge led to a re-admission. MRI showed marked
diffuse enlargement and enhancement of the left lacrimal gland with myositis
of the subjacent left superior and lateral rectus muscles and mild fat stranding
in the intraconal/retrobulbar region, resulting in left ocular proptosis. She
underwent left lateral canthotomy and cantholysis for decompression and
biopsy. Thyroid function tests, serum ACE level and complement panel.
ANA, ANCA, Lyme serology, RPR, and interferon-gamma release assay were
unremarkable. Culture of surgical drainage revealed no bacterial or fungal
growth. The pathology showed moderate lymphocytic infiltrate through the
striated muscle fibers and orbital fat, with focal areas of acute inflammation in
the orbital fat, and perineural and perivascular lymphocytic infiltrate. The
diagnosis of idiopathic orbital inflammation (IOI) was made, and IV methyl-
prednisolone was initiated, along with ophthalmic brimonidine for intraocular
pressure reduction. A favorable response to therapy was achieved.
IMPACT/DISCUSSION: IOI attributes approximately 10% of all orbital
mass lesions. It typically presents as unilateral localized inflammation affecting
extraocular muscles, lacrimal gland, sclera, uvea, and orbital fatty tissues.
Ocular pain and edema are most frequent symptoms, followed by red eye,
proptosis, chemosis and diplopia. Advance diagnostic imaging delineates
specific orbital tissues involved to identify IOI subtypes. Biopsy typically

shows benign non-specific inflammatory pattern as in this patient but it can
also show sclerosing pattern with dense fibrosis. It is important to eliminate
other inflammatory causes, especially thyroid eye disease and orbital cellulitis.
Approximately 60% of the patients achieve complete resolution of the
symptoms with corticosteroids, with or without non-steroidal anti-
inflammatory agents and/or radiation therapy.
CONCLUSION: IOI, although rare, imposes a diagnostic challenge because it
mimics common ocular conditions associated with pain and swelling, such as
infection and neoplasm. In addition to bacterial and fungal infections and
tumor, granulomatous inflammatory diseases must be ruled out. Unrespon-
siveness to intensive antibiotic therapy and absence of clinical and laboratory
clues to specific non-infectious inflammatory disorders should raise the suspi-
cion for IOI.

UNPROVOKED INTERNAL JUGULAR VEIN THROMBOSIS IN
HETEROZYGOUS PROTHROMBIN DEFICIENCY
Omar Z. Syed2; Anshul Patel1; Shams Tasnim2; Mohammad Najmuddin1
1Internal medicine, The Wright Center for Graduate medical education,
Dunmore, PA
2Internal Medicine, Wright Center for Graduate Medical Education, Scranton,
PA. (Control ID #3715854)

CASE: Heterozygous prothrombin gene mutations can cause a prothrombotic
state but rarely cause upper extremity DVTs in the absence of secondary risk
factors. We present a case of an adult female presenting with internal jugular
venous thrombosis recognized to have G20210A prothrombin gene mutation.
Presentation
A 44-year-old female with a history of smoking, seizure disorder and history of
renal calculi presentedwith swelling, pain and numbness in the left neck region
for 3 days. No history of oral contraceptive use, malignancy or prior DVT was
noted but she had a family history of ischemic stroke. Her vital signs were
unremarkable and she was afebrile.
Initial lab work including electrolytes and PT, INR were unremarkable. Cer-
vical spine and chest X-ray were unremarkable. Doppler ultrasound of the neck
showed focal thrombus in the left internal jugular vein and the proximal portion
consistent with non-occlusive DVT.
Hypercoagulability work-up was performed for etiological diagnosis including
factor V Leiden, homocysteine, Protein C and Protein S, fibrinogen levels and
lupus anticoagulant were negative. However, the patient was positive for a
heterozygous G20210A prothrombin mutation on genetic testing. The patient
was treated with therapeutic doses of intravenous enoxaparin with improve-
ment in symptoms. Patient was discharged on lifelong rivaroxaban therapy
with no evidence of bleeding or recurrent thrombotic events upon follow up
IMPACT/DISCUSSION: Internal Jugular vein thrombosis is rare and is
associated with intravenous drug abuse, prolonged central venous catheteriza-
tion or deep head-neck infections or trauma. Usual presentation is similar to the
patient described above but can also cause cervical edema and pulmonary
embolism which can be life threatening. Mutations in genes translating
proteins of the coagulation cascade are important causes of DVTs and recog-
nition can lead to initiation of indefinite anticoagulation therapy. Sporadic loss
of function heterozygous mutations in prothrombin gene are however relative-
ly rare and only a few cases of unprovoked ijv thrombus have been described in
the absence of other risk factors and should not be missed. The complications
of IJV thrmobus such as sepsis and PE can be potentially fatal and hence a high
suspicion should be maintained in this population.
CONCLUSION: As illustrated by the case above, in the absence of more
common risk factors, rare etiology such as heterozygous prothrombin defi-
ciency could potentially be a risk factor for IJV thrombus. Therefore, there is
benefit in evaluation of patients with unprovoked DVTs through genetic
testing even in the absence of family history. If recognized, life-long
anticoagulation therapy could be potentially beneficial.

UNUSUAL CASE OF PATELLAR METASTASIS IN METASTATIC
LUNG CANCER- A CASE REPORT
John Harcha, Kelash Kumar
Internal Medicine, Mercy Health, Cincinnati, OH. (Control ID #3709290)

JGIM S539



CASE: Patient is 58-year-old female with tobacco abuse who originally
presented to the ED for intractable headache for 2 weeks that did not respond
to OTC NSAIDs. She felt a lot of pressure being her eyes. Head CT showed 2
heterogeneous lesions 3.8 x 3.5 x 3.4 cm in right frontal lobe and 1.5 x 1.4 x
1.1 cm in right temporal lobe. CT Chest showed a 9 cm right lower lobe mass
with adjacent right hilar and subcarinal mediastinal adenopathy. She was
admitted and underwent right craniotomy with mass resection and path was
consistent with metastatic poorly differentiated carcinoma. She was discharged
with plans for immediate follow-up with Radiation and medical Oncology
however she missed several visits. She later represented to the ED for progres-
sively worsening right knee pain for 1 week without any obvious trauma. Her
exam showed some edema, decreased ROM and tendernesss to both medial
and lateral joint line. CBC and uric acid was unremarkable but ESR was 101.
Right knee radiograph showed small join effusion and prepatellar soft tissue
swelling. Arthocentesis in the ED showed nucleated cell count of 597 and
negative for organism. MRI of the right knee was suspicious for metastasis to
patella. Patient underwent orthopedic lavage and synovectomy and patella
biopsy on 9/27 by orthopedic. Pathology was positive for metastatic carcinoma
consistent to known lung primary. Radiation Oncology was recommended in
3-4 weeks.
IMPACT/DISCUSSION: Primary tumors of the patella are uncommon and
account for <0.12% of bone tumors in the United States. The incidence of
metastatic lesions to the patella is also low, but is seen in primary tumors to
lung, kidney, breast, esophagus, and melanoma. A review conducted of 36
cases with metastatic disease to the patella showed 17 cases were as a result
frommetastatic lung cancer. In the reviewed cases it seemed to be split close to
50% when it comes to adenocarcinoma versus squamous cell carcinoma. The
usual presentation of patients presenting with patella involvement is anterior
knee pain, which is consistent with our case. It is often noted that patient’s also
have decreased mobility to the affected knee. Diagnosis is by biopsy but
imaging plays a key role. Just like in our case radiographs are usually nonspe-
cific. Our patient had a NM Bone scan which showed abnormal uptake and
recommended additional imaging with CT of the right knee. CT andMRI often
confirm lytic lesions that can be biopsied to confirm suspected malignant
involvement. Treatment is determined based on size of the tumor and soft
tissue extension. Often they are surgically resected with local radiation. Sys-
temic chemotherapy is used to treat the primary tumor.
CONCLUSION: Although a tumor is not a frequently suspected cause of
anterior knee pain, the possibility of patella metastasis should not be ignored in
patients with known malignancy.
Imaging plays a key role in establishing likely diagnosis but ultimately tissue
specimen will confirm metastatic involvement to the patella.

UNUSUALCASEOFPRIMARYCNSTCELLLYMPHOMA:ACASE
REPORT
John Harcha1; Ghazi Khan2; James H. Essell3
1Internal Medicine, Mercy Health, Cincinnati, OH
2The University of Texas Southwestern Medical Center, Dallas, TX
3Hematology/Oncology, The Jewish Hospital - Mercy Health, Cincinnati, OH.
(Control ID #3709449)

CASE: A 36 year old female with hx of Prothrombin 20210 and early
menopause on HRT presented to the hospital for right sided numbness and
ataxia. MRI of the Brain revealed contrast-enhancing lesions in the left frontal
lobe and just posterior oo the left internal capsule. CT C/A/P was negative for
acute pathology. Steroid therapy was initiated and she underwent biopsy of left
frontal lesion. Steroids were weaned after frozen specimen did not reveal
primary brain tumor. Her symptoms progressed and she had speech deficit
and cognitive impairment. Repeat MRI of brain 3 weeks later revealed pro-
gressive enlargement of both previous lesions: left frontal lobe was 4.3 x
4.2 cm previously 3.3 x 3.0 cm and left corona radiate/centrum semiovale
was 3.5 x 3.3 cm and previously 2.0 x 1.8 cm . Pathology resulted as primary
CNS T-cell lymphoma. Pathology resulted as primary CNS T-cell lymphoma.
Mayo Clinic confirmed pathology and she was started onMVP (mitomycin C,
vinblastine and cisplatin).

IMPACT/DISCUSSION: Primary central nervous system (CNS) lymphoma
(PCNSL) is a relatively rare disease accounting for 2-6% of all primary brain
malignancies and 1-2% of non-Hodgkin lymphoma (NHL). Typically the most
common subtype of PCNSL is diffuse large B-cell lymphoma.. Primary CNS
T-cell lymphoma counts for <5% of CNS lymphoma. As in the case described,
diagnosis in these lesions can be challenging due to neoplastic T-cells are small
to medium size in majority of cases. The main differential in these cases is
inflammatory processes. Due to the small size of T-cells it is important to use
additional studies then review under the microscope including: immunohisto-
chemical and molecular studies. Steroids can also lead to false negative biopsy
which is why it is important to hold off on steroids until after the diagnosis is
made. The most common antigenic aberrancies included complete or partial
loss of CD5 (61%) and CD7 (62%)3. Risk factors for PCNSL incudes both
primary and acquired immunodeficiency1. Our patient was tested for HIV and
did not have any obvious evidence of immunodeficiency nor was she on any
immunosuppressive agents. PCNSL typically presents with focal neurologic
deficits with symptoms correlating to the lesion site. Behavioral and mental
status changes present in 32% to 43% of patients2. Interestingly seizures are
reportedly uncommon with documentation of 11-14% of patients2. While low-
grade B cell lymphomas have a more favorable long-term outcome, T cell
lymphomas and intravascular large B cell lymphomas are often very aggres-
sive and poorly responsive to chemo-radiation therapy.
CONCLUSION: PCNSL is typically associated with immunodeficiency
whether it be primary or acquired.
PCNSL is a rare disease when it comes to primary brain malignancy and when
it presents it most commonly comes in the form of DLBCL
It is important to hold off steroid use until after the diagnosis is made due to the
high false negative biopsies associated with steroids.

UNUSUAL PRESENTATION OF RHABDOMYOLYSIS AFTER
COVID-19 MODERNA VACCINATION
Ranim Chamseddin1; Ahmad Refai1; Hussain tahanulqiwa1; Kelash Rai1;
Issam Turk2
1Wayne State University, Detroit, MI
2Gastroenterology, Ascension Providence Hospital Southfield Campus,
Southfield, MI. (Control ID #3703728)

CASE: a 29-year-old male presented to the emergency room with diffuse
abdominal pain associated with fever and loss of appetite. He received his
Moderna COVID-19 booster Vaccine 24 hours before the onset of symptoms.
Post-vaccine he had generalized muscle aches, fatigue, and subjective fevers.
Examination revealed low grade fever, and diffuse abdominal tenderness. labs
showed mild transaminitis (AST>ALT) and an acute kidney injury. His
Urinalysis was positive for blood with no RBCs. An Abdominal U/S, CT
abdomen and pelvis were unremarkable. A Creatinine Phosphokinase (CPK)
was checked as the pattern of AST>ALT elevation, creatinine elevation, and
evidence of myoglobinuria were consistent with rhabdomyolysis. CPK was
11,974 U/L. He received aggressive IV hydration, clinically symptoms re-
solved and CPK trended down before discharge.
IMPACT/DISCUSSION: Rhabdomyolysis (RML) is a life threatening clin-
ical syndrome resulting from muscle injury causing muscle breakdown and
necrosis which releases intracellular components into the circulation. If missed,
RML can lead to acute renal failure. Quite often RML can be caused by viral or
bacterial infections. There is a known correlation of COVID-19 causing RML.
Most recently there have been 3 published cases of COVID-19 vaccine causing
RML. One of the cases resulted in Acute Renal Failure and eventual death of
the patient. In our patient a diagnosis of RML was made based on acute
abdominal pain that was musculoskeletal in origin, elevated CPK, acute kidney
injury, and Transaminitis which is seen in severe RML. Other common causes
such as trauma, immobilization, strenuous exercise,medication use, alcohol
use, or drug use were ruled out. There was no clear infectious or inflammatory
cause identified. His symptoms resolved with aggressive hydration and we had
evidence of laboratory improvement of CPK, Creatinine and LFTs. Given that
the patient was in good health and the timeline of his COVID-19 booster was
followed by muscle aches, fever, abdominal pain combined with resolution of
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symptoms after treatment, a diagnosis of vaccine- related rhabdomyolysis was
made.
CONCLUSION: Given the importance of vaccination and the widespread
efforts to fight the spread of COVID-19we strongly encourage everyone to get
vaccinated. But despite the high efficacy of the vaccine and its safety, side
effects are possible. It is important for physicians to be aware of the potential
development of vaccine-induced rhabdomyolysis. We encourage physicians to
be attentive to patients' medical history, family history and medication list in an
effort to screen for possible risk factors of developing rhabdomyolysis. Patients
should be advised to stay hydrated, monitor for symptoms and signs such as
muscle aches, weaknesss, and change in color of urine. Prompt identification
of vaccine- induced rhabdomyolysis and treatment with aggressive fluid re-
suscitation can prevent serious complications such as acute renal failure.

UPPER EXTREMITY DEEP VENOUS THROMBOSIS AFTER
BNT162B2 MRNA COVID-19 VACCINE
Susan Gonzalez1; David Levine2,1
1Harvard Medical School, Boston, MA
2Medicine, Brigham and Women's Hospital, Boston, MA. (Control ID
#3706838)

CASE: A 60-year-old woman with past medical history including hyperten-
sion, nephrolithiasis, and Covid-19 4 months prior presented to the emergency
department with 3 days of substernal chest pain radiating toward the back and
shoulders 6 days after receiving her second dose of the BNT162b2 mRNA
Covid-19 vaccine (Pfizer/BioNTech) in her left deltoid. The patient tested
negative for Covid-19 and denied shortness of breath, cough, fever, or dyspnea
on exertion. Her ECG was notable for more pronounced t-wave inversions in
III and aVF, but further cardiac workup was unremarkable, and she was
discharged the next day.
The patient re-presented to care 6 days later with left arm pain, erythema,
edema, and warmth. Her left bicep circumference was 31cm versus 28cm on
the right. Upper extremity duplex ultrasound (US) was remarkable for deep
venous thrombosis (DVT) of the left internal jugular, subclavian, axillary, and
basilic veins. MRI angiogram was confirmatory.
Other than her occupation as a hairdresser, the patient did not have known risk
factors for DVT: no personal or family history of thromboembolism, no
tobacco use, took no prescription medications, and had received all age-
appropriate cancer screening. Her thrombophilia workup was negative.
The patient was discharged on apixaban. Eleven days later, a venogram
showed persistent clot burden in the left axillary, mid-subclavian, and
brachiocephalic veins. Thrombectomy, overnight tPA infusion, and left sub-
clavian vein stenting were performed and the patient was discharged on daily
apixaban and aspirin.
IMPACT/DISCUSSION: As of December 10th, 2021, the vaccine adverse
event reporting system yielded 464 reports of “thrombosis” after the Pfizer/
BioNTech vaccine in individuals with no reported current illness, 32 of which
occurred in the upper extremity. To our knowledge, our patient represents the
first report of upper extremity deep venous thrombosis (UEDVT) shortly after
receipt of the Pfizer vaccine in an otherwise healthy person. UEDVT is
relatively rare: it occurs in about 0.4 to 1 per 10,000 people per year and less
than 20% of incidents are idiopathic. Given the scarcity of potential causes, our
case may simply reflect expected background incidence. Nevertheless, the
literature includes multiple case reports of DVT after mRNA Covid-19 vacci-
nation, including cases of lower extremity DVT and DVT with pulmonary
embolism (PE) after the Pfizer vaccine, and cases of lower extremity DVT, PE,
and UEDVT after the mRNA-1273 (Moderna) vaccine. Given the similar
mechanism of action between the Moderna and Pfizer vaccines, it is possible
that the same pathophysiology underlies the reports of DVT in these vaccine
recipients.
CONCLUSION: Upper extremity deep venous thrombosis after Covid-19
mRNA vaccination should remain on the differential as clinicians assess chest
and arm pain following vaccination.
There is a possible association between the BNT162b2 mRNA Covid-19
vaccine and upper extremity deep venous thrombosis that requires further
research.

USE OF CAPLICIZUZUMAB FOR TREATMENT OF TTP IN A
JEHOVAH’S WITNESS PATIENT
Vishwajit Kode1; James F. Wu2; Lindsay Hammons1; Patrick Foy1
1Hematology / Oncology, Medical College of Wisconsin, Milwaukee, WI
2Medicine, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3716163)

CASE: A 74-year-old woman with significant past medical history of
Sjogren’s syndrome, HTN and HLD with 1 week of nausea, vomiting, diar-
rhea, muscle aches and acute left hand weakness. No petechiae, purpura were
noted.
Laboratory values at presentation included hemoglobin of 10.3 g/dL, platelets
of 18,000 per μL, schistocytes on peripheral blood smear, haptoglobin of <10
mg/dL. CT head had evidence of a subacute infarct in the right occipital lobe. A
preliminary diagnosis of thrombotic microangiopathy was made. ADAMTS13
activity testing was reduced at <5%with evidence of ADAMTS13 antibody of
25 arbitrary units, thereby confirming a diagnosis of thrombotic thrombocyto-
penia purpura (TTP).
Due to patient’s religious beliefs as a Jehovah’s Witness, plasma exchange
were declined. Prior to transfer to our institution for possible caplacizumab
treatment, the patient was given 50 g of IVIG and 125 mg methylprednisolone
followed by an infusion of 1 g of methylprednisolone per day (day 1).
On day 2, patient’s haptoglobin and platelets were unchanged, continued on
methylprednisolone 1g daily, received rituximab 375 mg/m2, and started on
caplacizumab 11mg intravenously. Day 3, platelets increased to 48,000 perμL
and haptoglobin increased to 35 mg/dL. The patient continued on methylpred-
nisolone, switched to subcutaneous caplacizumab, and started on epoetin alfa
40,000 units.
Day 4, platelets increased to 97,000 per μL, haptoglobin increased to 79 mg/
dL, and switched to prednisone 60 mg. Day 6, platelets increased to 262,000
per μL. Day 7, ADAMTS13 activity increased to 10%, platelets increased to
280,000 per μL, and the patient received the second dose of rituximab. Patient
was discharged with a plan for two more doses of rituximab, daily 11 mg
subcutaneous Caplacizumab pending recovery of ADAMTS13 activity, and
daily prednisone 60 mg.
IMPACT/DISCUSSION: TTP is a rare disease with an incidence of approx-
imately 5 per million per year2. The first reported case of TTP treated with
caplacizumab without plasma exchange was published in 20198. There have
been a total of four case reports5,8-10 and one retrospective cohort analysis of
seven episodes of TTP in six patients11 published. Of note, in our patient,
caplacizumab was started the earliest in the inpatient setting at two days of
hospitalization. In our patient, platelets increased to greater than 200,000 per
μL by day three of caplacizumab treatment consistent with the rapid normal-
ization of platelets demonstrated with the initial clinic trial6 and real world
data12 of caplacizumab with plasma exchange as well as the other reported
cases of caplacizumab treatment without plasma exchange.
CONCLUSION: For TTP patients without plasma exchange as a therapeutic
option, our case and the previously published cases suggest that caplacizumab,
in combination with corticosteroids and rituximab may be a feasible alterative
treatment.

UTILITY OF SERIAL ECHOCARDIOGRAPHY IN THE MANAGE-
MENT OF ACUTE PULMONARY EMBOLISM
Mohammed Afraz Pasha1; Sangeetha Isaac1; Demilade A. Soji-Ayoade2;
Saquib Anjum1

1Internal Medicine, North Alabama Medical Center, Sheffield, AL
2InternalMedicine, North AlabamaMedical Center, Florence, AL. (Control ID
#3715352)

CASE: A 70-year-old gentleman presented with acute onset pleuritic chest
pain and dyspnea since 1 hour. He had history of pulmonary embolism (PE)
8 years ago and upper limb deep vein thrombosis (DVT) post thrombectomy 5
years ago. His other co-morbidities were heterozygous prothrombin mutation,
hypertension and diabetes mellitus. After his DVT episode, he was initiated on
warfarin, which he stopped abruptly after 2 years. On presentation, heart rate
was 94/min, blood pressure (BP) was 90/56 mmHg, oxygen saturation was
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96% on room air and respiratory rate was 16/min. Cardio-pulmonary exami-
nation was unremarkable.
ECG showed sinus tachycardia and chest x ray was unremarkable. Patient's
acute clinical presentation, significant past medical history with PE likely on
Well's score prompted evaluation with a CT angiogram of chest, which
demonstrated extensive bilateral PE. Transthoracic echocardiogram (TTE)
showed severe right ventricle (RV) enlargement with hypokinesis and RV
ejection fraction (EF) of 15-20%. Patient was initiated on heparin infusion.
Following an emergent surgical assessment, catheter directed thrombolysis
with alteplase was planned due to hemodynamic instability with severe RV
dysfunction.With initiation of heparin drip, blood pressure improved to 110/68
mmHg. Repeat TTE, 16 hours later, revealed improvement of RV function
with improved RV EF to 20-25%. Surgical team’s reassessment and
recommendations were for conservative management in view of interval
improvement. Heparin was transitioned to oral apixaban.
IMPACT/DISCUSSION: Management of PE is guided by the Pulmonary
Embolism Response Team Consortium endorsement based on severity, deter-
mined by factors such as troponin level and RV dysfunction. Echocardio-
graphic findings of RV/left ventricle (LV) diameter of ≥ 1 and tricuspid annular
plane systolic excursion < 16 are suggestive of unfavorable outcomes high-
lighting the crucial role of echocardiogram.
CONCLUSION: This case demonstrates the utility of serial TTE in assessing
severity of PE after initiation of anticoagulation. RV function is dependent on
underlying cardiopulmonary reserve and clot burden. RV dysfunction is seen
in 20-25% patients with acute PE. Detection and subsequent resolution of
echocardiographic signs indicate a decrease in clot burden. Repeating TTE is a
cost effective way of assessing for resolution of right ventricular dysfunction
and thereby avoiding thrombolytics.

VALCYCLOVIR INDUCED NEUROTOXICITY IN A DIALYSIS PA-
TIENT - A CASE REPORT
Hina Virk1; Ethan Miller2
1Internal Medicine, The Jewish Hospital - Mercy Health, Cincinnati, OH
2Neurology, UConn Health, Farmington, CT. (Control ID #3706965)

CASE: A 43 y/o M with PMH of ESRD from hypertensive nephropathy on
hemodialysis and paroxysmal afib presented with emotional lability and au-
diovisual hallucinations for 2 days. He had been having episodes of uncon-
trollable crying with no reported psychiatric history. He also noted new
numbness/tingling in his feet for about 1 day. All other systems were negative
except for back pain from a shingles infection for which he started taking
valacyclovir 1g TID 3 days prior. He had been compliant with his metoprolol,
eliquis, and his last dialysis session was 2 days ago. He denied any drug,
smoking or alcohol use. He was hemodynamically stable and examination was
unremarkable except for asymmetric decreased sensation in bilateral feet,
crusted vesicles in T4 dermatome of R back and a functioning left arm fistula.
Blood work showed a normal white count, no obvious metabolic
derangements, normal folic and Vit B12 levels, and elevated creatinine of
10.1 with CrCl 10 ml/min. Urine tox screen was negative and CT head did not
show any acute abnormalities. There was no concern for infection and
symptoms were thought to be from valacyclovir overdose in a patient with
renal dysfunction. Valcyclovir was stopped and nephrology was consulted for
hemodialysis. Patient underwent a more frequent schedule of hemodialysis
with 2 consecutive days of 3 hr sessions followed by his regular schedule. His
crying spells and hallucinations stopped within 1 day of treatment initiation.
The numbness in feet also resolved completely 3 days after stopping the drug.
IMPACT/DISCUSSION: Valacyclovir breaks down into acyclovir in the
body and can cross the blood brain barrier. It is mainly eliminated through
the kidneys with a half life of 30 mins in patients with normal renal function
and a half life of 14-20 hours in patients with ESRD. Thus, it needs to be
adjusted for renal dosing. Our patient was taking more than the advised dose of
valacyclovir for shingles treatment in a patient with renal dysfunction. Given
his CrCl of 10 ml/min the recommended dose is 500 mg once daily, but our
patient was receiving an additional 2.5g/day. As a result, he developed neuro-
psychiatric symptoms particularly a pseudobulbar affect and toxic neuropathy.
Valacyclovir toxicity is known to infrequently cause neuropsychiatric

symptoms, however, toxic neuropathy is an even rarer finding. In our patient
the symptoms including neuropathy were completely reversible once the
medication was held and high levels of valacyclovir metabolites were dialyzed
out. It is estimated that valacyclovir has a half-life of 4 hrs with dialysis thus
explaining why improvement was seen quickly after dialysis initiation.
CONCLUSION: When prescribing treatment for shingles dose adjustments
based on a patient's renal function should be made.
Although rare, Valacyclovir overdose can cause neuropsychiatric symptoms
and toxic neuropathy. Treatment includes stopping the medication and more
frequent dialysis in ESRD patients.

VALUE OF D-DIMER IN RISK STRATIFICATION FOR THROM-
BOEMBOLISM IN PATIENTSWITHATRIAL FIBRILLATIONAND
LOW CHA2DS2-VASC SCORE
Po-Han Chen1; Mark Schwade2; Gyanendra Sharma2; Vincent Robinson2
1School of Medicine, Augusta University, Augusta, GA
2Augusta University Medical Center, Augusta, GA. (Control ID #3712619)

CASE: A 63-year-old black male with a past medical history of hypertension
and atrial fibrillation (AF) treated with ablation 2 years prior was admitted to
the cardiology ward after presenting to the EDwith sharp right flank pain of 5-
hour duration. The pain radiated from the back to the right abdomen, and he
reported nausea and one episode of non- bloody emesis. He denied hematuria,
history of renal stones, and was not on any homemedications. On examination,
his heart rate was 92 bpm, blood pressure was 178/110, and respiratory rate
was 22. On physical examination, he had tenderness on the right side of the
abdomen and costovertebral angle. Initial non-contrast CT abdomen and pelvis
revealed no nephrolithiasis, hydronephrosis, cholelithiasis, or cholecystitis.
EKG showed a stable rate-controlled AF at 80 bpm. Given the unremarkable
non-contrast CT, low CHA2DS2-VASc score of 1, and otherwise asymptom-
atic presentation, the team questioned whether the patient could be discharged
with aspirin therapy.
Though the workup for abdominal painwas unrevealing at this time, a transient
increase in creatinine measured in the ED suggested possible renal injury. D-
dimer on hospital day 2 was elevated at 289 ng/mL, and creatinine had trended
back down close to his baseline. Contrast CT abdomen and pelvis was ordered
to evaluate possible renal thromboembolic event based on the patient’s elevat-
ed D-dimer, right flank pain, and atrial fibrillation, despite low- moderate pre-
test probability of thromboembolism given his CHA2DS2-VASc score.
Contrast CT revealed a classic picture of multiple wedge-shaped infarcts
caused by repeated thromboemboli to the right kidney. Transesophageal
echocardiogram showed a mildly dilated left atrium (LA) with reduced LA
appendage (LAA) velocities, as well as multiple thrombi in the LAA and in the
adjacent atrial septal aneurysm. After initial treatment with heparin,
anticoagulation therapy was transitioned to Apixaban before discharge. At
the point of discharge, his flank pain had resolved, and the patient was stable.
IMPACT/DISCUSSION: AF can result in systemic thromboembolism with
devastating consequences. The CHA2DS2-VASc score is used to stratify
thromboembolic risk in AF patients, but more patient-specific biomarkers for
thrombosis such as D-dimer should also be included in the assessment of risk
and indication for anticoagulation therapy. Multiple studies have shown the
incremental value of D-dimer in the evaluation of cardioembolism. Based on
data from the ARISTOTLE trial, including D-dimer in risk assessment signif-
icantly improved the predictive value of CHA2DS2- VASc for thromboem-
bolism. This case demonstrates the power of using a patient-specific biomarker
of D-dimer to assess for thromboembolic risk in patients previously classified
as low-moderate risk by clinical risk scoring systems. CONCLUSION: By
using an inexpensive, readily available, and non-invasive D-dimer test,
clinicians can provide personalized care based on patient symptoms and signs.

VENTRICULAR SEPTAL RUPTURE AS A RARE EARLY COMPLI-
CATION OF ACUTE MYOCARDIAL INFARCTION
Alexander Conant1; Yogita Rochlani2
1Internal Medicine, Montefiore Medical Center, Bronx, NY
2Cardiology, Montefiore Medical Center, Bronx, NY. (Control ID #3715629)
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CASE: An 89 year old woman with past medical history of hypertension and
hyperlipidemia presented with 3 hours of severe chest pain. Her exam was
notable for a harsh, IV/VI pansystolic holosystolic murmur heard best at the
left 5th ICS at the midclavicular line and blood pressure in shock range.
Electrocardiogram (EKG) revealed inferior ST elevation myocardial infarction
(MI).
Coronary angiography revealed 100% occlusion of the right coronary artery. A
ventriculogram suggested ventricular septal rupture (VSR) and a large
inferoseptal VSR was confirmed on an echocardiogram. An intra-aortic bal-
loon pump was placed while a decision could be made for the best treatment
approach.
Ultimately, the patient was not deemed to be a suitable candidate for surgical or
procedural management. Given her poor prognosis, she elected for comfort
care and expired peacefully shortly thereafter.
IMPACT/DISCUSSION:VSR is a rare complication of acute MI. In the pre-
reperfusion era, it complicated 1-3% of cases of MI. However, since the onset
of percutaneous intervention (PCI) and fibrinolysis the incidence of VSR
complicating MI is much lower (0.11-0.34%).
Although it is commonly taught that VSR is a late complication of MI, this is
no longer true in the reperfusion era. A single-center study of 1835 patients
undergoing percutaneous coronary intervention (PCI) for MI found that the
average time from MI onset to occurrence of VSR was only 24h. VSR
development followed a bimodal distribution, with early presentations
occurring within hours of MI due to shear stress at the juncture between
ischemic and non-ischemic cardiac tissue. Late presentations occur 3-5 days
after MI due to rupture of necrotic myocardium. Risk factors for development
of VSR after PCI include female sex, age >70, anterior infarct, coronary artery
disease limited to a single vessel, body mass index <25, and left ventricular
hypertrophy. History of MI or stable angina decreases risk, as prior ischemia
can induce myocardial preconditioning and aid the development of protective
collateral circulation.
Clinical features may develop abruptly and include chest pain, shock, and
pulmonary edema. Holosystolic murmur is usually present, typically best heard
in the left lower sternal border. EKG may show conduction abnormalities.
Echocardiogram is the cornerstone of diagnosis, allowing direct visualization
of the VSR. Prompt recognition of VSR is important because of its high
morbidity and mortality (30-70%) and the necessity of procedural manage-
ment. Treatment options include percutaneous closure and surgical patch
repair, both of which are fraught with challenges due to the friability of recently
infarcted myocardium.
CONCLUSION: - Interventricular septal rupture is a rare but highly morbid
complication of acute MI
- Clinicians should be on the lookout for signs of VSR within 24h of acute MI
- Findings of chest pain, pulmonary edema, shock, and newmurmur post-acute
MI be investigated by echocardiogram

VENTRICULAR TACHYCARDIA STORM IN A PATIENT TAKING
OTCWEIGHT LOSS PILLS
Saad A. Ansari, Femina Patel, Helen Li Mitchell, Jasninder S. Dhaliwal,
Aditya Desai, Benjamin Tabibian
Department of Internal Medicine, University of California Riverside, River-
side, CA. (Control ID #3707744)

CASE: Patient is a 32-year-old obese female with no known medical history
who presented with fever and perianal pain for 5 days. She underwent
perirectal abscess I&D with drain placement. She was working with physical
therapy on the floor when she became unresponsive and had a PEA arrest.
Code blue was called with ROSC achieved, and the patient was transferred to
ICU. After transfer to the ICU, the patient had polymorphic ventricular
tachycardia requiring defibrillation shock. She briefly converted to sinus
rhythm but the polymorphic VT recurred - over the course of 2 hours she
received 33 defibrillation shocks in addition to magnesium, calcium chloride,
amiodarone, and lidocaine per ACLS protocol. Amiodarone and lidocaine
drips were initiated but on-call Cardiology recommended discontinuation of
amiodarone. When Cardiology arrived at bedside, an emergent transvenous
pacemaker was placed and set at overdrive pacing, which successfully

terminated the arrhythmia. Patient’s baseline EKG showed QTc of 339.
Electrolytes were within normal limits. Urine drug screen was negative. Post
arrest echocardiogram showed LVEF of 20% with global hypokinesis. Family
history was not significant for premature coronary artery disease, arrhythmia,
or sudden death. The patient’s father did suffer a recent stroke for which he was
being monitored for A-fib. After extensive discussion with family members, it
was revealed that the patient was taking an over-the-counter fat burner which
contains raspberry ketones 300 mg and green coffee bean extract 260 mg.
IMPACT/DISCUSSION: Polymorphic ventricular tachycardia is a type of
arrhythmia characterized by multiple foci in the ventricles resulting in QRS
complexes which vary significantly in their amplitude, duration, and
morphology.
Differential diagnosis of polymorphic VT includes cardiac ischemia, cardio-
myopathies, electrolyte abnormalities, electrophysiologic abnormalities (short
or long QT syndromes), and certain medications.Considering the lack of any
other precipitating factors, it is possible that our patient’s run of VT was
induced by a combination of the stress of infection and OTC dietary
supplements containing high amounts of raspberry ketones and caffeine.In
the acute setting, management of VT may require immediate cardioversion,
defibrillation, or administration of antiarrhythmic drugs.Refractory ventricular
electrical storm can be terminated with a transvenous pacemaker. Long term
management includes ablation or ICD implantation amongwhom a completely
reversible cause is not identified.
CONCLUSION: Resistant polymorphic ventricular tachycardia can poten-
tially be a rare but life-threatening complication of non-FDA regulated OTC
weight loss supplements. Public awareness, strict regulation policies by the
government, along with visible clearly stated disclaimer from the
manufacturers should be encouraged.

VITAMIN D TOXICITY IN ELDERLY MAN
Katherine Seibert1; Carl Burton2
1Medicine, University of California Los Angeles, Los Angeles, CA
2VA Greater Los Angeles Geriatric Research Education and Clinical Center,
Los Angeles, CA. (Control ID #3715862)

CASE: A 74 year old male with a history of hypertension, CKD 3a, BPH and
recent onset of anemia presented to the emergency room with two weeks of
progressive nausea, vomiting and constipation. Additional history was notable
for significant weight loss of 50lbs over the past 3-4 months after starting a
strict ketogenic diet. Vitals showed a blood pressure of 155/80 and HR 58. He
was euvolemic on exam. Initial workup revealed hemoglobin 11.5, creatinine
of 5.2 from baseline of 1.2, serum calcium 12.9 (corrected 13.1), ionized Ca
1.77 mmol/L, UA with specific gravity of 1.010 and calcium oxalate crystals,
and unremarkable renal ultrasound. Initial labs showed low PTH at 13.2 and
normal PTHrp. Given new onset anemia, renal injury, hypercalcemia and
significant weight loss, SPEP, UPEP and IFE were then sent to evaluate for
myeloma but returned largely unremarkable. Treatment for symptomatic hy-
percalcemia was initiated with normal saline at 200ml/hr. On further exami-
nation, he revealed multiple dietary supplements including vitamin D 10,000
units daily for the past 3 years. Objectively his total Vitamin D level then
returned as >150ng/mL, with a 1,25-dihydroxyvitamin D level of 71 (normal
18-72) consistent with exogenous vitamin D toxicity. For persistent hypercal-
cemia, he began to take prednisone 20mg daily and was given one dose of
pamidronate 30mg. His calcium improved to 10.5 by discharge with
downtrending creatinine to 2.8. He was counseled to stop vitamin D supple-
mentation, continue a low calcium diet, wear sunscreen, and continue oral
hydration. Prednisone was discontinued due to uncertain risk benefit profile.
His vitamin D level remained elevated weeks after discharge.
IMPACT/DISCUSSION: Vitamin D toxicity, or hypervitaminosis D,
is a rare cause of hypercalcemia that has both exogenous and endoge-
nous etiologies. Excess vitamin D supplementation should be consid-
ered when more common etiologies of hypercalcemia, such as hyper-
parathyroidism or malignancy, have been ruled out. Clinical
manifestations of vitamin D toxicity are caused by hypercalcemia, thus
treatment is targeted at this hypercalcemia. Typical laboratory findings
of exogenous vitamin D toxicity include significantly elevated total or
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25-hydroxyvitamin D, normal 1,25- dihydroxyvitamin D, and
suppressed PTH levels.
CONCLUSION: - Patients prescribed high doses of Vitamin D (10,000 to
50,000 units daily) must be de-escalated appropriately to avoid hypervitamin-
osis D induced hypercalcemia.
When common etiologies of hypercalcemia, such as hyperparathyroidism and
malignancy, are ruled out consider vitamin D toxicity.

WAS COVID A “BLESSING IN DISGUISE?" MAY-THURNER SYN-
DROME COMPLICATES COVID
Andrew H. Cheng, Miles Morgan, Theresa Rohr-Kirchgraber
Augusta University and University of Georgia Medical Partnership, Athens,
GA. (Control ID #3715444)

CASE: A 30-year-old previously healthy male presented with three weeks of
progressively worsening pain, erythema, swelling in his left thigh, inability to
bear weight and associated fatigue, fever, and dyspnea on exertion. Four weeks
prior, he experienced 1 week of anosmia, fatigue, and “even worse” dyspnea
on exertion with a resting heart rate in excess of 110 bpm and felt he most
likely had had COVID. He self-treated for symptoms, rested, isolated and felt
he had improved from COVID. The pain and swelling in the left leg increased
over the prior threeweeks and he sought care. On exam the left thighwaswarm
to touch, erythematous, and painful. Ultrasound imaging revealed left lower
extremity deep venous thrombosis (DVT) extending from his upper thigh to
lower leg. Abdominal/thoracic CTw/ contrast noted diffuse pulmonary emboli
and May-Thurner Syndrome (MTS). Treatment was started with IV heparin
followed by thrombolytic therapy with higher dose heparin and alteplase for 3
days. Shortly after this therapy was initiated, he developed significant hypoxia
and was transferred to the ICU. He was stabilized and on the final day of
thrombolytic therapy, a left common iliac vein stent was placed and he was
discharged two days later on Apixaban and aspirin.
IMPACT/DISCUSSION: May-Thurner syndrome (MTS), is an anatomical
variant that may lead to venous outflow obstruction due to extrinsic compres-
sion by the iliac arterial system against bony structures in the iliocaval venous
territory. Most common in the left leg, MTS is present in about 20% of the
population and is more commonly found in women. It can result in venous
hypertension and venous thromboembolisms (VTE). In serious and untreated
cases, these VTEs can progress to pulmonary embolisms with resultant serious
injury, hospitalization, and death. In this case, a recent COVID infection
unearthed an MTS anomaly.
The activated proinflammatory state induced by COVID is known to result in
blood clots in hospitalized patients and appears to be related to a cytokine storm.
This inflammatory state induces endothelial damage, microvascular thrombosis,
and possibly pro-thrombotic antiphospholipid antibodies. In hospitalized patients
with more severe disease VTE is commonly diagnosed, however the risk of
COVID related coagulopathy in the outpatient setting is unknown.
It appears that when blood clots do develop in outpatients, 1/5 have had a
recent COVID infection which indicates an association between inflammation
from infection contributes to VTE. In this case, the COVID complication
helped to uncover a May-Thurner anomaly.
CONCLUSION: - Delayed presentation can exacerbate COVID-related
complications, even after acute symptoms have diminished - more should be
done to educate patients on the dangers of post COVID thromboembolic
disease.
- Despite its prevalence in females, May-Thurners Syndrome should be in the
differential for males with DVT.

WATCH OUT FOR TURKEY VULTURES AND STRAY CATS
Pranav Shah2; Michele Fang1
1Internal Medicine, Penn Medicine, Philadelphia, PA
2Internal Medicine, University of Pennsylvania Perelman School of Medicine,
Cherry Hill, NJ. (Control ID #3715764)

CASE: A 69 year old woman with a history of breast sarcoma s/p left
mastectomy, splenectomy, nephrectomy, and adrenalectomy was transferred

from an outside hospital (OSH) with altered mental status, transient asystole,
and hypotension. Workup revealed a sodium of 119, MRI brain limited by
motion artifact, negative blood cultures, and "unremarkable" lumbar puncture
at OSH. The patient was treated empirically with broad-spectrum antibiotics.
The differential diagnosis was broad and included paraneoplastic syndrome,
bartonella, babesia, acute Lyme disease, and adrenal insufficiency.
Since transfer from the OSH, the patient had worsening neurological status and
CSF studies with increasing WBC and RBC. MRI brain was repeated and
showed bilateral flair signal in the medial temporal lobes with enhancement of
the brainstem. Ancillary information gathered from the infectious disease
medical student on hospital day (HD) 7 found that the patient fed stray cats
in her backyard and slept with a cat of unknown vaccination status. The
Department of Health was called to her house and found several stray cats
and turkey vultures near her house concerning for dead animals. On HD #25,
rabies serologies were checked and serum rabies virus neutralizing antibodies
were detected by the rapid fluorescence focus inhibition test. Serum anti-rabies
IgG antibodies increased from HD #25 to 30.
Given critical illness, rabies directed therapies were not pursued and supportive
care given. Family decided for palliative extubation. Autopsy showed rabies
virus antigen and nucleic acids detected in the hippocampus, medulla, and
cerebellum.
IMPACT/DISCUSSION: In this case, a diagnostic error was thought to be
likely.
The error was thought most related to a number of diagnostic process faults,
including
A)Delay in ordering the needed test (rabies serology) in response to the clinical
condition of many stray unvaccinated cats in her home in poor condition and
encephalopathy, rabies should have been considered. Bartonella was consid-
ered, but not rabies.
B) Failure or delay in providing or eliciting a critical piece of history data
specifically the patient's history of multiple stray cats in the home and therefore
the risks of potential complications and diseases associated with unvaccinated
cats.
C) Over-reliance on second-hand information from OSH records regarding
"negative" lumbar puncture and "motion degraded" MRI, and incomplete
history taking.
The error was considered to have contributed to her death as treatment for
rabies on presentation may have prevented patient's sepsis and death.
This error could have been prevented if a more complete history including
patients' stray cats were obtained and if rabies serology was checked on
presentation or at the outside hospital.
CONCLUSION: Information from OSH should be carefully analyzed and
independent history taking should be performed. Medical errors can result
when overreliance on OSH records occurs. A thorough history, including pets
or animal contact, should be obtained.

WHEN A SICKLE CELL CRISIS IS NOT A SICKLE CELL CRISIS
Lisa Fosnot1; Sarguni Singh2; Juan Lessing1
1Hospital Medicine, University of Colorado, Denver, CO
2Medicine, University of Colorado Denver School of Medicine, Aurora, CO.
(Control ID #3715268)

CASE: A 28-year-old female with a past medical history of sickle cell disease
presented with diffuse body pain consistent with a vaso-occlusive crisis trig-
gered by cold weather. Patient reported two hospitalizations for a similar
presentation. Pertinent home medications include Tylenol and non-steroidal
anti-inflammatories. Patient was started on a hydromorphone patient-
controlled analgesia pump which was titrated by multiple providers to achieve
pain relief.
Labs were notable for hemoglobin range of 11-13, microcytosis (MCV 76),
normal lactate dehydrogenase, and no evidence of hemolysis on peripheral
smear. Ferritin, B12, folate were normal and her reticulocyte count was 0.7%.
She had no splenomegaly on exam or imaging. Electrophoresis was normal
aside from possible iron deficiency. After discharge, patient was seen in
hematology clinic. Labs and electrophoresis were repeated and remained
normal. Patient was determined not to have sickle cell disease as the etiology
of her pain.
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IMPACT/DISCUSSION: Sickle cell disease is one of the world’s most
common severe monogenic disorders in which an individual carries the sickle
hemoglobin S (HbS) gene mutation on at least one beta globulin gene. Patients
with sickle cell disease have the mutation plus a second beta globin gene
mutation manifesting with erythrocyte “sickling” leading to vaso-occlusive
crises and hemolytic anemia. Hyposplenism (function) with splenomegaly
(size) is common (PMID 24862308). Typical laboratory findings include
severe anemia, reticulocytosis, unconjugated hyperbilirubinemia, elevated se-
rum lactate dehydrogenase, and low serum haptoglobin (PMID 21131035).
Peripheral blood smear may demonstrate sickled red cells, Howell-jolly bodies
due to hyposplenia, and polychromasia due to reticulocytosis. Hemoglobin
electrophoresis is commonly used to confirm diagnosis and define homozy-
gous or heterozygous subtypes. Crises are often flared by cold weather,
physical and emotional stress, illness, pregnancy, and dehydration. Acute pain
crises are managed with hydration, opioids, adjuvant therapies, and ketamine
for opioid refractory pain. NSAIDS, oxygen, steroids, and transfusions, when
able, should be avoided.
CONCLUSION: Patients with sickle cell disease are at high risk for a
multitude of acute and chronic complications, but provider bias can be a barrier
in recognizing these. In this case, patient’s clinical picture and lab studies were
inconsistent with sickle cell disease and alternative etiologies for her pain
should be explored. Provider transition of care was utilized as an opportunity
to recognize inconsistencies and change treatment course as appropriate.

WHEN POOR COMMUNICATION IS A QUESTION OF LIFE OR
DEATH: A CASE OF HYPERKALEMIA DUE TO A MEDICATION
ERROR DURING TRANSITIONS OF CARE
Elizabeth Degnall1; Lucy Schulson2,3
1Department of Internal Medicine, Boston Medical Center, Boston, MA
2Health Care, RAND Corp Boston office, Boston, MA
3Department of Internal Medicine, Boston University School of Medicine,
Boston, MA. (Control ID #3715613)

CASE: An 80-year-old Spanish speaking man with a history of dementia,
coronary artery disease and stage 4 chronic kidney disease presented with his
daughter to establish care. He had recently moved from a nursing home to live
with family. His daughter shared he seemed weak and had a recent fall.
Routine labs returned with potassium of 7.4 and creatinine 2-3x his baseline.
On review, the patient was found to have been discharged with medications
belonging to another patient, including potassium, gabapentin,
cyclobenzaprine, and sertraline. He was referred to the emergency department
(ED) where he received calcium gluconate and insulin/dextrose. While in the
ED, he became bradycardic and arrested. ROSC was achieved; he was admit-
ted to the ICU for emergent dialysis, stabilized, and eventually was discharged.
A state investigation revealed that typical discharge protocol regarding
medications was not followed: each member of the interdisciplinary team did
not review medications due to miscommunication. The nurse (RN) manager
did not review medications to ensure they were correct because it was assumed
the RN who received the order from pharmacy would verify. Additionally, a
professional interpreter was not utilized to review discharge instructions and
the family was not involved in the discharge process.
IMPACT/DISCUSSION: Medication errors are common and most often
occur during transitions of care leading to significant morbidity and mortality,
rehospitalizations and healthcare expenditure. To reduce errors, an interdisci-
plinary team should participate in medication reconciliation to create layers of
safety. Close follow up with a primary care physician (PCP) after discharge is
also important. Family/patient involvement as partners in this process is key
especially in patients with cognitive deficits. Finally, language barriers are a
significant obstacle to providing equitable care and contribute to risk of
miscommunication in vulnerable populations. Use of an interpreter at
transitions of care is paramount.
Conduction abnormalities and arrhythmias, including bradycardia may be one
of the first manifestations of hyperkalemia. Cardiac manifestations of
hyperkalemia result from impaired ability to generate action potential within
cardiac cells. Resting membrane potential becomes less negative due to a
change in ratio between intra/extracellular potassium which initially decreases
membrane excitability. Persistent cellular depolarization decreases the number

of open sodium channels leading to inability to generate an action potential.
Severe bradycardia in a patient should trigger a provider to consider
hyperkalemia.
CONCLUSION: Key practices during care transitions to reduce medication
errors include 1) effective communication between team and patient and
family/caregivers, 2) medication reconciliation by interdisciplinary team, 3)
follow up with PCP and 4) use of professional interpreters in patients experi-
encing language barriers.
Bradycardia is an important manifestation of hyperkalemia.

WHEN THE MASS ISN’T MALIGNANT: BRAIN ABSCESS IN AN
ELDERLY PATIENT WITH PULMONARY ARTERIOVENOUS
MALFORMATION
Kara M. Ryan1; Eugenia Siegler2
1Internal Medicine, Weill Cornell Medicine, New York, NY
2Weill Cornell Medical College, New York, NY. (Control ID #3689218)

CASE: An 87 y.o. W with no relevant PMH presented with 1 week of right-
sided headache, gait imbalance, and disorientation. She was previously high-
functioning and independent in iADLs and ADLs.
In the ED, vital signs were unremarkable. CT head showed two masses in the
right temporal lobe with surrounding vasogenic edema and leftward midline
shift. Neurosurgery recommended CT chest/abdomen/pelvis to look for ma-
lignancy leading to brain metastases. CT showed a right lower lobe pulmonary
arteriovenous malformation (PAVM) and a uterine mass suspicious for a
fibroid versus less likely malignancy. The leading diagnosis of brain metasta-
ses was shared with her family, and she was admitted to geriatrics. MR brain
then showed a 4.8 cm right temporal lobe lesion with irregular margination,
peripheral enhancement, and a “dual rim sign” – indicative of a brain abscess.
The patient was re-triaged to neurosurgery and had emergent craniotomy and
evacuation of the abscess, which grew Streptococcus intermedius. Blood
cultures and TTE were negative. She received broad spectrum antibiotics, later
narrowed to ceftriaxone. Dental exam and maxillofacial CT were consistent
with infection of the upper right 2nd premolar, which was extracted.
Pulmonology was consulted for concern that a PAVM can facilitate abscess
formation and recommended embolization after antibiotic completion. Shewas
discharged home to complete a 6-week course of antibiotics.
IMPACT/DISCUSSION: The team theorized an odontogenic infection in
combination with a PAVM led to brain abscess formation. PAVMs are abnormal
connections between the pulmonary arterial and venous systems, creating a left to
right shunt that allows bacteria to bypass the pulmonary capillary bed’s immune
defenses and cause paradoxical emboli and infection. PAVMs occur in about 38
per 100,000 individuals. Embolization is recommended to prevent complications,
including brain abscess, which occurs in 5-10% of PAVM.
The differential diagnosis for an intracranial mass includes primary neoplasm,
metastasis, hemorrhage/infarction, demyelinating lesions, sarcoid, and
infections including pyogenic abscess, tuberculosis, cysticercosis, toxoplasmo-
sis, fungal infections, syphilis and more. Our patient was presumed to have
metastases, likely due to presence of a uterine mass and her advanced age.
Brain abscess usually afflicts patients in their 2nd to 5th decades and is rare in
octogenarians, with only a handful of case reports. Premature closure led to
inappropriate initial triage which may have delayed care. Misdiagnosis also
created emotional challenges for the patient and family, who had to cope with
being told two different, very serious diagnoses.
CONCLUSION: 1. PAVM allow septic emboli to bypass the lung’s immune
defense and reach the brain, so physicians should evaluate for PAVM in a brain
abscess of unclear origin.
2. Maintain a broad differential diagnosis when evaluating a brain mass to
avoid cognitive bias and ensure accurate triage, treatment, and patient
communication.

WHEN THE MRI C-SPINE LOOKS FINE?: TIME TO BROADEN
THE DIFFERENTIAL DIAGNOSIS
Patricia N. Tyson1; Matthew Gross1; Anna K. Donovan3; Kristian Feterik2
1Internal Medicine, UPMC, Pittsburgh, PA
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2Department of Medicine, University of Pittsburgh School of Medicine,
Pittsburgh, PA
3Medicine, University of Pittsburgh, Pittsburgh, PA. (Control ID #3707594)

CASE: Mr. S is a 74 year-old man with a history of spinal arthritis and
Parkinson’s disease (PD) who presented to the hospital with diffuse pain and
progressive weakness. Two weeks prior he could ambulate with a walker, but
on the day of admission he struggled to get out of bed.
On physical exam, vital signs were unremarkable. Neurologic exam revealed
decreased strength in bilateral trapezius and sternocleidomastoid muscles as
well as diffuse proximal muscle weakness noted. Muscle stretch reflexes were
absent in bilateral biceps, triceps, and brachioradialis tendons. There was
bilateral Achilles tendon clonus. He had 0/5 strength in the right finger
extensors with sensation to pinprick significantly diminished in the right hand
and dorsolateral forearm.
Initial neurosurgery consultation yielded a diagnosis of cervical spinal cord
impingement with plans for urgent surgery, but the MRI of the cervical spine
did not show any corresponding abnormalities. The patient’s pain continued to
worsen and he developed dysphagia. Lyme serology results on day 4 were
positive. Subsequent CSF analysis indicated bacterial meningitis, so the patient
received IV ceftriaxone for 21 days. He was discharged to inpatient rehabili-
tation where he attained full recovery. The patient’s family later recalled an
insect bite with subsequent “cellulitis” two months prior to presentation.
IMPACT/DISCUSSION: Lyme radiculoneuritis is reported in 3% of Lyme
disease cases, with symptoms typically presenting weeks to months after initial
infection. Given its rarity and delayed presentation, it can be a challenging
diagnosis. However, this case highlights the onus of the internist to selectively
broaden the differential when a specialist's workup is non-diagnostic. The
patient had three separate healthcare encounters as his symptoms progressed
before his diagnosis of Lyme disease. His most obvious neurologic symptoms
were right arm radicular pain with loss of sensation and weakness, suggestive
of a structural etiology. Despite a negative MRI, further imaging studies were
being pursued, but when the progression of his symptoms no longer fit the
presumptive diagnosis, alternative causes were considered.
Another learning point is the importance of establishing a geriatric patient’s
baseline. On review of this case, the patient hadmentioned to several providers
during previous encounters new difficulties with ambulation. This case was
complicated by his history of PD, sarcopenia with temporal muscle wasting
and unclear baseline functional status.
Although initially it was unclear if this was a chronic progression of PD,
detailed conversations with family suggested a subacute on chronic symptom
course.
CONCLUSION: Consider Lyme radiculoneuritis with a patient presenting
with inconclusive neurologic symptoms. Broaden the differential by interro-
gating both the symptoms, chronicity and presentation.
Obtaining a clear baseline on patients with multiple comorbidities is critical for
determining disease chronicity

WHITE PLAQUES IN THE THROAT
Qingying Lai
Hospital Medicine, Hackensack University Medicine Center, Jersey City, NJ.
(Control ID #3712727)

CASE: 33 yo Hispanic male with PMH of ESRD on HD presented with
soreness and white plaques in the throat for 1 month. He had a low-grade fever
and developed progressive odynophagia. No nasal congestion, epistaxis,
cough or difficulty breathing. He also lost 20 pounds within 1 month. He
was diagnosed with ESRD 10months ago and had been on HD since then. No
medications. He immigrated from Mexico to the US 15 years ago. Used to
work as a construction worker. Sexually active with wife only. Denies toxic
habits.
On examination, the patient was febrile and tachycardic; cachectic appearing;
spoke in muffled voice; oropharynx, uvula and posterior tonsillar pillar were
mildly edematous and covered with thick white plaques; Bilateral tender
cervical adenopathy was palpated. Initial basic laboratory data were unremark-
able. CT soft tissue of neck showed oropharynx edema and prominent right

cervical lymphadenopathy. He was started on vancomycin, piperacillin/
tazobactam and fluconazole. Dexamethasone was also started in concern of
pending airway obstruction. Biopsy taken from the oropharynx only showed
fragment of granulation tissue with negative stain for fungal hyphae and CMV.
More laboratory data returned: blood and throat culture negative; HIV Ag/Ab
4th generation negative; EBV VCA IgM(-), IgG(+); EBNA IgG(+); Plasma
EBV PCR 2100 IU/ml. EBV in situ hybridization was added to the biopsied
sample and came back positive. Antimicrobials were discontinued. His sore
throat and odynophagia started to improve with dexamethasone and was
discharged with steroid taper.
However, his symptoms worsened during steroid tapering. On readmission,
persistent white plaques were seen on the soft palate and posterior oropharyngeal
wall. Repeated EBV PCR was 3000 IU/ml. Oropharynx biopsies were
performed again by taking deep samples from the tonsil and soft palate. This
time histopathology showed sheets of atypical lymphoid cells and immunochem-
ical stains classified them as Extranodal NK/T-cell lymphoma(ENKL), nasal
type. The patient was diagnosed with stage IV ENKL and started on P-GemOX
and had a great clinical response. IMPACT/DISCUSSION: Patients with ENKL
usually present with nasal obstruction, epistaxis and/or destructive mass involv-
ing nose, sinuses or palate. Our patient presented with unique clinical features
mimicking candidiasis and leukoplakia that could easily be misdiagnosed.
Repeating deep tissue biopsy was crucial in confirming the diagnosis.
The fact that his symptoms responded to steroids suggests for persistent
inflammation that is steroid responsive we should be alarmed of
lymphoproliferative disease.
CONCLUSION: - ENKL is a rare disorder in the United States and the
incidence is highest among Hispanics. Its pathogenesis is poorly understood
but is strongly related to EBV infection.
- ENKL could present as white plaques in the oropharynx that mimic candi-
diasis or leukoplakia. When superficial biopsies are unyielding, repeating deep
tissue biopsies will be needed for making the diagnosis.

WHO KNEW? CRYPTOGENIC PLEURAL EFFUSIONS AND SPI-
NAL OSTEOMYELITIS
Fangning Gu1; Justin E. Fichtner1; Sutton E. Higgins1; Mel Anderson2
1internal medicine, University of Colorado, Denver, CO
2Medicine, University of Colorado Denver School of Medicine, Denver, CO.
(Control ID #3711115)

CASE: Non-specific symptoms may occur weeks before vertebral osteomye-
litis is evident on imaging, making prompt diagnosis and treatment a challenge.
We describe a patient whose initial presentation was bilateral exudative pleural
effusions of unknown etiology.
A 74-year-old man presented to the ED for right-sided pleuritic chest pain and
polyarthralgia. He was treated for presumed pneumonia after CTPA ruled out
pulmonary embolism and revealed a right-sided pleural effusion. After one
week of treatment, he developed left-sided pleuritic chest pain and was found
to have a new small left pleural effusion on repeat CT. He remained afebrile
with stable vital signs and no leukocytosis. Bilateral pleural fluid was exuda-
tive, with white blood cell count 14,480 (polymorphonuclear leukocytes
predominant), red blood cell count 6,000, pH 7.68, negative Gram stain and
culture, glucose < 60 and lactate dehydrogenase 913. Blood cultures were
negative. ESR was normal, and CRP was mildly elevated. Rheumatologic
workup revealed normal ANA, RF, CCP, and no evidence of osseous erosions
on X-ray. Infectious disease workup was negative for gonorrhea, chlamydia,
tuberculosis, and HIV. Malignancy workup revealed unremarkable pleural
cytology, a recent normal colonoscopy, and normal PSA and CA19. The
polyarthralgia and bilateral pleural effusions were thought to be reactive
secondary to a missed viral infection.
Approximately seven weeks later, the patient re-presented to the ED for severe
back pain and generalized weakness. He was initially treated with an outpatient
course of prednisone. Symptoms worsened over several days, prompting re-
presentation to the ED where an MRI revealed osteomyelitis at L2-L3 with
phlegmonous changes extending into the left psoas muscle. He was hospital-
ized for IV antibiotic therapy, and his blood culture grew Streptococcus
anginosus. He was treated with a prolonged course of ceftriaxone and his
symptoms improved.
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IMPACT/DISCUSSION: Bacterial vertebral osteomyelitis may be a subacute
disease process, often with no localizing signs at the initial presentation. Patients
may have normal vital signs and the radiography may remain without signs of
infection for up to eight weeks. There are several case reports of exudative
pleural effusion or empyema as the presenting sign of thoracic osteomyelitis.
Some of these case reports postulate that pleural disease resulted from direct
inoculation of the pleural space from the infected vertebrae. We identified no
previous reports of pleural disease related to lumbar level osteomyelitis.
CONCLUSION: Recognition of the potential link between the pleural effu-
sion and spinal osteomyelitis may be helpful in prompting a timelier diagnosis
and treatment, potentially averting the complicating phlegmon.

WILSON’SDISEASE, ADIAGNOSTICCHALLENGE INAPATIENT
TAKING VALPROIC ACID
Ana Rosa Vilela Sangay1; Alejandra Vargas Velasquez1; Alsiddig Elmahdi2;
Byung Soo Yoo1
1Internal Medicine, Eastern Virginia Medical School, Norfolk, VA
2Internal medicine, Eastern Virginia Medical School, Leesburg, VA. (Control
ID #3715984)

CASE: A 23-year-old male with autism spectrum disorder, and generalized
tonic-clonic seizures presented to the emergency department with lethargy and
confusion. Physical examination revealed scleral icterus, epigastric tenderness,
psychomotor retardation and fine postural tremor. Initial labs showed hemoglo-
bin 7.3g/dL, MCV 102.7 fl, platelet count 87 K/uL, and leukocytes 2.4 K/uL,
total bilirubin 4.0 mg/dL, direct bilirubin 1.7 mg/dL, AST 99 IU/L, and ALT 57
IU/L. Valproic acid level was 64 (normal 50-100 mcg/ml). He was diagnosed
with valproic acid side effects, and the medication was discontinued. Twoweeks
later, he returnedwith behavioral changes, insomnia, and jaundice. Hewas found
to have persistent pancytopenia, bilirubinemia, and transaminitis. Ammonia level
was 169 and INR was 1.67. CT demonstrated splenomegaly and enlarged portal
vein suggestive of portal hypertension. He was diagnosed with decompensated
cirrhosis and hepatic encephalopathy. Additional investigations were negative
for viral and autoimmune hepatitis. Serum ceruloplasmin level was reduced to
12.2 mg/dL (normal 18 - 50 mg/dL) and 24-hours urinary copper level was
elevated to 37μg/24 hrs (normal 3 - 35 ug/24 hr). These findings raised suspicion
forWilson’s disease (WD) which prompted further testing with slit lamp test but
was negative for Kayser-Fleischer rings. Given the high suspicion for WD, liver
biopsy was performed which revealed end-stage fibrosis with nodular formation,
and dry weight copper studies confirmed the diagnosis of WD. Our patient was
referred for liver transplant.
IMPACT/DISCUSSION: Wilson’s disease is an inherited disorder of copper
metabolism characterized by the pathological accumulation of copper in different
organs. Copper overload can lead to a variety of clinical presentations including
neurologic, hepatic, and psychiatric symptoms. Hepatic manifestations of WD
are diverse, some patients present with a self-limited hepatitis-like illness and
others may present with acute liver failure, chronic liver disease or cirrhosis.
Common neurological findings include tremor, parkinsonism, lack of motor
coordination, dysphagia, dysarthria. Psychiatric manifestations include behav-
ioral changes, depression, anxiety, and psychosis. Treatment includes chelation
therapy, zinc salts and liver transplantation is indicated in selected cases. Valproic
acid’s side effects share many clinical features of WD including neurological,
hepatic, and hematologic manifestations. However, a distinctive feature of WD
includes Kayser-Fleischer rings, additionally low serum ceruloplasmin concen-
tration and high 24-hour urinary copper levels can support the diagnosis. In
inconclusive cases, liver biopsy can also be considered.
CONCLUSION: WD poses a diagnostic challenge. Given valproic acid side
effects and WD share many clinical features, it is vital to consider WD at an
early stage in a patient presenting with hepatic, hematologic, neurologic, and
psychiatric symptoms for accurate diagnosis and treatment.

WORTH TAKING ANOTHER LOOK: NEARMISSES AND PULMO-
NARY EMBOLI
Max Jason1; David Staudt1; Megan E. Betancourt2
1Medicine, University of Rochester Medical Center, Rochester, NY

2School of Medicine & Dentistry, University of Rochester Medical Center,
Rochester, NY. (Control ID #3706879)

CASE: A 64 year-old man with a history of COPD, tobacco use, obesity, and
other significant comorbidities presented to an outside hospital (OSH) with
dyspnea. He was hypoxemic, serial troponins were mildly elevated, EKG
showed no acute ischemic changes, and CT angiogram was reported negative
for PE but did show a small lobar consolidation and osseous lesions concerning
for malignancy. The patient was given antibiotics and transferred to our facility
with worry for NSTEMI. He required 6L O2 to maintain saturations >88%.
Cardiology felt his elevated troponins were demand- mediated due to pneu-
monia. Echo showed right ventricular dilation and pulmonary hypertension.
He was admitted to hospital medicine, and on further history reported having a
recent fall followed by a period of immobility with several episodes of
hemoptysis in the prior days. The minimal consolidations on OSH CT were
discordant with his degree of hypoxia and review of radiology reports from
OSH revealed that his CT was non-diagnostic for distal PE. Repeat CT
angiography revealed extensive bilateral PEs. He was started on
anticoagulation with rapid resolution of his hypoxia and was discharged for
outpatient cancer workup.
IMPACT/DISCUSSION: This patient presented with hypoxemia, RV en-
largement on echo, CT suggestive of malignancy, with a recent period of
immobility—all findings consistent with a diagnosis of PE. Caveats regarding
the OSH report were not passed on in verbal sign out. PE was deemed to be
“ruled out” in notes from our institution and from OSH likely representing a
form of premature closure bias, a diagnostic reasoning fallacy, relating to the
CT angiogram showing no central pulmonary emboli. It was clear that OSH
imaging was a suboptimal evaluation for PE and the patient’s hypoxia was
inconsistent with pneumonia.
This case highlights a tendency to accept gold-standard diagnostic tests as
absolute truth when there are multiple confounding elements when performing
CT pulmonary angiography. These include motion artifact, body habitus, and
contrast bolus timing—all concerns with our patient. The PIOPED II study
showed negative predictive value of CT angiogram for pulmonary embolism in
patients with high clinical probability to be only 60%. Clinicians are hesitant to
order repeat imaging due to perceived wastefulness, but it is important to
understand the limitations of CT angiogram and to consider repeat imaging
in some clinical situations such as this case.
CONCLUSION: - Clinicians should be aware of premature closure bias and
note that important data may be lost in transition of care
- Clinicians should review primary data particularly in cases where
discrepancies exist between diagnostic test results and a patient’s clinical status
- CT pulmonary angiography, considered gold standard for PE diagnosis, has
an NPV of 60% for patients at high risk for PE. Repeat imaging may be
warranted especially with imperfect initial imaging

YAMAGUCHI SYNDROME IN A SEPTUAGENARIAN WITH CON-
GENITALLY ABSENT LEFTMAIN CORONARY ARTERY
Jalpaben Patel, Jessica Bass
Internal Medicine, NCH Healthcare System, Naples, FL. (Control ID
#3699410)

CASE: A 77-year-old female with long-standing normal pressure hydroceph-
alus and decreased mentation at baseline presented after an unwitnessed fall.
She denied any chest pain, palpitations, or dyspnea. Family history was
significant for sudden cardiac death (SCD) in her son at age 30 and father at
age 60, who also had known hypertrophic cardiomyopathy (HCM).
Upon arrival, vitals were: HR113, RR 16, BP 122/71. Cardiac exam revealed
normal rate and rhythm without murmurs, gallops, or bruits. Initial ECG
showed diffuse giant T-wave inversions in I, aVL, AVF, V2 through V6 and
left ventricular (LV) hypertrophy per Sokolov-Lyon criteria. Initial troponin
was elevated at 0.21 ng/mL but subsequently down-trended. Echo showed
moderate-to-severe apical LV HCM measuring 1.5-2 cm with apical
pseudoaneurysm.
During hospitalization, the patient had episodes of non-sustained ventricular
tachycardia (NSVT). Cardiac catheterization with left ventriculogram revealed

JGIM S547



an ejection fraction of 80%, an unusually small and underfilled LV cavity, and
severe apical hypertrophy. Coronary angiography noted congenital absence of
the left main coronary artery (LMCA) and branching of left anterior
descending (LAD) and left circumflex (LCX) arteries from the right coronary
artery (RCA).
She was started on metoprolol and underwent ICD placement due to multiple
risk factors for SCD.
IMPACT/DISCUSSION: Yamaguchi syndrome, i.e. apical hypertrophic
cardiomyopathy (ApHCM), is a rare form of HCM. It can present with chest
pain, palpitations, syncope, arrhythmias, or even SCD; however, some remain
asymptomatic. Although AHA lacks ApHCM-specific diagnostic criteria, a
diagnosis can be made by observing typical findings on ECG, echo,
ventriculogram, and cardiac MRI. ECG findings of giant T-wave inversion
of ≥ 1 mV in any lead, but especially the precordial leads, are characteristic of
ApHCMbut are not required for a diagnosis. Diagnosis requires demonstration
of asymmetrical thickening of the LV apex with an apical wall thickness of ≥
15mm on echo, as was seen in our patient, or “spade-like” configuration seen
on left ventriculography.
Given our patient’s decreased baseline mentation, mechanism of her fall
remains unclear. However, her initially elevated troponin and episodes of
NSVT point to a cardiac etiology. Management of ApHCM involves symptom
control and prevention of secondary complications, such as atrial fibrillation,
MI, and apical wall motion abnormalities which can vary from hypokinesis to
aneurysms. The latter has been associated with V tach, SCD, and HF.
Our patient’s atypical cardiac vasculature raises an interesting point in the
development of her ApHCM; however, literature review suggests it is a benign
condition with no clinical or hemodynamic compromise.
CONCLUSION: ApHCM is a rare condition that frequently presents a
clinical challenge as those affected can be asymptomatic or have non-
specific presentation. Further research is required to investigate mechanism
of action and long-term complications of ApHCM.

YOUNG AND THE RESTLESS: CYTOMEGALOVIRUS-
ASSOCIATED HEMOPHAGOCYTIC LYMPHOHISTIOCYTOSIS
DISCOVERED IN A YOUNG, IMMUNOCOMPETENT FEMALE
Adam R. Sturts1; Don Hoang2; Emma Wu2; Nabeel Akhtar1
1Internal Medicine, Penn State Health Milton S Hershey Medical Center,
Hershey, PA
2Penn State College of Medicine, Hershey, PA. (Control ID #3715567)

CASE: A previously healthy 22-year-old African-American female daycare
worker presented to the emergency department with a 1-month history of fever
of unknown origin and progressive weakness. Prior to presentation, she did not
improve with empiric treatments for an upper respiratory infection and tick-
borne illness. Upon arrival, she was febrile, hypotensive, and tachycardic on
room air. Laboratory studies noted anemia (hemoglobin 9.3g/dL), thrombocy-
topenia (platelet 111K/uL), transaminitis with hyperbilirubinemia (ALT
301u/L AST 522u/L alkaline phosphatase 171u/L total bilirubin 1.1u/L), and
high ferritin (18,212ng/mL). Imaging included unremarkable CT Thorax and
CT Abdomen & Pelvis showing splenomegaly. Patient was admitted to Inter-
nal Medicine and given IV fluids and empiric antibiotics. Infectious Disease
was consulted, and autoimmune, sexually transmitted disease, and tick-borne
illness studies were negative; however, expanded workup was significant for
acute cytomegalovirus (CMV).
Hematology was consulted for consideration of malignancy or
hemophagocytic lymphohistiocytosis (HLH). Bone marrow biopsy revealed
hemophagocytosis and no evidence of lymphoma. PET scan did not show any
findings suggestive of malignancy. HLH gene was tested and negative. Patient
was diagnosed with CMV-associated HLHwith her occupation as a significant
risk factor for acquiring CMV. Patient was started and discharged on dexa-
methasone and valganciclovir. Upon outpatient specialty follow-ups, patient
and her CMV titer were improving.
IMPACT/DISCUSSION: HLH is a life-threatening condition characterized
by multi-organ hyperinflammation and subsequent failure due to excessive

activation of lymphocytes and macrophages. It is associated with several
underlying conditions, most commonly malignancies, infections, autoimmune
disorders, and organ transplantation. CMV is a rare etiology and is more likely
to happen in immunocompromised, older patients.1 This patient is the youngest
immunocompetent adult female to have been diagnosed with CMV-associated
HLH based on the HLH-2004 criteria. 1 It is vital to review a thorough social
history and infectious disease workup when assessing for secondary causes of
HLH.
CONCLUSION: Occupation as a daycare worker is a risk factor for CMV
infection. CMV should be considered as a secondary cause for patients with
HLH, particularly with systemic manifestations. CMV-associated HLH is
primarily found in immunocompromised individuals but can be seen in im-
munocompetent, young individuals.

“MY EYE IS DOWN AND OUT” - UNUSUAL PRESENTATION OF
HIGH-GRADE BURKITT LYMPHOMA AS AN OCULOMOTOR
NERVE PALSY
Anna A. Samuel1; Matthew Tukel2
1Internal Medicine, University of Colorado, Denver, CO
2Internal Medicine, University of Colorado, Denver, CO. (Control ID
#3715634)

CASE:A 32-year-old female with history of chronicmigraines presented to an
outpatient ophthalmologist complaining of 3-4weeks of severe left-sided retro-
orbital pain, diplopia, and ptosis. Initial imaging revealed a left cavernous sinus
mass, presumed to be a meningioma. She was started on prednisone but
continued to have worsening of her ptosis and ocular pain. She then
represented to our hospital, and further history revealed that she had been
experiencing B symptoms including night sweats, unintentional weight loss,
new abdominal distension, and nausea. Physical exam was notable for ascites
and tender inguinal lymphadenopathy. On neurological exam there was a
complete left-sided oculomotor nerve palsy. Initial labs were remarkable for
a creatinine of 3.2 mg/dL, BUN of 42 mg/dL, anemia/thrombocytopenia (Hgb
9.7 g/dL, platelet 114 x 1000uL), lactate dehydrogenase 734 U/L, Uric acid 21
mg/dL, and phosphate 6.2 mg/dL. Given these findings, differential diagnoses
including ovarian malignancy, lymphoma, and other oncologic process were
considered. A CT scan of the abdomen revealed a mass like thickening of the
bowel near the cecum. Mesenteric FNA pathology showed translocation
involving the MYC gene and the immunoglobulin heavy- chain (IgH) locus,
consistent with High-Grade Burkitt Lymphoma, with diffuse bone marrow,
central nervous system, bowel wall, and peritoneal involvement.
IMPACT/DISCUSSION: Burkitt Lymphoma (BL) is an aggressive B cell
lymphoma that can occur in children and adults. It has three different forms:
endemic, sporadic and immunodeficiency associated3. The first form to be
discovered was the endemic form, which is associated with EBV (Epstein Barr
Virus) and commonly occurs in children from central Africa. All forms of BL
are caused by a translocation of the MYC gene located on chromosome 8. Our
patient had the sporadic variant which is present in <1% of the adult popula-
tion2. BL can spread to many places in the body and organ systems. Presenting
symptoms are typically dependent on the region where the lymphoma has
spread and the associated organ. In the sporadic form, the ileocecal region is
commonly affected, and CNS involvement occurs in about 15% of cases2.
Diagnosis is made based on histopathologic analysis. Microscopic slides have
a distinctive starry sky pattern. Fortunately for young adults that are diagnosed
with BL there is a high curability rate, and the treatment regimen is well
tolerated. The mainstay treatment of the sporadic form is the R-CODOX-M/
IVAC (Magrath) regimen. Our patient was treated with this protocol with
careful monitoring for tumor lysis syndrome.
CONCLUSION: - B cell lymphoma is a fast-growing tumor that can be
diagnosed in children and adults.
- Patients presenting with pupil involving third nerve palsy’s (pupillary dila-
tion) should undergo prompt neuro- ophthalmic evaluation including imaging,
to rule out compressive lesions.
- Treatment of BL has a high curability rate but can be fatal if not recognized
and treated.
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AN EMPTY GAS TANK AND A BROKEN HEART "DIESEL SI-
PHONING INDUCED PNEUMONITIS"
Yousuf Tawfeeq1; Kate Holder2; Saria Tasnim1; Thien Vo1
1InternalMedicine, Texas TechUniversity Health Sciences Center, Lubbock, TX
2Texas Tech University System, Lubbock, TX. (Control ID #3715002)

CASE: A 34-year-old morbidly obese male with past medical history of
hypertension and drug abuse presented after ingesting and inhaling hydrocar-
bon diesel fuel while siphoning gas.Two days after the event, he was found on
the floor by his wifewho called EMT.CPRwas initiated upon their arrival, and
the patient underwent 30 rounds of CPR over the course of 3 hours before
regaining Pulse. Upon presentation, the patient was in severe distributive shock
and required full pressor support. EKG was suggestive of ST elevatio MI.
troponin was mildly elevated, and Arterial blood gas showed a pH of 7, carbon
dioxide of 70, PO2 of 47, and SPO2 of 58 on full ventilator support. His pH
dropped as low as 6.7 with a PCO2 of 130, PO2 of 36, and SPO2 of 24 within 6
hours of admission. Hemodialysis was started. A chest x-ray showed bilateral
moderate pulmonary infiltrates. A left heart cath showed a non-obstructive
cause of MI, and the patient was started on broad-spectrum antibiotics. The
patient's acidosis continued to worsen, likely due to pneumonitis induced lung
damage. He Developed Cardiac arrest and family elected to hold resuscitation
efforts. Patient passed away.
IMPACT/DISCUSSION: Lipoid pneumonia is an uncommon respiratory
condition that occurs secondary to the aspiration of fatty substances.There
are many subtypes of lipoid pneumonia including hydrocarbon pneumonitis, a
rare condition that occurs secondary to aspiration of diesel gasoline and is
rarely seen in developed countries.
When diesel is aspirated, it facilitates an inflammatory reaction in the pulmo-
nary parenchyma, disrupts surfactants, and decreases compliance leading to
severe, acute pneumonia or chronic pneumonitis. Diagnosis of hydrocarbon
pneumonitis is often made using the relevant patient history concurrent with
the presence of pulmonary infiltrates on imaging and physical symptoms of
respiratory distress. Because of the relative infrequency of diagnosis, clinical
standards for treatment for hydrocarbon pneumonitis have not been deter-
mined. Supportive care is the foundation of treatment for hydrocarbon pneu-
monitis and may include secondary antibiotics, steroids, and bronchoalveolar
lavage.
Fuel siphonage, results in a large amount of diesel aspiration and can contribute
to an accelerated disease course compared to other forms of diesel poisoning.
In this patient, siphonage resulted in pneumonitis as a cause of respiratory
failure. His troponin elevation and EKG changes suggest that the toxic expo-
sure lead to severe disruptive shock and contributed to the patient’s STEMI. A
similar report of cardiac arrest following diesel aspiration has not been reported
in the literature.
CONCLUSION: Even minimal amounts of diesel fuel aspiration may cause
pneumonitis and respiratory failure. Aspiration pneumonitis may not be ap-
parent upon initial ingestion, but can present later with an acute illness or
chronic pneumonitis.
Atypical presentation, including cardiac complications, should be considered
secondary to hydrocarbon pneumonitis

AN UNUSUAL CASE OF LOW ACE LEVELS BUT HIGH
CALCITRIOL IN A PATIENT WITH SARCOIDOSIS THAT WAS
CONFIRMEDONHISTOPATHOLOGYAFTERENDOBRONCHIAL
ULTRASONOGRAPHY-GUIDED TRANSBRONCHIAL NEEDLE
ASPIRATION
Solab Chitrakar2; Clio Musurakis1
1Endocrinology, Diabetes and Metabolism, Rosalind Franklin University of
Medicine and Science, North Chicago, IL
2Internal Medicine, AMITA Health, Chicago, IL. (Control ID #3710835)

CASE: We present a 73-year-old female with history of asthma, diabetes
mellitus, hypertension and hyperlipidemia who presented with fatigue. Her

symptoms started six weeks before presentation. She had a poor appetite and
had lost 20 lbs. She was on daily vitamin D supplementation. On admision her
calcium was 13.4 mg/dl (RR 8.6 - 10.3 mg/dL) and ionized calcium was 1.71
mmol/L (RR 1.12 - 1.32 mmol/L). Chest X-ray showed bilateral hilar lymph-
adenopathy which was suspicious for sarcoidosis versus lymphoma. PTH was
2.4 pg/ml (RR 12.0 - 88.0 pg/ml), PTHrP 2.2 pmol/L (RR 0.0 - 3.4 pmol/L), vit
D 1,25 OH 95.1 pg/mL (RR 19.9 - 79.3 pg/mL) and vit D 25 OH of 40.5 (RR
30.0 - 100.0 ng/mL). Angiotensin converting enzyme (ACE) was < 5 U/L (RR
9 - 67 U/L). Tuberculosis, brucella and fungal studies were negative. ESR,
CRP, SPEP, UPEP were unremarkable. CT of the chest showed bilateral hilar
mediastinal lymphadenopathy and increased number of superior mediastinal
lymph nodes. She was treated with aggressive intravenous hydration and
received one dose of pamidronate. Endobronchial ultrasound was done and
fine needle aspiration of lymph nodes was done. Immunohistochemistry was
positive for non-necrotizing granulomata. It was negative for acid fast bacilli
and fungus. Therefore, the diagnosis of sarcoidosis was established.
IMPACT/DISCUSSION: Sarcoidosis is an autoimmune disorder that is
characterized by granuloma formation in affected organs, most commonly
the lungs.
The most common symptoms are fatigue, memory loss or concentration issues.
No single biomarker exists that can reliably establish diagnosis as is evident in
this case where ACE levels were low and would be expectant to be high in
sarcoidosis. Calcitriol levels have been found to be elevated in sarcoidosis due
to extrerenal production of calcitriol from alveolar macrophages. On the other
hand, ACE is produced by epithelioid cells that are derived from recently-
activated macrophages in granulomas but it has been found that there is a
reverse correlation between chronicity and ACE levels. However, many stud-
ies have shown that patients with higher ACE levels suffer from a more severe
sarcoidosis.
Endobronchial ultrasound that was used for evaluation of malignant conditions
has now become the diagnostic modality of choice for sarcoidosis and other
granulomatous conditions such as tuberculosis.
CONCLUSION: Sarcoidosis is an autoimmune disorder that is characterized
by granuloma formations in different organs but most commonly the lungs. To
date there is no single biomarker that can conclusively confirm the diagnosis of
sarcoidosis. Calcitriol and ACE levels have both been found to be elevated in
sarcoidosis. However our case demonstrates that despite high clinical suspicion
of sarcoidosis ACE levels were low and sarcoidosis was eventually confirmed
with EBUS. Physicians therefore should not just rely on serum blood tests for
diagnosis and should look at the overall clinical presentation.

COMBINATION TREATMENT IN STAGE IVB ADENOCARCINO-
MA: A NEW APPROACH
Ahmed M. Mohfouz, Manar Hamed, Princy Shah, Kashyap Kela, Anshul
Patel, Shams Tasnim, Omar Z. Syed
Internal medicine, Wright Center for Graduate Medical Education, Scranton,
PA. (Control ID #3715740)

CASE: A 62-year-old female with a past medical history of Chronic hepatitis
C presented with epigastric pain and difficulty swallowing for 1 month. Her
Vitals were normal, labs were unremarkable. Thoracic computed tomography
(CT) with contrast showed the increased signal intensity of 50X55
millimeters(mm)in the esophagogastric junction (EGJ), extending slightly into
the upper part of the stomach with enlarged perigastric lymph nodes.CT scan
of abdomen and pelvis with contrast showed circumferential mural thickening
at the EGJ extending to the fundus with multiple enlarged regional Lymph
Nodes. Evaluation of the deep cervical Lymph Nodes with neck Ultrasound
(US) showed well defined hypoechoic solid nodule measuring 7x5 mm,
extending to and compressing the Right Internal jugular Vein, Histopatholog-
ical examination with fine US-guided needle aspiration of which showed
moderately differentiated adenocarcinoma with papillary features correlating
with the esophageal origin, immunohistochemical stainingwas positive for CK
and CK7, serum tumor markers CA 19-9 and CEA were elevated. Upper GI
endoscopy with biopsy suggested infiltration of the lower esophagus and the
gastroesophageal junction with tumoral proliferation, confirming moderately
differentiated adenocarcinoma with a moderate degree of nuclear atypia and
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polymorphism, tumor cells infiltrated down to the muscle layer.TNM system
staging of this tumor was T2N3M1G2, stage IVB tumor. Neoadjuvant che-
motherapy was started with 4 cycles of cisplatin and 5-Fluorouracil followed
by one more cycle of cisplatin, 5 FU, and epirubicin. A positron emission
tomography(PET)scan post-chemotherapy showed residual transmural thick-
ening in the distal esophagus extending into the EGJ with no regional active
lymph nodes or distant deep cervical lymph nodes. Post chemotherapy, she
underwent total esophagectomy with partial gastrectomy. PET scan repeated
after surgery showed no reactive regions, no nodal or distant metastasis.
IMPACT/DISCUSSION: Despite being one of the most common cancers
worldwide, esophageal carcinoma is one of the least researched cancers be-
cause of its aggressive nature. Lymph node metastasis is the single most
important prognostic factor in esophageal cancer, and the involvement is
associated with poor survival. In patients with advanced esophageal cancer
with distant metastasis, the mainstay of treatment remains palliative chemo-
therapy considering a median survival rate of 1 year. While stage IVa can be
resected, IVb is generally considered unresectable. She had Stage IVb adeno-
carcinoma with regional and distant lymph nodes metastasis, who responded
exceptionally well to the combination of neoadjuvant therapy and surgical
resection.
CONCLUSION: Advance Stage IVb Esophageal carcinoma is still consid-
ered “unresectable” and Palliative chemotherapy remains the mainstay of the
treatment, our case here suggests a new approach with a combination of
surgery and chemotherapy, with improved outcome and possibly increased
life expectancy.

PATHOGENIC ATM GENE MUTATION LEADING TO BREAST
AND PANCREATIC CANCER
Murali Ranjani Behara, Surabhi Amar
Internal Medicine, Creighton School District 14, Phoenix, AZ. (Control ID
#3715282)

CASE: We report a patient with breast cancer, subsequent pancreatic cancer
and eventual finding of ATM gene mutation as a cause. A 45 year old woman
presented with a breast mass and was diagnosed to have Stage IIB, ER/PR+,
HER-2 neu negative, invasive ductal carcinoma. She was treated with
neoadjuvant chemotherapy followed by mastectomy and axillary dissection
and placed on tamoxifen therapy. Routine surveillance at 6 months revealed
elevated liver function tests prompting a Computed Tomography of the abdo-
men. This showed a 1.8 cm pancreatic tail mass. She underwent a distal
pancreatectomy and splenectomy with a final diagnosis of Stage IA mucinous
cystadenocarcinoma of the pancreas. Treatment was consolidated with adju-
vant chemotherapy and radiation. Over the next 3 years, she was noted to have
bone lesions, biopsy revealed metastatic breast cancer. 6 years after initial
breast cancer diagnosis, she remains stable on palbociclib, lupron and
fulvestrant for her metastatic breast cancer and there is no evidence of pancre-
atic cancer relapse. Patient did not report a family history of any cancers.
Genetic testing was done due to young age and personal history of multiple
cancers. This showed abnormal ATM gene mutation variant of undetermined
significance known as p.L1283P. BRCA1/2, BARD1, CHEK2, PALB2,
MLH1, MSH2, MAH6 genes were all negative for any mutation.
IMPACT/DISCUSSION: The Ataxia-telangiectasia mutated (ATM) gene is a
tumor suppressor gene located on chromosome 11q23. About 0.35% of people
carry an ATM mutation. The ATM protein is involved in DNA repair. ATM
mutations cause Ataxia-telangiectasia (AT), a neurodegenerative cerebellar
disorder, telangiectasias of eyes and face, thymic degeneration, immune defi-
ciency, recurrent sinopulmonary infections, premature aging, gonadal dysgen-
esis, hypersensitivity to ionizing radiation and agents that cause DNA double-
strand breaks and predisposition to malignancies. Studies report a 2-4 times
increase in risk of pancreatic, breast, gastric and prostate cancers. There is
suspected association with melanoma, male breast cancer, ovarian and colon
cancer.
Inherited pancreatic cancer compromise 10% to 20% of all pancreatic cancers,
with pathogenic mutations haven been identified in ATM, BRCA1, BRCA2,
MLH1, MSH2, MSH6, and TP53 genes.

CONCLUSION: ATM gene mutation carriers develop breast cancer at a
younger age less than 50 years, are more likely to be ER+, with early lymph
node involvement, distant metastasis and poor prognosis. Studies suggest
chemoresistance but sensitivity to platinum agents and Poly Adenosine Di-
phosphate Ribose Polymerase inhibitors (PARPi) therapy, as ATM gene is
involved in the DNA repair mechanism.
Some suggest increased radiation toxicity while others report improved clinical
benefit from radiation in ATM mutation carriers.

POINT-OF-CARE ULTRASOUND DETECTION OF SUPERFICIAL
VENOUS THROMBOSIS
Nahal Nikroo, Stephanie Midgley
Emergency Medicine, Vassar Brothers Medical Center, Poughkeepsie, NY.
(Control ID #3715969)

CASE: A 59-year-old male presents with persistent left leg cramping and calf
pain x 1 week. Patient reports retinal surgery 4 months ago but otherwise no
other medical history. He reports no chest pain, syncope, palpitations, dyspnea
on exertion, or pleuritic chest pain. Vital signs are within normal limits with the
exception of an elevated systolic blood pressure. On physical exam the patient
has mild tenderness to palpation in the left calf without swelling, edema, or
palpable cords. He has a no Homan’s sign, strength is 5/5 and symmetric,
sensation is symmetric and intact, pulses are symmetric 2+ dorsalis pedis and
posterior tibial. As part of his initial work up, a point-of-care ultrasound
(POCUS) was performed. His POCUS findings were notable for a superficial
thromboembolism of great saphenous vein near the sapheno-femoral junction
without evidence of deep vein thrombosis within the femoral veins. On further
questioning, the patient did endorse an episode of self-limited shortness of
breath the day prior. Given the location of the embolism at the sapheno-femoral
junction, the provider was concerned for a possible pulmonary embolism. CT
angiogram of the chest confirmed a segmental right lower lobe pulmonary
embolism. The patient was placed on anticoagulation and admitted for further
management.
IMPACT/DISCUSSION: Superficial venous thromboembolism (SVT) are
historically considered a benign and self limited condition. However, 20-25%
of these patients will have a concomitant deep vein thrombosis (DVT) and
some will have a silent pulmonary embolism (PE). POCUS is increasingly
used to rapidly diagnose SVT andDVT at the beside. However, the prevalence
of DVT and PE in patients presenting with SVT is not negligible and easily
missed. An SVT within the greater saphenous vein that extends to within 3cm
of the sapheno-femoral junction should be considered to be equivalent to a
DVT, and thus carry the same risks of progression and concomitant PE as a
traditional DVT.
While SVT is often considered a benign condition that resolves naturally
without any treatment, a subset of patients indeed do develop concomitant
complications. Since these conditions need anticoagulant intervention in order
to prevent further complications like right ventricular dysfunction, shock and
ultimately death related to PE, identifying these patients and considering
further imaging studies is essential.
CONCLUSION: SVT is generally less well-known and studied than DVT
and PE, likely because of its assumed benign character. Consequently, con-
comitant DVTs and PEs are missed. Screening for a major thromboembolic
event may be worthwhile in some SVT patients, in order to allow adequate
anticoagulant treatment to be planned.
There are currently no prognostic prediction models for the risk stratification
and management of SVT, making its clinical management ambiguous. Having
a high clinical suspicion in SVT patients can help improve treatment decision
making and better prevent severe DVT complications or missed PEs.

PSEUDOMYXOMA PERITONEI: A CASE REPORT OF 62 YEARS
OLD FEMALE WITH UNEXPLAINED ABDOMINAL ENLARGE-
MENT AND APPENDICEAL ORIGIN
Ahmed M. Mohfouz1; Manar Hamed2; Anshul Patel1; Princy Shah1; Kashyap
Kela1; Shams Tasnim1; Omar Z. Syed3
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1Internal medicine, Wright Center for Graduate Medical Education, Scranton,
PA
2Oncology, Mansoura University Faculty of Medicine, Mansoura, Egypt
3Internal medicine, The Wright Center for Graduate medical education,
Dunmore, PA. (Control ID #3715707)

CASE: A 62-year-old female with a history of Type 2 Diabetes Mellitus,
Obesity, Hypertension, and high-grade left breast DCIS status post simple left
mastectomy and adjuvant chemotherapy. She noted abdominal enlargement
and generalized tenderness on her follow-up. Abdominal ultrasonography
showed trace ascites, cirrhotic liver, and splenomegaly. Magnetic resonance
imaging suggested omental caking. Labs: CA125 - 31, CA15-3 - 24, CEA-72,
CA19-9 - 48. Fine needle aspiration of the omental mass showed mucinous
pools with linings of mucin secreting epithelium with mild atypia. Immuno-
histochemical staining positive for CK7 and SATB2 with nuclear atypia;
Negative for CK20, CDX2, and mammaglobin. Mammography and gastroin-
testinal endoscopies showed no evidence of neoplasm. She underwent surgical
debulking followed by hemicolectomy with omentectomy and bilateral
salpingo-oophorectomy with peritoneal stripping. Pathology reported low-
grade appendiceal mucinous neoplasm with visceral peritoneal penetration
(LAMN pT4a) confirming the diagnosis of Disseminated peritoneal
Adenomucinosis. CA19-9, CEA, and CA125 levels trended down post-
operatively. The patient is scheduled for adjuvant chemotherapy.
IMPACT/DISCUSSION: PMP refers to a diffuse mucinous peritoneal in-
volvement from various sources of mucin-producing invasive
adenocarcinomas including intestines, lung, breast, pancreas, stomach, bile
ducts, gallbladder, fallopian tubes, and ovaries. Histologically, it is classified
into 4 types: Acellular Mucin, Disseminated Peritoneal Adenomucinosis
(DPAM), Peritoneal Mucinous Carcinomatosis (PMCA), and Peritoneal Mu-
cinous Carcinomatosis with Signet Ring cells (PMCA-S).
Patients usually present with non-specific symptoms (ascites, abdominal dis-
tension, abdominal mass, diffuse abdominal pain), and evidence of PMP is an
incidental finding in almost 20% of cases. There are no specific guidelines for
the staging workup for PMP. American Society of Colon and Rectal Surgeons
recommends the same staging workup as for colon cancer - Computed tomog-
raphy of chest, abdomen, and pelvis, and a colonoscopy to detect the primary
source of neoplasia. CEA, CA 19-9, and CA-125 are associated with PMP
while CEA is useful for prognosis and post-treatment surveillance. Treatment
strategies for PMP vary from watchful waiting to cytoreductive surgery with
Hyperthermic intraperitoneal chemotherapy (HIPEC) or early postoperative
intraperitoneal chemotherapy (EPIC). Recent studies support cytoreduction
with peritonectomy plus HIPEC as a safe procedure suggesting improved
survival rates, even in aggressive cases.
CONCLUSION: The rarity of PMP has precluded any randomized studies
and few institutions see sufficient cases to report a series of homogeneously
treated patients. Treatment guidelines remain wanting.

SARS COV-2 AS A RISK FOR ANGIOEDEMA.
Mustafa H. Al-Taei1; Aya A. Al-abduladheem1; Kristin A. Swedish2
1Internal Medicine, Montefiore Medical Center, Bronx, NY
2Medicine, Division of General InternalMedicine,MontefioreMedical Center,
New York, NY. (Control ID #3716056)

CASE: This is a 41-year-old man who was admitted to the medical floor with
mild COVID-19 symptoms without hypoxia. He had End Stage Renal Disease
(ESRD) on Hemodialysis (HD), failed renal transplant, Hypertension and
Schizophrenia. Patient had no relevant family history. Medications included
Aspirin, Atorvastatin, Nifedipine, Benztropine, and Haloperidol. Patient had
allergy to shellfish products. He tested positive a week prior to admission with
mild cough no fever or hypoxia. As symptoms worsened, he presented to
emergency department and was admitted because of his immunocompromised
status. The night of admission, he developed wheezing and stridor, swelling of
face and lips, and altered mental status. It was difficult to pass endotracheal
tube due to swollen airways. Vital signs were stable except for a low oxygen
saturation. Physical examination significant for stridor and swelling of the face
and lips. Laboratory values were not significant. We reviewed and none of

them was newly started or associated with risks of angioedema. He had no
history of previous similar episodes. Patient was given anti-histamines and
steroids with slight improvement. Flexible laryngoscopy was performed show-
ing swollen epiglottis and aryepiglottic folds. He ended up getting a tracheos-
tomy as he was regarded as a high risk to be liberated from intubation.
IMPACT/DISCUSSION: Few other cases of COVID-associated angioedema
have been reported in the literature, majority of the cases explained were in
African American patients. The features of angioedema reported like the
traditional angioedema, swelling of the face, lips and airways. This
angioedema developed within 7 days of detection of COVID-19 in our case
and >10 days in the previously reported cases. Angioedema develops due to
increased levels of Bradykinin (BK) and its metabolites due to increased
expression or decreased degradation. Angiotensin Converting Enzyme
(ACE) with other enzymes prevent angioedema by degradation of BK and
its metabolites . African Americans, have genetic susceptibility which leads to
lower levels of other enzymes involved in the Bradykinin metabolism, thus
ACE blockade put them at a higher risk of angioedema. The association of
COVID-19 with ACE2 and its subsequent disruption of ACE activity is
thought to be the reason behind the development of angioedema. Most of the
published articles are either observational or sporadic case reports. More
thorough study might help identify further mechanisms and if there is a direct
true causal relationship betweenCOVID-19 infection and angioedema or if it is
the result of a “second hit,” as it was called by authors of another case that
involved a Caucasian male with hypertension who has been using Lisinopril
for years with no previously reported complaint.
CONCLUSION: SARSCoV-2 should be suspected as cause for angioedema.
Further studies needed to establish modalities for diagnosis, management and
prevention in high-risk patients.

“WHY DON’T YOU WAIT A MONTH AND REPEAT?” GENDER
BIAS CAN DELAY LUNG CANCER DIAGNOSIS
Joshua S. Siar1; Theresa Rohr-Kirchgraber2
1Medicine, Augusta University, Augusta, GA
2Medicine, Augusta University and University of Georgia Medical Partner-
ship, Athens, GA. (Control ID #3716189)

CASE: Lung cancer is the leading cause of cancer death in women, killing
more women each year than breast, uterine, and ovarian cancer combined.
Historically, there has been an implicit bias that lung cancer is a disease
disproportionately seen in men. Over the past forty two years, the incidence
of lung cancer has dropped by 36% for men but has risen by 84% for women.
Despite the increased incidence of lung cancer in women, persistent gender
differences exist in the care and diagnosis of this potentially lethal disease. This
bias has major implications in the diagnosis and treatment of lung cancer in
women.
A 59-year-old otherwise healthy physician with a distant history of smoking
was initially prescribed oral antibiotics for a presumed respiratory infection.
When the cough persisted for 8 weeks, a diagnosis of GERD was suspected
and lifestyle modifications and PPIs were prescribed. With continued
symptoms, a diagnosis of seasonal allergies was made and H1 blockers were
added. After an additional 2-weekswith no improvement, she requested a chest
radiograph (CXR) which noted an ill-defined infiltrate in the left upper lobe.
She was given an oral antibiotic treatment and X-ray follow up in one month.
Being a physician herself, she demanded a chest CT which was accomplished
the next day. The chest CT illustrated a 4cm.mass in the left upper lobe and she
was subsequently diagnosed with stage 4 lung cancer.
IMPACT/DISCUSSION: This case highlights the need for physicians to
understand the guidelines when treating common conditions such as chronic
cough. Missing key diagnostic factors may further delay care for high risk
patients. Chronic cough is defined as “a cough present for more than 8 weeks”
and requires additional evaluation starting with a CXR. History taking which
only asks about current smoking status can miss those who have a remote
history of smoking or a history of secondhand smoke exposure. Fortunately for
this patient, she was able to review treatment guidelines and advocate for
herself. If the guidelines for chronic cough were followed, a CXR would have
been ordered at least at the 8th week of symptoms. While it is correct that
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cough is a common presentation more often seen in women, chronic cough in
either sex requires additional evaluation.
CONCLUSION: Sex differences exists in lung cancer, and physicians must
understand these difference to provide their patients with the best possible care.
Women with lung cancer tend to be younger, more likely to be never-smokers
or have less intense smoking history then their male counterparts, and have an
adenocarcinoma subtype. Additionally, women with lung cancer have favor-
able survival outcomes relative to men. Women also harbor EGFR mutations
at a higher frequency than men, which has therapeutic implications.
Ultimately, a discussion surrounding the sex differences of lung cancer is
valuable to help physicians better diagnose and treat disease, leading to more
favorable outcomes in all patient populations.

Clinical Vignette - Research

AN ELDERLYHEALTHY PATIENT PRESENTINGWITH SYNCOPE
Simon Gaviria1; Malik Zuhair Shehadeh1; Esteban Escolar2. 1Internal Medi-
cine, Mount Sinai Medical Center, Miami Beach, FL; 2Cardiovascular medi-
cine, Mount Sinai Medical Center, Miami Beach, FL. (Control ID #3715382)

CASE:A 71-year-old athletic male patient without significant medical history
presented to our hospital with syncope after 3 days of poor oral intake.
He described the event as a sudden loss of consciousness lasting one minute
while walking down a flight of stairs. He denied any chest pain or palpitations
prior to the event. He has a significant family history of sudden cardiac death
(SCD) on his mother's side.
Upon arrival to the hospital, his vital signs showed a heart rate of 50 bpm.
Orthostatic vitals were unremarkable. Physical examination was notable for
systolic murmur in the right second intercostal space. Two assays of troponin
were negative. An electrocardiogram showed sinus bradycardia with first-
degree block and left ventricular hypertrophy.
An echocardiogram showed upper septal hypertrophy with 19 mm thickness
and evidence of left ventricular outflow obstruction (resting gradient 32 mmHg
provoked with Valsalva maneuver to 51 mmHg). A cardiac pyrophosphate
scan was negative for transthyretin cardiac amyloidosis. Cardiac magnetic
resonance imaging (MRI) showed interatrial septal thickening, biventricular
hypertrophy with late gadolinium enhancement comprising 20% of the total
left ventricular mass.
The patient underwent successful implantable cardioverter-defibrillator (ICD)
implantation and was started on beta- blocker therapy. The family screening
was discussed with the patient and his family.
IMPACT/DISCUSSION: HCM is the most common form of genetically
inherited cardiovascular disease, with a prevalence of 1:500 individuals.
The pathophysiology of the disease is unique and explains the widely variable
morphologic expression and clinical presentation of HCM. The mutated gene
will be present in all cardiomyocytes of the affected individuals but that doesn't
necessarily mean all cells will show the phenotype. In most patients, only cells
of the upper septum will show the phenotype. They usually present with left
ventricular outflow obstruction, dizziness, syncope. In other patients, only cells
of the apex show the phenotype and they present with apical hypertrophic
cardiomyopathy.
HCM is a diagnosis of exclusion. A wall thickness of > 15 mm by echocar-
diogram, cardiac computed tomography, or cardiac MRI in the absence of
secondary cause is consistent with HCM.
Although SCD is infrequent in HCM (∼1% per year), it is a devastating complication, and risk

stratification is essential. Cardiac MRI helps to assess the extension of late gadolin-
ium enhancement and the necessity of primary prevention with ICD.
CONCLUSION:HCM is the most common hereditary cardiovascular disease
and can present with various manifestations depending on the phenotypic
expression. Ruling out secondary causes of left ventricular hypertrophy is
essential for diagnosis.

THIRSTING FOR AN ANSWER: THE PAINS IN DIAGNOSING
LANGERHANS CELL HISTIOCYTOSIS
Tharakeswari Selvakumar1; Mark Forsberg1; Joshua Kra1,2

1Medicine, Rutgers New Jersey Medical School, Newark, NJ
2Rutgers Cancer Institute of New Jersey, Newark, NJ. (Control ID #3707887)

CASE: A 56-year-old female with a history of osteopenia first presented 6 years
ago with polydipsia, polyuria and fatigue. Her prolactin level was elevated at
52.3ng/mL (N< 25 ng/mL, nonpregnant) and MRI brain showed increased thick-
ness of the pituitary infundibulum; she was diagnosedwith hyperprolactinemia and
central diabetes insipidus (CDI) with the speculative etiology being lymphocytic
hypophysitis. Patient was started on bromocriptine and desmopressin with resolu-
tion of her hyperprolactinemia, fatigue and polyuria. After an uneventful 3 years,
she presented with hip pain andMRI showed lytic lesions in the left iliac wing and
left intertrochanteric region. Bone scan showed abnormal radiotracer uptake in the
calvarium, left ilium and right scapula. However, bone biopsy of the left iliac wing
lesion was unremarkable. Repeat biopsy after 3 weeks was again negative and
showed normocellular bone marrow. Multiple myeloma workup including
SPEP/IFE was also negative. Patient had no worsening symptoms for 2 years but
then developed new-onset right iliac crest pain with PET scan showing lytic lesions
in bilateral iliac bones. Biopsy of the right iliac lesion was unremarkable. However,
biopsy of the left iliac lesion showed neoplastic histiocytes strongly positive for
CD68, S-100 and CD1a consistent with Langerhans cell histiocytosis (LCH).
Patient was started on a cytarabine regimen for multifocal disease. PET scan
post-cycle 3 showed amarked response to therapywithminimal radioactive uptake
at the previously identified bone lesions and patient reported symptom
improvement.
IMPACT/DISCUSSION: LCH is a rare neoplastic process caused by aber-
rant proliferation of histiocytes that can infiltrate into multiple organ systems.
The diverse clinical presentations and nonspecific symptoms make LCH
diagnosis challenging. In up to 30% of patients, LCH can affect the
hypothalamic-pituitary axis causing CDI. In some cases, CDI can present years
before the diagnosis of LCH. This patient presentedwith CDI followed by lytic
bone lesions; however, multiple negative bone biopsy results delayed the
diagnosis of LCH. Diagnosis via tissue biopsy is often challenging due to
scattered and sparse distribution of neoplastic cells in the affected organ.
Specimen analysis from bone lesions is also confounded by crush artefacts
and the decalcification process which can lead to false negative results. CDI
combined with bone pain in the absence of other explanations should raise a
suspicion for LCH and it is important to keep LCH in the differential despite
negative bone biopsy results. Patients with LCH are classified as having single-
system or multisystem disease, with the latter requiring systemic
chemotherapy.
CONCLUSION: 1. LCH can cause CDI which can manifest years before
LCH diagnosis.
2. LCH can present as a multisystem disease and should remain on the
differential when evaluating patients with unexplained lytic bone lesions and
a pituitary mass.

Innovation in Healthcare Delivery (IHD) -

ADDRESSING SOCIAL NEEDS TO ENABLE SUCCESSFUL CARE
TRANSITIONS FOR PATIENTS HOSPITALIZED WITH COVID-19:
THE CRITICAL ROLE OF COMMUNITY HEALTH WORKERS
. . (Control ID #3715778)

A HOSPITAL-BASED COMMUNITY HEALTH WORKER PILOT
PROGRAM FOR THE LATINX COMMUNITY DURING THE
COVID-19 PANDEMIC
. . (Control ID #3715749)

Innovation in Healthcare Delivery (IHD) - Ambulatory Medicine

MEDREC360 - A MEDICATION RECONCILIATION QUALITY IM-
PROVEMENT PROJECT
Dipal R. Patel, Sofia Terner, Natasha Rastogi
Dept of Medicine, Englewood Health, Englewood, NJ. (Control ID #3712097)
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STATEMENT OF PROBLEM/QUESTION: Medication reconciliation
(MedRec) in a socially and medically complex, low health literacy population
is a challenging task during a busy clinic session.
DESCRIPTION OF PROGRAM/INTERVENTION: The Institute of
Healthcare Improvement defines MedRec as the process of developing and
maintaining an accurate medication list through all points of transition of care
of the patient. While there has been extensive quality improvement (QI) work
done on inpatient MedRec, the outpatient residency clinic is frequently
overlooked. Our Internal Medicine residency clinic is located in a Federally
Qualified Health Care facility in Northern New Jersey and serves a diverse,
medically underserved population. The clinic uses a different electronic med-
ical record from our inpatient system which may contribute to errors in
MedRec during transitions of care.
Our aim statement is to improve MedRec accuracy by 50% over a period of 3
months. Baseline clinic MedRec data were reviewed. A faculty survey on
precepting habits and a resident survey on knowledge of MedRec were
performed. The first two Plan-Do-Study-Act (PDSA) cycles involve resident
education on documentation in eClinicalWorksTM (eCW) and posting a tip
sheet as a reminder for residents and faculty. Subsequent PDSA cycles will
address health literacy for medications in limited English proficiency patients
and improving accuracy of inpatient admission and dischargeMedRec through
resident education and development of a “best practices” tip sheet.
MEASURES OF SUCCESS: The process measures assessed are selecting
the verified box in the eCW medication window, decreasing the number of
duplicate medications and unknownmedications. The balancingmeasure is the
perceived duration of patient encounter and time precepting.
FINDINGSTODATE: Pre-intervention faculty survey data shows that while
100% of the faculty believe in the importance of accurate MedRec, only 50%
actively review with residents while precepting. From the resident survey, 50%
felt extremely confident or very confident in doing MedRec but 58% did not
know how to document it in eCW. One week of pre-intervention data revealed
that of 83 charts reviewed, 27 (32%) had duplicate medications, 19 (23%) had
unknown medications, and 7 charts (8%) had the verified box checked. After
two PDSA cycles, there was an overall improvement in outcome measures. Of
44 charts reviewed over 1 week, 3 (6%) had duplicate medications, 4 (9%) had
unknown medications, and 22 (50%) charts had the verified box checked.
KEY LESSONS FOR DISSEMINATION:MedRec in our residency clinic
is a complex process but is arguably one of the most important tasks we
complete. Our QI initiative shows that simple interventions of resident/
faculty education and the development of a readily accessible tip sheet can
lead to improvement in medication reconciliation. Through these endeavors,
we hope to improve patient outcomes.

RE-ENGAGING PATIENTS IN BREAST CANCER SCREENING
THROUGH A SCALABLE, HIGH-TOUCH CARE MODEL
Shawn Johnson1; Ayotomiwa Ojo2; Parsa Erfani1; Ruby Guo1; Andrea
Garmilla1; Arushi Saini1; Brian Benitez1; Kevin E. Salinas1; Deborah Plana1;
Amalia Pena Perez3; Jacqueline Guzman3; Cynthia So-Armah3; Barbara
Gottlieb4
1Harvard Medical School, Boston, MA
2Harvard Medical School, Boston, MA
3Brigham and Women's Hospital, Boston, MA
4General Medicine, Brigham and Women's Hospital, Jamaica Plain, MA.
(Control ID #3716185)

STATEMENT OF PROBLEM/QUESTION: The COVID-19 pandemic
has caused marked declines in cancer screenings and exacerbated pre-
existing disparities in cancer screening among vulnerable patient populations.
DESCRIPTION OF PROGRAM/INTERVENTION: Despite the availabil-
ity of robust quantitative data reporting disparities in cancer screening during the
COVID-19 pandemic, there is a dearth of patient-reported data available describ-
ing prevalence and drivers of patient hesitancy towards cancer screening and
patient willingness to resume cancer screening. Additionally, as health systems
continue to experience pandemic-related bandwidth strain, there is an urgent need
to develop innovative models of re-engaging patients in preventive screening that
can successfully be implemented in the current healthcare environment. To
address this issue, we developed a medical student-led, high- touch outreach

model to re-engage primary care patients of the Brookside Community Health
Center (BCHC) in cancer screening. We iteratively optimized semi-structured
call scripts and surveys in English and Spanish to contact patients overdue for
mammography screening. Student callers consisted of medical students and pre-
medical students with native Spanish fluency. Call script language allows
students to identify patient-reported barriers and facilitates re-scheduling of
mammograms for consenting patients. For consenting patients, student callers
input a telephone encounter with a pended screening mammogram order in the
electronic medical record; the note is then routed to the patient’s PCP for signing.
Patients additionally receive reminder calls from students the week of their
mammography appointment.
MEASURES OF SUCCESS: Primary outcomes include screening consent
rates, rates of mammogram scheduling and completion, and screening results.
Patient response to survey prompts and student call summaries were securely
recorded and analyzed utilizing the REDCap survey platform.
FINDINGS TO DATE: 198 patients eligible for the intervention have been
identified, of which 60% are primarily Spanish-speaking and 81% are enrolled
in MassHealth (MA Medicaid). 145 patients (73%) have successfully been
contacted, of which 129 (89%) consented for mammogram screening. 74
(57%) of the consenting patients have scheduled their mammogram, and 38
(29%) have completed their mammogram. Of note, 6 patients had abnormal
mammograms requiring subsequent diagnostic imaging, and one patient was
diagnosed with ductal carcinoma in situ requiring establishment of oncologic
care. A preliminary qualitative analysis of patient surveys has found that
primary barriers to screening included factors associated with the COVID-19
pandemic, lack of awareness of overdue status, and patient unavailiability (e.g.
temporarily out of the country), and miscommunication between patients and
the clinic.
KEY LESSONS FOR DISSEMINATION: In this single-center quality
improvement study, we found willingness to engage in cancer screening during
the pandemic remains high and trainees can play a vital role in mitigating
screening disparities during the pandemic.

ADAPTING DIALECTICAL BEHAVIOR THERAPY (DBT) TO EN-
HANCE INTERPROFESSIONAL TEAMWELLBEING: A THEMAT-
IC ANALYSIS
Nicole M. Gier2,1; Rachel Maurer3,2; Joyce W. Tang1,2
1Medicine, University of Chicago Department of Medicine, Chicago, IL
2Comprehensive Care Program, University of Chicago Division of the Bio-
logical Sciences, Park Ridge, IL
3Medical School, Rush University Medical Center, Chicago, IL. (Control ID
#3706491)

STATEMENT OF PROBLEM/QUESTION: Interprofessional team
members can experience high levels of emotional distress and rising tension
within the teamwhen caring for patients with complex needs. Teams often lack
skills and a structured approach to process these feelings and support each
other within their roles.
DESCRIPTION OF PROGRAM/INTERVENTION: Within our primary
care program focused on patients with complex medical and social needs, we
addressed this gap by adapting the evidence-based treatment of Dialectical
Behavior Therapy (DBT) to foster skill-building within teams to manage
emotions, build mindfulness, tolerate distress, and communicate validation of
varying team member perspectives. Complex Care Rounds (CCR) were mod-
eled after DBT consultation groups, designed as twice weekly sessions
attended by an interprofessional team (social workers, community health
workers, administrators, physicians, students, AmeriCorps volunteers). During
the case consultations, team members are invited to provide validation, share
perspectives, and suggest resources, while highlighting both the needs of
clinician and patient.
MEASURESOF SUCCESS: Teammembers who participated in CCR were
invited to complete reflective essays to describe the personal and professional
impact of participation in CCR, including impact on work with other team
members. We used qualitative thematic analysis to explore team member
experiences of participating in CCR; identify themes related to the impact of
CCR on self and team. Each note was coded by 2 team members; themes were
identified through iterative discussion.
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FINDINGS TO DATE: Eleven team members completed reflective essays.
Two primary themes emerged. The first was of practicing self-compassion,
including elements of mindfulness, recognition of common humanity, and self-
kindness. The second theme was of a validating team environment character-
ized by cross-disciplinary learning, common humanity (team norm), and team
cohesion and belonging. As one participant stated, “I really appreciate the
validation, empathy, support, self-exploration, ideas/resource brainstorming,
and sense of belonging that the CCR structure provides. Observing our group
and individual processes allows for these meetings to have evolved over time
and has provided an important, consistent, grounded space for the team
especially during the pandemic.” For both themes, participants discussed the
importance of CCR’s structural elements (e.g., consultation agreements) in
fostering and maintaining them.
KEY LESSONS FOR DISSEMINATION: CCR is a novel adaptation of a
well-established psychological intervention that shows promise in helping
healthcare team members develop skills for self-compassion and fostering of
a validating, cohesive team environment. Intentionally embedding structural
elements that promote validation and belonging within team workflow may
contribute to durable wellness outcomes for individuals and teams.

ADDRESSING COLORECTAL CANCER SCREENING
DISPARITIES IN RESIDENT-DELIVERED PRIMARY CARE
THROUGH PROACTIVE PANEL MANAGEMENT
Sabrina Layne1; Sarjukumar Panchal1; Shivan Mehta2; Neha Patel2; Amber
Bird2
1Internal Medicine Residency, Penn Medicine, Philadelphia, PA
2Medicine, University of Pennsylvania, Philadelphia, PA. (Control ID
#3688307)

STATEMENT OF PROBLEM/QUESTION: Quality data from primary
care practices at a large academic medical center revealed a 14% lower rate
of CRC screening in resident patient panels (62%) than attending physician
panels (76%).
DESCRIPTION OF PROGRAM/INTERVENTION: Our intervention oc-
curred across two primary care clinics at a single institution. Internal Medicine
residents engaged key stakeholders in the CRC screening process to identify
both causes for disparities in CRC screening and potential solutions. In April
2021, we implemented a novel interprofessional panel management protocol
that guided residents on outreach for CRC screening based on patient risk
stratification.
Residents performed outreaches during half-days in their ambulatory block.
Outreach actions were scheduling a telemedicine visit, mailing a fecal immu-
nochemical test (FIT), proactive patient CRC outreach prior to an already
scheduled visit, and referral to a CRC navigator program.
MEASURES OF SUCCESS: Qualitative data was gathered through struc-
tured interviews to understand the current process for CRC screening in the
primary care setting. An electronic health record (EHR)-based dashboard was
used to collect quantitative metrics including the percentage of outreached
patients who underwent CRC screening, the CRC rates pre-and post-
intervention and the relative reduction in screening rate disparity between
resident and attending patient panels.
FINDINGS TO DATE: Twenty-two structured interviews revealed schedul-
ing algorithms, limited time during clinical encounters, and patient and pro-
vider knowledge deficits as the top contributors for low CRC screening rates.
After four months of protocol implementation, residents outreached to 348
patients with lapsed CRC screening. Chart review of outreached patients
revealed that 51 patients completed their CRC screening (14.6%), out of which
16 (31%) were colonoscopies, and 19 (37%) were FIT tests. Of the 51
completed screenings, 12 (23.5%) were positive. CRC completion rates were
similar across FIT and colonoscopy screening (p = 0.79), but statistically lower
when telehealth visit was the selected intervention (p=0.04). CRC screening
completion rates for resident patient panels improved to 68% from 62%. The
disparity in CRC screening rate between attending and resident patient panels
decreased from 14% to 10%, reducing the disparity between resident and
attending panels by 29%.
KEY LESSONS FOR DISSEMINATION: Limited time during clinical
encounters and experience in practice contribute to disparities in CRC

screening between attending and resident patient panels. This QI initiative
demonstrates that an interprofessional panel management intervention outside
the clinical visit can significantly increase the CRC screening rate among
patients receiving primary care from residents. Further, our results highlight
the importance of a multipronged intervention to improve overall screening
rates.

ADDRESSING HEALTHCARE INEQUITIES THROUGH IMPLE-
MENTATION OF THE NYC PUBLIC HEALTH CORPS COMMUNI-
TY HEALTHWORKER PROGRAM IN A LARGE URBAN SAFETY
NET SYSTEM
Alessandra Calvo-Friedman1,2; Jenifer Clapp1; Jenna Lupi1; Evelyn
Perdomo1; Emily Foote1; Samantha L. Kumar1; Kriti Gogia1; Nichola Davis1,3
1Office of Ambulatory Care + Population Health, New York City Health and
Hospitals Corporation, New York, NY
2Department of General Internal Medicine and Clinical Innovation, New York
University Grossman School of Medicine, New York, NY
3Department of Population Health, New York University Grossman School of
Medicine, New York, NY. (Control ID #3707849)

STATEMENT OF PROBLEM/QUESTION: The Covid-19 pandemic
disproportionally affected low-income and Black and Latinx New Yorkers,
led to disengagement from primary care, increased social needs, and worsened
chronic diseases.
DESCRIPTION OF PROGRAM/INTERVENTION: Community Health
Workers (CHWs) are front line public health workers who are trustedmembers
of and/or have a close understanding of the community served. Integrating
CHWs into clinical teams can help to bridge gaps between the healthcare
system and a patient’s community. In 2021, NYC Health + Hospitals (NYC
H+H) established a branch of the NYC Public Health Corps, comprised of over
200 CHWs and program staff in multiple care settings to address the health
inequities exacerbated by the pandemic. CHWs are embedded in and hired by
clinics while a centralized team coordinates training, program models,
data/documentation tools and coaching by a team of CHW coaches. CHWs
in adult primary care implement a model informed by the UPenn IMPaCT
program in which CHWs provide tailored social support, advocacy and nav-
igation to help patients achieve health goals. (Kangovi et al 2014, 2017, 2018).
CHWs work intensively with patients who have 2+ chronic conditions over 3
months on a set of patient-driven goals. Goals fall into four categories: social
needs, medical system navigation, medication management, and chronic dis-
ease risk factors. CHWs are provided guides and training on how to address
specific patient goals.
MEASURES OF SUCCESS: Initial measures include: 1. Launch success (#
CHWs hired, development of documentation workflows). 2. Implementation
of program model (# patients enrolled, goals identified). Long-term measures
of success will include a cost effectiveness analysis.
FINDINGSTODATE:Between August and December 2021, approximately
200 CHWs were hired to staff 17 different clinical sites. 147 CHWs were hired
for adult primary care and 58 have begun working with patients. All CHWs
have completed IMPaCT and supplemental training. All CHWs document in
the EMR using a specific build. 924 patients have been outreached, 365
enrolled, and 54 completed the program to-date. CHW median caseload is 7
with a goal to ramp up to 20. CHWs address an average of 5 goals per patient.
The most common goals are primary care engagement, medication manage-
ment, health insurance gaps/medical bills, and food insecurity. 60% of patients
identified at least one social need to work on with the CHWs.
KEY LESSONS FOR DISSEMINATION: 1. H+H was able to quickly
build one of the largest CHW workforces in the country in response to patient
needs elevated by the pandemic and availability of public funding by embed-
ding CHW teams in clinics with central program support, increasing the
likelihood of sustainability over time. 2. The development of a structured
CHW program supported by training, coaching and documentation tools to
address the most common issues affecting patient ability to manage health and
wellbeing including social needs was critical in supporting this new workforce
while allowing for flexibility to meet individual patient needs.
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ADDRESSING TOBACCO USE AMONG UNDERSERVED
THROUGH INCREASING QUITLINE REFERRALS AT
SACRAMENTO COUNTY HEALTH CENTER
Brooke E. Starn1; Kirti Malhotra2
1Public Health Sciences, University of California Davis, Davis, CA
2General Internal Medicine, University of California Davis, Sacramento, CA.
(Control ID #3715625)

STATEMENT OF PROBLEM/QUESTION: Sacramento County Health
Center (SCHC), a federally qualified health center that serves Sacramento’s
underserved population, has historically underutilized California’s free, tobac-
co cessation resources despite higher tobacco use in Sacramento County than
the state average.
DESCRIPTION OF PROGRAM/INTERVENTION: Kick It California
(KIC) provides free, tobacco cessation resources to Californians. Sacramento
County Health Center (SCHC), a federally qualified health center that serves
Sacramento’s underserved population, has historically underutilized this refer-
ral resource. A review of Electronic Health Record (EHR) data revealed that
from January 2020 to July 2021 (an 18-month period), SCHC referred 5 total
patients to KIC; similar local clinics refer up to 20 patients per month. To
improve referral rates, we designed a quality improvement initiative which
included 1) educating providers regarding KIC's free tobacco cessation
services and the referral process, 2) creating and distributing educational
materials for use in the clinic, and 3) investigating and addressing EHR barriers
that providers were experiencing in the referral process through email surveys.
Referrals were tracked through the EHR system. The EHR was updated to
ensure referrals were successfully transmitted to KIC, and the team is currently
working to allow for family members of SCHC patients to be referred through
the EHR.
MEASURES OF SUCCESS: Outcome measures included the number of
referrals and the number of referring providers per month from the Sacramento
County Health Center to Kick It California.
FINDINGS TODATE: The first 4 months after the intervention saw roughly
a 35-fold increase in the average monthly referrals compared to the 18 months
prior to the intervention. From January 2020 through June 2021, Sacramento
County Health Center (SCHC) sent, on average, 0.278 referrals per month. In
the first 4 months after the intervention, SCHC sent an average of 9.75 referrals
per month. An average of 7 providers per month referred patients during this
time period.
KEY LESSONS FOR DISSEMINATION: Effective utilization of existing,
community resources can help improve health behaviors in low-resource
settings.
Communication and collaboration between providers, patients, and clinic
personnel can help to generate creative ways in which to improve patient
health. In our initiative, communication with clinic providers allowed us to
identify improvement areas within the EHR through which the referral process
could be simplified.
In the future, we plan to act on provider suggestions to alter clinic workflows to
improve the efficiency of the referral process.

ADDRESSING VACCINE HESITANCY IN CALIFORNIA PRISONS
Ilana Garcia-Grossman1,2; Brie Williams1,3
1Medicine, University of California San Francisco, San Francisco, CA
2National Clinician Scholars Program, Philip R. Lee Institute of Health Policy
Studies, University of California, San Francisco, San Francisco, CA
3Center for Vulnerable Populations, University of California, San Francisco,
San Francisco, CA. (Control ID #3710422)

STATEMENT OF PROBLEM/QUESTION: Although widespread vacci-
nation in prisons is crucial for preventing COVID-19 morbidity and mortality
in both prisons and their surrounding communities, there is little data on how to
effectively perform vaccine outreach to people experiencing incarceration who
remain unvaccinated.
DESCRIPTION OF PROGRAM/INTERVENTION: In 2021, California
state prisons started hosting institution- wide COVID-19 vaccine education
events with a focus on those who remain unvaccinated; based on their success,

these events are being replicated across the state. Elements that contributed to
their success are summarized so that they may be employed in other facilities.
1) Make vaccine education enjoyable, for example with games, an art contest,
or free food in addition to question and answer sessions. 2) Optimize atten-
dance by co-locating with another popular event. 3) Administer vaccines at the
event and offer more than one option if possible. 4) Diversify sources of
information and bring in outside public health experts, trusted advocates, or
formerly incarcerated people to ensure residents have access to multiple
sources of information. 5) Consider engaging formal and informal leaders in
prisons beforehand as their support may encourage peer vaccination. 6) Dis-
tribute high quality information that is easy to read, for example AMEND’s
COVID-19 FAQs that are based on questions from incarcerated people and
their loved ones. 7) Continue to offer the vaccine after the event and ensure
those who remain unvaccinated know how to access vaccines if they become
interested.
MEASURESOF SUCCESS: Program success was measured by the percent-
age of the population who attended the event and the percentage of unvacci-
nated residents who were vaccinated at the event. Future events should assess
what information unvaccinated participants believe would be most beneficial
in their decision-making process and whether the event delivered that content.
FINDINGS TO DATE: At the first event at a high security prison with over
2800 residents, 11% of unvaccinated residents (113 individuals) received their
first COVID-19 vaccine. At the second prison with over 2600 residents, 19%
of unvaccinated residents received their first vaccine (165 individuals).
KEYLESSONS FORDISSEMINATION:As vaccination against COVID-
19 continues to be a critical method for optimizing the health and safety of
people living in congregate living environments, interventions that increase
trust and acceptance of vaccines in correctional settings are of paramount
importance. These successful vaccination events in California state prison hold
important lessons for other correctional institutions and congregate living
facilities seeking to disseminate vaccine information and encourage COVID-
19 vaccine uptake.

A MIXED METHODS APPROACH TO ASSESSING THE AMOUNT
OF ASYNCHRONOUS CARE ROUTED THROUGH THE EHR IN A
LARGE PRIMARY CARE ORGANIZATION
John A. Zambrano, Yoni Dvorkis
Internal Medicine, Atrius Health, Newton, MA. (Control ID #3705770)

STATEMENT OF PROBLEM/QUESTION: The electronic health record
(EHR) enables patients to send their providers requests about their care such as
medical advice regarding symptoms. These requests are received as
notifications or ‘inbasket messages’ within the EHR and generate increasing
amounts of screen time a known contributor to provider burnout. The work
done outside of face-to-face visits to address care needs is referred to as
asynchronous care (AC), and is a contributor to work done outside of sched-
uled clinic hours. Characterizating the various types of AC routed through the
EHR both in terms of volume and nature of the request is necessary to develop
targeted interventions and stem it’s impact on provider burnout.
DESCRIPTION OF PROGRAM/INTERVENTION: We sought to char-
acterize the volume and type of AC work routed via the EHR to primary care
providers. Message types correspond to specific folders in the inbasket. A
review of the 94 distinct folders and corresponding message types was under-
taken using a combination of the intended, operational, and actual use of the
various message types. Intended use was determined by the folder definitions
and specifications provided by the EHR developer. The operational use was
described by our organization’s clinical informatics leadership and actual use
was gleaned by semi-structured interviews with providers. Counts of messages
by type and folder were obtained from the EHR for the period of 2019-2021.
Messages identified as AC were identified as such only when there was
concordance across the intended, operational, and actual use.
MEASURES OF SUCCESS: # of folders containing AC messages. # of
messages in each folder, total and adjusted for FTE.
# of AC messages by message type.
# of AC messages received by doctors compared to advanced practice
clinicians. Aggregate time spent in the inbasket outside of scheduled clinic
hours.
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FINDINGS TO DATE: Using the approach described to identify the folders
and corresponding ACmessages, 24 of 93 folders were identified as containing
AC messages. In the 24 folders there was an avg of 8.2 million messages per
year from 2019-2021. In 2021, 75% of AC messages were from patient calls,
medical advice request, refills, and test results, totaling 6.2M AC messages.
8.2M AC messages in 2021 after adjusting for average provider FTE. The
largest growth in AC was from medical advice requests up 75% by volume
from 2019 to 2021. Doctors touched 3 AC messages for every 1 touched by
APCs. The average provider spent an estimated 40 hr/mo working in the EHR
outside of clinic hours.
KEY LESSONS FOR DISSEMINATION: Estimating the amount of AC
routed through the EHR is possible using a combination of stakeholder input
and count information of notifications or messages. Systems need to be put in
place to manage AC related work routed through the EHR in order to sustain
the primary care work force and prevent provider burnout. The volume of AC
can be unwieldy for providers seeking to limit their work hours to a traditional
40 hour work week.

AN INNOVATIVE MULTIDISCIPLINARY APPROACH TO
QUANTIFY REFERRALS TO OUR MEDICAL LEGAL
PARTNERSHIP
Samuel O. Ayo1; Shifra Mincer3; Rebecca Russo2; Renee J. DeVore1; Melissa
Molongo4; Sarah Carpino4; William Strassner1; Mahala Schlagman1; Katie H.
Lashway5
1Internal Medicine, University of Rochester Medical Center, Rochester, NY
2Medical Legal Partnership, Legal Assistance of Western New York, Geneva,
NY
3Family Medicine, University of Rochester Medical Center, Rochester, NY
4Safety Net and Program Support, University of Rochester Medical Center,
Rochester, NY
5FamilyMedicine, University of Rochester School of Nursing, Rochester, NY.
(Control ID #3715411)

STATEMENT OF PROBLEM/QUESTION: After launching a Medical
Legal Partnership, we had challenges tracking the quantitative success of our
program because the referral system assumed that clinicians would create
referrals while social workers appeared to utilize our program the most.
DESCRIPTION OF PROGRAM/INTERVENTION: In April 2019, the
University of Rochester Medical Center launched a pilot Medical Legal
Partnership (MLP) with Finger Lakes Legal Care to provide free civil legal
services to outpatients in two practices with high vulnerability populations. We
had anecdotal evidence that our program was preventing evictions while
stabilizing vulnerable individuals and survey data demonstrating that social
workers rated the program as most valuable. However, because documenting
referrals added additional documentation burden to clinicians, and we did not
have a mechanism to effectively capture social work referrals, we developed a
significant discordance between the number of clinician referrals created and
the volume of care Finger Lakes Legal Care reported providing. We set out to
create a streamlined system to effectively quantify the true referral volume
while improving the documentation process.
MEASURES OF SUCCESS: Our goal was to create a system that would
easily track referrals from social workers and care managers, which would
assist us in gathering quantitative metrics for our program. Success would
mean identifying a process to measure these referrals that met their needs.
FINDINGS TO DATE: Our first step was to expand representation at our
monthly leadership meetings to include both medical informaticists and social
workers. This interdisciplinary team developed an electronic medical record
(EMR) tool for social work and care management to rapidly document referrals
through an automated form. This referral system differed from the standard
clinician referral process in our system, but because it utilized tools within the
EMR, our data team was able to operationalize this system to automatically
document the number of referrals placed and who placed them. In the 3 months
following initiating the automated system for non-clinicians, we identified 16
“standard” Medical Legal Partnership referrals created by clinicians and an
additional 51 referrals using the new automated form. In a follow up meeting,
our new social work stakeholders reported using the new automated form
without concerns.

KEY LESSONS FOR DISSEMINATION: Integrating social workers and
medical informaticists into our core Medical Legal Partnership team allowed
us to effectively capture referrals while reducing documentation burden for
those utilizing the program. In this situation, a seemingly simple technological
solution existed to solve a highly complex communication problem but it could
only be identified by prioritizing the needs of the social workers who were
creating the referrals.

AN INTERPROFESSIONAL STUDENT-FACULTY COLLABORA-
TIVE TELEHEALTH PROGRAM TO ADDRESS POORLY CON-
TROLLED DIABETES AND SOCIAL DETERMINANTS OF
HEALTH EXACERBATED BY THE COVID-19 PANDEMIC
Piroz Bahar1; Abraham Z. Cheloff2; Sienna Li2; Claire C. Rushin2; Bruce C.
Tiu2; Oluwatobi I. Ariyo1; Betty Ben Dor3; Arian Mansur2; Sammer M.
Marzouk1; Kavya Shah1; Debby Cheng2; Alexander J. Chen1; Annie Miall1;
Sarah Shirley1; Iris A. Zeng4; Gina R. Kruse2,5; Marya J. Cohen2,5; Jonathan
Li2,6; Howard Libman2,6; Katherine Wrenn2,6; Amy Weinstein2,6
1Harvard College, Cambridge, MA
2Harvard Medical School, Boston, MA
3Harvard School of Dental Medicine, Boston, MA
4MGH Institute of Health Professions, Boston, MA
5Massachusetts General Hospital, Boston, MA
6Beth Israel Deaconess Medical Center, Boston, MA. (Control ID #3688144)

STATEMENT OF PROBLEM/QUESTION: Will a telehealth initiative
improve poorly controlled type 2 diabetes mellitus (DM) and unmet social
determinants of health (SDOH) needs exacerbated by the COVID-19
pandemic?
DESCRIPTION OF PROGRAM/INTERVENTION: Due to COVID-19,
many patients with DM faced challenges accessing healthcare, as well as
exacerbations of socioeconomic disparities regarding access to food, afford-
able housing, and safe places to exercise. To address these challenges, we
adapted an existing student-faculty collaborative practice at Beth Israel Dea-
coness Medical Center, Boston, MA, to a telehealth platform to provide
targeted DM management, and referrals to dietitians and community resource
specialists.
MEASURES OF SUCCESS: We assessed clinical outcomes, such as
changes in hemoglobin A1c (HbA1c), LDL, and number of medication
adjustments. Measured quality indicators included frequency of HbA1c,
LDL, and microalbuminuria measurements, as well as prescription of
cardiovascular/diabetic medications such as ACE inhibitors, statins, and aspi-
rin within the year prior to enrollment and within 6 months after the final visit.
To measure the role and intervenability of SDOH needs, we tracked the results
of SDOH screens to identify key needs, as well as the number of dietitian and
community resource specialist (CRS) referrals placed.
FINDINGS TO DATE: Of 998 patients with non-insulin-dependent type 2
DM, 60 were enrolled in the program, of whom 42% were white and had a
median BMI of 32.0 kg/m2 (IQR 28.3-36.1). Patients endorsed high motiva-
tion (8/10) and confidence (7/10) in managing their diabetes, but reported
inadequate nutrition education (56.7% of cohort), as well as difficulty
maintaining a healthy diet (76.7%) and exercising (78.3%). Analysis of base-
line data and for those who completed the program thus far (n = 22, >6 months
since last clinic visit), showed a significant decrease in mean HbA1c (mean
±SEM) from 8.72±0.15 to 8.09±0.22 (p = 0.03). LDL levels were not signif-
icantly different before and after the program, 90.3±5.4 vs 100.9±10.6 (p =
0.42). Lab draw frequency (HbA1c, LDL) and medication prescription (ACE
inhibitors, statin, aspirin) and were not significantly different. Of patients who
completed the program, 8 (36.4%) had their diabetes medications adjusted. 2
(9.1%) were referred to a CRS, and 2 (9.1%) were referred to a dietitian.
KEY LESSONS FOR DISSEMINATION: Our ongoing study showed that
the implementation of a telehealth diabetes program with SDOH screening can
be an effective way to assist patients with uncontrolled diabetes. We identified
significant patient needs for additional support and clinical care. Assessing
socioeconomic burdens faced by patients and understanding the impact and
key features of such a collaborative telehealth program can pave the way for
the implementation of a similar model of care for other chronic conditions.
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APRELIMINARYQUALITATIVEASSESSMENTOFTEAFORTHE
SOUL AS AN EFFECTIVE CHAPLAINCY-LED CARE INTERVEN-
TION FOROUTPATIENTGENERAL INTERNALMEDICINE (GIM)
STAFF
Deadra Ashton, James Stahl
Medicine, Dartmouth-Hitchcock Medical Center, Lebanon, NH. (Control ID
#3707466)

STATEMENT OF PROBLEM/QUESTION: Describe the value of a chap-
laincy led intervention to staff in outpatient clinics
DESCRIPTION OF PROGRAM/INTERVENTION:Monthly Tea for the
Soul (TFS) is offered by the chaplain who is embedded in the GIM clinic to
provide all staff members with the opportunity for a break that includes hot
beverage, snacks, and centering activities in a quiet, calming space away from
patient rooms and offices. The aim is to facilitate stress-reduction and build a
positive community atmosphere
MEASURESOF SUCCESS: Perceived value by staff Successful integration
of program into outpatietn clinic workflow
FINDINGS TO DATE: A survey of the program was conducted in
March 2021 and sent via the GIM mailing list (83 people). Thirty-one
responses to the survey were received (37%). The authors independently
reviewed the responses and extracted common themes and concepts, which
were then compared and reconciled. The main valued attirbutes of the program
were: A peaceful environment (42%), Time out (35%), Healthy food (19%),
Mindful activities (19%), Companionship (12%), Quality of Chaplain (4%)
The 3 main benefits described to date were: 1) the time and space provided by
TFS to disengage from work for a few minutes, to rest and refocus in a quiet,
peaceful atmosphere within the clinic space but away from the patient care, 2),
the opportunity engage in mindful activities and rituals and eat healthy foods,
3) the intentional time to foster supportive connections and compassionate
community with colleagues, as well as with the spiritual care provider.
The primary barriers were: 1) the inability to access the physical space 2) the
time of day and week. There were three reasons for this: some staff work
remotely, TFS has been offered on days that some staff members are not in the
clinic, and those who work in an off-site branch of the clinic cannot participate.
KEY LESSONS FOR DISSEMINATION: 1) The Tea for the Soul progam
can be integrated into a busy practice environment
A program that offers: a) time and space to disengage from work for a few
minutes, to rest and refocus in a quiet, peaceful atmosphere within the clinic
space but away from the patient care, b) the opportunity engage in mindful
activities and rituals and eat healthy foods, c3) the intentional time to foster
supportive connections and compassionate community with colleagues, as
well as with the spiritual care provider It is highly valued by the staff

A QUALITY IMPROVEMENT INITIATIVE TO INCREASE RE-
COMBINANT ZOSTER VACCINE (RZV) SERIES COMPLETION
RATES AT A VETERANS HEALTH ADMINISTRATION RHEUMA-
TOLOGY CLINIC
Karl Wallenkampf1; Mark Shapses1; Zhe Liang2; Amy Joseph2,3; Natalie
Baumann1; Eleanor Christenson1; Sara Chen1,4
1Internal Medicine, Washington University in St Louis School of Medicine, St
Louis, MO
2Rheumatology, Washington University in St Louis School of Medicine, St
Louis, MO
3Rheumatology, VA St Louis Medical Center John Cochran Division, Saint
Louis, MO
4Internal Medicine, VA St Louis Medical Center John Cochran Division, Saint
Louis, MO. (Control ID #3715618)

STATEMENT OF PROBLEM/QUESTION: Among a high-risk popula-
tion of rheumatology outpatients with low RZV series completion rates, we
aimed to increase rate the rate of unique patients seen in clinic who had fully
completed their RZV series from 9% (mean, January-June 2020) to 35% by
December 31, 2021.
DESCRIPTION OF PROGRAM/INTERVENTION: The RZV two-dose
series is indicated for all adults over 50 years old for the prevention of herpes
zoster infections and postherpetic neuralgia and is especially important in

patients treated with immunosuppressive medication. In early 2020, a mean
of 9% of patients seen in the rheumatology clinic at the John Cochran VA
Medical Center in St. Louis, MO, had completed the RZV series. Drivers of
incomplete RZV series were matched to Plan-Do-Study-Act (PDSA) cycles
beginning in October 2020. To emphasize the role of the rheumatology clinic
faculty and fellows in RZV administration, provider education meetings were
held, a reminder was placed in the electronic medical record (EMR), providers
were surveyed to assess their prescribing habits, and each provider received a
list of their unvaccinated patients. To improve patient understanding, patient
educational handouts and posters were placed in clinic spaces and the provider
lists of unvaccinated pateints targeted in-person education.
MEASURES OF SUCCESS: The outcome measure was the percentage of
unique rheumatology clinic patients aged 50 years or older seen in clinic who
had completed the RZV series each month. Process measures included the
percentage of patients partially vaccinatedwith RZV per month, the percentage
of patients receiving the first dose per month, the percentage of patients
receiving the second dose per month, and total vaccination rates per calendar
year. The balancingmeasure was the occurrence of major adverse events (AEs)
after RZV administration.
FINDINGS TO DATE: The project demonstrated significantly improved
vaccination rates following multiple PDSA cycles from late 2020 through
2021. Monthly process measures showed partially completed RZV series rates
increased from 15% in 1/2020 (n=318) to 45% by 12/2021 (n=244)
(p<0.0001), but the outcome measure was not achieved: rate of completed
series increased from 9% to 29% (p<0.0001) in that same period. The yearly
process measures showed partial series completion increased from 11.4% in
2019 (total n=1626) to 40.2% (total n=1370) (p<0.0001), and completed series
improved from 7.0% in 2019 to 26.0% in 2021 (p<0.0001). One AE related to
RZV was reported and was categorized as mild.
KEY LESSONS FOR DISSEMINATION:While we did not meet our aim,
we successfully increased vaccination rates in this clinic population and
demonstrated that targeting provider vaccination practices and patient educa-
tion may result in effective change implementation, despite an ongoing epi-
demic and the implementation of many virtual visits. Posters in patient rooms
and handouts, automatic EMR reminders, provider notices of unvaccinated
patients, and the initiation of EMR chart holds prior to medication administra-
tion were particularly successful.

ARESIDENT-BASEDAPPROACH IMPROVESPATIENTFOLLOW-
UP IN A PRIMARY CARE CLINIC
Elizabeth M. Jean-Marie1,2; Khalid Jazieh2; Andrew T. Harris3; Michelle
Davidson2; Megan McNamara4
1Medicine, University Hospitals, Cleveland, OH
2Medicine, Louis Stokes VA Medical Center, Cleveland, OH
3Medicine, Louis Stokes ClevelandVAMedical Center, University Heights, OH
4Internal Medicine, Louis Stokes Cleveland VAMC, Cleveland, OH. (Control
ID #3715788)

STATEMENT OF PROBLEM/QUESTION: Does providing residents with
dedicated panel management time improve outpatient clinic follow-up rates?
DESCRIPTION OF PROGRAM/INTERVENTION: Routine follow-up
with primary care providers ensures that patients receive timely, evidence-
based preventive care, resulting in improved longitudinal health outcomes.
Unfortunately, due to the COVID-19 pandemic, there have been delays in
routine care nationally, with reports of nearly 40% of people missing medical
appointments in early 2020. In the resident primary care clinic at the Cleveland
Veterans Affairs Medical Center (VAMC), we piloted an intervention to
address this gap in care. Our clinic uses a Patient-Aligned Care Team
(PACT) model, which is comprised of an interprofessional team of providers
who care for a panel of patients. Using an EMR data collection tool, we aimed
to identify patients without any future appointments scheduled and label them
as “no future care” (NFC) within each panel. We proposed reducing NFC rates
with a resident-based approach. Residents were given dedicated panel man-
agement time led by a Chief Resident to identify patients with NFC and
consider how they might change their practice to minimize NFC rates in the
future. They utilized members of their PACT team to reach out to patients and
schedule follow-up appointments.
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MEASURES OF SUCCESS: Our primary outcome measure was NFC rates
pre- and post-intervention for thirteen resident patient panels (average panel
size 200 patients). Additionally, eleven residents completed a survey to assess
the perceived educational benefit of this intervention. Resident respondents
were queried as to their confidence in using the panel management tool and
their interest in performing panel management activities in their future practice.
FINDINGS TO DATE: Overall, the NFC rate among resident clinics im-
proved, with 12 out of the 13 patient panels (92.3%) having a decreased NFC
rate after the intervention. A paired-samples t-test was conducted to compare
the NFC rate before and after resident panel management intervention. There
was a significant difference in the rate, with an initial overall mean of 18.8%
NFC rate per resident panel that decreased to an average of 16.2% patients who
were NFC per panel (p<0.001). Resident response to this intervention was
overwhelmingly positive, with 10 participants reporting increased confidence
using the panel management tool and all 11 residents reporting interest in
future panel management activities.
KEY LESSONS FOR DISSEMINATION: In this pilot study we found that
a resident-led approach can be effective for ensuring timely follow-up in
primary care. This structured approach can be helpful for addressing the gaps
in care that many patients have experienced as a result of the COVID-19
pandemic. Here we demonstrate that designated panel management time for
residents can effectively decrease no future care rates for patients. This also
provides the residents an educational benefit, with introduction to use of panel
management tools and benefits of panel review.

A RESIDENT-LED PEER AUDIT AND FEEDBACK INITIATIVE TO
IMPROVE STATIN PRESCRIBING RATES FOR PATIENTS WITH
DIABETES
Shilpa Singh, Kevin J. Hess, Nicholas Jennelly, Danial A. Khan, Zehra
Hussain
Internal Medicine, Christiana Care Health System, Wilmington, DE. (Control
ID #3708683)

STATEMENT OF PROBLEM/QUESTION: We sought to increase
guideline-based statin prescribing for patients with diabetes in our residency
clinic while also better understanding the specific barriers to statin initiation in
this population.
DESCRIPTION OF PROGRAM/INTERVENTION: Patients with diabe-
tes are known to be at elevated cardiovascular risk, and the ACC/AHA
guidelines recommend that all patients of ages 40-75 with diabetes be on at
least a moderate-intensity statin. However, the CDC estimates that nationally
only 58.4% of patients in this population are on statin therapy. Our team of
residents audited charts of all patients with diabetes in this age group, and we
sent personal messages to their PCP within each patient’s chart reviewing the
ACC/AHA guidelines and suggesting consideration of statin initiation. We
reviewed the charts one month after the intervention to obtain preliminary data;
we plan to do so again at least 6 months after the intervention to better capture
patients who had not yet been contacted.
MEASURES OF SUCCESS: Our primary measure of success is increasing
the overall rate of statin prescribing for patients with diabetes in our clinic. Our
second measure is the number of new statin prescriptions that were initiated
based on our initiative. Our last measure is categorizing and quantifying the
specific reasons that PCPs identified for not prescribing their patient a statin, to
be able to inform next steps of our initiative.
FINDINGS TO DATE: At baseline, 68.8% (627/912) of patients with dia-
betes between 40-75 years old were already prescribed statins. After excluding
patients who had left our clinic (7), were deceased (7), had most recent A1c
<6.5% (96), had documented refusal (3) or intolerance (9), or hepatic failure
(2), we targeted 119 patients for our intervention. Of the 119 messages that
were sent, we received 81 PCP responses at the 1 month time period. 15/119
patients were started on a statin, and 11 had upcoming appointments scheduled
to address statin initiation. 25 PCPs had outreached to the patient regarding
statin prescription but did not get a response. 7 patients had declined statin
initiation, and 5 had intolerances that had not been previously documented.We
are still waiting for a response from 38 PCPs.

KEYLESSONS FORDISSEMINATION: Although we are early in our QI
project, we found that the initial intervention of a peer audit and feedback
process was extremely valuable in increasing the number of patients who were
appropriately started on statins. Anecdotally, residents felt that peer feedback
was well received compared to performance feedback from pharmacies or
administrative team members. Moreover, this first PDSA cycle provided us
with key insights regarding reasons for lack of statin initiation that will help us
create data-based interventions for the next cycle of our QI project. Our
preliminary results show major contributors are statin intolerance and patient
refusal. Next steps can target resident education around which statins are least
likely to cause intolerance, and patient friendly education around benefits of
statin medication.

A SINGLE WORKFLOW DYNAMIC SMART ORDER SET TO IM-
PROVE PRIMARY CARE OUTCOMES IN A LARGE ACADEMIC
INNER-CITY PRIMARY CARE NETWORK
Judd H. Anderman2; Doreen Colella2; Radhika Gore1; Isaac Dapkins1
1Family Health Centers at NYU Langone, NYU Langone Health, Brooklyn,
NY
2Quality Improvement, Family Health Centers at NYU Langone, Brooklyn,
NY. (Control ID #3716497)

STATEMENT OF PROBLEM/QUESTION: Currently there is variability
in the rate at which primary care clinicians address HEDIS measure gaps in
care during routine patient encounters. We hypothesized that a single-click
decision support tool available during all primary care patient encounters
would result in a greater likelihood of clinicians addressing gaps in care.
DESCRIPTIONOF PROGRAM/INTERVENTION: In the Family Health
Centers at NYU Langone (FHC), a large Federally Qualified Health Center in
New York City, we created an EPIC electronic health record Best Practice
Alert (BPA) triggering a single dynamic SmartSet to maximize the response
rate of primary care clinicians (physicians, nurse practitioners, and physician
assistants) to 18 high-priority HEDIS measures during a patient visit. This
process was designed to be time efficient and facilitate improved quality of care
specifically during a visit. The SmartSet uses EPIC’s health maintenance
modifier as well as the problem list, age, gender and other factors to trigger
the BPA that addresses gaps in care specific to that patient during that
encounter.
MEASURES OF SUCCESS: We analyzed FHC ambulatory patient
encounters from 9/1/2020-11/21/2021 that had a SmartSet BPA trigger, limited
to patients who had only one encounter in this period and at least one open
HEDIS gap (n=28,729). The main outcome was percent of gaps closed within
30 days, where gap closure is defined as completing an exam or test. Women’s
health measures and diabetes measures were selected for deeper analysis on
this subgroup of patients. Chi-square tests were used to assess differences in
gap closure when a SmartSet was opened versus not opened. FINDINGS TO
DATE: The SmartSet was opened in 78% of these patient encounters.
SmartSet utilization generally resulted in a greater percentage of gaps closed
within 30 days. Clinicians who used the smart-set were more likely to order
breast cancer screening tests (71% vs 44%, X2 = 152.8, p<0.001) and achieve
higher test completion (32% vs 18%, X2 = 27.9, p<0.001). They were more
likely to order a hemoglobin A1c test (90% vs 51%, X2 = 56.8, p<0.001),
complete a diabetic foot exam (33% vs 12%, X2 = 36.5, p<0.001), refer for a
retinal examination (15% vs 4%, X2 = 18.1, p<0.001), and complete nephrop-
athy screening or initiate preventative ACEI/ARB treatment (35% vs 5%, X2 =
20.3, p<0.001). Non-OB-GYN clinicians were more likely to refer for cervical
cancer screening appointments (11% vs 8%, X2=4, p=0.046).
KEY LESSONS FOR DISSEMINATION: This single step BPA triggering
a clinical decision support process was robustly accepted by our all providers,
was used in a majority of encounters during a 12 month period, and resulted in
more successful closure of HEDIS gaps in care when used. Efficiencies in
primary care providers’ networks are critical to improve population health
outcomes in the US, particularly in resource limited settings. This process
represents an innovative and promising way to improve primary care outcomes
at scale.
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ASSESSING AND ADDRESSING STRUCTURAL BARRIERS IN
TRIBAL HEALTH REFERRALS FOR COMPLEX AND SPECIALTY
CARE AT A TERTIARY ACADEMIC HEALTH CENTER IN THE
AMERICAN SOUTHWEST: A WORK IN PROGRESS
Jon C. Tilburt1,2; John P. Fasolino1; Barb Thomley1; Justin Anderson3;
Elizabeth Burden1; Cynthia Heus1; Adam Van Hyfte4; Steven W. Ressler1;
Atul jain1
1General Internal Medicine, Mayo Clinic, Scottsdale, AZ
2Biomedical Ethics Research Program, Mayo Clinic, Rochester, MN
3Department of Radiation Oncology, Mayo Clinic, Phoenix, AZ
4Management Engineering& Consulting, Mayo Clinic, Phoenix, AZ. (Control
ID #3702346)

STATEMENTOFPROBLEM/QUESTION:WhilemanyAmerican Indian
(AI) patients in the Phoenix, AZ region have adequate insurance coverage, few
make it to our tertiary academic health center focussed on complex and
specialty care.
DESCRIPTION OF PROGRAM/INTERVENTION: The setting for this
project was the Mayo Clinic Arizona, a non-profit, multi-disciplinary
healthcare system, located primarily in the North and East Phoenix metropol-
itan areas that focuses on complex and specialty elective referral care, includ-
ing state-of-the-art cancer care, surgery, and transplant.
The Phoenix metropolitan area is a diverse and thriving area of over five
million people, including ~2.5% Native Americans (>100k). In recent years
we heard concerns about barriers to access from tribal referring providers and
our staff, even for patients with private insurance. We hypothesized that
referring provider experience, internal referral processes, and patient-facing
hospitality gaps contributed to low AI patient volumes (<1% of our patient
population). We undertook a multifaceted self-assessment that included: 1)
monthly meetings to define our current referral processes, including existing
referral metrics, and 2) case evaluations. We engaged in regular dialogue with
tribal health leaders to understand their referral needs. We posted a limited-
term patient relations specialist position to serve as a liaison between referred
AI patients and Mayo Clinic, assisting them by coordinating and facilitating
the patient experience. We also drafted an IRB protocol to perform structured
interviews as a part of a multi-stakeholder assessment of referral care.
MEASURES OF SUCCESS: We aimed to increase the number of tribal
health referrals to Mayo Clinic for complex and specialty care commensurate
with our local population and to better understand and address structural
barriers to those referrals.
FINDINGS TO DATE: Regular meetings with tribal health leaders led to
establishing separate memoranda of understanding (MOU) with two different
tribal health systems. Establishing those MOUs offered diverse insights into
referral processes. An internal process review revealed the need to flag patients
within the referral platform to mitigate no-shows, refusals, or incomplete
itineraries. Attempts to hire a limited-term patient relations specialist yielded
no suitable candidate, suggesting the need for a permanent position. The
structured interview study was finally approved at the time of this submission.
(Year-to-year change in % of our referral population that identifies as AI/AN
will be available in early 2021 and included in the presentation).
KEYLESSONSFORDISSEMINATION:Efforts to improve access for our
underserved AI neighbors must involve a curiosity about other groups’ culture
and the barriers that exist, both internal and external. Progress also involves
building partnerships that are relationship-centered, where there is mutual
respect, trust and equity for the parties involved.

ASSESSING CAPACITY TO MEET DEMAND: A NOVEL AP-
PROACH TO PANEL SIZES
Lauren Drake4; Hillary J. Chrastil1; Robert Doolan, MD3; Mark Earnest2
1General Internal Medicine, University of Colorado Denver School of Medi-
cine, Aurora, CO
2Medicine, University of Colorado, Aurora, CO
3Internal Medicine, University of Colorado Denver School of Medicine,
Denver, CO
4Medicine, University of Colorado, Aurora, CO. (Control ID #3697203)

STATEMENT OF PROBLEM/QUESTION: Is there a formula primary
care leadership can use to consistently define panel size expectations for
providers based on capacity and patient characteristics?
DESCRIPTION OF PROGRAM/INTERVENTION: Create and test a
capacity assessment that calculates maximum panel size for providers based
on return-to-clinic (RTC) rates, patient complexity, and available clinic slots.
Describe how the method for calculating maximum panel size can be applied
to all primary care practices across a healthcare system.
We used the following steps to calculate panel size:
1. Calculate average RTC rates for six patient groups defined by a complexity
index based on a modified Charlson co- morbidity index.
2. Calculate the proportion of patients in each group for each clinic.
3. Calculate the available clinic slots/provider/year, based on a 1.0 FTE. (e.g. a
1.0 FTE averaging 8 slots/session at 8 sessions/week working 45 weeks/year
has 2880 available slots).
4. Using the number of slots available, the proportion of patients and average
RTC rates in each complexity group, calculate the panel size expected to fill all
available slots.
5. Adjust each provider’s panel size based on clinical FTE.
6. Reduce the maximum panel size for advanced practice providers by 25% to
allow for more acute visits.
7. Adjust expected panel size by 10% for each standard deviation from the
clinic complexity index mean.
8. Adjust expected panel size up by 5% to account for normal attrition.
We used this capacity assessment to evaluate panel sizes for 64 primary care
providers across 4 General Internal Medicine practices in an academic setting.
The complexity index factors in patient elements such as chronic disease and
utilization.
MEASURES OF SUCCESS: # of providers appropriately empaneled- a
provider’s actual panel size is within 5% of expectation
# of providers under-empaneled – a provider’s actual panel size is more than
5% below expectation # of providers over-empaneled - a provider’s actual
panel size is more than 5% above expectation # of clinics appropriately
empaneled- a clinic’s actual panel size is within 5% of its expectation Clinic
gap – actual patients empaneled minus expected patients empaneled
FINDINGS TO DATE: In the former arbitrary methodology, of 52 providers
31% were under-empaneled and 67% were over-empaneled, leaving 2%
appropriately empaneled. Three of the four clinics were over-empaneled with
gaps of: 2944, 606, 1951, and -267.
After four quarters using the new methodology, of 64 providers 30% were
under-empaneled, 52% were over- empaneled, and 19% were appropriately
empaneled. Three of the four clinics remain over-empaneled with gaps of:
1930, -1495, 726, and 413 respectively.
KEY LESSONS FOR DISSEMINATION: Using a broadly accepted ca-
pacity assessment tool to determine maximum panel size ensures providers
have access and availability to care for existing patients before expanding to
new patients. Adjusting panel size for the unique patient complexity distribu-
tion at each clinic tailors panel sizes, increasing buy-in from providers and
improving the accuracy of capacity measures.

ASSESSING PATIENT ENGAGEMENT AND PARTICIPATION IN
REMOTE PATIENT MONITORING PROGRAM FOR
HYPERTENSION
Claude Parola1; Allison Stark2,4; Molly Fisher3,4; Sharon Rikin2,4
1Sophie Davis Biomedical Education Program, The City College of NewYork
CUNY School of Medicine, New York, NY
2Internal Medicine, Montefiore Medical Center, Brooklyn, NY
3Internal Medicine, Montefiore Medical Center, Bronx, NY
4Albert Einstein College of Medicine, Bronx, NY. (Control ID #3715620)

STATEMENT OF PROBLEM/QUESTION: Remote patient monitoring
(RPM) for hypertension (HTN) in the primary care setting presents a unique
solution to address the limitations of office-based management and to address
health disparities in our population of urban, primarily government-insured
patients. However, rigorous evaluation of feasibility and effectiveness is re-
quired, prior to wide-scale implementation.
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DESCRIPTION OF PROGRAM/INTERVENTION: We developed an
RPM Program for Hypertension for Montefiore Medical Center (MMC)
primary care patients as part of the American Heart Association National
HypertensionControl Initiative.We used an interdisciplinary population health
approach to address key drivers of HTN control in the primary care setting (see
Table for program components). The program was piloted at two primary care
sites from April to October 2021 for a convenience sample of 44 patients with
uncontrolled HTN.
MEASURES OF SUCCESS: We evaluated the feasibility of the RPM
program by calculating the proportion of patients who were successfully
engaged, enrolled, and participated in the program until blood pressure was
at goal. We evaluated preliminary effectiveness of an interdisciplinary team
approach using nurse and pharmacist virtual management by calculating the
proportion of patients with blood pressure at goal by the end of the pilot
program.
FINDINGS TO DATE: Among the 44 eligible patients, only 20 (45%) were
contacted successfully by proactive telephonic outreach. However, most
contacted patients 15 (34%) patients enrolled in the program and 12 (27%)
patients had continuing participation in the program or were discharged after
achieving blood pressure control. RPM was covered by all interested patients’
insurance providers. At the end of the pilot, 60% of patients had monthly
average BP of <140/90 mm Hg.
KEYLESSONS FORDISSEMINATION:Most patients that were success-
fully outreached agreed to participate in our program demonstrating promise
for scaling the program to our patient population. Our interdisciplinary RPM
program also shows a signal of effectiveness for HTN control. When scaling
the program, we will use an approach focusing on physician-initiated referrals
and proactive telephone engagement. We plan to scale the program to all
primary care sites using a cluster randomized control trial to assess the RPM
program compared to usual care in achieving HTN control.

ASSESSING PATIENT PERSPECTIVES ON RACIAL BIAS AT THE
SFVA DOWNTOWN CLINIC: A TRAINEE-DRIVEN QI PROJECT
Mike K. Cheng1; Meredith Craven2; Annabel K. Frank1; Andrew Lechner1;
Veronica Manzo1; Julia Nakad2; Richard Rendon2; Alison S. Rustagi1,2;
Teresa M. Cheng3,2; Emma Shak1,2
1Medicine, University of California San Francisco, Oakland, CA
2San Francisco VA Health Care System, San Francisco, CA
3Medicine, UCSF, San Francisco, CA. (Control ID #3711273)

STATEMENT OF PROBLEM/QUESTION: Racial bias impacts health
outcomes however, little is known about patient perspectives about this at
San Francisco VA’s Downtown Clinic (DTC), an urban clinic serving a higher
proportion of Black and Latinx Veterans.
DESCRIPTION OF PROGRAM/INTERVENTION: Patient satisfaction
survey responses for DTC have historically been low with 34 patients (4%)
completing surveys in 2019-20. To develop a novel survey assessing patient
perspectives on satisfaction and the impact of bias and racism on care delivery
in DTC, we modified two well-studied instruments, the Interpersonal Process-
es of Care (IPC-18) and Microaggressions in Health Care Scale (MHCS), and
gave opportunities for free text feedback. We surveyed Veterans in 2021.
Using root cause analysis, we identified barriers to survey response including
those related to: process (surveys only sent via mail but many patients un-
housed), patients (lowmotivation), providers/staff (no unified messaging about
surveys, no interprofessional teamwork), and the COVID-19 pandemic (few
in-person visits). Our interventions targeted: 1) ease of access: having elec-
tronic and paper surveys, and electronic tablets to use; 2) maximizing patient
engagement: surveys at COVID vaccine clinics and gifts for participation; and
3) communication/teamwork: posters advertising surveys, frequent staff
check-ins.
MEASURES OF SUCCESS: We assessed survey response rates and ana-
lyzed responses.
FINDINGS TO DATE: N=236 Veterans completed surveys (25% of all
clinic; 93% male, 39% White). Overall, participants did not report
microaggressions. On a 3-point scale (1=never happened, 2=happened but it
didn’t bother me, 3=happened & I was bothered by it) mean score on the
MHCS=1.05 for the statement: “staff/providers were insensitive about your

cultural group when trying to understand/treat your issues” and 1.02 for the
statement: “staff/providers seemed to have stereotypes about your cultural
group even if they did not express them directly”. Scores varied minimally
by race. The Interpersonal Style domain of the IPC was scored the worst by
African-American and Mixed Race Veterans, including that they felt the most
discriminated against due to race/ethnicity (1.76 on a 1-5 scale, higher=worse).
Patient-Centered Decision Making was scored worst by White Veterans, and
overall Communication was scored the worst by Asian Veterans. N=18 (12%
of respondents) preferred/strongly preferred a racially concordant PCP. N=10
(9%) disagreed/strongly disagreed that police officers at clinic treat all patients
fairly with no significant differences by race using Fisher’s exact test. Feed-
back mentioned: Veterans want providers to ask instead of assume about
identities related to race, gender, sex, sexuality or those related to disabilities
or chronic illnesses. Several suggested more minority representation in staff
and trauma-informed care.
KEY LESSONS FOR DISSEMINATION: Through accounting for multi-
factorial barriers to survey participation using Lean principles, we dramatically
increased responses. Our survey elicited valuable perspectives to inform
leadership.

BRIDGING TECHNOLOGY AND HEALTH: A COMMUNITY-
BASED TELEHEALTH PROGRAM FOR LOW-INCOME OLDER
ADULTS
Katie Kozacka2,1; Rebecca Hanratty2,1; Deep Shah2; Fred Kampe2; Haddas
Lev2; Amy D. Lu2,1
1Internal Medicine, University of Colorado, Denver, CO
2General Internal Medicine, Denver Health, Denver, CO. (Control ID
#3710428)

STATEMENT OF PROBLEM/QUESTION: The COVID-19 pandemic
prompted a rapid shift to telemedicine as both a replacement and adjunct to
usual in-person care, but in a recent estimate using 2018 data from the National
Health and Aging Trends Study, 13 million, or roughly 38% of older adults in
the US, are not ready to participate in video visits primarily due to inexperience
with technology.
DESCRIPTION OF PROGRAM/INTERVENTION: The purpose of this
community-based partnered program between Denver Health and Denver
Housing Authority (DHA) is to provide the supports needed to engage older
adults in telehealth. DHA manages approximately 3900 subsidized housing
units across Denver with buildings designated specifically for low-income
older adults (65+) and persons with disabilities. Up to 467 of these individuals
already receive primary care at Denver Health which offers a unique opportu-
nity to establish targeted supports for the equitable delivery of virtual health.
These supports may include technology and digital health education, equip-
ment deployment, and facilitated telehealth appointments. We conducted a
formative evaluation of DHA resident interest and capability to participate in
video visits.
MEASURES OF SUCCESS: Outcomes for the formative survey include
interest in video visits, perceived barriers to in-person care, comfort levels with
technology, barriers to use of technology, healthcare topics of interest, and self-
reported health status. The results of the survey helped to shape the key
interventions proposed: 1) digital health literacy workshops and 2) facilitated
on-site video visits.
FINDINGS TO DATE: Survey responses were compiled for all participants
across six participating sites. 115 participants provided responses to program
interest and baseline comfort levels with technology. Of participants surveyed,
89% have a mobile phone, 46% have had experience with videoconferencing,
and 53% have someone to help them with technology. Challenges accessing
healthcare included scheduling an appointment 20%, getting a ride to clinic
23%, and difficulty walking 15%. Of the 76 participants who indicated their
learning interests, 51%were interested in learning how to use the online patient
portal, 465 in participating in a video visit, and 59% in understanding and
managing chronic medical conditions.
KEY LESSONS FOR DISSEMINATION: At baseline there were both
barriers to seeking in person medical care and interest in technology as a tool
for health. The survey participants showed a strong interest in sessions about
using the online patient portal, how to have a video visit, and understanding
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chronic medical conditions. Video visits and technology have become an
increasingly common and useful part of the primary care system, yet a portion
of the population is not equippedwith the knowledge or resources to utilize this
resource. Older adults may also find transportation and mobility in getting to
the doctor’s office a significant challenge. This program is designed to out-
reach those individuals and give them the skills and resources to utilize
technology to reduce barriers to health.

BRIDGING THE GAP: A PILOT PROGRAM TO IMPROVE POST-
PARTUM CARE FOR BIRTHING INDIVIDUALS WITH
CARDIOMETABOLIC COMPLICATIONS OF PREGNANCY
Natalie A. Cameron1; Heather Birdsell2; Charlotte M. Niznik3; Ruth Michon3;
Emily A. Donelan3; Lynn M. Yee3; Brigid M. Dolan1
1Department of Medicine, Division of Internal Medicine and Geriatrics, North-
western University Feinberg School of Medicine, Chicago, IL
2Northwestern University, Evanston, IL
3Obstetrics and Gynecology, Division ofMaternal-Fetal Medicine, Northwest-
ern University Feinberg School of Medicine, Chicago, IL. (Control ID
#3715494)

STATEMENTOFPROBLEM/QUESTION:Although gestational diabetes
(GDM) and hypertensive disorders of pregnancy (HDP) are established risk
factors for later development of cardiovascular disease, less than half of
individuals with these complications of pregnancy receive care with a primary
care physician (PCP) within the first year of delivery.
DESCRIPTION OF PROGRAM/INTERVENTION: The Bridging the
Gap program developed a referral pathway to a primary care clinic at an
academic medical center for patients with GDM or a HDP. It employed a
system of warm handoffs to aid the transition between obstetricians and PCPs.
Individuals eligible for referral included those who did not identify a PCP at the
time of delivery, received antenatal and delivery related care at the medical
center, and had a pregnancy complicated by GDM or a HDP (gestational
hypertension, preeclampsia, preeclampsia superimposed on chronic hyperten-
sion). PCPs receiving referrals included attending and resident internal medi-
cine physicians at the medical center’s general medicine practice where care is
provided to those18 years or older. Screening and preventive care services
provided were based on best practices and not dictated by the program.
MEASURES OF SUCCESS: Primary outcomes are 1) scheduling and at-
tending a new primary care visit, and 2) collecting a lipid panel and HbA1c or
fasting glucose within 13 months of delivery. We also assessed the social
determinants (race, ethnicity, insurance status) associated with receiving post-
partum primary care. Data were obtained from medical record review.
FINDINGS TODATE:Of the 153 individuals referred for Bridging the Gap
between February 1, 2018 and June 27, 2021, average age at delivery was 33.8
years (SD 5.8 years), 36.0% had Medicaid funding for pregnancy, and a
majority identified as minoritized racial or ethnic groups (19.6% Hispanic,
9.2% Asian/Pacific Islander 37.9% non-Hispanic Black, and 24.2% non-
Hispanic White). In this population, 27.4% had GDM, 63.4% had HDP, and
9.2% had both complications. Within the first 13 months of delivery, 75.8% of
individuals scheduled an appointment with a PCP, of which 75.0% were
attended. Of those who attended an appointment, 41.1% had a lipid panel
and 55.6% had an A1c or fasting glucose collected. Attendance at a postpartum
PCP visit ranged from 50.0% among individuals who identified as non-
Hispanic Black or Hispanic to 75.7% among non-Hispanic White individuals,
and from 44.4% among those with Medicaid to 68.1% among those with
commercial insurance.
KEY LESSONS FOR DISSEMINATION: Establishing a referral pathway
and specialized primary care practice for patients with GDMor HDPswas well
received by patients, but insufficient to close equity gaps in postpartum
primary care. Strategies that identify and overcome social determinants of
receiving primary care after a cardiometabolic complication of pregnancy,
such as patient navigation or other types of care coordination, are needed to
reduce disparities in postpartum care.

BRINGING HEALTHCARE TO PATIENTS’ HOMES - DESCRIP-
TION OF A MOBILE INTEGRATED HEALTH PROGRAM IN
DETROIT, MICHIGAN
Thomas K. Hagerman1; Thomas Derkowski2; Sean M. Drake4; Joseph Miller3
1Departments of Emergency Medicine and Internal Medicine, Henry Ford
Hospital, Detroit, MI
2Mobile Integrated Health, Henry Ford Health System, Detroit, MI
3Department of Emergency Medicine, Henry Ford Hospital, Detroit, MI
4Department of Internal Medicine, Henry Ford Hospital, Detroit, MI. (Control
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STATEMENT OF PROBLEM/QUESTION: The United States healthcare
system is plagued by rising healthcare costs, variable care quality and patient
outcomes, and highly fragmented service delivery with many transitions of
care. Mobile integrated healthcare (MIH) programs can add value by bringing
healthcare to patients’ homes.
DESCRIPTION OF PROGRAM/INTERVENTION: The aim of our MIH
program is to bring medical resources to patients’ homes to increase the
availability and intensity of medical care at vulnerable times, during which
patients have high risk of escalation of care to an emergency department (ED)
or hospitalization. Patients must be age ≥17, live within a 3-county area, and
have medical needs that require significant surveillance or would otherwise
necessitate hospitalization. Once referred, a MIH paramedic (MIH-P)
schedules and performs an in-home visit. MIH physicians are available for
phone or video consultation. Primary exclusions include unsafe living envi-
ronment or homelessness and active substance use disorder. Insurance is not a
consideration. The program received an initial startup grant from Blue Cross
Blue Shield and financial support for operations is primarily provided by
Henry Ford Health System.
MEASURES OF SUCCESS: Outcome measures are tracked with an inter-
active dashboard. Process measures include time from referral to patient visit,
percent of competed referrals, number of interventions performed during home
visits. Key outcome measures include number of subsequent ED visits and
hospitalizations.
FINDINGS TODATE: From April 20, 2020 to December 31,2021, theMIH
program received 4979 referrals and completed 3264 initial appointments
(65.6% of referrals received) with a total of 5528 encounters completed.
Referrals came from providers in the ED (42.3%), internal medicine inpatient
and outpatient (27.2%), family medicine (4.1%), a COVID monoclonal anti-
body infusion program (18.6%), and medical/ surgical specialists (7.2%).
Average travel time was 20.3 minutes and average time on scene was 69
minutes. Approximately 55.2% of patients had an estimated income of ≤
$41,000 based on US Census data. About 44.1% of patients were age ≥ 70.
Patients were 49.7% non-Hispanic Black, 36.8% non-Hispanic White, 1.8%
Asian/Middle Eastern, 0.2%Hispanic, 11.4% other/ unknown/ declined. Of all
MIH encounters, there was a 23.7%ED visit rate within 90 days (34%within 7
days, 30% 8-30 days, 36% 31-90 days) and a 10.5% hospitalization rate within
90 days (40% within 7 days, 24% 8-30 days, 36% 31-90 days).
KEY LESSONS FOR DISSEMINATION: Implementation and success of
our MIH program relied on a group of dedicated paramedics, health system
investment, and continued outreach to referring providers. Promoting sustain-
ability will require continued efforts to demonstrate value of the program and
to obtain reimbursement for the valuable and unique services provided by
MIH.

BUILDING FLAVOR AND CONFIDENCE IN THE KITCHEN: A
PILOT VIRTUAL COOKING CLASS ON HEALTHY SNACKING
Richmond S. Doxey1; Rachel P. Goossen2; Kelly Stewart3; Lindsey Imber3
1Internal Medicine, University of Utah Health, Salt Lake City, UT
2Family and Preventive Medicine, University of Utah Health, Salt Lake City,
UT
3Nutrition Care Services, University of Utah Health Hospitals and Clinics, Salt
Lake City, UT. (Control ID #3701852)
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STATEMENTOF PROBLEM/QUESTION: Healthful eating is associated
with improved health outcomes and lower burden of chronic disease, though
most Americans do not meet the required recommended intake of fruits,
vegetables, or whole grains. Despite the significant benefit of making lifestyle
changes, in most healthcare delivery settings clinicians have limited training
and time for discussion to coach patients through their journey toward healthier
behaviors.
DESCRIPTION OF PROGRAM/INTERVENTION: The study authors
designed a single-session shared medical visit with an interactive cooking
demonstration hosted virtually via a videoconference platform. The 90-
minute shared medical visit consisted of a discussion led by the investigators,
who were trained in culinary medicine and dietetics, about the health benefits
of fiber, high quality protein, and flavor. Two registered dieticians demonstrat-
ed how to make three low-sodium, high-fiber, high-protein snacks.
Questions were fielded and answered throughout the session. Participants were
asked to fill out the pre-class survey prior to attending. After the session,
participants were sent a post-class survey and a handout about flavor building,
as well as the recipes for the snacks made in the class.
MEASURES OF SUCCESS:We collected pre and post-session survey data
with questions related to confidence in cooking skills and open ended
questions regarding satisfactionwith the session.We reflected on the feasibility
of clinicians hosting virtual shared medical visit with both a didactic and
culinary instruction components.
FINDINGS TO DATE: The pre-survey revealed that one out of 13
participants ate at least one fruit and one vegetable per day, with an average
of 1.9 and 2.7 servings per day respectively; this is higher than US averages.
Regarding eating habits, we found that on average less than a third of meals
consumed were from fresh ingredients prepared at home. Post survey data
showed that after the 90 minute class, confidence in preparing snacks from
fresh ingredients increased from 3.6 on a 5-point Likert scale to 4.4. Patients
reported high confidence that they would use the skills from the class, and
forecasted making at least 2-3 snacks at home per week that they could take to
work.
We also received positive qualitative feedback from participants. Comments
included: "Concise info, easy recipes to follow.
and good info for the everyday person." "A mix of healthy and cooking,
[including] the science behind the food. It was well organized!"
We learned that it was feasible to design and run a virtual cooking class, and
that a key to the success of this course was keeping the design, including the
recipes and didactics, simple and easy to follow.
KEY LESSONS FOR DISSEMINATION: 1. One way to improve patient
education regarding healthy behaviors and reduce the time needed for that
education, is to implement focused shared medical visits for this purpose.
2. Shared medical visits with a cooking component were well received by
patients.
3. It was feasible and acceptable to patients and clinicians to run these shared
medical visits virtually.

CARE ONE CLINIC: AN INTEGRATED PRACTICE UNIT FOR
SUPERUTILIZER PATIENTS
Kiran Lukose1; Deepa Borde1; Denny Fe Agana-Norman2; Nila
Radhakrishnan1
1Medicine, University of Florida College of Medicine, Gainesville, FL
2University of Texas Medical Brandh, Galveston, TX. (Control ID #3715129)

STATEMENT OF PROBLEM/QUESTION: Super-utilizer patients or
multi-visit patients are a unique patient population who have high health-care
utilization in our system. Studies have also shown that super-utilizers have
higher mortality and poor health outcomes. A multi-discipline approach has
been used in different programs across the US for tackling this problem. Usual
processes are not sufficient to provide health equity for super-utilizers.
DESCRIPTION OF PROGRAM/INTERVENTION: At UF Health, a
large academic center in rural North central Florida, our frequent visitors
represent 6% of the population we serve but account for 23% of ED visits
and 20% of total costs. At UF Multi visit patients consists of 12% of the total
discharges and 41% of total readmissions. Multi visit patient's readmission

rates are as high as 49% compared to the general readmission rate patients of
around 10%.
In order to address this issue, an ambulatory ICU model, named “Care One”
was created with a physician, pharmacist, social worker, RN, psychologist and
an addiction medicine specialist. Pts were referred to the clinic for intervention,
and we looked at the number of ED visits 6 months prior to the Care One
appointment and the number of ED visits 6 months after the care one clinic
appointment. The primary target population is patients with >4 ED visits in 6
months. Additionally we serve as a venue for interprofessional education. We
include pharmacy students, dental studetns, a social work intern and occupa-
tional therapy students.
MEASURES OF SUCCESS: The main outcome measures of this program
are 1) Reduction in ED visits 2) Reduction on Hospital Readmissions and 3)
Decrease in Hospital stay. As part of this innovation, we also did analysis on
the patient poulation to understand the comorbidities. We do not yet have
educational measures to report and we hope to have those in the future.
FINDINGS TODATE: Outcome After 3 years the initial pilot study showed
us that the patients who were seen in the Care One, there was a decrease of ED
visits by 4.5 visits (11%), hospital admissions by 3 (23%), decrease in hospital
days by 13 days (23%).
Another important factor, found in our analysis, was that mental illness was
present in almost 93% of the patients and substance abuse diagnosis in 66% of
the pts. Over 9 years, 2891 patients were enrolled on the clinic with a total
10400 clinic visits. Data showed a total of 2392 ED visits, 2355 hospital visits
and 1200 ED treat and release visits were prevented. When Care One patients
are admitted to the hospital, length of stay for these patients decreased by
almost one full day compared to pre-enrollment.
KEYLESSONS FORDISSEMINATION: Superutilizer patients are not the
problem. The fragmented health-care setting that they are unable to navigate is
the problem. An integrated practice unit, in this case an "ambulatory ICU" can
serve to help individual patients navigate the complex medical system. This
process can improve institutional metrics and healthcare utilzation. This type of
setting also serves as a venue for interdisciplinary education for various levels
of learners.

CHAGAS SCREENING PROGRAM IN A PUBLIC SAFETY NET
HOSPITAL IN QUEENS: CHALLENGES AND SUCCESSES
Lucy Gordon2,1; Anne-Marie Tehn-Addy3; Sumaita Mahmood3; Christina
Coyle3; Carlos Salama2; Rand A. David2,1; Marlon E. Brewer1,2
1Ambulatory Care, NYC Health and Hospitals Elmhurst, Elmhurst, NY
2Medicine, Icahn School of Medicine at Mount Sinai, New York, NY
3Infectious Diseases, Albert Einstein College of Medicine, Bronx, NY. (Con-
trol ID #3708518)

STATEMENT OF PROBLEM/QUESTION: Chagas disease (CD) is a
lifelong protozoan parasitic infection that if left untreated can result in cardio-
myopathy in a third of cases; a screening program can identify individuals with
chronic asymptomatic disease.
DESCRIPTION OF PROGRAM/INTERVENTION: Elmhurst Hospital is
a public safety net hospital in Queens serving a diverse community with many
immigrants from Mexico, Central and South America. An estimated 8 million
people in Latin America and 300,000 in the US are living with CD. We
implemented a Chagas screening program in the Elmhurst adult primary care
clinic. Our electronic health record (EHR), Epic, captures patient diversity by
including 200 ethnic background options; we used this field to identify at-risk
patients. Patients waiting for their appointment were brought into a private area
and educated about CD by a Spanish-speaking volunteer. They were asked
their country of origin, their ability to recognize the Reduviid bug, and the type
of house they grew up in. Written educational materials about CD in Spanish
provided by CDC website were given to patients. Once a patient accepted
screening the provider received a secure chat in the EHR instructing them to
order the Chagas serology. All patients have been kept on a secure list, and all
are called for follow-up regardless of their results. Patients who test positive
receive a follow-up plan that includes cardiac testing and referral to the
Infectious Diseases (ID) clinic. Education about immigrant health and CD
was provided to faculty, nurses and residents by ID specialists.
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MEASURES OF SUCCESS: The number of patients accepted and screened
for CD.
FINDINGS TO DATE: From June to November 2021, 340 patients in the
Elmhurst medicine clinic were approached about their risk for CD. Of these
migrants 36% were from Mexico, 51% were from S. America and 13% were
from Central America. 23% of these patients grew up in an adobe house and
26% recognized the reduviid bug from a picture. Of 324 at-risk individuals
asked about previous Chagas knowledge, only 7%were familiar with CD. 203
patients were tested with final results, 18 refused testing, 37 tests are pending
for the next visit, and 82 were not ordered. 2 were positive on the screening
ELISA with confirmation pending; CDC has suspended testing during the
COVID-19 pandemic. Family members will be screened if confirmatory
testing is positive.
KEY LESSONS FOR DISSEMINATION: For practices serving large at-
risk populations, a Chagas screening program can help to address a healthcare
disparity. Partnership with ID specialists is essential for this process to succeed.
Having an EHR that captures diverse demographic information identifies at-
risk patients and is critical to the success of such a program. Challenges include
having to obtain confirmatory testing at CDC which involves a patient
returning for a follow-up visit and another blood draw. PCP champions can
be a useful resource to sustain CD screening in the future. Low awareness of
CD in our patient population suggests that community outreach to at-risk
individuals is needed to increase awareness.

CHASING NORMALCYONEVACCINE AT A TIME: ADDRESSING
COVID VACCINE IMMUNIZATION RATES AT A VA RESIDENT
PRIMARY CARE CLINIC
Kaleb Keyserling, Carol Sprague, Emily Janetos, Martha Gerrity
Department of Hospital and Specialty Medicine, Portland VAMedical Center,
Portland, OR. (Control ID #3716010)

STATEMENT OF PROBLEM/QUESTION: We have three FDA autho-
rized vaccines for COVID-19; however, less than 55% of our clinic’s patients
were documented as fully vaccinated as of September 2021. This was
concerning given our medically complex, high risk patients.
DESCRIPTION OF PROGRAM/INTERVENTION: The Portland VA
Resident clinic is a large clinic including 52 residents, 16 attending providers
and approximately 5,000 patients. The average age of patients in the clinic is 59
years with a significant portion having chronic illnesses that put them at risk for
severe COVID infections. Our clinic also focuses on quality improvement
involving faculty, residents, nurses and administrative staff to improve our
systems of care. Our intervention was two fold and focused both on improving
vaccine documentation and addressing vaccine hesitancy.
1. Vaccine Documentation: Many of our patients were vaccinated outside the
VA and not documented in our EMR.An Oregon state vaccine database search
was performed for all patient who did not have a complete COVID vaccine
series documented. The EMR was updated to reflect accurate vaccine status.
2. Addressing Vaccine Hesitancy: Providers were ask to review a registry of
their unvaccinated patients. These patients fell into 3 categories: 1) those who
had not received the vaccine due to lack of follow up, 2) those with vaccine
hesitancy, and 3) a small number of patients who decline to be vaccinated.
Physicians were asked to identify those in the first 2 categories who might
consider getting vaccinated. Panel reviews were completed during Patient
Aligned Care Team (PACT) meetings as well as resident panel management
time. Team members participated in contacting patients for follow up.
Physicians and nurses were given resources for common reasons for vaccine
hesitancy and strategies for talking to patients about the COVID vaccine.
Residents also had a conference focused on “The Movable Middle” with
strategies for how to talk to hesitant patients. Finally, we made vaccines more
available by scheduling patients for same day vaccinations.
MEASURES OF SUCCESS: Updates on the project were provided via a
weekly email that included clinic and PACT team vaccine rates. Faculty and
residents were ask to share vaccine wins and strategies they found to be
successful to motivate hesitant patients at weekly conferences. A prize was
awarded to the first PACT team to reach a fully vaccination rate of 75%.

FINDINGS TO DATE: Over the 3-month project, our clinic went from a
documented vaccination rate of 55% to 72%. Our winning PACT team
achieved a 75% vaccination rate. This was accomplished by involving all
clinic staff and without specific clinic resources devoted to the project.
KEY LESSONS FOR DISSEMINATION: 1. Obtaining accurate clinic
performance metrics requires communication between different databases
and administrative work to describe the current state.
2. The PACT model allows for a team based approach to patient centered
improvement work.
3. Hesitant patients continue to accept the COVID vaccine, and we should
focus our efforts on these patient to encourage vaccination.

COMMUNITYRX – CARDIOVASCULAR DISEASE: AN EMR-
BASED TECHNOLOGY SOLUTION TO ADDRESS HEALTH RE-
LATED SOCIAL NEEDS AND IMPROVE CARDIOMETABOLIC
HEALTH IN RURAL COMMUNITIES
Juan Yanguela2,3; Dana Carthron1; Gabrielle Harris3; Sara O'Brien3; Maura
Drewry3; Nicole Robinson-Ezekwe3; Jessica Herling3; Stephanie Hoover3;
Mary Wolfe3; Stacy T. Lindau4; Giselle Corbie3; Gaurav Dave3
1North Carolina Central University, Durham, NC
2Health Policy and Management, University of North Carolina at Chapel Hill
Gillings School of Global Public Health, Chapel Hill, NC
3Social Medicine- Center for Health Equity Research, University of North
Carolina at Chapel Hill School of Medicine, Chapel Hill, NC
4Ob/Gyn and Geriatrics and Palliative Care, University of Chicago Pritzker
School of Medicine, Chicago, IL. (Control ID #3716441)

STATEMENT OF PROBLEM/QUESTION: African Americans in the
rural Southeast experience disproportionate burden of cardiovascular disease
(CVD) morbidity and mortality due to structural inequalities that are reflected
in unmet health related social needs (HRSN)
DESCRIPTION OF PROGRAM/INTERVENTION: CommunityRx-
CVD (CRx-CVD), guided by Bandura’s Self- Efficacy Theory, Grey’s Self
and Family Management Framework, and Andersen’s Behavioral Model of
Health Services Use, builds on evidence suggesting that new models of care
addressing HRSN can improve CVD risk and reduce healthcare use and cost.
Through an Electronic Medical Record (EMR)-linked, closed-loop referral
system, CRx- CVD will link African American patients ages 2 to 99 in rural
Federally Qualified Health Centers (FQHCs) with local community resources
to address HRSN and support cardiometabolic health.
MEASURES OF SUCCESS: CRx-CVD uses a pragmatic, hybrid type II
implementation-effectiveness controlled trial. Pre-implementation, we
conducted focus groups (n=7) and semi-structured interviews (n=10) with
clinicians, administrative staff, and leadership at FQHCs and community-
based organizations to assess contextual factors (acceptability, expected use,
integration, and perceived barriers) and adapt our implementation strategy to a
rural setting.
FINDINGS TO DATE: Participants conveyed favorable perceptions about
CRx-CVD, especially about the ability to track referrals and personalize them
to patients’ specific HRSNs. However, acceptability was contingent upon
usability, minimization of burden to already overworked staff, appropriate
training, and post-implementation support. Participants also perceived lack of
transportation and low density of community resources as specific barriers to
implementation in a rural setting and identified food and utilities insecurity and
housing instability as the most common HRSNs in their communities. Based
on these findings, we adapted implementation strategies by integrating the
community referral processes into existing workflows at the intervention
FQHC, and prioritizing engagement with community organizations that ad-
dress communities’ most common needs, including transportation, an often-
neglected HRSN.
KEYLESSONSFORDISSEMINATION: Implementation of a closed-loop
clinic-community referral system in a rural setting appears feasible, but
acceptability is dependent on minimizing disruption to existing workflows
and adequate training and support.
Challenges specific to implementation in rural settings include perceived low
density of community resources, transportation barriers and strained health
systems.
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COMPLEX CARE COORDINATION (CCC): A MULTIDISCIPLIN-
ARY APPROACH TO REDUCE OVERUTILIZATION OF ACUTE
CARE SERVICES AMONGMEDI-CAL PATIENTS AT A FEDERAL-
LY QUALIFIED HEALTH CENTER
Joseph Kim1; Matthew Adams1; Luther Arms1; Anastasiya Haponyuk1; Ve-
ronica J. Njuguna3; Kirti Malhotra2; Christine de Belen-Wilson4
1InternalMedicine& Psychiatry, University of California Davis Department of
Internal Medicine, Sacramento, CA
2General Internal Medicine, University of California Davis, Sacramento, CA
3School of Medicine, University of California Davis, Sacramento, CA
4School of Nursing, University of California Davis, Davis, CA. (Control ID
#3716184)

STATEMENTOFPROBLEM/QUESTION:Multi-visit patients contribute
to significant healthcare burden due to overutilization of acute care services.
DESCRIPTION OF PROGRAM/INTERVENTION: The Complex Care
Coordination (CCC) clinic was founded in 2019 to help identify and address
care gaps experienced by multi-visit patients (MVP). MVPs, also known as
“super utilizers”, often struggle with multiple comorbidities and psychosocial
stressors making navigation of the healthcare system arduous and leading to
inappropriate utilization of emergency departments. The Agency for
Healthcare Research and Quality (2018) reported that the top 1% of super
utilizers was responsible for 21% of all healthcare expenditures.
Each enrolled patient receives a comprehensive assessment of their medical
and psychiatric history as well as their social determinants of health.
Interventions include healthcare maintenance, psychiatric care, medication
reconciliation, subspecialty referrals, substance use navigation, linkage to
community resources, and housing/transportation/food resources. Over time
the clinic has expanded to include nurse practitioners, nursing students,
therapists, case managers, connections with community-based organizations,
and substance use services. Through this evolution and network of providers
that provide multiple points of contact for patients, we have started seeing a
significant increase in outpatient engagement.
MEASURES OF SUCCESS: The number of ED visits and/or
hospitalizations after CCC enrollment.
FINDINGS TO DATE: Since July 2021, there have been 38 patients who
have enrolled in the program. The overall average ED visits and
hospitalizations in the 6 months prior to CCC enrollment was 2.63 and 1.16
respectively. To compare, after enrollment, patients had an average of 0.5 ED
visits and 0.45 admissions. We further stratified the data as this clinic is on a
rolling basis to 3-month and 6-month periods. For those who had intakes in
July/August, we evaluated ED visits and hospitalizations 6 months prior and 6
months since intake. There was an average reduction of ED visits by 51.5%
and admissions by 42.3%. For those who had intakes in September/October,
the reduction was 87.1% and 83.6% respectively.
KEY LESSONS FOR DISSEMINATION: - Care Coordination can be an
effective model utilizing a multidisciplinary team and a biopsychosocial lens to
identify and understand important health care gaps in our underserved, indigent
populations.
- How to build programs that provide impactful care despite being in a
resource-limited setting.

CONTAINING PHARMACEUTICAL COSTS IN A STUDENT-RUN
FREE CLINIC IN A RESOURCE- LIMITED SETTING
Celestine He1; Roshini Kalagara1; Uchechukwu O. Amakiri1; Suvruta S.
Iruvanti1; Jennifer Shmukler1; David Skovran2; David C. Thomas3; Yasmin
S. Meah1
1Medical Education and Medicine, Mount Sinai School of Medicine, New
York, NY
2Internal Medicine, Mount Sinai Health System, New York, NY
3Medicine, Icahn Scholl of Medicine at Mount Sinai, NewYork, NY. (Control
ID #3709810)

STATEMENT OF PROBLEM/QUESTION: How can prescription drug
costs be contained and/or reduced in a student-run, free clinic that continues to
expand in number of patients and medical coverage?

DESCRIPTION OF PROGRAM/INTERVENTION: Accessible and af-
fordable prescription drug coverage is the one of the cornerstones of successful
medical management and preventative care, with far reaching consequences in
improving health outcomes, especially in chronic care management. In partic-
ular, this is true for the uninsured population, for whom socioeconomic
constraints can present as a barrier to care. Our institution’s student-run free
clinic, based in an urban city, has been able to offer medication at no out-of-
pocket cost to all patients since it opened in 2004.
However, providing pharmaceuticals can be a steep financial undertaking, as
drug costs rise and the clinic expands in number of patients served and patient
visits. To this end, the clinic has employed two main ways to manage pre-
scription drug costs while simultaneously increasing medication coverage: 1)
using Patient Drug Assistance Programs (PDAPs) and 2) developing an
institutional-level partnership with pharmaceutical charities for medication
subsidization. In this study, we aimed to analyze the financial impact of these
measures on the clinic.
MEASURES OF SUCCESS: Prescription types, number of prescription
drugs provided, and cost savings were assessed for PDAPs 2017-2021 and
the pharmaceutical charity subsidization program in 2021. Analysis was lim-
ited to patients enrolled in our clinic and to the medications for which full
prescription history was available.
FINDINGS TODATE:A query of clinic data over the past 5 years identified
310 active PDAPs, corresponding to 310 fully-subsidized prescriptions. In
2017, there were 35 active PDAPs, increasing to 52 (2018), 70 (2019), and 85
(2020) before a decline to 68 PDAPs in 2021. The company affiliated with the
most PDAPs varied annually: GlaxoSmithKline (2017), Lilly (2018, 2019,
2020), and both GlaxoSmithKline and Lilly (2021). The most frequent
medications were Januvia (2017), Insulin (2018, 2019), Albuterol (2017,
2018), and Trulicity (2020, 2021).
In addition, data extracted from the private company subsidization program
was analyzed for January-November of 2021. Program membership was
$12,500 for institution-widemedication subsidization for all uninsured patients
in the hospital system. In total, the clinic was able to acquire 219 medication
prescriptions, the market value of which was $52,401.51. The most frequent
medications prescribed were Atorvastatin, Basaglar, and Metformin.
KEY LESSONS FOR DISSEMINATION: Utilization of free drug acquisi-
tion programs and partnerships with pharmaceutical charities allowed for an
increase in cost-savings and medications provided. Although the process for
applying for medication assistance programs is complex, these programs serve
as powerful tools for providing medications that may otherwise be unavailable.
Other clinics and healthcare settings with uninsured patients should consider
these programs as a way to ease medication cost burden.

CONTRACEPTION ON DEMAND IN VA: A DEMONSTRATION
PROJECT
Deirdre A. Quinn1; Jennifer Chin2,3; Lisa S. Callegari3,2; Sonya Borrero4,1
1Center for Health Equity Research & Promotion, VA Pittsburgh Healthcare
System, Pittsburgh, PA
2Department of Obstetrics & Gynecology, University of Washington, Seattle,
WA
3VA Puget Sound Health Care System Seattle Division, Seattle, WA
4Department of Medicine, University of Pittsburgh School of Medicine,
Pittsburgh, PA. (Control ID #3716047)

STATEMENT OF PROBLEM/QUESTION: Consistent contraceptive use
is the most effective way to prevent pregnancy; however, gaps in contraceptive
coverage due to access issues or refill delays are major barriers to consistent
use.
DESCRIPTION OF PROGRAM/INTERVENTION: Over one-third of
pregnancies among Veterans using VA health care are unintended. VA offers
all FDA-approved contraceptive methods but has a 3-month dispensing limit
for all prescriptions and does not support pharmacist prescription nationally.
As the largest integrated healthcare system in the US with a robust mail order
pharmacy model, VA offers an ideal environment for simultaneous evaluation
of pharmacist prescribing and 12-month dispensing.
A multi-disciplinary team of physicians, pharmacists, and researchers
conducted the Contraception on Demand (COD) demonstration project at
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two VA sites (Pittsburgh and Puget Sound) from July–December 2021. Pri-
mary care clinical pharmacy specialists were trained to conduct patient-
centered contraceptive counseling and to prescribe hormonal contraception
using a shared decision model; local pharmacy approval to order and dispense
12-month supplies as appropriate was secured. Veterans accessed the program
via multiple pathways, including (1) direct calls to COD pharmacists, (2)
provider referrals, and (3) pharmacist-initiated calls to patients eligible for
refills of existing hormonal contraception prescriptions. Pharmacists provided
contraceptive counseling via telephone and, where appropriate, prescribed
contraception and offered a 12-month supply.
MEASURES OF SUCCESS: Guided by the RE-AIM framework, we col-
lected data via a custom note template in the electronic medical record on key
domains including reach, program effectiveness/safety, patient and provider
acceptability, and barriers and facilitators to program success and maintenance.
We conducted follow-up interviews with 12 participants.
FINDINGS TO DATE: Pharmacists completed 58 COD consults and pre-
scribed hormonal contraception to 41 Veterans (13 new prescriptions, 28
refills). Ten patients were referred to women’s health providers for additional
counseling around contraindications and/or long-acting reversible contracep-
tion. Of the 28 patients receiving refills, 26 opted for a 12-month supply.
On multiple occasions pharmacists identified possible contraindications to
patients’ current contraceptive methods and recommended safer alternatives.
Patient interviewees described the program as “quick and easy” and “conve-
nient” and highlighted pharmacists’ attention to patient preferences and safety.
KEY LESSONS FOR DISSEMINATION: Key factors for successful im-
plementation include: (1) Engaging local physician and pharmacist champions;
(2) Enabling multiple access points to the service; (3) Employing multiple
marketing strategies; and (4) Adapting processes for different organizational
settings.
Expanding the practice of pharmacist-led prescribing and 12-month dispensing
offers the opportunity to support reproductive autonomy, improve access to
essential services, and meaningfully expand clinical pharmacists’ role in re-
productive health care.

COVID-19 VACCINE EQUITY – A TELEPHONE OUTREACH
INITIATIVE
James F. Wu, Brian C. Hilgeman, Ann Maguire, Anna Beckius, Mandy
Kastner, Martin Muntz
Medicine, Medical College of Wisconsin, Milwaukee, WI. (Control ID
#3708827)

STATEMENT OF PROBLEM/QUESTION: When COVID-19 vaccine
notification and scheduling is largely driven by patient portals, how can clinics
and health systems ensure that vaccine distribution is equitable?
DESCRIPTIONOFPROGRAM/INTERVENTION: The COVID-19 pan-
demic has disproportionately impacted minority communities, evidenced by
higher rates of infection, hospitalization, and mortality. Elderly, minority, and
socially vulnerable populations are less likely to enroll in patient portals. Our
urban academic General Internal Medicine (GIM) practice serves a high
proportion of Black and socially vulnerable patients. For patients 65 and older
in our clinic, significant disparities exist in patient portal access between white
and Black patients (85.3% versus 35.3%) and those living in high versus low
social vulnerability zip codes (45.3% versus 82.1%). The larger health system
deployed a method of patient outreach largely driven by patient portal notifi-
cation and scheduling. Our GIMpractice mobilized community health workers
and students to engage in telephonic outreach to patients aged 65 and older
without patient portal access. Our team provided outreach to 1575 GIM clinic
patients from February 5 to March 10, 2021. During that time, 903 GIM
patients completed their first dose of the COVID-19 vaccine; 51.9% had been
contacted through our outreach.
MEASURES OF SUCCESS: A pre-post analysis of demographics of
patients receiving vaccination from the GIM clinic was completed to under-
stand rates of vaccination by race/ethnicity, social vulnerability, and portal
access with a sub-analysis of those who received outreach. A more robust
comparative analysis is being completed to understand the impact compared to

other health system internalmedicine clinics where additional outreachwas not
completed to understand differences in relation to race/ethnicity, social vulner-
ability, and portal access. This analysis will be available by the time of
presentation.
FINDINGS TO DATE: Compared to the first week of vaccine availability
when no outreach was conducted, the intervention resulted in significant
increases in the vaccination rates among vulnerable populations. After 4 weeks
of telephone outreach, the proportion of vaccine recipients who were non-
Hispanic Black increased from 7.1% to 43%, the proportion with inactive
EMR status increased from 2.8% to 36.4%, and the proportion from high social
vulnerability zip codes increased from 13.9% to 44.7%. For the subset of
patients for which outreach resulted in vaccination, 65% were Black, 69.9%
had an inactive EMR, and 64.2% lived in a high social vulnerability zip code.
KEYLESSONSFORDISSEMINATION: This intervention has shown that
a telephonic outreach program targeting elderly individuals without patient
portal access can measurably improve not only access to vaccine for those
without patient portals but equity in COVID-19 vaccine access for Black and
socially vulnerable communities. This type of populationmanagement strategy
will be important to ensure equity in access to not only vaccines but other
preventative services for vulnerable communities.

CROSSING THE DIGITAL DIVIDE: A VETERANS AFFAIRS PRO-
GRAM TO DISTRIBUTE VIDEO- ENABLED DEVICES TO
PATIENTS IN A SUPPORTIVE HOUSING PROGRAM
Charlie Wray1,2; James Van Campen3; Jiaqi Hu3; Cindie Slightam4; Leonie
Heyworth5; Donna Zulman3
1Medicine, University of California San Francisco, San Francisco, CA
2Medicine, San Francisco VA Health Care System, San Francisco, CA
3Ci2i, VA, Menlo Park, CA
4Research, VA Palo Alto Health Care System, Menlo Park, CA
5General Medicine, VA San Diego Healthcare System, La Jolla, CA. (Control
ID #3702582)

STATEMENT OF PROBLEM/QUESTION: During the pandemic, the
Veterans Health Affairs (VA) shifted large portions of care from in-person to
virtual-based formats to maintain safe and consistent access. The VA recog-
nized that this shift in the provision of care had the potential to exacerbate the
digital divide among certain vulnerable populations, including individuals
experiencing homelessness and housing instability.
DESCRIPTION OF PROGRAM/INTERVENTION: In September 2020,
individuals in VA’s Housing and Urban Development-VA Supportive Hous-
ing (HUD-VASH) program were offered either a video-enabled tablet or
cellphone to support their communication and health care engagement needs.
MEASURES OF SUCCESS: We first examined sociodemographic and
clinical characteristics of device recipients, and then described and compared
engagement in in-person, telephone, and video-based visits (categorized as
primary care, specialty care, rehabilitation, HUD-VASH, mental health care,
and other) for 6-months prior to (March 1, 2020- August 31, 2020) and
following (September 1, 2020-July 30, 2021) device receipt.
FINDINGS TO DATE: In total, 5,127 Veterans received either a tablet
(n=4,454) or a cellphone (n=673). After receiving either device, most
individuals (99%) engaged in a telephone or video encounter in the following
six months, however fewer than two-thirds (65%) had a video visit. Compared
to the six months prior to device receipt, in the six months following receipt, in-
person and video engagement increased by an average of 1.4 visits (8%) and
3.4 visits (125%), respectively, while telephone engagement decreased (-5.2
visits; -27%). Both tablet and cellphone recipients had increased in-person
visits (+1.3 visits [8%] and +2.1 visits [13%], respectively); while tablet users
had a substantially larger increase in video-based engagement (+3.2 visits
[+110%] vs. +0.9 [+64%]). Similar trends were noted across all assessed types
of care.
KEY LESSONS FOR DISSEMINATION: Following receipt of video-
enabled devices, Veterans in a supportive housing program experienced in-
creased rates of health care engagement. VA’s device distribution program
offers a model for expanding access to health-related technology and
telemedicine to individuals in supportive housing programs.
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DELIVERING ON RELATIONSHIP-CENTERED CARE IN PRIMA-
RY CARE: ASSESSING RESIDENTS' PERCEPTIONS AND IM-
PROVING PATIENT CONTINUITY ACROSS TRANSITIONS
Patrick Hemming1; Alex H. Cho3; Heather Beau4; Lynn Bowlby2
1Department of Medicine, Duke University School of Medicine, Durham, NC
2Duke University, Durham, NC
3Medicine, Duke University, Durham, NC
4Duke University Health System, Durham, NC. (Control ID #3707114)

STATEMENT OF PROBLEM/QUESTION: Residents as primary care
clinicians must learn to the challenge of providing individualized care to
patients with a wide array of circumstances and needs. Such care generally
requires a longitudinal relationship where providers demonstrate specific indi-
vidual skills and techniques, but also where clinic processes assure patient-
provider continuity. Patients experience disruptions from turnover as residents
graduate. Can a quality improvement process for transitions between graduat-
ing and incoming residents boost residents’ perceptions of their ability to
provide relationship-based care?
DESCRIPTIONOF PROGRAM/INTERVENTION:At this internal med-
icine primary care continuity clinic, approximately 21 residents leave and enter
yearly. Departing residents have an average panel size of 58 and historically 45
% of residents’ visits are with their continuity patients.
Our intervention had two principal aims. Aim 1: We created new measures of
longitudinal relationship-based care, adapting our questions from several
biopsychosocial textbooks. Outgoing residents in 2021 completed our pilot
survey. Aim 2: We designed a half-day transitions session for senior residents
to allow them to coordinate handoffs for their panel, putting particular empha-
sis on selecting and writing detailed handoffs for a subset of 5-7 high-needs
patients.We supported the transition with a new tracking process to ensure that
these patients achieved visits with a previously seen existing resident or
incoming resident.
MEASURES OF SUCCESS: Aim 1: We asked residents to estimate the
number of their panel patients (1) for whom they know significant life expe-
rience details, (2) with whom they have successfully implemented a behavior
change and (3) the extent that they can meet the whole-person needs of their
patients.
Aim 2: We proactively tracked high-needs patients’ arrived appointments over
the first 6 months from July 1 to ensure establishment of care with their new
primary care provider.
FINDINGS TO DATE: Aim One: Eight outgoing residents completed the
pilot survey. 50 % (4/8) of residents reported knowing about the life
experiences of more than 15 of their patients. 25 % (2/8) had achieved a
successful behavior change with 6 or more of their patients. 12.5 % (1/8)
strongly agreed that they are able to meet the whole- person oriented needs of
their patients.
Aim Two: Outgoing residents selected 126 high needs patients for specific
assistance in the transition. Over time, this group of patients completed primary
care appointments with their new primary care provider in the following
pattern: 45 % at 2 months, 60 % at 4 months, and 76 % at 6 months,
significantly higher than the clinic average.
KEY LESSONS FOR DISSEMINATION: Residents vary considerably in
their perceptions about the care they are providing, and clinic redesign may
boost longitudinal relationship-based care.
Clinics may improve longitudinal relationship-based care through focusing
clinic processes on tracking care transitions for a subset of high-needs patients.

DESIGNING A MULTI-LEVEL IMPLEMENTATION STRATEGY
TO ENHANCE SECONDARY PREVENTION OF HEART DISEASE
IN A LARGE MULTI-PRACTICE AMBULATORY CARE
ORGANIZATION
Karen R. Tenner1; Anita Rao2; Yoni Dvorkis2; Eric Cortell3; Andre Dejam4;
Thomas Isaac2; John Zambrano2
1Family Medicine, Atrius Health, Newton, MA
2Internal Medicine, Atrius Health, Newton, MA
3Radiology, Atrius Health, Newton, MA
4Cardiology, Atrius Health, Newton, MA. (Control ID #3715501)

STATEMENT OF PROBLEM/QUESTION: Coronary artery calcification
(CAC), the presence and severity of which strongly predict underlying coro-
nary artery disease (CAD), can be seen on dedicated cardiac imaging studies or
incidentally on non-cardiac ones; however, the latter findings are commonly
managed by primary care clinicians without clear accompanying
recommendations and may represent an under-recognized opportunity to op-
timize secondary prevention of CAD.
DESCRIPTION OF PROGRAM/INTERVENTION: Standardized prac-
tice guidelines and a multi-level implementation (MLI) strategy for CAC
management were developed by an interdisciplinary committee including
radiology, cardiology, and primary care clinicians and implemented across
30 medical practices within an ambulatory care network in August 2021.
Evidence-based implementation strategies were selected and included
informing local opinion leaders, building coalitions with various stakeholders,
conducting educational meetings, distributing educational materials, and inte-
grating practice guidelines into radiology reports within the electronic medical
record. Outpatient non-cardiac chest CTs performed at these sites in patients
age 18-78 years prior to (9/1/20-8/3/21) and after (8/4/21- 1/5/22) this initiative
were retrospectively reviewed. Patient level medication prescribing and demo-
graphic data were obtained through retrospective review of available electronic
health record data.
MEASURES OF SUCCESS: For this quality improvement project, we
assessed rates of incidental CAC diagnosis and appropriate medical therapy
for CAD prior to and after implementation of a multi-level adoption interven-
tion of standardized practice guidelines for management of incidental CAC.
FINDINGSTODATE:A total of 16,764 pre- and 8,396 post-implementation
CTs were performed. Ninety percent of patients undergoing chest CTs both
before and after implementation of a MLI strategy did not have a pre-existing
diagnosis of CAD (89.9% vs. 88.4%). Any incidental CAC was identified less
frequently on pre- vs. post-intervention CTs (20.6% vs. 23.9%, p<0.05).
However, there was no significant difference in rates of severe CAC present
(21.8% vs. 20.9%). In the pre-implementation group, 6.4% of patients with any
CAC and 8.8% with severe CAC had either a new statin prescribed or dose
adjustment of current statin, as opposed to 15% and 17.8%, respectively, in the
post- intervention group (p<0.05 for both). Similarly, rates of new aspirin
prescription were lower in the pre- vs. post- intervention group for those with
any (2.7% vs. 3.7%, p<0.05) and severe CAC (3.6% vs. 6.3%, p<0.05).
KEY LESSONS FOR DISSEMINATION: Incidental CAC identification is
common, particularly in those without known diagnosis of CAD. A MLI
strategy to implement standardized practice guidelines for management of
incidental CAC appeared to improve clinical practices in the primary care
setting and may provide an opportunity to enhance secondary CAD preven-
tion. The application of MLI strategies may also be effective in other quality
improvement initiatives aimed at changing prescriber behavior.

DESIGNING AND IMPLEMENTING A COMPREHENSIVE
KNOWLEDGE MANAGEMENT SYSTEM IN AN ACADEMIC FED-
ERALLY QUALIFIED HEALTH CENTER IN THE BRONX, NY
Aaron Shapiro
Internal Medicine, Montefiore Medical Center, Bronx, NY. (Control ID
#3707315)

STATEMENT OF PROBLEM/QUESTION: Effective knowledge man-
agement systems (KMS) – interactive technologies to reliably catalogue and
communicate a group's most updated collective knowledge – have been
underutilized and uncoordinated in healthcare, particularly in health systems
that could benefit most due to limited resources and high staff turnover (e.g.
medical residency clinics in underserved areas). This project assessed if a
cloud- based comprehensive knowledge management system could be devel-
oped for, implemented in, and uniformly adopted by a Federally Qualified
Health Center in the Bronx that serves as the ambulatory site for Montefiore’s
Primary Care Social Internal Medicine residents and faculty.
DESCRIPTION OF PROGRAM/INTERVENTION: This project sur-
veyed physicians, nurses, and other support staff to identify opportunities to
catalogue all clinic work-flow knowledge. One medical resident worked
closely with physician, nurse, and administrative leadership to identify clinic
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workflow content that previously was not independently accessible in any
standardized approach (i.e. other than asking colleagues verbally or through
individual emails). After evaluation of numerous KMS products, we chose to
use the no-cost open-source Google Sites platform to catalogue all possible
information into a KMS in the form of a wiki. Nurse leadership was enlisted to
implement change management strategies to incorporate use of this new wiki
into physician and nurse workflows.
MEASURES OF SUCCESS: Google Forms was integrated into the wiki to
solicit real-time contributions for expeditious updating and to solicit user
experience feedback. Google Analytics was used to track adoption and usage
metrics.
FINDINGS TO DATE: A fully functioning open-source private clinic KMS
in the form of an adaptive wiki has been fully implemented at Montefiore’s
Comprehensive Health Care Center for six months. The wiki relies on real-
time staff contributions to update content as it changes, including daily
announcements, daily room assignments, workflow updates, COVID protocol
updates, and resource sharing. Google Analytics tracking showed 14,000 page
views in six months. 93% of staff surveyed have incorporated the wiki into
their standard workflows. 70% have adopted the virtual workflow communi-
cation strategy rolled out to improve efficiency. 87% reported that it made their
job easier. 61% reported that it directly improved job satisfaction.
KEY LESSONS FOR DISSEMINATION: This project demonstrates the
value and possibility of introducing high- quality, highly utilized, scalable
health technology with zero-product-cost to improve the quality of care pro-
vided in a Federally Qualified Health Center that was prior unaware of these
technology applications. The authors hope this pilot serves as inspiration for
other clinics in underserved areas to invest in health technology and healthcare
management innovations as transformative tools to advance healthcare equity.

DEVELOPMENT, UTILITY AND PATIENT SATISFACTION OF A
VIRTUAL POSTCOVID RECOVERYCLINIC BASED IN PRIMARY
CARE
Rasika Karnik1; Amber Deckard1; Lisa Vinci3; Maxx K. Byron2; Neda
Laiteerapong2; Vineet M. Arora4
1General Internal Medicine, University of Chicago Division of the Biological
Sciences, Chicago, IL
2Medicine, University of Chicago, Chicago, IL
3Medicine, University of Chicago, Chicago, IL
4Medicine, University of Chicago Medical Center, Chicago, IL. (Control ID
#3710279)

STATEMENT OF PROBLEM/QUESTION: Post Acute Sequelae of
SARS-CoV2 (PASC) became an new disease entity during the COVID-19
Pandemic, and in the midst of an evolving pandemic with social distancing and
space contstraints, how could we create a platform to help evaluate and treat an
emerging disease?
DESCRIPTIONOF PROGRAM/INTERVENTION: In October 2020, we
created a Post-Covid Recovery Clinic that was a "hub and spoke" model.
Primary Care Providers (n=4) served as the "hub" and conducted an initial
appointment and the "spokes" were the speciality clinics. Each spoke created a
referral algorithm with diagnostic testing requests.
Eligible patients were those that did not have a PCP in our clinic.
A PCP conducted an initial video visit, which accomodated for patient geo-
graphical constraints and space restrictions in our clinic. Initial appointments
were 40 minutes in duration but were rapidly found to be inadequate. To
address this challenge, we developed a detailed note template for documenta-
tion and pre-visit electronic health record questionnaires to facilitate elicitation
of current symptoms, medications and medical history.
To evaluate the clinic, a 21-question post-visit patient survey was emailed or
administered by phone. The survey included questions about demographics
and patient satisfaction (Likert scale, strongly disagree to strongly agree). All
responses were anonymous and confidential.
MEASURES OF SUCCESS: The metrics of success for the program were
greater than 50% of patients 'agreeing' (defined as strongly agree and agree)
with the following statements:
1) Without our clinic they would not have been able to seek care for their
PASC symptoms

2) Telemedicine made it easier for them to be seen for their symptoms
3) They benefitted from seeking care from this clinic
FINDINGS TODATE: The survey was completed by 74 patients, who were
predominantly women of non-Hispanic White ethnicity with a college educa-
tion; age ranged from 16 to 79 and patients resided in 59 different Chicagoland
zip codes. Overall, Likert results did not differ by gender, race, education, or
employment status. The majority of respondents (74%) agreed that virtual
visits made it easier to be seen for their PASC symptoms and that they
benefitted from seeking care from the clinic. Slight under half of respondents
(42%) agreed that without this clinic, they would not have received care for
PASC with 37% disagreeing or strongly disagreeing with the statement. A
majority respondents (86%) agreed that pre-visit questionnaires were not
difficult to complete with a majority (73% and 84%) agreeing that telehealth
is an acceptable way to receive healthcare services and that technology is not
difficult for them to use.
KEY LESSONS FOR DISSEMINATION: 1) A virtual clinic is an accept-
able way of providing care for an emergent disease process and facilitates
patients with geographical or time constraints to be seen by a specialized clinic.
2) Pre-visit questionnaires sent electronically were not burdensome to patients
and helped streamline clinic visits, however there may be selection bias in our
patient population.

DEVELOPMENT AND DISSEMINATION OF VIDEO TRAINING
MODULES FOR PRIMARY CARE PRACTICES AND CLINICIANS
ENROLLED IN THE STOP UNHEALTHY (STUN) ALCOHOL USE
NOW PROJECT
Colleen Barclay4; Sean Riley1; Michael Vilensky2; Orman T. Hall5; Darren
DeWalt3; Daniel E. Jonas4
1Internal Medicine, The Ohio State University Wexner Medical Center,
Columbus, OH
2Psychiatry, The Ohio State University, Columbus, OH
3Division of General Medicine and Clinical Epidemiology, University of
North Carolina at Chapel Hill School of Medicine, Chapel Hill, NC
4Internal Medicine, The Ohio State University, Columbus, OH
5Psychiatry, The Ohio State University Wexner Medical Center, Columbus,
OH. (Control ID #3710666)

STATEMENT OF PROBLEM/QUESTION: Primary care practices may
not implement screening for unhealthy alcohol use for a variety of reasons,
including limited training in and experience with these services, lack of
awareness of their importance, and limited motivational interviewing (MI)
skills.
DESCRIPTION OF PROGRAM/INTERVENTION: The STUN Alcohol
Use Now project, part of an AHRQ initiative to improve identification and
management of unhealthy alcohol use, uses practice facilitation to help en-
rolled primary care practices implement evidence-based screening, brief
counseling for patients drinking above the recommended limits, and use of
prescription medications or referral for those with alcohol use disorder (AUD).
Barriers to uptake of these services include lack of screening workflows,
provider discomfort about discussing a potentially sensitive topic, and lack
of experiencewith and training in effectiveMI skills for brief counseling. In the
largely rural, small- to-medium sized practices targeted by the project, local
attitudes and scarce resourcesmay increase barriers. To address these concerns,
the research team developed 4 video training modules on these topics: 1)
overview of unhealthy alcohol use, 2) screening and brief interventions for
risky drinking without AUD, 3) brief counseling and treatment for AUD, and
4) medications for treatment of AUD. The videos were published on YouTube
and disseminated to practices via emails from the research team and links on
the project website (https://stunalcoholusenow.org/).
MEASURESOF SUCCESS: Reach, as determined by 1) number of practice
facilitators who received emails introducing and providing links to the videos,
2) number of views, and 3) responses from practices and facilitators to survey
questions about video usage. Future analyses will address screening rates in
participating practices and frequency of providing brief counseling for un-
healthy alcohol use when indicated (after screening).
FINDINGS TO DATE: The 4 videos range in duration from 6:35 to 17:58
minutes, brief enough to be viewed at one sitting. All videos incorporate
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graphics and informational slides with narration; the 2 on counseling and
treatment also include sessions in which 2 experts on MI demonstrate its basic
principles (e.g., open-ended questions), also called out in pop-up graphics. The
videos were sent to 32 practice facilitators employed by NC AHEC, including
12 facilitators working with STUN practices. YouTube metrics show that the
videos have received a total of 118 views thus far (from release dates August
2020-November 2021 through December 2021).
KEY LESSONS FOR DISSEMINATION: Brief training videos on screen-
ing and MI for unhealthy alcohol use can be produced and disseminated to
practice facilitators and largely rural, small-to-medium primary care practices,
aiming to improve the quality of care for people with unhealthy alcohol use.
Viewership of recently released videos should be tracked over a longer period;
additional dissemination modes and promotion may be needed to increase
views.

DEVELOPMENT OF A PRACTICE-BASED COMMUNITY OUT-
REACH INTERVENTION TO ADDRESS INEQUITIES IN COVID-
19 VACCINATIONS
Christopher J. Gonzalez1; Kerry K. Meltzer2; Assem Jabri1; Jifeng (Jeff) Zhu1;
Jennifer D. Lau3; Fred Pelzman1; Judy Tung1
1Medicine, Weill Cornell Medicine, New York, NY
2Internal Medicine, NewYork-Presbyterian Hospital/Weill Cornell Medical
Center, New York, NY
3General Internal Medicine, Weill Cornell Medical College, Weill Cornell
Medicine, New York, NY, US, academic/medsch, New York, NY. (Control
ID #3715770)

STATEMENT OF PROBLEM/QUESTION: In early 2021, only 14% of
vaccine eligible patients of two academic outpatient practices had received at
least one COVID-19 vaccine dose; Black patients comprised 16% of all
vaccine eligible patients, but only 10% of those vaccinated, while Hispanic
patients comprised 13% of all vaccine eligible patients, but only 7% of those
vaccinated.
DESCRIPTIONOF PROGRAM/INTERVENTION: The objective of this
study was to rapidly develop and implement an equity-focused outreach
intervention that facilitated COVID-19 vaccine appointments in patients who
qualified for a vaccine. The intervention aimed to contact Black and Latino
adults ≥65 years old, or ≥18 years old with qualifying chronic conditions, who
had at least one visit at the practices within the past three years and who had not
received or scheduled a COVID-19 vaccination per electronic health records.
Using the Plan-Do-Study-Act model, we developed and executed a multi-
pronged outreach intervention consisting of (1) a mailed letter from the
patient’s physician endorsing the COVID-19 vaccine, (2) a phone call/recall
system to remind patients about their eligibility to receive the vaccine, (3)
discussions with a vaccine ambassador to answer questions or address hesi-
tancies regarding the vaccines, and (4) real-time facilitation with scheduling a
vaccine appointment and information about where in the community to receive
or schedule a vaccine. Volunteer callers were recruited and trained in executing
all components of the intervention.
MEASURES OF SUCCESS: Bi-weekly focus groups were held with callers
to identify challenges with implementation. The number of calls made, patients
reached and vaccinations scheduled were analyzed weekly.
FINDINGS TO DATE: From March 15 to May 28, 2021, 38 callers were
recruited and 5058 calls were made as part of our outreach intervention. Of
2794 total patients attempted, 1519 were successfully reached, 746 of whom
had already scheduled or received a vaccine (without documentation in the
electronic health record). Of the 750 patients who were reached and eligible for
the intervention, 129 (17.2%) had a vaccine scheduled by the caller, 72 (9.6%)
planned to self- schedule a vaccine and were instructed on how to do so by the
callers, and 549 (73.2%) did not want nor planned to have the vaccine
scheduled. The weekly proportion of eligible patients scheduled for vaccine
decreased over time, starting at 30% and ending at 0% in the 11th week of the
intervention, at which point the intervention was stopped. “Low confidence in
the vaccine” and “Still contemplating whether to receive the vaccine”were the
two reasons most cited for declining or being unsure about receiving the
vaccine.

KEY LESSONS FOR DISSEMINATION: An equity-focused outreach
program to facilitate vaccination scheduling can be rapidly developed and
implemented in outpatient primary care practices, but may need to further
consider inaccuracies in vaccination status as documented in the electronic
records and increase access to accessible vaccinations sites.

DOCUMENTING AND ADDRESSING SOCIAL DETERMINANTS
OF HEALTH IN AN UNDERSERVED ACADEMIC URBAN CLINIC
Ines M. Robles Aponte, Sananda Moctezuma, Tamara Goldberg
Medicine, Mount Sinai Health System, New York, NY. (Control ID #3713167)

STATEMENT OF PROBLEM/QUESTION: Studies suggest a gap be-
tween physicians’ appreciation for the impact of social determinants of health
(SDH) on health outcomes and their knowledge of how to address these social
barriers.
DESCRIPTION OF PROGRAM/INTERVENTION: This initiative is
based at two urban Federally Qualified Health Centers that also serve as the
primary care continuity practice sites for our internal medicine residents. A
baseline survey of 52% (n= 65) of our internal medicine residents revealed that
98.5% recognized the importance of SDH on health outcomes, but only 10%
reported screening for SDH and less than 5% consistently documented SDH as
assessments. To address the disconnect between provider awareness of
inequities and the application of skills needed, this project aimed to improve
resident practice regarding screening and EMR documentation of SDH as well
as utilizing resources to address SDH for all diabetic patients.
Beginning in July 2021 we initiated a clinic-based, peer-to-peer resident
education intervention during pre-clinic huddle sessions. A provider guide
was emailed and posted in the clinic exam rooms to teach residents how to
access SDH screening tools in the EMR, how to document findings as Z-codes,
and how to utilize appropriate resources to address the identified social
determinant. We then examined data at 6 month follow up.
MEASURES OF SUCCESS: To assess the effect of these interventions, we
measured changes in the use of EMR- based SDH screening tool utilization.
Beginning in the first quarter of 2022, we will additionally measure Z-codes
assessment documentation and tracking of specific interventions and referrals.
FINDINGS TO DATE: Out of the 1597 patients with diabetes seen in the
clinic in 2019, only 2.9% (n=47) had the EMR-based SDH screening tool
completed. In 2020, of the 1490 patients with diabetes seen in the clinic, 5.6%
(n=84) had the SDH screening tool completed. After our intervention, of the
292 diabetic patients seen in the clinic between July 2021 and November 2021,
64% (n=187) had the SDH screening tool completed.
KEY LESSONS FOR DISSEMINATION: Our peer-to-peer resident inter-
vention using brief pre-clinic huddle talks and dissemination of a reference
guide led to an 11-fold increase in resident documentation of SDH with nearly
two- thirds of all patients with diabetes screened. Educators should consider
this peer-to-peer method as a high-yield, low- effort intervention to change
provider behavior related to SDH in clinical practice.

ELEVATING THE HIV/HCV SCREENING GAME: AN OPT OUT
PROGRAM FOR A HEALTHCARE SYSTEM
Elizabeth Cuevas1; Bruce Ling2; Kristi Seemiller2
1Internal Medicine, Allegheny Health Network, Pittsburgh, PA
2Medicine, Allegheny Health Network, Pittsburgh, PA. (Control ID #3711595)

STATEMENT OF PROBLEM/QUESTION: HIV and HCV infections
remain a significant cause of morbidity and mortality, yet despite
recommendations from numerous agencies (including the CDC and USPTF)
screening rates for both HIV and HCV as well as linkage to care remain
suboptimal.
DESCRIPTION OF PROGRAM/INTERVENTION: The Allegheny
Health Network is a ten-hospital health care system located in Western PA in
and around Pittsburgh/Allegheny county. The Center for Inclusion Health’s, a
division within AHN, received funding fromGilead Sciences to implement the
Frontlines of Communities in the United States (FOCUS) program to expand
HIV and HCV screening in an "opt out" model and provide linkage to care for
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patients who test positive. As of June 2021, FOCUS project was integrated into
5 EDs and one outpatient IM clinic. The EDs range from 2 inner city, 2 urban
and 1 rural hospital. All patients entering the participating ED’s are screened
for eligibility automatically utilizing an EMRBPA. If the patient is eligible, the
BPA will alert the nursing staff of the need for testing. It utilizes an “opt-out
script” to offer the testing, consistent with CDC/WHO guidelines and with Act
148 (the PA law that covers permission for HIV consent). Patients who test
positive are then linked to care through a Linkage Coordinator who provides
notification of results, disease education, appointment scheduling and support
to FOCUS screened patients.
MEASURES OF SUCCESS: Measures of success are: Number of patients
screened for HIV and HCV infection, Number of patients who screen positive
for HIV or HCV infection, Number of patients who screen positive for HIV or
HCV infection who are linked to care.
FINDINGS TO DATE: The volume for both HIV and HCV testing rose
progressively in all years after conception of the project, until 2020. A similar
pattern occurred for HCV testing. We then assessed the percent of those
eligible for HIV and HCV screening who underwent testing. In the year prior
to implementation, only 1.3% of those eligible for HIV screening had testing
completed. This increased steadily to 16% of those eligible completing testing
in 2019. HCV testing had a similar trend going from 1.5% in 2016 to 13.3% in
2019. In 2016, 0.8% of those screened for HIV were positive. This number
stayed between 0.1-0.5%. For HCV, the positivity rate was 1.7% in 2016 and
ranged from 2.4% to 4.0% afterwards. Linkage to care was variable during the
study period, with 46% to 85.7% for HIV positive patients linked and 33% to
73% for HCV positive patients.
KEY LESSONS FOR DISSEMINATION: Our program showed that HIV
and HCV screening can be successfully integrated into a variety of settings.
Education to staff and additions to the EMR are needed. However, barriers do
exist including competing clinical demands and reliance on providers adopting
it into usual care. Also, the stress to the medical system from the Coronavirus
pandemic led to a decrease in screening for HIV and HCV seen in 2020.
Implementing HIV and HCV screening into unusal settings takes buy-in,
effort, and champions to help the program be successful.

EVALUATION OF A MULTIDISCIPLINARY INITIATIVE AIMED
AT IMPROVING ACCESS AND ADHERENCE TO PRE-EXPOSURE
PROPHYLAXIS FOR HIV IN PRIMARY CARE
Seva Haug-Baltzell, Emily Carlson, Alekses Clifton, Chanda Sundara, Mi-
chael A. Incze
Internal Medicine, University of Utah, Salt Lake City, UT. (Control ID
#3703042)

STATEMENTOFPROBLEM/QUESTION: Pre-Exposure Prophylaxis for
HIV (PrEP) is a daily pill that is very effective at preventing infection with
HIV. PrEP is recommended by the Centers for Disease Control and Prevention
(CDC) for all individuals with risk factors for HIV infection. Efficacy is
dependent on adherence, and the CDC recommends follow up every 3 months
to assess adherence and perform testing for sexually transmitted infections.
Disparities exist in PrEP access and adherence rates among vulnerable groups
nationally.
DESCRIPTIONOF PROGRAM/INTERVENTION:At a single academic
primary care site, it was observed that rates of timely follow up and uninter-
ruptedmedication access for patients receiving PrEP were suboptimal. Patients
were twice as likely to attend a follow up visit within 90 days if their
appointment was scheduled at the prior visit, yet follow up appointments were
only being scheduled during 24% of routine PrEP visits. We attempted to
improve our scheduling process for routine PrEP visits through a nurse-led
multidisciplinary initiative targeted towards providers and medical staff. The
intervention included a written scheduling protocol/flowsheet disseminated to
medical staff with peer coaching and regular didactics for providers and
medical staff. As a part of the intervention, we also encouraged the use of
non-stigmatizing ICD-10 codes such as ‘on pre-exposure prophylaxis for HIV’
(Z79.899) rather than ICD-10 codes such as 'high risk sexual behavior’ (Z72.5)
that patients may perceive as inaccurate and potentially stigmatizing.

MEASURES OF SUCCESS: * % of routine PrEP appointments that were
scheduled at prior appointment
* % of patients with gaps in PrEP access (defined as >90 days between
prescriptions)
* % of patients who attended follow up visits within 90 days
* % of routine PrEP visits with ICD-10 codes identified as non-stigmatizing
(Z79.899, Z20.9, Z20.2, or Z20.6)FINDINGSTODATE: 4months after our
intervention, the percentage of patients being scheduled for follow up at routine
PrEP visits doubled from 24% to 54%. 77% of patients who were scheduled
according to our protocol had no gaps in PrEP medication access over a six
month period compared to 29% among patients who were not scheduled for 3
month follow up during routine visits. The percentage of PrEP visits associated
with a non-stigmatizing ICD-10 code increased from 59% to 79%.
KEY LESSONS FOR DISSEMINATION: A simple intervention aimed at
improving scheduling practices for patients receiving PrEPwithin primary care
can have substantial effects on gaps in medication access and guideline
directed care.

EVALUATION OF A QUALITY IMPROVEMENT TRAINING PRO-
GRAM IN WESTERN KENYA
Caitrin M. Kelly1,2; Jamil Said2; Christabel O. Bodo3
1Department of General Internal Medicine, Indiana University School of
Medicine, Indianapolis, IN
2Department of Internal Medicine, Moi University College of Health Sciences,
Eldoret, Uasin Gishu, Kenya
3AMPATH Kenya, Eldoret, Kenya. (Control ID #3715860)

STATEMENT OF PROBLEM/QUESTION: There is an urgent need to
improve the quality of health services in low and middle-income countries.
DESCRIPTION OF PROGRAM/INTERVENTION: The Kenya Quality
Model for Health (KQMH) aims to integrate quality assurance and quality
improvement (QI) across the health system in Kenya. Uptake of the KQMH
has been limited and measurement of tracer health services in the public sector
demonstrate low quality and poor adherence to guidelines. AMPATH is
piloting a QI training and mentoring program in Bunyala Subcounty, Kenya,
where less than 50% of public health facilities had active QI initiatives. The
goal of this QI program is to empower healthcare workers to identify
challenges in providing quality services, identify root causes, propose
solutions, and measure results. From March-September 2021, we conducted
a 4-day QI training targeting all healthcare workers in Bunyala. The curriculum
was based on the KQMH and the Institute for Healthcare Improvement Model
for Improvement and included lectures and group activities.
MEASURES OF SUCCESS:We measured post-training QI competency by
administering a 15 item pre and post-test on knowledge of QI concepts.
Participants also completed a program evaluation survey at the conclusion of
training.
FINDINGSTODATE: 150 healthcare workers from 9 health facilities within
the county completed the QI training program. Participants included 20 clinical
officers, 52 nurses, 7 laboratory technicians, 5 pharmacology technicians, and
18 members of the county or subcounty health management teams. 142
participants completed the pre and post training QI knowledge test and scored
an average of 52% and 74% respectively (p<0.0001). At the conclusion of
training, most (95%) of participants agreed/strongly agreed with the statement,
“Overall, I am satisfied with the QI training,” 96% with the statement “I feel
prepared to participate on a QI team” and 99% of participants agreed/strongly
agreed that “quality improvement activities can be done in the health facility
where I work.”
KEYLESSONS FOR DISSEMINATION:Healthcare workers demonstrat-
ed significant improvement in QI knowledge after participating in a QI training
program. Participant evaluations demonstrated that healthcare workers in this
setting viewed the QI training positively and reported willingness and interest
in participating in facility-based QI work. The QI training will be followed by
longitudinal mentoring of facility-based QI teams, and a qualitative assessment
of the program. Health facility engagement in QI will be measured by a
quarterly QI monitoring tool.
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FALL REDUCTION IN AN OUTPATIENT INTERNAL MEDICINE
CLINIC
Stephen J. Mazurkivich1; Elizabeth Hudson1; Kelsey Wilson3; Ronald J.
Markert2
1Internal Medicine, Wright State University Boonshoft School of Medicine,
Dayton, OH
2Internal Medicine, Wright State University, Dayton, OH
3Internal Medicine, Wright-Patterson Medical Center, Wright-Patterson Air
Force Base, OH. (Control ID #3713327)

STATEMENT OF PROBLEM/QUESTION: We aimed to reduce fall risk
in our outpatient Internal Medicine clinic by identifying high risk patients
through a screening questionnaire and offering physical therapy for interested
patients.DESCRIPTIONOFPROGRAM/INTERVENTION: Falls are the
leading cause of injury among patients over 65 years of age. Falls are also
associated with significant cost to both the health system and lives of our
patients. Exercise based interventions hold the strongest data for reducing falls
in the ambulatory setting, with one meta-analysis showing an odds ratio of
0.78. Identifying patients at high fall risk can be difficult with numerous
questionnaires in existence.
Wright-Patterson Medical Center’s Internal Medicine Clinic A (WPMC-IMA)
patients completed the Stay Independent Questionnaire (SIQ) to assess fall risk
at the beginning of their clinic appointment. Patients scoring 4 points or higher
were considered to be at high risk of falling. These patients completed a follow-
up questionnaire named Short-Falls Efficacy Scale-International (FES-I) to
gauge their fear of falling, and indicated if they were interested in performing
physical therapy (PT). If interested, the provider placed a referral.
MEASURES OF SUCCESS: After two months high risk patients interested
in PT were contacted to address whether they had participated in PT.
FINDINGSTODATE:Over the study period, 365 patient returned screening
questionnaires, and 168 of these were identified as being high risk of falling.
Females made up the majority of high-risk individuals at 64%. 48% of high-
risk patients declined PT, while another 12.5% of them were already partici-
pating in a PT program. After our interventions, 11.9% of the high-risk patients
were successfully initiated in PT, while another 10% of patients are still
planning on performing PT. Our study showed that it required screening 18
patients to get one successfully initiated into PT. If adjusted for patients still
planning to participate in PT, this improves to 10. Prior risk reduction data
shows we prevented 4 falls by enrolling 20 patients in PT.
KEYLESSONS FORDISSEMINATION: It is well known that falls impart
a significant impact on our health care system. But despite this, we continue to
have few strategies to identify and prevent falls in our patients. This study
demonstrates that screening questionnaires can be a simple, yet effective way
to identify patients at risk of falling. Once patients are identified as high-risk,
exercise-based interventions such as PT referrals can be placed.

FOOD AS MEDICINE CLINIC: EARLY RESULTS AND LESSONS
LEARNED
David Hu1; Anna Cherian2; Kevin Chagin3; Jennifer Bier3; Douglas
Einstadter3,1; Douglas Gunzler4,3; Alissa C. Glenn5; Ellen McLaughlin3; Ka-
ren Cook3; James Misak3; Shari Bolen6
1School of Medicine, Case Western Reserve University, Cleveland, OH
2Northeastern Ohio Medical University, Rootstown, OH
3MetroHealth Medical Center, Cleveland, OH
4Medicine, Case Western Reserve University, Cleveland, OH
5Greater Cleveland Food Bank, Cleveland, OH
6Medicine, MetroHealth/Case Western Reserve University, Cleveland, OH.
(Control ID #3709780)

STATEMENTOF PROBLEM/QUESTION: Few health care systems have
examined the impact of hospital-based food pantries for food insecure patients
with chronic health conditions – thus we implemented and evaluated the effects
of a hospital-based food pantry on dietary consumption, health outcomes, and
utilization among food-insecure patients with heart failure, diabetes, and/or
hypertension.
DESCRIPTION OF PROGRAM/INTERVENTION: Implemented a
hospital-based food pantry clinic at the main campus of an academic and

county hospital health system in Northeast Ohio. Adult patients with sub-
optimally controlled heart failure, hypertension, or diabetes who screened
positive for food insecurity received a referral to our outpatient Food as
Medicine (FAM) clinic. Participants received a 3-day supply of food and
recipes up to 2 times a month for up to 12 months.
MEASURESOFSUCCESS: Pre-post quality improvement study employing
prospective surveys at baseline, 3, and 6 months and retrospective electronic
health record (EHR) data were used to measure program engagement, self-
reported dietary behavior, health outcomes (blood pressure, hemoglobin A1c,
BMI) and health care utilization rates (# of ED visits and hospitalizations) to
measure efficacy for participants visiting the FAM clinic between October
2018 and November 2019.
FINDINGS TO DATE: Of the 79 patients who started the program, only
about 50% continued attending the Food as Medicine (FAM) clinic at 3
months. At 3-months, FAM clinic participants self-reported improved dietary
health behaviors, including increased consumption of fruits and vegetables as
snacks, and increased variety of fruits and vegetables consumed (p<0.05). We
found no statistically significant change in any clinical or utilization measure
over time, though there were small absolute improvements in systolic blood
pressure, hospitalizations and ED visits. Self-referred and white patients were
found to have attended more FAM clinic visits. However, there was only a
weak association between FAM clinic visit frequency and change ein self-
reported dietary behavior.
KEYLESSONS FORDISSEMINATION:Hospital-based food pantries are
becoming increasingly common and have the potential for improving health
since they can serve to enhance convenience by coordinating health and social
services within one location, tailor meals to specific health conditions, and
allow patients to re-engage in health care services as appropriate. Use of the
FAM clinic among high-risk patients with chronic disease was associated with
improved self-reported dietary health behaviors and a non-significant improve-
ment in health outcomes and resource utilization. Future programs should
focus on ways to enhance participants’ use of hospital-based food pantries
over time, and evaluate the effectiveness of these interventions on both short
and long-term health outcomes and healthcare utilization compared to other
interventions, such as referral to local food pantries or produce prescription
programs.

HIGH-TOUCH VERSUS LOW-TOUCH? FINDING A RESOURCE
BALANCE TO ENGAGE PATIENTS INTO THEIR PATIENT POR-
TAL IN THE LOS ANGELES SAFETY-NET
Kenneth M. Um1,2; Vineeth Amba4,2; Meera Bhagat5,2; Benjamin Basseri4,2;
Anshu Abhat3,6; Alejandra Casillas7
1University of Pennsylvania, Philadelphia, PA
2Los Angeles County Department of Health Services, Los Angeles, CA
3The Lundquist Institute, Torrance, CA
4Rutgers Robert Wood Johnson Medical School, Piscataway, NJ
5University of California Los Angeles, Los Angeles, CA
6University of California Los Angeles David Geffen School of Medicine, Los
Angeles, CA
7Division of General Internal Medicine and Health Services Research, Uni-
versity of California Los Angeles David Geffen School of Medicine, Los
Angeles, CA. (Control ID #3707725)

STATEMENT OF PROBLEM/QUESTION: The abrupt transition to
telehealth (including greater dependence on patient portals) prompted by the
COVID-19 pandemic left safety-net health systems unprepared to address
digital uptake challenges among their patients, who already face language
and literacy barriers that negatively impact chronic disease management and
outcomes.
DESCRIPTION OF PROGRAM/INTERVENTION: The Harbor-UCLA
Medical Center primary care clinics (study site) forms part of the Los Angeles
County Department of Health Services, the second-largest safety-net in the
United States. To increase portal registration, two independent bilingual (En-
glish and Spanish) LAHealth Portal enrollment interventions were observed: a
“high-touch” intervention (HTI) (06/23/21-07/28/21) followed by a “low-
touch” intervention (LTI) (08/04/21-09/08/21). These initiativeswere designed
to increase access to the portal and potentially improve health outcomes
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through functionalities such as provider messaging, health records access, and
medication renewals.
The HTI involved volunteer colleges students personally assisting patients
with a Workstation on Wheels and facilitating enrollment in the clinic waiting
room. Prior research has shown that patients in safety-net centers may need
“high-touch” outreach for digital health. However, these settings are
overburdened and under-resourced, making a high- touch approach challeng-
ing. Thus, the LTI focused on guiding patients without personal assistance:
portal enrollment pamphlets and iPads were placed in clinic rooms so patients
could self-enroll while waiting for their provider.
MEASURES OF SUCCESS: The primary outcome was the number of new
portal registrations for the study site during each intervention time period.
FINDINGS TO DATE: During the 36-day baseline period, prior to any
intervention, there were 105 enrollments. There were 273 portal enrollments
for the HTI versus 123 for the LTI.
KEY LESSONS FOR DISSEMINATION: Although the HTI performed
better than the LTI, both saw higher enrollments than the baseline period, when
no portal outreach was occurring. The lower registrations during the LTI
(versus HTI) likely reflects the need for personal assistance to patients who
have increased barriers related to the digital divide. Health systems will likely
need to develop workflows to assess patients’ digital readiness in order to
reallocate “high-touch” assistance to especially vulnerable patients, and effi-
ciently employ more “low-touch” approaches to patients with lower need.
An important contribution from this study is the potential role for non-clinical
volunteers (i.e. college students) to help augment digital health uptake in
underserved populations - especially when providers experience greater patient
volumes.

IMPACT OF PATIENT PORTAL-BASED SELF-SCHEDULING OF
IMAGING STUDIES ON HEALTH DISPARITIES
Smitha Ganeshan1; Logan Pierce2; Michelle Mourad1; Timothy Judson3;
Anobel Y. Odisho4; William Brown4
1Department of Medicine, University of California San Francisco, San
Francisco, CA
2Medicine, University of California San Francisco, San Francisco, CA
3Medicine, UCSF, San Francisco, CA
4Center for Digital Health Innovation, University of California San Francisco,
San Francisco, CA. (Control ID #3709661)

STATEMENT OF PROBLEM/QUESTION: Online tools that allow
patients to schedule their own appointments and imaging studies have prolif-
erated. However, disparities in patient digital literacy and comfort with self-
management may exacerbate existing health inequities. The differential utili-
zation of online scheduling tools and impact on healthcare disparities has not
been well evaluated.
DESCRIPTION OF PROGRAM/INTERVENTION: In January 2021 our
large academic medical center deployed an EHR patient portal-based, self-
scheduling tool that enabled patients to self-schedule ambulatory diagnostic
imaging studies (i.e., CT,MRI, US, DEXA, and mammograms). The objective
of this study was to understand the impact of a patient portal-based self-
scheduling application for imaging studies on patient access and evaluate for
disparities in use.
MEASURES OF SUCCESS: We used descriptive statistics to compare the
demographic characteristics of individuals who utilized the diagnostic imaging
self-scheduling tool versus the traditional method of scheduling diagnostic
imaging procedures (primarily by phone). We used a chi-squared test to
compare categorical variables and a t-test for continuous variables. We created
a multivariable logistic regression model to identify predictors of patient self-
scheduling utilization.
FINDINGS TO DATE: Among active patient-portal users, there was a statis-
tically significant difference in use of self- scheduling among demographic
groups. A higher proportion of patients who identified as Asian used the self-
scheduling tool (23.0% vs 19.0%, p < 0.01), and a lower proportion of patients
who identified as Latinx used the self- scheduling tool (8.4% vs. 11%, p<0.01).
In amultivariatemodel, the imaging typewas the primary predictor of whether or
not the study was self-scheduled. DEXA (OR 3.79, 95% CI 2.43 – 5.90) studies
were associatedwith an increased likelihood of self-scheduling, while other types

of imaging studies were associated with significantly decreased likelihood that
the test would be self-scheduled. Differences in self-scheduling among Latinx
patients (OR 0.83, 95% CI 0.75-0.92) and those whose primary language was
not English (OR 0.7, 95% CI 0.69-0.88) persisted in the multivariate model.
KEY LESSONS FOR DISSEMINATION: Our study found significant
demographic differences among patients who self-scheduled and those who
scheduled imaging studies through traditional phone and in-person methods.
Our study demonstrates that disparities in use of a self-scheduling tool
persisted even among patients who are already enrolled in an online patient
portal, indicating that additional barriers to widespread use exist. Ongoing
systematic efforts to facilitate use of patient portal-based applications will be
necessary to ensure equitable access across age, race, ethnicity and language.

IMPACT OF PHARMACIST MANAGEMENT ON PERCENTAGE
OF PATIENTS WITH AN ELEVATED HEMOGLOBIN A1C USING
A POPULATION-BASED APPROACH AT A GENERAL INTERNAL
MEDICINE CLINIC NETWORK
Ariela Wagner, Stuart Beatty, Kelli D. Barnes, Cory Coffey
Internal Medicine, The Ohio State University Wexner Medical Center,
Columbus, OH. (Control ID #3716170)

STATEMENT OF PROBLEM/QUESTION: Despite advancement in
team-based care initiatives, high-risk patients continue to have poorly con-
trolled diabetes with hemoglobin A1c (A1c) >9%, leading to poor patient
outcomes and missed performance-based payment opportunities.
DESCRIPTION OF PROGRAM/INTERVENTION: In primary care
clinics, diverse value-based metrics are used to assess the quality of care
provided to patients. These metrics are increasingly tied to practice reimburse-
ment. One common quality metric assessed by payers is the percentage of
patients attributed to a practice with uncontrolled diabetes, often defined as an
A1c ≥ 9%. Often, patient-specific barriers to care and social determinants of
health, which can be difficult to ascertain and manage in busy primary care
settings, impact diabetes control. Numerous studies have shown a team-based
approach can lead to improvement in patient management.
Pharmacists embedded in a network of general internalmedicine clinics provided
care to patients via in-person visits and/or telehealth communication. Collabora-
tive practice agreements were utilized to allow pharmacists to initiate andmodify
diabetes medications as well as order monitoring labs. Patients continued to see
their primary care provider for acute needs and at regular intervals.
MEASURES OF SUCCESS: An electronic health record generated report
was used to identify patients who had a diabetes encounter with a pharmacist
between July 1, 2018 and December 31, 2019. Patients were included in the
assessment if theywere 18 years of age or older, had anA1c >9% at some point
in the year prior to the initial pharmacy outreach, and had ≥3 diabetes
encounters with a pharmacist during the assessment period. A1c values were
evaluated for each patient at 3, 6, 9, and 12-month intervals before and after the
initial date of pharmacist intervention.
FINDINGSTODATE:A total of 256 patients weremanaged by a pharmacist
and met the criteria for assessment. Patients had a mean A1c at enrollment of
10.8 ± 1.8%; this improved to 9.8 ± 2.2% (p<0.001) and 8.3 ± 2.0% (p< 0.001)
at 91 and 365 days respectively. Similarly, the percentage of patients with an
A1c > 9% decreased from 91% at enrollment to 67.2% (p<0.001) and 33%
(p<0.001) at 91 and 365 days respectively.
KEY LESSONS FOR DISSEMINATION: Pharmacists can significantly
improve diabetes control and the value- based performance metric focused on
the percentage of patients with an A1c ≥ 9%. This improves patient outcomes
and practice reimbursement. Positive results would also be expected with
implementation of similar team-based initiatives focused on other value-
based, population health parameters making pharmacists a key member of
primary care teams.

IMPLEMENTATION AND OUTCOMES OF A COLLABORATIVE
DRUG THERAPY MANAGEMENT PROGRAM IN A LARGE PUB-
LIC HEALTH CARE SYSTEM IN THE UNITED STATES
Joshua Rickard, Hannah B. Jackson, Kevin Chen
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Office of Ambulatory Care and Population Health, New York City Health and
Hospitals Corporation, New York, NY. (Control ID #3691154)

STATEMENT OF PROBLEM/QUESTION: Does implementation of col-
laborative drug therapy management (CDTM) pharmacy services in a safety-
net setting improve patient outcomes?
DESCRIPTION OF PROGRAM/INTERVENTION: New York City
Health + Hospitals is the country’s largest public healthcare system and has a
high prevalence of diabetes (24.9%), affecting 186,000 patients. Of those, 36%
are not meeting their hemoglobin A1c (A1c) goal. CDTM allows pharmacists
to co-manage patients under a collaborative practice agreement with a patient’s
primary care physician (PCP).
Patients eligible for CDTM co-management were identified by their PCP and
referred to a pharmacist within their clinic. During the first CDTM visit,
pharmacists conducted a medication reconciliation, provided education, and
assessed the patient’s medication regimen and adherence, laboratory
parameters, and lifestyle habits. The pharmacist adjusted the patient’s medica-
tion regimen using an approved algorithm, accounting for patient-specific
factors. The patient then continued to follow with the CDTM pharmacist
who updated their PCP on progress.
To assess key clinical and operational metrics, a dashboard was created that
updated weekly. This allowed real-time monitoring of the program, patient
outcomes, and estimated indirect revenue given alignment with value-based
payment metrics (e.g. control rate, screening rates).
MEASURESOF SUCCESS: The primary outcome of this study is change in
hemoglobin A1c from baseline in patients co-managed by a CDTM. The
secondary outcomes include percent of patients who reach their hemoglobin
A1c and blood pressure goals, completion of annual retinopathy and nephrop-
athy screening, and average number of visits with the CDTM pharmacist.
Calculations of direct and indirect revenue were also important measures for
financial sustainability of program.
FINDINGSTODATE:Over a 31-month period, 27,514 visits with a CDTM
pharmacist were completed. Of patients with a baseline A1c ≥8.0%, there was
an average change in A1c of -1.98 and 1,188 (44%) havemet the system’s goal
of A1c <8.0%. For screenings, 77.0% of patients received their nephropathy
screening (vs 58.8% system-wide) and 70.7% had retinopathy screen (vs
60.0% system-wide). On average, patients had 2.5 CDTM visits per year.
In a subgroup analysis of one payor, sites that had CDTM implemented in
2020 had more patients achieve the payor’s A1c goal versus sites without
CDTM (59.03% vs 54.84%). Additionally, 5 out of 6 sites with CDTM for the
entirety of 2021 will receive Tier 2 reimbursement for hemoglobin A1c goal
compared to 2 out of 11 who do not have CDTMor are currently implementing
CDTM services.
KEY LESSONS FOR DISSEMINATION: 1. The addition of CDTM
pharmacists into the patient's healthcare team can have large clinical impacts
within a health system.
2. The design and development of a CDTM-specific metric dashboards has
made programmatic evaluation more streamlined and less labor intensive.
3. Aligning CDTM metrics with value-based payment metrics and increased
access to PCPs makes this program financially feasible even in a public health
system.

IMPLEMENTATION OF AMBULATORY COVID-19 MONOCLO-
NAL ANTIBODY THERAPY IN A FEDERALLY QUALIFIED
HEALTH CENTER URGENT CARE CLINIC
Lindsey E. Fish
Department of General Internal Medicine, Denver Health and Hospital and
University of Colorado, Denver, CO. (Control ID #3715983)

STATEMENT OF PROBLEM/QUESTION: How to effectively and effi-
ciently administer ambulatory COVID-19 monoclonal antibodies to the un-
derserved patient population in a Federally Qualified Health Center clinical
setting.
DESCRIPTION OF PROGRAM/INTERVENTION: Ambulatory admin-
istration of monoclonal antibody (mAb) for COVID-19 was shown to be
extremely effective at decreasing symptom duration, hospitalization and death

from COVID-19. The challenge with this treatment is that it needs to be
administered either IV or SQ and has a required observation period. The
Denver Health Federico F. Peña Southwest Urgent Care Clinic (UC), located
within the Denver Health Federico F. Peña Family Health Center in Southwest
Denver, is a Federally Qualified Health Center (FQHC) serving the under-
served patients in urban Denver where mAb is administered. Qualifying
patients were identified via internal system referrals, external state referrals
and active review of COVID-19 positive patients who resulted within the
hospital system. Patients were scheduled following education regarding the
treatment and consent. mAb was initially supervised by UC providers and
administered by RNs. In an effort to expand services as patient demand grew, a
community meeting room was converted to an infusion center where more
patients could be treated utilizing a physician standing order.
MEASURES OF SUCCESS: The operational process of this service was
mapped and is utilized by multiple sites throughout Colorado as a reference.
The quantitative metrics include the number of patients treated, patient demo-
graphics and patient outcomes. The qualitativemetrics that will be used include
comments from patients regarding their experience of the treatment and their
description of their clinical course.
FINDINGS TO DATE: Clinic leadership has participated in statewide
presentations to ~1500 providers to discuss the process/implementation in
the clinical setting. This clinic has administered mAb therapies to ~2500
patients to date, ages 12 and older. The patients identify predominately His-
panic or other non-white race/ethnicity. Analysis of outcomes is currently
pending andwill be available at the time of presentation. Patients are extremely
grateful to have this treatment in their community and feel improvement
generally within 1-2 days of receiving the treatment. Based on the clinical trial
data (the NNT is ~20), this FQHC clinic has prevented 125 hospitalizations/
deaths in just over one year by offering this treatment.
KEY LESSONS FOR DISSEMINATION: mAb therapy can present some
operational challenges including separation of COVID-19 positive patients
from non-COVID-19 patients, staffing, space for treatment/observation, etc.
However, thinking creatively to utilize resources available within the FQHC
clinic can result in a significant improvement in patient health and reduction in
poor outcomes from SARS-CoV-2 infection. Ensuring access to this treatment
for underserved patients, whom are harder his by COVID-19, should be
prioritized.

IMPLEMENTATION OF AN ELECTRONIC SMART PHRASE TO
INCREASE ADVANCE CARE PLANNING DISCUSSIONS AND
DOCUMENTATION IN PRIMARY CARE
Brandon Pollak4; Noureen Bhuiya1; Tricia Montgomery2; John McConaghy3;
Seuli B. Brill4
1The Ohio State University College of Medicine, Columbus, OH
2The Ohio State University Wexner Medical Center, Columbus, OH
3Family and Community Medicine, The Ohio State University College of
Medicine, Columbus, OH
4Internal Medicine, The Ohio State University College of Medicine,
Columbus, OH. (Control ID #3715966)

STATEMENTOFPROBLEM/QUESTION: Lack of standardization when
documenting advance care planning makes it difficult to access this data for
clinical decision making and population level interventions.
DESCRIPTIONOF PROGRAM/INTERVENTION: Timely advance care
planning (ACP), a process that empowers individuals to describe and commu-
nicate their goals and values for future care, yields end-of-life care benefits.
However, patients rarely receive ACP in primary care settings. The inclusion
of ACP in several value-based payment models, such as Primary Care First,
underscores the critical role of primary care in ACP delivery. We addressed
infrequent primary care ACP delivery with an electronic health record (EHR)
embedded smart phrase, developed by an interdisciplinary team of clinicians
and quality experts, that provided a template for ACP discussion, documenta-
tion, and tracking.We focused on uptake of the smart phrase within all primary
care clinics across our health system over an eight-month period starting in
April 2021. The primary aim was to increase delivery and documentation of
ACP conversations with patients ≥ 65 years of age. Secondary aims were to
increase the use of Current Procedural Terminology (CPT) II quality tracking
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codes (F1123, F1124) and Evaluation and Management (E&M) codes
(99497). Educational resources, such as EHR tip sheets, instructional videos,
pocket references highlighting ACP smart phrase and billing codes, and
process maps for ACP delivery were disseminated electronically and at clinic
meetings. Clinics were also offered brief 3-5 minute one-on-one “roadshows”
conducted by a medical student team member.
MEASURESOF SUCCESS: Tomeasure the success of the tools used, ACP
notes, E&M code 99497, and CPT II codes were tracked among patients >65
years old utilizing a dashboard.
FINDINGS TO DATE: Among our general internal medicine clinics, the
E&M code 99497 was used 12 times from April to December 2020 (control
period) vs. 48 times between April and December 2021 (intervention period).
No CPT II tracking codes were used between April and December 2020 vs.
192 times between April and December 2021. ACP note volumes increased
from one between April and December 2020, to 385 April to December 2021.
KEY LESSONS FOR DISSEMINATION: The baseline data show the
importance of having a standardized process to track and report ACP
discussions in the outpatient setting. While smart phrases can support stan-
dardized documentation and reporting on quality metrics, it is essential to have
effective means of disseminating best practices at the point of care. The project
found “road-shows” were a successful tactic for guiding clinicians on adding
the smart phrase into templates and workflows, while allowing for discussion
on perceived barriers such as time. Next steps for this project will address the
need for additional patient resources and analyze clinical workflows to
ultimately increase the completion of critical pieces of ACP such as code status
forms and health care power of attorney documentation.

IMPLEMENTATION OF MOBILE HEALTH UNITS TO DELIVER
PREVENTIVE COVID-19 CARE TO MEDICALLY UNDERSERVED
COMMUNITIES
Priya S. Gupta1,2; Amir M. Mohareb1,2; Gina R. Kruse1,2; Regina C.
LaRocque1,2; Elsie Taveras2
1Medicine, Massachusetts General Hospital, Newton, MA
2Harvard Medical School, Boston, MA. (Control ID #3715751)

STATEMENT OF PROBLEM/QUESTION: Even though they face a
higher risk of COVID-19-related morbidity and mortality, racial and ethnic
minorities in theGreater Boston area have had less access to COVID-19 testing
and vaccinations.
DESCRIPTION OF PROGRAM/INTERVENTION: We implemented a
novel, community-based mobile health unit program by repurposing transpor-
tation vans with COVID-19 testing equipment, preventive hygiene kits, and
mRNA vaccines. Our goal was to expand testing and vaccine availability in
highly affected communities in the Greater Boston area. We used a “double
equity” model by hiring workers from a local transportation company whose
staff were at risk of unemployment. The vans were staffed with racially/
ethnically diverse and multilingual staff, including members of the target
communities themselves. We incorporated a system of “trusted messengers”
to answer questions about COVID-19 and in particular, vaccination from the
community. We implemented this program with crucial input from
community-based organizations and municipal public health departments.
Van location sites were guided by community partners, in some cases incor-
porating SARS-CoV-2 wastewater surveillance data to meet rapidly changing
community needs.
MEASURES OF SUCCESS: Our goals were to (1) demonstrate the feasi-
bility of a COVID-19 testing program guided by community partnerships and
SARS-CoV-2 wastewater surveillance data; (2) improve access to COVID-19
testing in underserved communities; and (3) improve access to COVID-19
vaccination among racial/ethnic minorities. We collected ongoing feedback
(e.g. through the local community advisory groups etc) on the mobile health
program from community partners, patients, and staff. We compared
sociodemographic characteristics of mobile health participants with the general
population of the state of Massachusetts and the population of the target
communities.
FINDINGS TO DATE: From January 2021 – January 2022, our mobile
health units have tested greater than 4500 persons in predominantly low
socioeconomic communities that have been highly impacted by the pandemic.

From May 2021 – January 2022, we vaccinated 5480 persons in these com-
munities. An analysis of our program from January 2021 – January 2022
demonstrated that mobile health unit participants receiving COVID-19
vaccines were significantly more likely to be non-White and Hispanic com-
pared with the general vaccinated population of the state of Massachusetts and
of the target communities, and these findings were statistically significant. We
also found that the mobile health units vaccinated more youth and adolescents
in the target community compared with the general state vaccination data.
KEYLESSONS FOR DISSEMINATION: Delivery of preventive COVID-
19 care via mobile health units is feasible and associated with high usage from
affected communities when implemented with high stakeholder engagement
and expertise from local public health departments. Employing diverse, mul-
tilingual, and well-trained healthcare staff as trusted messengers likely im-
proved COVID-19 vaccine uptake in this population.

IMPLEMENTING SHARED DECISION MAKING (SDM) FOR DIA-
BETES PREVENTION: PRELIMINARY RESULTS AND LESSONS
LEARNED
O. Kenrik Duru1; Richard Maranon1; Tannaz Moin2,1; David Kent8; Amanda
V. Vu3; Ruth Madievsky1; Brian S. Mittman4; Norman Turk5; Keith C.
Norris6,1; Gerald A. Bempong1; Carol Mangione7
1GIM/HSR, UCLA, Los Angeles, CA
2Medicine, UCLA/VA Greater Los Angeles, Los Angeles, CA
3Division of General Internal Medicine and Health Services Research, Uni-
versity of California, Los Angeles, Los Angeles, CA
4Center for Implementation Practice and Research Support, Dept of Veterans
Affairs, Sepulveda, CA
5General Internal Medicine, UCLA, Los Angeles, CA
6Medicine, UCLA, Los Angeles, CA
7Medicine, University of California Los Angeles, Los Angeles, CA
8Tufts University School of Medicine, Boston, MA. (Control ID #3714800)

STATEMENTOF PROBLEM/QUESTION: The Diabetes Prevention Pro-
gram (DPP) showed that intensive lifestyle change or metformin prevents type
2 diabetes. Further analysis of DPP data revealed heterogeneity of treatment
effects that depend on baseline patient characteristics: within the lowest risk
tercile metformin was equal to placebo, but within the highest risk tercile
metformin was similar to lifestyle change. We implemented a program to
increase use of shared decision making (SDM) for diabetes prevention that
was informed by predictions from this new risk model.
DESCRIPTION OF PROGRAM/INTERVENTION: We implemented
pharmacist-led SDM incorporating the risk model in 25 UCLA primary care
practices. During the planning phase we integrated the model into the EHR to
automatically calculate risk terciles using a smartphrase, and created 100-
person visual charts showing predicted risk reduction by tercile for progression
to type 2 diabetes with lifestyle change or use of metformin. The implemen-
tation phase was guided by a logic model with five core functions: 1) outreach -
we presented the new risk model at participating practices and to system
leaders, 2) patient identification - we conducted EHR data pulls to identify
and recruit overweight/obese patients with prediabetes in the intermediate and
high risk terciles, 3) SDM sessions - pharmacists engaged adults in face-to-face
or virtual SDM using a decision aid and interpreted for the patient their tercile-
based risk of progression to diabetes in 3 years, 4) PCP notification -
pharmacists routed a note to the PCP informing them of the patient's selection
of DPP lifestyle change, metformin, both or neither, and 5) patient support for
follow-through - we sent messages through the EHR portal encouraging
patients to reach out if they needed assistance with DPP enrollment, and/or
wished to discuss metformin side effects.
MEASURES OF SUCCESS:We used the RE-AIM framework to guide our
SDM intervention evaluation, with metrics examining reach and representa-
tiveness of enrollment, 12-month weight change, PCP perceptions of program
value, and participant assessment of SDM quality via the CollaboRATE
measure.
FINDINGS TO DATE: Since January 2020, we have engaged 746 patients:
47% male, 17% Black, 18% Latinx and 16% Asian/Pacific Islander. 68%
chose lifestyle change, 12% lifestyle change and metformin, 3% metformin
alone, and 13% usual care. Among PCPs surveyed (n=53), over 90% agreed
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that the SDM program provided value. Among the 475 participants who
provided CollaboRATE survey responses, about 2/3 provided the highest
possible score, indicating that pharmacists are making every effort to listen,
understand, and include what matters most to the patient.
Measurement of 12-month post-SDM weight loss is underway.
KEY LESSONS FOR DISSEMINATION: We are developing an imple-
mentation guide emphasizing the need for local champions and to encourage
non-physicians (e.g., pharmacists) to deliver SDM and providing guidance for
identifying and recruiting patients and training staff in SDM. The guide and
supporting tools will be available to all interested stakeholders.

IMPROVING ACCESS TO OUTPATIENT MONOCLONAL ANTI-
BODY TREATMENT OF COVID-19 INFECTION FOR HIGH RISK
PATIENTS
Jennifer Sabatino, Kelli D. Barnes, Neeraj H. Tayal, Jodi M. Grandominico-
Bradford
Internal Medicine, The Ohio State University Wexner Medical Center,
Columbus, OH. (Control ID #3712736)

STATEMENT OF PROBLEM/QUESTION: Early clinical trials demon-
strated a decrease in hospital admissions and emergency department (ED)
visits in high risk patients who received monoclonal antibody (MAB) treat-
ment for COVID-19 within 3 days of a positive SARS-COV-2 test or within 5
days of symptom onset; thus rapid referral for treatment upon receipt of test
results is imperative.
DESCRIPTION OF PROGRAM/INTERVENTION: An electronic health
record report was generated to identify all patients of an outpatient network of
general internal medicine clinics who tested positive for SARS-COV-2 in the
previous 3 days. Pharmacists reviewed new patients on the report 1-2 times per
day to determine eligibility for MAB treatment and quickly referred those
eligible by electronic consultation to a pulmonologist for order placement. If
approved, the infusion team contacted the patient to review the treatment
option and associated Emergency Use Authorization. Patients who consented
to receive MAB treatment were scheduled for and received the MAB infusion.
MEASURES OF SUCCESS: Measures of success include (1) number of
high risk patients who qualified for and receivedMAB treatment, (2) time from
symptom onset and positive SARS-COV-2 test to referral for MAB treatment
and MAB treatment infusion, and (3) number of ED visits and hospital
admissions in the patients who received MAB treatment compared to those
who did not receive MAB treatment. Other important findings characterized
include (1) COVID-19 risk factors for severe disease and/or hospitalization
identified in patients who receivedMAB treatment compared to those who did
not receive MAB treatment, (2) reasons eligible patients did not receive MAB
treatment, and (3) COVID-19 symptoms reported in patients who received
MAB treatment compared to those who did not receive MAB treatment.
FINDINGS TO DATE: During the 36-week study period, 277 patients were
eligible for MAB treatment. Of those, 188 patients (67.9%) received MAB
treatment, 55 patients (19.9%) declined MAB treatment, and 34 patients
(12.3%) were lost to follow-up. Average time from symptom onset to MAB
treatment was 4.6 ± 2.2 days. A total of 22 (11.7%) patients who received
MAB treatment had an ED visit or hospital admission compared to 17 (19.1%)
patients who did not receive MAB treatment. Data analysis for other measures
listed above and inteferential statistics are pending and will be available within
the next week.
KEY LESSONS FOR DISSEMINATION: Team-based care can improve
the efficiency and quality of care provided to high risk patients while mini-
mizing disruption in daily patient care activities. Keys to workflow success
include comprehensive reporting, clear communication pathways, and team
integration. Modifications in workflow for patients who report outside test
results will also be described.

IMPROVING ANNUAL DIABETIC RETINAL SCAN SCREENING
RATES IN A PRIMARY CARE CLINIC DURING THE COVID-19
PANDEMIC
Jung M. Seo, Chaitra Banala, Vandana G. Shah, Jaime Rueda, Shreya Goyal,
Lee Lu

Internal Medicine, Baylor College of Medicine, Houston, TX. (Control ID
#3707240)

STATEMENT OF PROBLEM/QUESTION: How can systems-based
changes increase the rate of diabetic retinal scan (DRS) completion in a
primary care clinic during the COVID pandemic with decreased in-person
visits?
DESCRIPTION OF PROGRAM/INTERVENTION: The intervention
was based in a primary care clinic associated with a public county-based health
system. During the COVID-19 pandemic, in-person clinic visits were drasti-
cally reduced to prevent transmission, leading to a significant decrease in DRS
completion rates. Additional barriers to completion of DRS screening included
the following: (1) patients needed a separate, scheduled visit in our electronic
medical record system (EPIC) for the DRS exam, (2) DRS clinic had limited
hours during the primary care visit day, (3) many of our underserved patients
could not afford consecutive clinic visits within a short period of time, and (4)
providers signed the orders for DRS at the end of the visit; thus, nursing staff
could not start scheduling patients an appointment until the end of the primary
care visit. The intervention included two Plan-Do-Study-Act (PDSA) cycles.
The first PDSA cycle involved a physician manually screening all patients due
for DRS on a weekly basis if they were scheduled for a clinic visit in the
upcoming week. For those identified, our nursing staff scheduled and com-
pleted a separate DRS appointment for the same day as the patient’s clinic visit
to minimize multiple visits. The second PDSA cycle involved using an EPIC
tool, SlicerDicer, to automatically identify patient charts with overdue DRS
screenings and upcoming clinic visits. The list of identified patients were then
sent over to our nursing staff in order to schedule patients for their DRS on the
same day as their clinic visit.
MEASURES OF SUCCESS: We recorded diabetic retinal scan completion
rate each month for one year from September 2020 to August 2021 to assess if
rates would improve after our interventions. Monthly completion rates were
measured on a rolling basis and based on the completion of the annual DRS for
all clinic patients within the last 12 months.
FINDINGS TO DATE: The percent of completed annual diabetic retinal
exams for all clinic patients increased from 32.4% in September 2020 to 70.9%
in August 2021 after implementation of our interventions.
KEY LESSONS FOR DISSEMINATION: We identified system-based
barriers that were negatively impacting our patients’ ability to complete an
important health maintenance screening such as the DRS exam. After identi-
fying these barriers, we utilized existing tools and technology within our
electronic medical record system to help patients complete their annual DRS
exams and drastically increased overall clinic DRS completion rates.

IMPROVING ASTHMA DOCUMENTATION AND MANAGEMENT
AT A COMMUNITY-HEALTH CENTER IN CENTRAL HARLEM
JUAN VASQUEZ MENDEZ MD, DALGIS J. DUNKER MD ANNE
SOCORRO CORRALES MD, ERICK KAWEGERE MD, TAMARA
GOLDBERG MD, FACP
Juan F. Vasquez Mendez1; Dalgis Dunker1; Erick Kawegere1; Anne Socorro
Corrales1; Tamara Goldberg2
1Internal Medicine, Icahn School of Medicine at Mount Sinai Department of
Medicine, New York, NY
2Internal Medicine, Mount Sinai St. Lukes West, New York, NY. (Control ID
#3715346)

STATEMENT OF PROBLEM/QUESTION: Without a standardized
clinic-based process to capture disease status and risk factors, many patients
with asthma will fail to achieve optimal management of their disease.
DESCRIPTIONOF PROGRAM/INTERVENTION: This project is based
at Ryan Health Adair, a Federally Qualified Health Center that serves as the
primary care practice site for internal medicine residents. The patient popula-
tion is approximately 45% Black and 30% Hispanic, with the vast majority of
patients enrolled in Medicaid insurance. We retrospectively reviewed 299
patients with an asthma diagnosis from 9/14/19 to 9/14/20. We found that
69% of these patients were not receiving controller medication as per current
GINA guidelines, 15.4% lacked an appropriate ICD code/asthma
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classification, and overall, we demonstrated poor documentation of symptom
control. To help standardize best practices for our patients with asthma, we 1.
Collaborated with our IT Department to design a user-friendly EMR template
to standardize documentation of symptom control and risk factors and 2.
Developed a
Provider Action Plan to improve adherence with GINA guidelines for medi-
cation management. Resident providers were informed of the template and
Provider Action Plan during daily pre-clinic huddles over a 4 month period.
MEASURESOF SUCCESS: 1.We aimed to target completion of the asthma
template for 40% of patients with asthma over a 6-month period.
2. We aimed to improve adherence with GINA guidelines for medication
management by 30% by tracking Long Acting Beta Agonist (LABA)-Inhaled
Corticosteroid (ICS) prescriptions.
FINDINGS TO DATE: To date, our initiative resulted in budesonide-
formoterol prescriptions for 34.13% of the patients with asthma since the
integration of the EMR template and the Provider Action Plan. Rates of
completion of the EMR template for our patients with asthma will be collected
in February 2022 at the 6 month mark.
KEY LESSONS FOR DISSEMINATION: A streamlined EMR asthma
template coupled with a Provider Action Plan shows promise in improving
best practices for asthma management for our patients at a federally qualified
health center. One limitation is that by only tracking budesonide-formoterol
prescriptions we are likely underestimating appropriate prescribing patterns,
since a significant number of patients were prescribed ICS + short-acting beta-
agonists as an alternative when budesonide-formoterol was not covered by
insurance. Data collection in February 2022 will help clarify.

IMPROVING CHICAGO OLDER ADULT OPIOID AND PAIN MAN-
AGEMENT THROUGH PCCDS AND PROJECT ECHO®” (I-COPE):
PRAGMATIC TRIAL DEVELOPMENT AND PILOT RESULTS
Ainur Kagarmanova1; Isra Hasnain2; Tanios Dagher3; Neda Laiteerapong4;
Katherine Thompson4; Danielle Lazar5; Linda Rosul5; Erin Staab1; Hiba
Abbas5; Janell Ross5; Wen Wan6; Amanda Kass1; Mim Ari7
1General Internal Medicine, University of Chicago Division of the Biological
Sciences, Chicago, IL
2Medicine, University of Chicago Pritzker School of Medicine, Chicago, IL
3Pritzker School of Medicine, University of Chicago Pritzker School of Med-
icine, Chicago, IL
4Medicine, University of Chicago, Chicago, IL
5Access Community Health Network, Chicago, IL
6Section of General Internal Medicine, University of Chicago, Chicago, IL
7Medicine, University of Chicago, Chicago, IL. (Control ID #3716419)

STATEMENT OF PROBLEM/QUESTION: Chronic pain is highly prev-
alent in older adults, but management is complicated by high rates of
multimorbidity, polypharmacy, geriatric syndromes, and challenges managing
opioid use and opioid use disorder (OUD).
DESCRIPTION OF PROGRAM/INTERVENTION: I-COPE is an outpa-
tient intervention intended to improve chronic pain, opioid use, and OUD
management in older adults. I-COPE combines a pre-visit patient question-
naire, a tailored electronic clinical decision support order set, a shared decision-
making conversation tool, and patient education materials, coupled with
trainings for primary care providers (PCPs). I-COPE was piloted in two clinics
and is being assessed via a pragmatic, stepped-wedge trial at 35 clinical sites.
MEASURES OF SUCCESS: I-COPE will be assessed using the Reach,
Effectiveness, Adoption, Implementation, and Maintenance (RE-AIM) frame-
work. To inform initial implementation, we conducted 18 interviews with
PCPs at the pilot clinics. Effectiveness outcomes include an increase in the
variety of recommended pain treatments, a decrease in prescriptions of higher-
risk treatments, and a decrease in pain scores at 6 months. PCPs participating in
Project ECHO complete pre-post surveys to assess changes in knowledge,
attitudes, and self-efficacy.
FINDINGS TO DATE: Reach. During the first six months of implementa-
tion, over 150 patients completed the pre- visit questionnaire, and 47 PCPs
used the order set. The stepped wedge trial began in November 2021; at step 1
clinical sites 11.5% of eligible patients completed questionnaires the first
month. Implementation. PCPs at pilot sites viewed the order set as user-

friendly and easy to navigate. Many providers appreciated the multimod-
al treatments covered. The use of interactive I-COPE components prompted
providers to focus on shared decision-making. PCP Knowledge, Attitudes,
Self-efficacy. Twelve PCPs attended the first Project ECHO series, all of whom
completed pre- post surveys. There was a trend toward higher self-efficacy
across all competency areas, with a mean increase of 0.9 on a 7-point Likert
scale. Collegial discussion with peers about patient care challenges was rated
as the greatest benefit and expert presentations were rated the most liked
component of the series.
KEY LESSONS FOR DISSEMINATION: I-COPE is a novel intervention
to improve chronic pain management for older adults by pairing patient-
reported data, clinical decision support, and a shared decision-making tool.
The Project ECHO curriculum has potential to improve PCPs’management of
chronic pain, opioid prescribing, and OUD in older adults in a virtual and
scalable format.

IMPROVING COLORECTAL CANCER SCREENING IN A SAFETY
NET CLINIC THROUGH A RETURN- BY-MAIL FECAL IMMUNO-
CHEMICAL TEST PROGRAM
Samantha F. Sanders1,2; Briton Lee1,2; James H. Cho1,2; Isaac Holmes1,2
1Internal Medicine, Bellevue Hospital Center, New York, NY
2Internal Medicine, NYU Langone Health, New York, NY. (Control ID
#3715580)

STATEMENT OF PROBLEM/QUESTION: Can establishing a return-by-
mail fecal immunochemical test (FIT) program increase the colorectal cancer
screening rate in a safety net primary care clinic?
DESCRIPTION OF PROGRAM/INTERVENTION: Colorectal cancer
(CRC) screening rates are typically lower in safety net health systems. This
trend has been exacerbated by the COVID-19 pandemic, which has limited
access to colonoscopy for screening. There is evidence that FITs are cost-
effective and mailed FIT programs can increase screening rates for vulnerable
patients.
We implemented a return-by-mail FIT program in the adult primary care clinic
of New York City Health + Hospitals/Bellevue, a public safety net hospital.
We evaluated adults aged 50-75 who were not up to date with CRC screening.
All patients due for CRC screening were only offered FIT as a screening
modality. We implemented a partial mailed FIT program, in which FIT tests
picked up in clinic could be returned by mail directly to the lab. Prior to our
intervention, patients were required to return FITs to the clinic in person.
MEASURES OF SUCCESS:We evaluated FIT completion rates within our
clinic 30 days before and after the introduction of return-by-mail FIT kits in
July 2021. We also evaluated our clinic’s pre- and post-intervention perfor-
mance relative to other clinics within the New York City Health + Hospitals
system using claims data.
Additionally, we randomly surveyed patients who received a FIT and did not
complete it in the period prior to our intervention to assess reasons for
incompletion.
FINDINGS TO DATE: A total of 5,153 and 5,180 patients aged 50-75 were
seen in clinic 30 days before and 30 days after the implementation of a mailed
FIT program. 571 patients were provided a return-in-person FIT kit 30 days
prior to our intervention. Of these patients, 289 (50.6%) completed a FIT. By
contrast, 781 patients were provided a return- by-mail FIT kit 30 days follow-
ing our intervention. Of these patients, 464 (59.4%) completed a FIT (p <
0.01).
Additionally, the proportion of patients who completed annual CRC screening
prior to our intervention was lower in our clinic (48.2%) compared to the
average across the NewYork City public hospital system (51.4%) according to
managed care Medicaid claims data (MetroPlus, June 2021). Four months
following our intervention, our clinic's year-to-date CRC screening rate
exceeded the average system-wide rate (59.3% vs. 57.6%, November 2021).
We also called 45 patients who were provided a FIT test prior to our interven-
tion and did not complete it. 12 patients were reached, and 2 of these patients
cited difficulty dropping off the test as the primary barrier to FIT completion
(16.7%).
KEY LESSONS FOR DISSEMINATION: By implementing a return-by-
mail FIT program, we were able to increase our clinic’s CRC screening rate by
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8.8%. Our data are similar to previous programs implementing mailed FIT
programs in safety net patient populations. Future aims are to implement a
mail-to-patient FIT program in addition to our initial return-by-mail program.

IMPROVING COLORECTAL CANCER SCREENING RATES IN A
RESIDENT CONTINUITY CLINIC
Ruwan Parakrama1; Kelly Suchman1; Xiao Li2; Parmanand Dasrat1; George
Mundanchira3; Uzoamaka Aniagba2; Jennifer Verbsky1; Neha S. Paralkar4;
Daniel J. Coletti5
1medicine, Donald and Barbara Zucker School of Medicine at Hofstra/
Northwell, Hempstead, NY
2Internal Medicine, Northwell Health, Brooklyn, NY
3Internal Medicine, North Shore University Hospital, Bardonia, NY
4Internal Medicine, Northwell Health, Manhasset, NY
5Medicine, Northwell Health, Great Neck, NY. (Control ID #3709705)

STATEMENT OF PROBLEM/QUESTION: Colorectal cancer remains a
leading cause of cancer-related death in the United States, and screening
colonoscopy remains the gold standard for diagnosis of advanced neoplasia/
malignancy.
However, colonoscopies are difficult to obtain for patients on the lower end of
the socioeconomic spectrum, and poor health literacy and stigmas about
colorectal cancer prevent successful screening in minority groups, including
Latino/Latinx patients. Fecal immunochemical tests (FITs) have emerged as
viable surrogates for colonoscopy, however as an out-of-office test, patient
adherence undermines their utility
DESCRIPTION OF PROGRAM/INTERVENTION: In our resident con-
tinuity clinic caring for underserved populations in Queens and Long Island,
New York, we explored the utility of a multimodal approach to improve
colorectal cancer screening rates over a 5-week period, incorporating the use
of a simple instruction sheet to accompany FITs, resident run “huddles” to
identify eligible patients, and dedicated follow-up.
MEASURESOFSUCCESS: Eligible patients were defined as those between
50 and 75 years old (in accordance with USPSTF guidelines at the time), or
younger than 50 years old with risk factors indicating the need for colon cancer
screening. Patients who were found to be in need of colon cancer screening at
the huddles were subsequently offered FIT tests along with an instruction sheet
during the visit. Information sheets were available in English and Spanish.
Demographic data on all eligible patients were collected. Colon cancer screen-
ing status was checked and documented 5 weeks after the intervention (Weeks
6-10).
FINDINGS TO DATE: The number of patients up to date with screening by
the end of the study increased by 30%. This was an overall increase of almost
14% for the entire patient population. Fifty patients (about 40% of the cohort
that was not up to date with screening at the initial week) were offered FITs
alone. Of this group, almost half (23; 46%) were up to date by the final visit,
highlighting the benefit of proper utilization of FITs over just a 5-week period.
KEY LESSONS FOR DISSEMINATION: This study highlights the chal-
lenge of increasing colorectal cancer screening rates in a diverse patient
population in the primary care clinic setting. While we focused on Latino/
LatinX patients, nuances specific to African-American, Asian, and other
groups should also be explored. Strategies for increasing screening rates
among Latino/LatinX men have been explored - in a literature review, one
effective method was employing patient navigators to connect with patients to
facilitate screening education, testing and follow-up of results. Another was
utilizing small media, like the instruction sheet in this study, but also educa-
tional videos in Spanish. An important note from this study is that we focused
on elements of the screening process that were handled in the clinic - it is more
likely a broader approach (i.e., integrating interventions in both the clinic and
patient communities) that will be the ultimate solution.

IMPROVING RATES OF CERVICAL CANCER SCREENING IN
GENERAL INTERNAL MEDICINE PATIENTS THROUGH PAP
DAYS
Diana Samberg1; Gary Fischer2

1Division of General Internal Medicine, University of Pittsburgh School of
Medicine, Pittsburgh, PA
2Medicine, University of Pittsburgh, Pittsburgh, PA. (Control ID #3715488)

STATEMENT OF PROBLEM/QUESTION: Given that cervical cancer
screening (CCS) rates have declined during the COVID-19 pandemic, and
the extent to which logistical barriers contribute to delayed CCS, this quality
improvement project aims to improve CCS rates in our clinic through dedicat-
ed, convenient clinical sessions for Pap tests.
DESCRIPTION OF PROGRAM/INTERVENTION: The UPMC General
Internal Medicine–Oakland (GIMO) Clinic held “Pap Days,” clinic sessions
dedicated for CCS and conducted by women’s health–trained GIM faculty.
Eligible patients were those who: 1) see PCPs at GIMO, 2) were eligible for
CCS based on age and pelvic organ status (i.e. had not had hysterectomy for
benign reasons), and 3) were overdue for CCS. Bulk EMR-generated messag-
ing was used to invite eligible patients to schedule an appointment. PCPs could
also directly refer patients.
MEASURES OF SUCCESS: We will analyze the administrative burden
involved in scheduling the sessions and the return on that investment, e.g.
the number of invitations sent, the number of appointments made, and the
number of appointments completed. As the goal of CCS is to identify and treat
precancerous lesions before they become cancerous, we will quantify the
abnormal results that are detected and any recommended follow-up testing.
We will also analyze patient characteristics, to guide future Pap Days.
FINDINGS TO DATE: 70 appointment slots were scheduled over 4 days in
November and December 2021. 1086 patients were contacted through a secure
messaging portal. 67 appointments were scheduled for 63 unique patients; 38
visits were completed (57%), 5 were no-shows (7.5%), 22 cancelled (33%), 2
were not for CCS (3.3%). 57 of 63 patients (90%) were insured by the health
system’s affiliated health plan; 39 (62%) had employer-sponsored plans, 5 had
Affordable Care Act plans (8%), 16 had Medicaid (25%), and 3 had Medicare
(5%). 12/63 (19%) patients had no prior CCS records in our EMR. Of the 38
Paps that were performed, 30 (79%) were normal, 2 (5.3%) were ASCUS/
HPV-, 2 (5.3%) were ASCUS/HPV+, and 4 (11%) were unsatisfactory.
Evaluation of how long patients were overdue is ongoing.
KEY LESSONS FOR DISSEMINATION: This project demonstrates the
feasibility and success of a quality improvement intervention—dedicated CCS
sessions—to improve rates of CCS. Recruiting patients and scheduling
appointments was relatively easy to implement, and anecdotal feedback from
the patients and physicians was very positive. We recruited a wide array of
patients from our clinic panel. Challenges were encountered because our EMR
often defaults to 3-year CCS intervals and requires that providers manually
update the interval to 5 years where appropriate, so outreach lists included
patients who were wrongly identified as overdue. Nevertheless, the results of
this program suggest that it is scalable to more patients and would be easy to
implement in outpatient clinics of any size and geographical area.

IMPROVING THE EASE OF BUPRENORPHINE PRESCRIBING IN
A VA PRIMARY CARE SETTING VIA AN ELECTRONIC CONSUL-
TATION SERVICE
Amy J. Kennedy1,2; Carol Achtmeyer2; Margaret Gray1,2; Carly Hood2;
Oluwaseyi Adetunji2; Simone Cousins2; Thomas Carr2; Toby I. Sinton1,2
1Division of General Internal Medicine, University of Washington School of
Medicine, Seattle, WA
2VA Puget Sound Health Care System Seattle Division, Seattle, WA. (Control
ID #3712041)

STATEMENT OF PROBLEM/QUESTION: Primary care providers are
often unfamiliar with prescribing buprenorphine for patients with opioid use
disorder and chronic pain.
DESCRIPTION OF PROGRAM/INTERVENTION: Opioid use disorder
(OUD) and chronic pain are a significant cause of morbidity and mortality for
Veterans. Evidence based medications for OUD and chronic pain such as
buprenorphine exist, but primary care providers report unfamiliarity in utilizing
this medication, especially in patients with overlapping pain and OUD. We
developed an electronic buprenorphine (E-bup) consult service for providers
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within the VA Puget Sound Healthcare System. The goal of this innovation
was to 1) increase the number of patients prescribed buprenorphine for OUD
and chronic pain and 2) support providers in making clinically appropriate
decisions related to prescribing buprenorphine for pain and OUD.
MEASURES OF SUCCESS: We evaluated the first 8 months of this con-
sultation service by describing the types of consults received and the number of
patients treated.
FINDINGS TO DATE: The E-bup consult service was implemented in the
VA Puget Sound Healthcare System, Seattle, WA. All consults from May 24,
2021 – December 31, 2021 were included in the analysis.
The service was implemented via the electronic medical record consult order
set. Our model of care was adapted from a similar program at the VA Portland
Healthcare System. All consults were routed to a multidisciplinary team of X-
waivered providers, pharmacists, and clinical social workers. Providers who
submitted a consult were given the option to attend a multi-disciplinary
meeting held once a week, that included local experts in addiction medicine
and pain medicine. During the meeting a specific plan was formulated for the
patient, with follow-up done by the consultation team or the patient’s primary
care provider, depending on their desired level of involvement.
In total, there were 37 E-bup consults placed during our study period. Almost a
quarter (9 out of 37) were in the first month of the consult initiation. An
additional 8 (22%) occurred in the week following 2 facility-wide lectures on
buprenorphine. Most consults were for chronic pain (65%, N=24), 3 were for
OUD (8%), 7 were for OUD + chronic pain (19%), and 3 (8%) were for other
questions (dosing different formulations of buprenorphine, inpatient to outpa-
tient transition, etc.).
KEYLESSONS FORDISSEMINATION:An E-bup consult service can be
an effective way to provide expertise and support buprenorphine prescribing in
a primary care setting. By utilizing the different areas of expertise in a
multidisciplinary team, more comprehensive treatment plans can be created
for patients, including those with complex needs (e.g. those with OUD and
chronic pain overlap). This type of approach may be best suited for large health
care systems with multiple staff who can support monitoring and outreach.
More needs to be done to facilitate the continued use of the consultative service
(i.e. recurring reminders to staff and continued advertising to the medical
community).

INCREASING SAFE UTILIZATION OF SGLT-2 INHIBITORS IN
PATIENTS WITH TYPE II DIABETES AND CKD 3A/3B IN THE
OUTPATIENT SETTING: A RESIDENT-LED QUALITY IMPROVE-
MENT PROJECT
Doris A. Cubas1; Christian Scherer1; Jaya Vasudevan1; Nimmy J. Thomas1;
Rutit Pak1; Mustafa Abdul-Moheeth1; Chukwufumnanya Ikeneme1; Joseph
Joo1; Paul Ehrlich1; Sivagowri Tharmendira1; Robin Reister1; Steven Taylor2;
Michael Pignone1; Christopher Moriates1
1Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX
2Medicine, University of Texas Dell Medical School, Austin, TX. (Control ID
#3715355)

STATEMENT OF PROBLEM/QUESTION: Recent studies demonstrate
that SGLT-2 inhibitors (SGTL-2i) reduce mortality and slow progression to
end stage renal disease in patients with chronic kidney disease (CKD) second-
ary to Type II Diabetes Mellitus (DM); despite these benefits, these
medications are underutilized in patients with diabetic nephropathy in our
outpatient resident clinic.
DESCRIPTION OF PROGRAM/INTERVENTION: At the Department
of Veterans Affairs Internal Medicine resident ambulatory clinic in Austin, we
aim to increase awareness and utilization of SGLT-2i in patients with CKD
stage 3a/3b with DM from 11% to 50%. Patients were identified through a VA
database query. Our first PDSA cycle focused on educating residents about
SGLT-2i through a resident-led presentation that detailed the medication
class’s indications, contraindications, benefits, and risks. During our second
PDSA cycle patients who met criteria for SGLT-2i initiation were called by
residents and prescribed empagliflozin after a shared-decision regarding risks
and benefits; primary care physicians were notified via an EMR note . For this
cycle, we created a protocol to initiate empagliflozin if patients were on insulin

or insulin secretagogues, applying standardized dose reductions of these
medications prior to SGLT-2i initiation to reduce hypoglycemia risk (Figure 1).
Patients with absolute contraindications were excluded . If the patient agreed,
empagliflozin was prescribed with a follow up appointment and preclinical
labs with their primary care doctor.
MEASURES OF SUCCESS: Our primary metric is the rate of SGLT-2i
initiation in eligible patients. As balancing measures, we intend to monitor the
rates of adverse effects, such as hypoglycemia and infection, in the next month.
FINDINGS TO DATE:We identified 86 patients in our clinic with CKD
stage3andDM,ofwhichonly10/86 (11.6%)wereonanSGLT-2i (Figure2).
After PDSA cycle 1, an additional 19 patients started empagliflozin. For the
57/86 patients who were not started on an SGLT-2i after our first interven-
tion, we applied our phone call protocol (PDSA Cycle 2). Under this proto-
col, several patients were excluded: 12 patients due to absolute
contraindications, 13 patients for age >80 years, and 5 patients due to
outdated A1C values. Of the 27 patients eligible for empagliflozin, 22 were
successfully reached by phone. 13/22 patients agreed to start themedication
and 3/22 agreed to start after discussing with their PCP. After both
interventions, 48.8% of patients with CKD stage 3 and type 2 DM were
prescribed an SGLT-2i.
KEY LESSONS FOR DISSEMINATION: Our resident-led QI project
represents a model to effectively initiate SGLT-2 in a primary care setting.
Resident education regarding SGLT-2i was necessary but insufficient for
achieving widespread improvement in SGLT-2i usage. A protocolized proac-
tive program to call patients and initiate therapy was effective. Our protocol
included special attention to potential adverse events and excluded patients
where risks of medication may outweigh benefits.

INNOVATIONS IN INTEGRATED CARE FOR INDIVIDUALS EX-
PERIENCING HOMELESSNESS
Timothy Mercer1; Maria F. Correa2; Lexie Grove1; Jaimie Miller2; Bradford
Unroe3; Kristi Kaiser4; Justin K. Benzer3
1Population Health, The University of Texas at Austin Dell Medical School,
Austin, TX
2The University of Texas at Austin Dell Medical School, Austin, TX
3Psychiatry, The University of Texas at Austin Dell Medical School, Austin,
TX
4Integral Care - Local Mental Health Authority, Austin, TX. (Control ID
#3716153)

STATEMENT OF PROBLEM/QUESTION: Health care for individuals
experiencing homelessness is typically fragmented and passive, and ill-
equipped to meet the complex needs of this population.
DESCRIPTION OF PROGRAM/INTERVENTION: The Mobile, Medi-
cal, and Mental Health Care Team (M3 Team) is a mobile, patient-centered,
integrated care model for people experiencing chronic homelessness with a
chronic medical condition, serious mental illness, and substance use disorders.
M3 innovates in three ways: 1) M3 is mobile and patient-centered, meeting
people where they are – both geographically and in their readiness for engage-
ment; 2) M3 is integrated and holistic, integrating primary care, behavioral
health care, and health-related social needs across public medical and mental
health systems; 3) M3 focuses on racial equity to include provider training,
prioritization of Black clients, and data disaggregation by race and ethnicity.
MEASURES OF SUCCESS: We conducted quarterly assessments of en-
rolled patients using two standardized scales: (1) self-reported functioning and
mental health symptoms using the Behavior and Symptom Identification Scale
(BASIS-24), and (2) substance use using the Addiction Severity Index (ASI)
drug and alcohol use scales. To assess changes in the dependent variables over
time, we used repeated measures ANOVA with time, gender, race, ethnicity,
number of comorbidities, and an indicator of whether the measurement was
taken before or after the start of the COVID-19 pandemic as independent
variables. We also evaluated emergency department utilization and
hospitalizations, 6 and 12 months pre- and post-enrollment on the M3 Team
(unadjusted results presented here, adjusted analyses currently ongoing and
will be presented if accepted). We also tracked enrollment in social programs.
FINDINGS TO DATE: 54 clients were enrolled between August 2019 and
December 2022. In the 6 months following the start of M3 enrollment,
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participants experienced decreases inmean severity ofmental health symptoms
related to depression and functioning (-0.205, p=0.011) and self-harm (-0.055,
p=0.008), as well as alcohol use (-0.120, p=0.007) and drug use (-0.065,
p=0.001). In the 18 months following M3 initiation, mean severity of
symptoms related to depression and functioning (-0.372, p=0.003), self-harm
(-0.073, p=0.019), emotional lability (-0.114, p=0.014), and drug use (-0.080,
p=0.005) decreased while other domains were not significantly different from
baseline values. On average, ED visits post enrollment were significantly lower
than pre-enrollment for the 6-month and 12-month measures by 51% and 43%,
respectively. Hospitalizations pre- and post-enrollment were not significantly
different. Enrollment in a variety of social service programs increased over the
enrollment period.
KEY LESSONS FOR DISSEMINATION: Delivery models that integrate
primary care, behavioral health care, and social services hold promise for
improving behavioral health outcomes, reducing ER utilization, and
addressing social needs of individuals with complex health needs who are
experiencing homelessness.

INNOVATIVE USE OF TELEHEALTH TO MANAGE COVID-19
INFECTED OUTPATIENTS BY A VETERANS HEALTH CARE
CENTER.
Lisa Thompson, Kim Chen, Jess Bartley, David Leonard, Ravi K. Gopal
VA Eastern Colorado Health Care System, Aurora, CO. (Control ID
#3709330)

STATEMENT OF PROBLEM/QUESTION: In the spring of 2020 during
the initial outbreak of COVID-19, the Rocky Mountain Regional VA (RMR)
was taskedwith ensuring the health of infected veterans. The RMRCOVID-19
Telehealth Clinic was developed to support veterans in the community diag-
nosed with COVID-19, identify those with clinical deterioration requiring a
higher level of care, and encourage appropriate isolation protocols.
DESCRIPTION OF PROGRAM/INTERVENTION: Patients were strati-
fied by risk factors (obesity, CHF, DM, cancer, CAD, HTN, age > 64) and
clinical status into 3 tiers, with high-risk (Tier 3) receiving daily telehealth,
moderate-risk (Tier 2) telehealth every other day, and low-risk (Tier 1)
telehealth every three or more days. Providing care seven days a week, Tier
1 veterans were contacted by nurses and advanced practitioners, while Tier 2
and 3 veterans were managed predominantly by resident physicians and
attendings, who provided clinical care for exacerbations of chronic disease as
well as comprehensive care of COVID-19 infection. Hypoxic patients were
provided oxygen and closely monitored with pulse oximeters.
MEASURES OF SUCCESS: Between April 13 to October 5, 2020, 351
veterans testing positive for COVID-19 were followed. Thirty-eight were
excluded (26 were outside study dates, 7 covid negative, 5 never received
care). Charts for the remaining 313 patients were retrospectively evaluated for
demographic data, comorbid conditions, duration of follow-up, and
interventions provided, including prescribing and managing medications,
referrals for emergency services, and escalating tiers.
FINDINGSTODATE:Of the cohort, 88%were male, 43% obese, 34% over
age 64, 40% HTN, and 27% DM. Veterans were followed for 10.4 days on
average. Approximately 54% were assigned to Tier 1, 29% to Tier 2, and 16%
to Tier 3. Medications were prescribed for 45% and 27% of Tier 3 and Tier 2
patients respectively, and emergency care was advised for 22% and 20% of
Tier 3 and Tier 2 veterans. Of Tier 1 patients, medications were ordered on 5%,
emergency care recommended for 3%, and only 7% were escalated to Tier 2.
Of the five deaths that occurred, two were directly attributed to COVID-19.
KEY LESSONS FOR DISSEMINATION: A dedicated telehealth clinic for
veterans with Covid-19 appropriately identified patients into low, moderate,
and high-risk categories based on risk factor assessment. Low-risk patients
were safely followed with intermittent telehealth emphasizing self-care and
isolation, avoiding unnecessary Emergency Department visits. More frequent
monitoring of symptoms and pulse oximetry in moderate to high-risk patients
facilitated identification of patients with clinical deterioration requiring emer-
gency evaluation and avoiding admissions for at-risk clinically stable patients.
Tiered management resulted in judicious utilization of health care resources
during a critical time marked by scarcity of hospital beds and personal protec-
tive equipment.

INTEGRATIVE MEDICINE, BEHAVIORAL HEALTH AND PHAR-
MACY COLLABORATION IN A SAFETY NET HOSPITAL SYS-
TEM: WHOLE PERSON, VALUE-BASED CARE FOR UNDER-
SERVED HEALTHCARE WORKERS WITH DIABETES
Arlene Betancourt1,2; Shrina Bana1; Angela N. Hill1
1Employee Health Integration, Parkland Health and Hospital System, Dallas,
TX
2General Internal Medicine, The University of Texas Southwestern Medical
Center, Dallas, TX. (Control ID #3703071)

STATEMENT OF PROBLEM/QUESTION: By recognizing the intersec-
tion of health disparities, cardiometabolic disease, physical and existential
pain, we are transforming the delivery of care and promoting equity, health
and well- being.
DESCRIPTIONOFPROGRAM/INTERVENTION: The US spends more
on health care yet has the lowest life expectancy when compared to other
developed nations. Clinical care accounts for 20% of health outcomes. The
social determinants of health and lifestyle are responsible for 70% of our
health, but depend on time and other resources.
There is limited research on the occupational risk for diabetes in healthcare
workers. We are witnessing a strong interdependence between pain, social
disparities and the onset and progression of cardiometabolic disease. However,
only 41% of health care organizations are providing programs to address the
social determinants of health in their employees. The recent growth in value-
based care is leading more systems to invest in the drivers of health.
Parkland Health, a large safety net hospital system in Dallas, offers a self-
funded health plan. Over 5,000 employees receive primary care at a medical
home within the system, the Employee Health Center. Forty two percent of the
patients live in socio-need areas 4 and 5 - facing poverty-related challenges
such as food and financial instability and limited access to specialty care. Over
70% of the patient population is composed of ethnic minorities with a high
prevalence of diabetes (26%) and depression (15%). We have seen increased
rates of burnout and mental disorders during the pandemic, more pronounced
in front line workers who were already experiencing distress before the
pandemic.
Recognizing the need for a whole person approach in the treatment and
prevention of chronic disease, we implemented integrated behavioral health
and clinical pharmacy services. Our integrative approach to diabetes manage-
ment includes screening for depression and health disparities, culturally-
sensitive lifestyle counseling, coordination and optimization of care. Patients
with co-occurrent depression receive integrated behavioral health services. We
have designed metrics to help optimize GLP-1 and SGLT2 inhibitor utilization
and implemented the first Integrative Medicine in Pharmacy Residency, a
multidisciplinary program in collaboration with the University of Arizona
Andrew Weil Center for Integrative Medicine.
MEASURES OF SUCCESS:
1. Improved diabetes control and utilization of modalities proven to reduce CV
risk.
2. Enhanced patient trust and engagement.
3. Enhanced clinician satisfaction.
FINDINGS TODATE:The average Hgb A1c reduction is 2.2% in 3 months,
decreased PHQ-9 and Hgb A1c in patients receiving behavioral health
services. Over 1,500 patients and 10 clinical positions added in the last year.
KEYLESSONS FORDISSEMINATION: 1. Key role of clinical pharmacy
and behavioral health in transforming primary care.
2. Opportunities for multi-disciplinary collaborations in dissemination of
knowledge, mentoring and clinician well- being.
3. Opportunities for educational and multi-sector collaborations among
institutions.

INTENSIVEREMOTEONBOARDINGTO IMPROVEACCESSTOA
PATIENT PORTAL AMONG SAFETY-NET PATIENTS: AN IMPLE-
MENTATION STUDY
Asha Choudhury1; Anupama G. Cemballi2; Delphine Tuot3; George Su4;
Triveni DeFries1; Neda Ratanawongsa1; Shobha Sadasivaiah1; Mahal Miles2;
Courtney R. Lyles2
1Medicine, University of California San Francisco, San Francisco, CA
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2Center for Vulnerable Populations, University of California San Francisco,
San Francisco, CA
3Medicine, Division of Nephrology, University of California San Francisco,
San Francisco, CA
4Medicine, Division of Pulmonary and Critical Care, University of California
San Francisco, San Francisco, CA. (Control ID #3703526)

STATEMENT OF PROBLEM/QUESTION: Digital health access
disparities have been exacerbated by rapid but uneven rollout of telehealth
services during the pandemic, with lower rates of video visits and patient portal
enrollment in the safety net.
DESCRIPTION OF PROGRAM/INTERVENTION: Nearly a year into a
pandemic that demanded remote care, patient portal (MyChart) enrollment was
roughly 30% across the San Francisco Health Network, a public healthcare
delivery system serving a diverse clientele speaking 20+ languages with 70%
un- or Medicaid-insured. We aimed to increase enrollment of safety-net
patients onto MyChart with a standardized, intensive remote onboarding
workflow. Workflow development was guided by a digital health access
steering committee including Leadership (clinical and telehealth), Patient
Experience, Primary Care Provider (PCP) champions, and Privacy & Security.
Three staff members called patients with recent PCP visits using a standardized
workflow, including scripts and FAQs, to gauge interest in remote portal
enrollment, digital readiness, and need for additional technical support. Calls
made in phase 1 (Dec 2020–Feb 2021) were to English-speaking adults with
pending portal enrollment codes. Calls in phase 2 (Mar–Jun 2021) expanded
outreach to Spanish-speaking adults and those without pending codes, given an
updated workflow approved by Privacy & Security that enabled remote
identity verification and provision of new portal enrollment codes.
MEASURESOF SUCCESS:% eligible patients called; % called reached; %
reached interested in enrollment; % interested screened for digital health needs
or offered remote technical training; % supported who enrolled in MyChart
within 6 months
FINDINGS TO DATE: Of 274 eligible patients, 58% (n=160) were called.
49% (n=78) of those called were reached. Outreach calls ranged from 2–15
minutes depending on support provided. 62% (n=48) of those reached were
interested in enrolling onto MyChart. Of those not interested, reasons included
lack of smartphone/computer or discomfort with technology (n=12) or com-
peting priorities/lack of time for a call (n=10). Few reported not having a need
for portal enrollment (n=2). In phase 1, 73% (8 of 11) of those offered technical
training were enrolled in MyChart at 6 months. In phase 2, 26% (7 of 27) of
those supported were enrolled at 6 months; more patients were eligible for
outreach in this latter phase, yet there were additional remote onboarding
requirements such as video identity verification for those without a pending
enrollment code. Major barriers to portal enrollment cited by patients were lack
of a smartphone/computer, lack of internet, and lack of familiarity with video
conferencing technology.
KEY LESSONS FOR DISSEMINATION: Safety-net patients continue to
have high interest in digital tools such as patient portals but experience a wide
range of obstacles to enrollment. Training and support must employ flexible
and high-touch workflows and will likely blend remote support (as studied
here) with in-person training options, balancing level of assistance provided
and privacy/security needs.

INTERDISCIPLINARY STUDENT LEAD CALL CENTER TO SUP-
PORT SOCIAL NEEDS OF PATIENTS DIAGNOSEDWITH COVID-
19
Divya Satishchandra1; Kirsten Mojziszek1; Berit Lindell1; Linda Sprague
Martinez2; Noelle Dimitri4; Katy Janvier3; Pablo Buitron de la Vega1
1General Internal Medicine, Boston Medical Center / Boston University,
Dorchester, MA
2Macro Department, Boston University School of Social Work, Boston, AL
3Boston University School of Social Work, Boston, MA
4Simmons University, Boston, MA. (Control ID #3706270)

STATEMENT OF PROBLEM/QUESTION: Social risk factors (SRF),
such as food insecurity, represent adverse social circumstances associated with

poor health outcomes. The COVID-19 pandemic impacted impoverished
communities by exacerbating existing SRF. Students and faculty at Boston
University Medical Center (BUMC), an academic safety net hospital, and
Boston University School of Social Work (BUSSW) partnered to develop an
outreach call center (CC) to explore SRF of patients with COVID-19 and
connect them with available social need resources. In this abstract, the devel-
opment and operations of the CC and descriptive data on the volume and type
of outreach efforts will be presented.
DESCRIPTION OF PROGRAM/INTERVENTION: Call Center (CC)
Operation: An ambulatory RN performed SRF screening in patients diagnosed
with COVID-19 and sent referrals to the CC. Then, students called patients and
screened for SRF using the THRIVE screening tool, and used the THRIVE
Directory, an online repository of resources, to provide information about
organizations to support their social needs. Two weeks later, students called
the patients to assess whether they received help and provided additional
support as needed.
MEASURES OF SUCCESS: Volume of outreach calls and type of outreach
efforts were evaluated. Number of patients reached through the CC were
tracked using Epic reports. Types of referrals were tracked using automated
reports from the THRIVE Directory database. Finally, students completed
surveys to reflect on their experiences and to evaluate the impact on skills to
address social needs.
FINDINGS TO DATE: Between 10/2020 and 03/2021, the CC served 312
patients and 478 referrals were made, with a mean of 1.53 referrals per patient.
Patients were most often referred to the City of Boston Food Delivery (148
referrals). Patients were most often referred to Government programs (188),
followed by BMC programs (133) and Local Non-Profits (70). The most
common primary support area was Food. Preliminary results from students’
surveys showed a positive impact in their skills to collaboratively address
social needs.
KEY LESSONS FOR DISSEMINATION: It was feasible to develop and
implement an interdisciplinary social needs outreach workforce to support
patients with COVID-19. Food was the most important driver of social need
among BUMC patients. Our partnership with the City of Boston was key to
effective assistance with food delivery, showing the importance of collabora-
tive partnerships when developing outreach efforts to support patients with
social needs. Finally, interdisciplinary outreach opportunities like the CC can
be used to teach health professional students about the different scopes of
practice and how to effectively collaborate with other disciplines when
addressing patient health related social needs.

INTERNAL MEDICINE BREAST CLINIC MODEL FOR NEW
BREAST CANCER DIAGNOSES AT A LARGE ACADEMIC
INSTITUTION
Christine L. Klassen1; Karthik Ghosh2
1General Internal Medicine, Mayo Clinic, Rochester, MN
2General internal medicine, Mayo clinic, Rochester, MN. (Control ID
#3716098)

STATEMENT OF PROBLEM/QUESTION: Does an Internal Medicine
Breast Clinic model improve patient education, satisfaction, and efficiency of
the breast cancer service line at a large Academic Quaternary Care Institution?
DESCRIPTIONOFPROGRAM/INTERVENTION:Breast Cancer care is
a highly multi-disciplinary practice requiring expertise in radiology, surgical
oncology, medical oncology, radiation oncology, genetics, and survivorship
medicine. Communication amongst these entities is vital for patient care.
Patient education is important for patient satisfaction and adherence. We
developed a “front door” for patient with a new diagnosis of early-stage breast
cancer through our Internal Medicine-lead Breast Diagnostic Clinic.
Physicians complete work-up and discuss treatment options through the entire
treatment course and patient’s undergo pre-anesthetic medical evaluation
(PAME) to optimize surgical outcome as well as minimize required visits.
Once treated, they return for a “survivorship” visit, and a care plan is created
providing optimal continuity.
MEASURES OF SUCCESS: Measures of success include patient under-
standing of their disease/pathology, comfort in decision making and improved
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continuity of care. Appropriate triaging to the appropriate next step is improved
versus triaging through a centralized scheduling office.
FINDINGS TO DATE: 95% are triaged to the appropriate next consultation
versus a centralized scheduling office. Patients who go through our Internal
Medicine clinic and breast cancer education report increased understanding of
their disease and pathology and increased comfort with surgical decision-
making.
KEY LESSONS FOR DISSEMINATION: Key lessons to learn from this
format of clinic include and increased ability to educate patients early in their
course. Staging, education and PAME are complete are completed in a single
visit and accurate referral to the next step in care is completed.

KNOWLEDGE IS POWER: OUTREACH EFFORTS TO PROTECT
PEOPLE EXPERIENCINGHOMELESSNESS DURINGTHECOVID-
19 PANDEMIC
Margaret Nkansah2; Alda Huang3; Tiffany Pan2; Hannah A. Obasi8; Sarah
Soliman10; hannah gwin5; Raeye Daniel4; jena pizula1; Nathan A. Dalrymple7;
Ammar Dahodwala5; Ahmed Daboul6; Eric Zuniga6; Alexandra A. Alvarez9;
tracey samko2; Ted Lee; Emily H. Thomas11; Brooke Robie12
1cardiovascular medicine, Los Angeles County University of Southern
California Medical Center, Los Angeles, CA
2Internal Medicine-Pediatrics, Los Angeles County University of Southern
California Medical Center, Los Angeles, CA
3Combined Internal Medicine & Pediatrics, Los Angeles County University of
Southern California Medical Center, Los Angeles, CA
4Medicine, University of Southern California, Los Angeles, CA
5Internal Medicine + Pediatrics, Los Angeles County University of Southern
California Medical Center, Los Angeles, CA
6Internal Medicine and Pediatrics, Los Angeles County University of Southern
California Medical Center, Los Angeles, CA
7Internal Medicine and Pediatrics, Los Angeles County Department of Health
Services, Los Angeles, CA
8Internal Medicine/Pediatrics, Los Angeles County University of Southern
California Medical Center, Los Angeles, CA
9Los Angeles County Department of Health Services, Los Angeles, CA
10Med+Peds, Los Angeles County University of Southern California Medical
Center, Los Angeles, CA
11Los Angeles Department of Health Services, Housing for Health, Los
Angeles, CA
12Covid Response Team, Los Angeles County Department of Health Services,
Los Angeles, CA. (Control ID #3715250)

STATEMENT OF PROBLEM/QUESTION: People who are experiencing
homelessness in Los Angeles do not have access to reliable clean water to
practice hand hygiene, have limited ability to socially distance due to shelter
space limitations, and may not have the finances to obtain a protective mask or
keep one clean if they have one in their possession, which compromises their
ability to protect themselves during the COVID-19 pandemic.
DESCRIPTION OF PROGRAM/INTERVENTION: Internal Medicine-
Pediatrics residents of Los Angeles County + University of Southern
California Medical Center (LAC+USC) created a health education program
within interim housing and shelter sites affiliated with the Department of
Health Services (DHS) Housing for Health organization to help decrease the
risk for covid-19 outbreaks within the population of people experiencing
homelessness. The primary intervention consisted of evidence-based health
education sessions using powerpoint presentations, informed by an initial
survey of common questions fielded by community stakeholders, then
followed by open discussion between the resident physicians, shelter staff,
and shelter clientele.
MEASURES OF SUCCESS: Measuring the efficacy of the intervention
included immediate verbal feedback from clients and staff after the health
education, as well as pre- and post-surveys. Pre-surveys assessed staff’s
perception of their client population’s understanding of COVID-19 and their
adherence to public health recommendations (wearing masks, practicing fre-
quent hand washing, practicing social distancing). After a minimum of one
month, post-surveys were sent to staff to evaluate if there was an improvement
in client understanding and adherence to public health recommendations.

FINDINGS TO DATE: 10 total educational sessions were completed for
clients and staff at DHS sites. Staff noted that 4 to 5 clients were: wearing
masks 87.5% of the time prior to the intervention and 100% after, practicing
good hand hygiene 62.5% of the time prior and 83.3% after, and practicing
social distancing 62.5% of the time prior and 100% after.
KEY LESSONS FOR DISSEMINATION: Health education interventions
within shelter and interim-housing populations can be effective in behavioral
modification for disease prevention of covid-19 infection.

LESSONS LEARNED IN EVALUATING AND EXPANDING A FREE
FRUIT AND VEGETABLE PRESCRIPTION (FVRX) PROGRAM
WITHIN AN URBAN SAFETY NET HOSPITAL OF A NON- MEDIC-
AID EXPANSION STATE
Stacie Schmidt2; Jada Bussey-Jones1; Tammy Reasoner3; AmyWebb-Girard4
1Internal Medicine, Emory University School of Medicine, Atlanta, GA
2General Medicine, Emory University, Atlanta, GA
3Project Open Hand, Atlanta, GA
4Emory University School of Public Health, Atlanta, GA. (Control ID
#3689727)

STATEMENT OF PROBLEM/QUESTION: Expanding a multi-faceted
Food As Medicine Program in collaboration with community partners and a
safety net health system could impact health outcomes for low-income patients
with diet-related chronic disease risks.
DESCRIPTION OF PROGRAM/INTERVENTION: About 12% of U.S.
households were food insecure at some point during 2017. Food insecurity
rates are highest in the South (13.4%) and among non-Hispanic Black (21.8%)
and Hispanic (18.0%) households. Across all racial backgrounds, low-income
households experienced the highest rates of food insecurity (30.8%). Food
insecure households tend to show decreased intake of nutrient-dense foods
such as fruits, vegetables and increased intake of energy-dense foods such as
sugar-sweetened beverages, sugary snacks, and pastries. The Georgia Fruit and
Vegetable Prescription program (FVRx) is a comprehensive strategy that
provides low-income patients at risk for diet-related chronic disease with
nutrition and cooking education, produce subsidies, and healthcare. FromApril
to August 2017, the FVRx program was conducted at six primary care
community-based sites serving low- income communities in Atlanta, Athens,
andAugusta. Patients at each primary care site were referred by their healthcare
provider, then contacted by phone to determine interest and eligibility. Patients
were eligible for the program if they were SNAP-eligible (≤ 130% poverty
guideline), and/or screened positive for food insecurity based on the USDA 2-
item food security screener; they must be diagnosed with or at risk for one diet-
related chronic condition (including obesity, diabetes, hypertension, pre-
diabetes, or heart disease).
MEASURES OF SUCCESS: We assessed changes in food security, blood
pressure, BMI, waist circumference, and HbA1c among program participants.
FINDINGS TO DATE: Participation in the FVRx program increased intake
in nutrient rich foods, decreased food insecurity and decreased diastolic blood
pressure significantly (p <0.05). At baseline 20% of participants experienced
very low food security; by endline, 4.2% of participants were experiencing
very low food security, representing a 79.2% decrease from baseline (p
<0.001).
KEY LESSONS FOR DISSEMINATION: Lessons learned in program
evaluation include improvements in communication between program
partners, resulting in greater clarity in goals and adjustments to the survey
tools and data collection practices.We also were able to engage stakeholders to
expand the scope and reach of the FVRx program. Limitations of this evalu-
ation include a lack of validated, consistent dietary measurements, a relatively
high loss to follow-up, small sample sizes within each site, and the lack of a
comparison group. In subsequent iterations of the program, the Share our
Strength CookingMatters for Adults Survey, a validated instrument developed
with USDA funds and available in the SNAP-Ed toolkit online, was included
in the survey tool used for program evaluation. The use of this tool consistently
across sites allows for results comparisons across years of the program and
between sites.

JGIMS580



LET'S TALK ABOUT RAF: IMPROVING DOCUMENTATION &
SCORE ACCURACYWITH CARE ORCHESTRATION
Jason Keiner3; Subha L. Airan-Javia1,2; Christopher Hwang3
1Medicine, University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA
2TrekIT Health d/b/a CareAlign, Philadelphia, PA
3Geriatrics, Crozer Keystone Drexel University College of Medicine,
Philadelphia, PA. (Control ID #3716118)

STATEMENT OF PROBLEM/QUESTION: The Centers for Medicare &
Medicaid Services (CMS) has created Alternative Payment Models to incen-
tivize ACOs to provide high quality care by sharing cost-savings. A major
component of payment calculation is the Risk Adjustment Factor (RAF) score,
a combination of patient demographics and high-risk diagnoses, where higher
scores can equate to larger per member per month payments. A challenge for
home care medicine teams is capturing the complexity of the population with
limited documentation capability in the field. Our group implemented a strat-
egy that utilized a Care Orchestration platform for task and diagnosis manage-
ment. This presentation will discuss steps we have taken to improve collabo-
ration and efficiency while generating more accurate and complete documen-
tation. Our primary outcome was 2021 vs 2020 RAF scores for ACO patients
on our panel versus the total ACO.
DESCRIPTION OF PROGRAM/INTERVENTION: Inclusion criteria for
our program is high hospital utilization: 2 or more hospital admissions within
the last 6 months, cost of care in the top 3% of the ACO, or permanent
homebound status. Our team is made up of physicians, advanced practice
providers, pharmacists and social workers. We implemented a weekly inter-
disciplinary “huddle” to review patients seen in that week or with other care
needs.
Particular attention is applied to coding, reviewing and documenting high risk
conditions and associated complications. We use a care orchestration platform
to do the following: 1) clinically manage the patients using a problem based
care plan 2) track patient visits 3) do a weekly review of tasks that need to be
completed. We use template and bundle functionality within the platform to
create customized workflows ensuring appropriate documentation of the
patient’s plan of care.
MEASURESOF SUCCESS:We compared RAF scores of all ACO patients
at the end of 2020 vs the end of 2021.We also compared the scores of ourACO
patients to those not on our panel, broken down by providers.
FINDINGS TO DATE: Compared to the larger group (RAF = 0.05), using
this novel approach our patient panel had an average RAF score increase of
0.41. This increase translates to more than $3,800 in potential increased annual
reimbursement/patient vs $460 increase in annual reimbursement/patient for
the rest of the ACO.
All ACO pts (n=11579) Non-Study pts (11354)
Study pts (225)
2020 RAF
All = 1.326
Non-Study = 1.309
Study = 2.325
2021 RAF
All = 1.386
Non-study = 1.359
Study = 2.739
Difference (2021 vs 2020)
All = 0.05
Non-study = 0.05
Study = 0.41
KEY LESSONS FOR DISSEMINATION: The combination of people
(interdisciplinary team), process (point-of care and weekly reviews) and tech-
nology (care orchestration platform) can successfully drive more complete and
accurate clinical documentation resulting in potential for value-based savings.
Having a process and platform that allows a medical team to dynamically
manage tasks and care plans is key to improving coding of patient complexity.
Future directions involve collecting outcomes data to determine whether this
process has also worked to close care gaps.

MEDICAL STUDENTS AS HEALTH COACHES FOR PRIMARY
CARE PATIENTS WITH HYPERTENSION: A PILOT PROGRAM
Jillian Baranowski1; Ankur Srivastava2; Julia B. Nath3,2; Anna Volerman2
1Pritzker School ofMedicine, University of Chicago Division of the Biological
Sciences, Chicago, IL
2Internal Medicine, University of Chicago Division of the Biological Sciences,
Chicago, IL
3Addiction Medicine, Rutgers New Jersey Medical School, Newark, NJ.
(Control ID #3707351)

STATEMENTOF PROBLEM/QUESTION: The program sought to deter-
mine whether trained medical students serving as lifestyle health coaches could
reduce blood pressure (BP) among primary care patients with poorly controlled
hypertension at a large, urban academic medical center.
DESCRIPTION OF PROGRAM/INTERVENTION: In our primary care
clinic, approximately half of patients of resident physicians achieved adequate
BP control (defined as <140/90). An inventory of clinic-based programs and a
survey of Internal Medicine residents identified a need for additional lifestyle
counseling, based on well-established interventions of low sodium diet, phys-
ical activity, weight loss, adequate sleep, and alcohol reduction.
The program trained preclinical medical students to provide lifestyle counsel-
ing to patients with hypertension, aiming to meet the need for coaching while
providing valuable patient care opportunities to trainees. Students were trained
in motivational interviewing (MI) and lifestyle interventions to reduce BP.
Adult patients with BP>140/90 were introduced to the program by their
resident PCP and provided a packet with information about lifestyle changes
to reduce BP. Patients who agreed to participate were randomized to interven-
tion (coaching) or control (packet only). Intervention patients were contacted
by students using a program-developed protocol to set and follow-up lifestyle
goals. Students conducted outreach with a minimum of 3 attempted calls for
each counseling session, aiming to complete 1-3 counseling sessions per
patient. An intention-to-treat analysis was conducted to assess change in
systolic BP. Students were surveyed pre-program, post-training, and after 4
months to assess knowledge and confidence progression.
MEASURES OF SUCCESS: 1. Systolic BP reduction assessed via chart
review.
2. Medical student competency and confidence assessed via surveys.
FINDINGS TO DATE: Over 5 months, 29 patients enrolled with 18 ran-
domized to intervention and 11 to control. Of the 18 intervention patients, 9
completed counseling, with a mean of 1.56 (SD=0.53) sessions per patient.
Mean systolic BP decreased 7.11 mmHg in the control group whereas it
decreased 11.50 mmHg in the counseled group, however this finding was
not significant (p=0.30). Among medical students, all (n=4) endorsed feeling
confident that they could help patients identify ways and set goals to lower
their BP using MI. All agreed that participation in the program enriched their
pre-clinical learning and 75% endorsed that they were more likely to pursue a
primary care field.
KEYLESSONS FORDISSEMINATION: Preclinical medical students can
serve as health coaches for patients with poorly controlled hypertension. Pilot
data suggest a trend toward counseled patients having a greater decrease in
systolic BP. Such programs provide critical learning opportunities for medical
students to improve clinical and communication skills while enhancing interest
in primary care.

MYCHART CUSTOM LANGUAGE BUILD: EXPANDING ACCESS
TO OUR PATIENT PORTAL
Bekah McLean1; Matthew J. Stewart2; Margarita Larios3
1Ambulatory Care and Population Health, New York City Health and
Hospitals Corporation, New York, NY
2EMR IT Infrastructure, New York City Health and Hospitals Corporation,
New York, NY
3Office of Diversity and Inclusion, New York City Health and Hospitals
Corporation, New York, NY. (Control ID #3711683)
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STATEMENTOFPROBLEM/QUESTION:MyChart, our patient portal at
NYC Health + Hospitals, is not available in languages relevant for the patient
populations we serve.
DESCRIPTION OF PROGRAM/INTERVENTION: We reached out to
Epic, our electronic healthcare record vendor, to see if it would be possible for
them to provide us with additional language environments for our patient portal
so our patients might better use the tool. At the time of our inquiry, Epic
explained that additional languages beyond English, German, Dutch, Danish,
Spanish, French, and Arabic were not available for their clients. Knowing that
we still needed to create a solution for our patients who speak other languages
to access their health information via the portal, we devised a plan to work with
NYC Health + Hospitals' Office of Diversity and Inclusion (along with our
translation vendor) and members of our Go Portals Team to create a custom
local language build for MyChart. Our ODI colleagues advised that the first
language we should prioritze, based on demand, was Simplified Chinese
(Mandarin) and so we started building a version of the MyChart environment
in Simplified Chinese in Summer of 2021. This language will go live in
MyChart for our patients in Q1 of 2022.
Once SImplified Chinese in MyChart is live, we will work across our
healthcare system to promote it's availability working to engage our patients
whose preferred language is Simplified Chinese in the use of the portal so they
can feel the full advantage of all the portal has to offer. Now that we have
articulated/defined the custom translation process for MyChart, we hope to
build additional languages into MyChart as 2022 continues.
MEASURESOF SUCCESS:Wewill evaluate the success of this innovation
by soliciting direct feedback from our patients via the MyChart Help Line
(when patients call) and when we show them the MyChart application/patient
portal in SImplified Chinese in clinic when they activate their MyChart
accounts. We will also track how many patients, whose preferred language is
Simplified Chinese, log on to MyChart and use the application's funcionality
through reports in Epic Hyperspace.
FINDINGS TO DATE: There is a demand for MyChart in SImplified
Chinese from our patients, as our team has received this feedback from our
call center colleagues, our colleagues in the Office of Diversity and Inclusion,
and from our patients themselves. This intervention will directly respond to
that demand and improve our patient's experience and access to their health
information via our patient portal. As we go-live with Simplified Chinese in
MyChart (and other languages later in 2022!) we will continue to let our
patients know that our portal is available in their preferred language and to
see how they respond by using it.
KEY LESSONS FOR DISSEMINATION: We will share our detailed
project process with others, including a guide to key stakeholders, project
management best practices, translation vendor tips, and build notes. In addi-
tion, we will share patient-facing engagement tools/guides as a framework for
others to learn/borrow from.

NEPHROLOGY E-CONSULTS: A NOVEL APPROACH TOKIDNEY
CARE IN A SAFETY-NET HOSPITAL
Krysta S. Frye2; Pooja Amarapurkar1; Jennifer Weil1; Lesley Miller2
1Nephrology, Emory University School of Medicine, Atlanta, GA
2Internal Medicine, Emory University School of Medicine, Atlanta, GA.
(Control ID #3707096)

STATEMENT OF PROBLEM/QUESTION: With Chronic Kidney Dis-
ease (CKD) on the rise, Grady Health System (GHS) implemented a novel
Electronic-Consultation (E-Consult) Service for outpatient Nephrology and we
sought to determine the characteristics and outcomes of these patients to better
recognize the utility in our new approach to kidney care.
DESCRIPTION OF PROGRAM/INTERVENTION: The Nephrology E-
Consult servicewas launched in September 2020 across all primary care clinics
at GHS, which is located in downtown Atlanta, GA, and serves a population of
mainly Medicare/Medicaid and uninsured patients. With this service, Primary
Care Providers (PCPs) submit an E- Consult and a single Nephrologist reviews
the chart to communicate closed-loop recommendations via the patient's Elec-
tronic Health Record (EHR). If high-complexity factors are discovered (in-
cluding nephrotic-range proteinuria, acute kidney injury (AKI), or CKD 4/5),
the patient is scheduled for an in-person clinic visit with Nephrology.

MEASURES OF SUCCESS:We retrospectively analyzed the charts of 200
randomly-selected E-Consults placed 09/2020-12/2021 to determine disease
complexity, A1c and albuminuria screening rates, DM2 control, common
comorbidities, renoprotective medication use, as well as the percentage of
PCPs who completed the consultation recommendations. We identified the
number of in-person Nephrology clinic visits that were prevented with this
virtual service and compared waitlist times against a traditional referral to
outpatient Nephrology.
FINDINGS TODATE: The majority of patients (55%) have low-complexity
kidney disease, and nearly half of all E- Consults are managed entirely
virtually, avoiding an in-person visit to Nephrology. Fewer E-Consults have
high- complexity disease (45%), most of which involve AKI (60%) and/or
CKD4 (35%), warranting an in-person Nephrology evaluation, and with this
service an in-person visit occurs in 1/3 the time of traditionally-placed referrals.
Themost common comorbidities are hypertension (80%) and DM2 (51%), and
interestingly, the majority of patients with DM2 have relative control of their
disease with an A1c <7% (63%). However, the rate of screening A1c differs
from albuminuria: most patients have a recent A1c (70%) while less than half
of patients have a recent urine albumin. Very few patients are prescribed an
SGLT2-inhibitor (5%) and more than a quarter of eligible patients are not on
any renoprotective medications. Nearly a quarter of PCPs do not complete the
e-consult recommendations, representing an area where EMR automatization
may be useful.
KEY LESSONS FOR DISSEMINATION: Our Nephrology E-Consult
Service improves access to kidney care for all patients, reduces clinic wait
times for those with high-complexity disease, and may play an important role
during the Covid-19 pandemic by reducing healthcare-associated exposures.
By providing a closed-loop method of communication between PCP and
Nephrologist, guideline-based recommendations for routine screening and
renoprotective strategies can be exchanged for the patient's benefit.

OHIO BETTER STARTS FOR ALL: IMPLEMENTATION OF A HY-
BRID MOBILE AND TELEHEALTH WOMEN’S HEALTH PRO-
GRAM IN OHIO APPALACHIA
Seuli B. Brill1; Jordyn Brown2; Nikki Thomas1; Richard Villarreal4; Erin
Chandler1; Abra Greenberg5; Tiffany Cochenour4; laura j. miles3; Stephen
Thung6
1Internal Medicine, Ohio State University College of Medicine, Columbus,
OH
2Public Health, The Ohio State University, Dublin, OH
3General internal Medicine, The Ohio State University, Columbus, OH
4Adena Health System, Chillicothe, OH
5March of Dimes Foundation Washington DC, Washington, DC
6Maternal Fetal Medicine, The Ohio State University College of Medicine,
Columbus, OH. (Control ID #3714306)

STATEMENT OF PROBLEM/QUESTION: Ohio Appalachia faces
women’s health disparities in chronic disease burden, maternal morbidity
and mortality, and health care access, including preventive services.
DESCRIPTION OF PROGRAM/INTERVENTION: Ohio Better Starts
for All (BSFA), funded by the March of Dimes, provides in-person and
telehealth care for women of childbearing potential within a 4 county region
in Ohio Appalachia. After 18 months of regional engagement and a clinical
partnership between Adena Health (community) and the Ohio State University
(tertiary), Ohio BSFA began pilot in-person clinical and community education
programs, prioritizing locations >20 minutes from established clinical sites.
FirstNet, a first responder broadband network, helped us establish a mobile unit
hotspot for patients to access subspecialty telehealth care starting in Spring
2022. Yet, regional infrastructure, workforce, financial resource, maintenance,
and COVID-19 challenges limited scope and reach of clinical services.
MEASURES OF SUCCESS: Ohio BSFA applied the Reach, Effectiveness,
Adoption, Implementation, and Maintenance (RE-AIM) framework to guide
program development, refinement, and expansion. To evaluate progress, we
measured: number of clinics conducted; number of patients served; percentage
of Ohio BSFA referrals served; demographics of patients served; and number
of community partners. We next anticipate assessing quality of care (e.g.
preventive services, depression screening, and tobacco cessation), number of
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telehealth visits, and patient satisfaction. FINDINGS TO DATE: Since the
Fall 2021 launch, we conducted 14/19 scheduled clinics serving 52/86 (60.5%)
of referred patients. We canceled 5 clinics due to inclement weather, mobile
unit breakdown, or clinician COVID-19 infection. Data are available for 36 of
52 patients served to date (due to a monthly demographic reporting lag).
Median age was 27 years; 25% (9/36) were teenagers; 92% (33/36) were
White. 61% (22/36) had public insurance; 31% (11/36) had private insurance;
and 8% (3/36) were uninsured.We established 5 community partnerships, such
as a county fairgrounds and a local employer, General Mills, to support mobile
unit housing and clinic hosting.
KEY LESSONS FOR DISSEMINATION: We have learned that a mobile
hybrid in person/ telehealth clinical model can promote primary and specialty
care access in rural communities. Using the RE-AIM framework in program
implementation helps maintain focus on long-term community sustainability,
even in early stages of program development. Continuous community partner-
ship and coalition expansion is also critical for sustainability. While telehealth
can facilitate rural subspecialty care access, telehealth success requires broad-
band access and established referral workflows. Clinical service disruption,
such as staffing shortages and facility malfunction, can hinder patient engage-
ment and program momentum. Agile and flexible responses to unanticipated
challenges, compounded by the COVID-19 pandemic, facilitate continuation
of clinical and community services necessary for increasing program impact
and reach.

ONCE AT THE EPICENTER OF THE PANDEMIC, ELMHURST
HOSPITAL LEADING EQUITY FOR DIABETES CARE
Hadeel Alkhairw1,2; Marlon E. Brewer1; Lucy Gordon3; Michelle M. Lam1;
Rand A. David1
1Ambulatory Care, NYC Health and Hospitals Elmhurst, Elmhurst, NY
2Icahn School of Medicine at Mount Sinai, New York, NY
3Ambulatory Care, Icahn School of Medicine at Mount Sinai, New York, NY.
(Control ID #3694594)

STATEMENT OF PROBLEM/QUESTION: Improve diabetes quality and
equity during the pandemic.
DESCRIPTIONOFPROGRAM/INTERVENTION:Elmhurst hospital cen-
ter is one of 11 acute care hospitals in the NYC H+H network, the largest public
health care system in the United States. Elmhurst hospital was at the epicenter of
the COVID 19 pandemic in March 2020; providing care for immigrant, unin-
sured and underinsured patients, including more than 5000 patients with diabe-
tes. As NYC emerged from the first surge, the primary care clinic assessed and
addressed care gaps. Difficulties in accessing in-person visits, lab, and the social
and economic impact on patients added to the challenges of managing diabetes
during the pandemic. Disproportionately burdened were ethnic and racial minor-
ities. An assessment of the diabetes outcome revealed that the control rate of
diabetes defined as Hemoglobin A1c (A1c) less than 8% dropped by 8%
compared to the pre-pandemic rate. There was a 4% difference in diabetes
outcomes between the insured and uninsured patient populations.The clinic
leadership implemented a collaborative care model.
The collaborative care model consists of clinical pharmacists, registered
nurses, a diabetes education-certified dietitian, and the population health team
that provides outreach and data analytics support. Patients referred to the
collaborative team by the primary care provider who assists in setting the
treatment plan and goals. The collaborative care team screens every patient for
barriers and social needs, provides diet education and a self-management plan.
Each patient receives medication management in either the RN led treat-to-
target clinic or by the clinical pharmacist. The referral criteria follow an
algorithm based on the A1c level of control, number of medications, and the
use of injectables. Cases are discussed weekly in collaboration with the
primary care provider. The level of care is adjusted to address patient needs.
The team determines the number of visits and time between visits based on the
clinical progress. Visits are conducted in person and virtually; tailored to the
patient’s ability to use telehealth.
MEASURESOFSUCCESS:Diabetes control improved by 10% in 8months.
The gap between insured and uninsured was reduced from 4% to 1% at the end
of the study project period.

FINDINGS TO DATE: A team-based approach using risk stratification that
incorporates clinical outcomes and patient social barriers led to significant
improvement in diabetes outcomes and closed the inequity gap.
KEY LESSONS FOR DISSEMINATION: - High-quality diabetes care
requires a multi-disciplinary team approach.
- Treat-to-target RN visits improved access and equity in diabetes care.
- Clinical Risk algorithms must incorporate social barriers.
- Team-based approaches require continuous training and evaluation, with
team members empowered for decision making.

OPERATIONAL IMPACT AND COST AVOIDANCE FROM USE OF
AN ONLINE COVID-19 SYMPTOM CHECKER
Timothy Judson2; Logan Pierce2; Aaron B. Neinstein1; Anobel Y. Odisho3
1Division of Endocrinology, University of California, Los Angeles, San
Francisco, CA
2Department of Medicine, UCSF, San Francisco, CA
3Urology, University of California San Francisco, San Francisco, CA. (Control
ID #3691417)

STATEMENT OF PROBLEM/QUESTION: During the COVID pandem-
ic, symptom checkers have been a crucial tool for providing patients with on-
demand access to triage recommendations. Faced with high demand for
COVID testing and care and staffing shortages, health systems are in desperate
need of automated, self-service tools. However, they may be hesitant to invest
in designing and implementing online symptom checkers because their impact
on operational efficiency and cost avoidance have not been studied.
DESCRIPTION OF PROGRAM/INTERVENTION: We previously
published one of the first reports of the design, implementation and results of
an online COVID-19 self-triage and self-scheduling tool in a large academic
health system. In March 2020, we implemented this tool alongside a COVID-
19 telephone hotline. Ambulatory patients with symptoms can use the online
tool or hotline to be triaged and connected to care via an identical triage
protocol.
MEASURES OF SUCCESS: In this retrospective analysis, we quantify the
operational efficiency and cost avoidance associated with use of an online
COVID symptom checker as an alternative to a telephone hotline.We included
symptomatic adults who used the online tool or called the hotline between
Dec 10, 2020-March 10, 2021. We used a combination of telephone call logs
and EHR data to determine the types and duration of calls required to resolve
each encounter. We calculated costs using average hourly wages for each type
of employee staffing the hotline.
FINDINGS TO DATE: During the 90-day study period, there were 3,809
total symptomatic COVID triages, of which 1,411 (37%) were completed on
the telephone hotline and 2,398 (63%) were completed using the online
symptom checker. Patients who used the symptom checker also called the
hotline 17.6% of the time. Patients who used the online tool and were given the
option to self-schedule were six times more likely to do so online than by
calling the hotline (46% vs. 7.7%). Triage and scheduling encounters complet-
ed exclusively using the hotline required an average total of 47.4 minutes of
triage staff time per encounter, while triages that involved the symptom
checker took an average of 6.3 minutes of triage staff time per encounter,
resulting in lower average per-encounter triage and scheduling costs ($81.02
vs. $9.81). The estimated cost avoidance attributable to the symptom checker
during the 3-month period was $170,753. After including product develop-
ment costs, the estimated first-year return was 9.3 times the investment.
KEY LESSONS FOR DISSEMINATION: We demonstrate that when
given the option, most patients with COVID symptoms complete the triage
and self-scheduling process online, resulting in substantial efficiency gains and
operational cost avoidance compared to triage and scheduling by phone. The
potential cost savings far outweighed development costs. This is the first
known study to quantify these benefits. These findings may encourage health
system investment in such tools, particularly as ambulatory demand for
COVID testing and care continues to be high.
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OPTIMIZING PATIENT-PROVIDER MATCHING FOR
REFERRALS THROUGH ALGORITHMIC GENERATION OF PRO-
VIDER PROFILES
Stephen Koesters
Internal Medicine, The Ohio State University Wexner Medical Center,
Columbus, OH. (Control ID #3709888)

STATEMENT OF PROBLEM/QUESTION: Clinicians routinely refer
patients to subspecialists for myriad conditions. Non-clinical schedulers often
complete these referrals based on provider profiles which vary widely in
quality. An estimated 20 million referrals are misdirected annually, most often
due to a mismatch of expected vs. actual provider expertise. This results in
delayed or lower quality of care, higher costs, and dissatisfied patients. A
survey of providers suggests that such patient-provider matching is suboptimal
in 25% of cases. Increasingly patients are scheduling online and self-referring,
which could worsen this problem.
DESCRIPTION OF PROGRAM/INTERVENTION: We hypothesized
that electronic health record (EHR) data from patient encounters could be
processed algorithmically to generate complete and uniform provider profiles
for an entire health system. We obtained encounter data from a local health
plan, developed algorithms cluster diagnoses and procedures, and linked those
with patient-friendly terminology. We use a data visualization tool to search
the data and display experience levels of providers for a wide array of medical
conditions.
MEASURES OF SUCCESS: Optimized patient-provider matching would
reduce redundant referrals and wait times for specialty care, increase quality of
care, raise patient and provider satisfaction, and lower overall cost of care. As
many of these are indirect effects, we will use proxy measurements, such as the
number of unique patient referrals per patient. We will compare pre- and post-
intervention values for wait time, patient, and provider satisfaction, and include
manual chart review to assess accuracy/appropriateness of referrals.
FINDINGS TO DATE: Early adopters of the proof-of-concept tool have
given markedly positive feedback, which has led to robust interest in further
dissemination. Additionally, primary care and subspecialty clinicians have
expressed interest in using this tool to update their provider profiles and
identify areas of niche expertise.
KEY LESSONS FOR DISSEMINATION: Redundant referrals have
persisted in a fee-for-service environment because reimbursement still covers
extra provider visits and testing. With a transition to value-based care, such
medical waste represents a major liability. Full development and implementa-
tion of robust, uniform, and patient-friendly provider profiles is possible with
algorithmic processing of EHR data; this will empower patients and providers
to help optimize the patient-provider matching process and contributed to the
quadruple aim of healthcare.

OPTIMIZING UTILIZATION OF AND BILLING FOR ELECTRON-
IC PORTAL VISITS IN ACADEMIC GENERAL INTERNAL MEDI-
CINE PRACTICES THROUGH IMPLEMENTATION OF RN TRI-
AGE, STREAMLINED WORKFLOWS, AND FACULTY
EDUCATION
Jodi M. Grandominico-Bradford1; Daniel E. Jonas1; Loretta Baughman1; Jody
E. Davis3; Jennifer Garrison2
1Internal Medicine, The Ohio State University, Columbus, OH
2General Internal Medicine, The Ohio State University, Columbus, OH
3General Internal Medicine, The Ohio State University Wexner Medical
Center, Columbus, OH. (Control ID #3712024)

STATEMENT OF PROBLEM/QUESTION: Electronic portal visits are a
popular access point for patient care and are underutilized as a medical service
in primary care.
DESCRIPTION OF PROGRAM/INTERVENTION: The volume of elec-
tronic portal messages populating primary care in baskets has grown signifi-
cantly over the last decade. Portal messages in the form of medical advice
requests alert primary care providers to new problems, identify worsening of
chronic conditions, and require provider training and expertise for medical
decision-making. Messages often lack adequate information to render

decisions, requiring additional provider time and effort despite lack of com-
pensation for this work. Between January 1st, 2021 and July 1st 2021, 63 GIM
faculty at The Ohio State University received >48,000 electronic portal
messages in the form of medical advice requests across 7 primary care clinical
practice sites. In June, 2021, RN triage of electronic portal messages was
implemented for all practices in our division. In July, 2021, a 30-minute
recorded faculty education session reviewed coding and billing requirements
for electronic portal visits and reviewed workflows designed to streamline and
standardize this process (42 live attendees, 13 views of recording). A 5-minute
video reviewing requirements for billing electronic portal visits was recorded
and distributed to faculty for independent viewing (4 views).
MEASURES OF SUCCESS: % of electronic portal visits billed, revenue
generated, provider knowledge and satisfaction.
FINDINGS TO DATE: In the 6 months prior to intervention, 2,055 (4.2%)
medical advice requests were billed as a medical service generating >$6,800/
month in revenue. Prior to intervention, a faculty survey (n= 37, >50% faculty)
on in basket management was performed with about 20% reporting they
understood how to bill for electronic visits and did so when appropriate. In
the 6 months after intervention, >45,000 mychart messages were sent to
primary care providers. In that time, the RN triage team processed >8,000
messages/month (e.g., appointment requests, refill requests, medical advice
requests) with an average turnaround time of 0.5 days/message. To date, of the
>45,000 medical advice requests received, 2,667 (6.0%) messages were coded
as a billable service, an absolute increase of 1.8% (95%CI, 1.5% to 2.1%) from
pre- to post-intervention. Revenue generated to date is > $8,500/ month, an
increase of >$1500 per month after intervention. Of the billed portal visits,
most (74.1%) were billed as 99421 (5-10 minutes) and fewer were billed as
99422 (22.6%, 11-20 minutes) or 99423 (3.1%, >20 minutes). Repeat survey
data on provider knowledge and workflow satisfaction is being collected.
KEY LESSONS FOR DISSEMINATION: Implementation of RN triage,
streamlined workflows, and faculty education can increase appropriate billing
for patient portal messages. While revenue generated is modest thus far, it can
contribute to an RN position salary to offset in basket workload.

PATIENT ACCEPTANCE OF A PORTAL-BASED APPROACH TO
IDENTIFY AND ADDRESS SOCIAL NEEDS
Allison J. Hare1,2; Katherine Honig3,4; Darlene Mosley3; Anna U. Morgan3
1University of Pennsylvania Perelman School of Medicine, Philadelphia, PA
2Office of the CMIO, Penn Medicine, Philadelphia, PA
3Division of General Internal Medicine, Penn Medicine, Philadelphia, PA
4University of Maryland at College Park, College Park, MD. (Control ID
#3706461)

STATEMENTOF PROBLEM/QUESTION:Despite increasing awareness
of the outsized role that social determinants play in health outcomes, primary
care practices at Penn Medicine do not have a uniform approach to address
their patients’ social needs, nor patient input on the best way to do so.
DESCRIPTIONOFPROGRAM/INTERVENTION:We sent weekly bulk
portal-based messages to patients who screened positive for social needs on a
standardized portal-based survey at three general internal medicine practices at
Penn Medicine, a large academic medical center based in Philadelphia.
Messages directed patients to a community resource database searchable by
ZIP code. We subsequently conducted structured interviews with patients who
screened positive for social needs via the portal-based survey inquiring about
their experience with the survey and messages, as well as their attitudes
towards primary care practices asking about and responding to social needs
more broadly.
MEASURES OF SUCCESS: Quantitative measures included proportion of
patients who completed the social needs survey, proportion of these who
screened positive for social needs, proportion of these who opened their
follow-up message, and proportion of these who clicked the link this message
contained to the community resource database. We gathered qualitative feed-
back on our approach from a sample of 16 patients.
FINDINGSTODATE:Between August and December 2021, 35.4% eligible
patients (6,647/18,848) completed the survey. Of these, 11.9% (794) screened
positive for social needs – 73.0% (580) for financial strain, 48.7% (387) for
food insecurity, and 28.2% (224) for poor access to transportation. 198 patients
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were messaged with a link to the database of which 91.4% (181/198) opened
the message. 60.8% (110/181) clicked the link this message contained to the
database. Common themes included: a positive attitude toward completing the
survey, belief that social needs are directly related to health, and trust in the
primary care practice to ask the questions and respond appropriately.
KEY LESSONS FOR DISSEMINATION: Patients are essential
stakeholders in the development of best practices for addressing social needs,
and those who completed the survey via portal were receptive and saw benefit
in the process.
This framework represents an almost entirely automated approach to identify and
address patients’ social needs, meaning it could be scaled with relative ease. As
with all portal-based solutions, however, it is essential to provide non- portal
opportunities for engagement since patient access to portals is itself inequitable.
Going forward, we will implement tablet-based screening to capture the needs of
patients without portal access and will interview these patients as well.

PATIENT PREFERENCES FOR RECEIVING CLINICAL VIDEO
TELEHEALTH VISITS AT THE VETERANS HEALTH
ADMINISTRATION
Omar El Shahawy1,2; Andrew Nicholson3,1; Laura Wong3,1; Shu Lei3; Hayley
Belli1; Sahnah Lim1,3; Anne Dembitzer3,4; Melanie Jay4,3
1Population Health, NewYork University Grossman School ofMedicine, New
York, NY
2School of Global Public Health, New York University, New York, NY
3New York Harbour, Veterans Health Administration, New York, NY
4Medicine, NewYork Grossman School of Medicine, Brooklyn, NY. (Control
ID #3715866)

STATEMENTOF PROBLEM/QUESTION: There is a need to understand
patients’ experiences of the unprecedented expansion in telehealth services
during Covid-19 at the Veterans Health Administration (VHA) to maintain its
sustainability.
DESCRIPTION OF PROGRAM/INTERVENTION: To evaluate
Veterans’ experiences with clinical video telehealth visits (CVT) and its impact
on preferences for future CVT utilization, we conducted a quality improvement
self-administered mailed survey Veterans from New York harbor (NYH) and
San Diego (SD) VHA sites, as well as interviews (N=20) with clinical
providers and VHA leadership from both sites.
MEASURES OF SUCCESS: Provider and system-related barriers and
facilitators were evaluated using interviews. Patient satisfaction and
preferences for receiving CVT in comparison to in-person visits were identi-
fied. We evaluated these measures, as well as contrasted the differences from
the information gathered from the survey and interviews.
FINDINGS TO DATE: Veterans who received at least one CVT were
identified through EHR. Using standardized tools, we assessed barriers to
and facilitators of use, satisfaction, and preferences for CVT utilization in
comparison to in person visits in different scenarios among N=308 from
NYH (53%) and SD (47%). Our sample was mostly males (83%), with half
being non-Hispanic Whites (50.6%), with mean age of 62.5 years (SD = +
13.6, range= 26-88).
Satisfaction CVT was high overall (8.4 on a scale from 0-10, SD= + 2.0). The
proportion of Veterans reporting positive experiences with CVT was high
(Range: 94-98%) overall (e.g., ability to ask all needed questions, provider
spending enough time, ability to communicate all health concerns). However,
less Veterans (35.4 %) reported CVT preference (i.e., preferred CVT or found
no difference in contrast to in person visits) compared to in person visits
(64.6%). Overall, use of video calls (e.g., FaceTime) (79.9%), and having a
device to access internet (97.1%)were highwith no difference between groups.
Veterans endorsing CVT were more likely to report intention to have future
CVT for managing chronic illness (62% vs 38 %, p <.001), meeting with a
specialist such as a dermatologist (41% vs 25.3%, p=0.0067), having follow-
up care from an in person visit (90% vs 66%; p <.001), less discouraged by
provider’s inability to perform physical examination (15.5% vs 63.1%;
p=0.0006), and reported that CVT saved time (91.8% vs 66.2%; p=0.0019).
Providers viewed CVT as a complement to in-person visits; easier to schedule
with less missed appointments; and easier to assess patient environment and
speak with family members. Barriers included too many steps for scheduling

(e.g., clerk needs to schedule and then send out links); and technological
trouble shooting is not immediately accessible, often leading to switch to
phone.
KEY LESSONS FOR DISSEMINATION: There is very high satisfaction
with CVT. However, most veterans seem to prefer in person visits, which
varied by reason for visit. Our mixed methods approach delineated a potential
discrepancy between process of CVT and provider perceptions of CVT
barriers.

PENICILLIN ALLERGY STEWARDSHIP - IMPROVINGCLINICAL
OUTCOMES AND ANTIBIOTIC CHOICE BY ADDRESSING LOW
RISK PENICILLIN ALLERGIES IN GENERAL INTERNAL MEDI-
CINE (GIM)
Lisa C. Pastel1; Erin L. Reigh2; Audrey Lohr1
1General Internal Medicine, Dartmouth-Hitchcock Medical Center, Lebanon,
NH
2Department of Allergy, Dartmouth Hitchcock Medical Center, Lebanon, NH.
(Control ID #3715497)

STATEMENT OF PROBLEM/QUESTION: Penicillin (PCN) allergies are
over-reported, leading to missed opportunities to appropriately prescribe first
line, narrow-spectrum antibiotics for common infections.
DESCRIPTION OF PROGRAM/INTERVENTION: PCN allergy is asso-
ciated with worse health outcomes including delay in empiric antibiotic treat-
ment and an increased risk of C. difficile colitis and surgical site infections.
Childhood viral exanthems may be misdiagnosed as medication allergies, and
80% of patients who are truly allergic outgrow the allergy after 10 years.
Studies show that direct oral challenge (DOC) with amoxicillin in selected low
risk patients, without prior PCN skin testing, is a safe and effective way to
delabel PCN allergies. To our knowledge, this has not been adapted to the
primary care setting.
We developed an intervention to delabel PCN allergies in patients presenting to
an academic GIM clinic.
1. Patient identification/risk stratification –We selected patients who were low
risk (no history of severe allergy, anaphylaxis, or angioedema) from Epic
workbench reports and PCP referrals. Our APRN applied our novel scoring
system, developed from published risk assessments, to identify the lowest risk
patients for DOC.
2. Amoxicillin DOC clinic – An order set and documentation tools were built
for decision support based on inpatient tools used at our institution since 2018.
Our pilot clinic was built with one hour of time per week, 3 patients/clinic, with
our APRN. Patients were observed for one hour and the PCN allergy was
updated.
MEASURES OF SUCCESS: Percentage of patients offered testing who
accept it Percentage of patients who are delabeled Order set usage Number
of amoxicillin DOCs Allergy lists updated Number of patients in GIM with
PCN allergies
FINDINGS TO DATE: Of 3444 active patients on our clinical team, 12%
have a low risk PCN allergy listed.
We have performed 7 DOCs; 6 had their PCN allergies removed and 1 had a
mild flushing reaction.
Low risk patients have been contacted and screened but not all have followed
through. Data is being collected to understand patient hesitations.
KEY LESSONS FOR DISSEMINATION: PCN allergy assessment tools
can be adapted to the primary care setting to improve the quality of future
antibiotic prescribing.
Delabeling PCN allergies in GIM is an important way to facilitate access to
allergy testing.

PHYSICIAN TRENDS IN GERIATRICS PATIENT CARE DURING
COVID-19 IN KSA
Umna Ashfaq1; Raneem Milyani2
1IM, University of Florida, Gainesville, FL
2NGHA, Riyadh, Saudi Arabia. (Control ID #3715337)
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STATEMENT OF PROBLEM/QUESTION: Ageism is a system of
stereotyping and of discrimination against a certain age group, but commonly
referred to older adults. Often observed in many different fields including the
health care system. Health care professionals can hold an explicit discrimina-
tion in their practices in the aspect of screening, procedures and treatment
decisions, which can lead to negative impact on the health andwell-being of an
older adult. This behavior was noticed during COVID-19 pandemic, which
raised concerns if age should be considered in creating protocols and policy to
help triaging patients in need of certain level of care particularly noticed in
situations needing intubation.
DESCRIPTION OF PROGRAM/INTERVENTION: A three part online
questionnaire was used, link was sent via emails and social media along with a
consent link.
1. Demographics: Age, gender, marital status, nationality, region of residence,
education, profession, specialty, geriatric education, experiece in treating or
personally taking care of elderly.
2. UCLA- Geriatric scale. Study population were primary care residents,
geriatric fellows and faculty. The attitudes towards theelderly are stated in a
positive or a negative way. Answers are on a scale of 1- 5 ranging from
strongly disagree, disagree, neutral, agree, and strongly agree when the state-
ment is positive. The negatively worded items score are reversed when calcu-
lating the total score. Maximum score of the scale is “65”, minimum score is
“13”. As the score increases, positive attitude relating to the elderly discrim-
ination increases. All items were assessed for suitability and compatibility with
the Saudi culture.
3. Questions about practice change after COVID crises towards elderly worded
negatively and positively with a scale of agreement from disagree to agree.
Scoring will be as per UCLA- Geriatric scale, Maximum score is “35”,
minimum score is “7’
MEASURESOF SUCCESS: In addition to educational talks and workshops,
Geriatric Medicine Fellowship Training Program in Saudi Arabia started
recently, which will increase awareness of the health care povide rs to hold a
positive attitude in the care of the elderly population, ultimately impacting their
well-being.
FINDINGS TO DATE:
N=119
Higher positive attitude seen in:
Saudi vs non-Saudi responents
Masters / Doctorate and Residency/Fellowship respondents vs MBBS Geriat-
ric Medicine respondents vs Family Medicine and Others Geriatrics
subspecialists vs non Geriatric specialists
Physicians treating patients aged 65 years and over Always (>3 per week) vs
Often (1-3 per week) or Never/Sometimes *1-3 per month)
More results and data will be available.
KEYLESSONS FORDISSEMINATION:Discrimination between patients
based on age only was gaining attention with the spread of COVID 19
pandemic, and there is little research that has been conducted to evaluate the
attitude of health care provides who are on the frontline providing care to the
most vulnerable and frail older adults.This was suggested that it might be due
to the influence of culture that promotes respect and appreciation of the elderly.

PILOT PHASE REPORT OF A NOVEL MOBILE SUBSTANCE USE
DISORDERTREATMENT PROGRAM INANACADEMICHEALTH
SYSTEM.
Jared P. Walsh
Medicine, University of Rochester Medical Center Department of Medicine,
Rochester, NY. (Control ID #3716018)

STATEMENT OF PROBLEM/QUESTION: The opioid epidemic has led
to the expansion of substance use disorder (SUD) screenings in our healthcare
system, however limited resources, stigma, and barriers to care have lead to a
mismatch in the number of patients seeking care and our ability to provide care
in a timely manner.
DESCRIPTION OF PROGRAM/INTERVENTION: A multi-disciplinary
needs assessment of our primary care (PC), inpatient (IP), and emergency
department (ED) settings led to development of the Substance Use Disorder –
Primary Care (SUD-PC) program to improve timely access to SUD treatment.

The SUD-PC is a comprehensive resource for SUD treatment, comprised of a
Consultation Program (CP) and a Mobile Treatment Program (MTP). The CP
supports primary care providers as they diagnose SUDs and facilitate treat-
ment, care management, and provider-to- provider consultation. The MTP
consists of mobile SUD teams that travel to PC, ED, and IP settings to deliver
care in person or via telemedicine, as well as assist with transitions of care. The
program is designed to provide rapid access to diagnosis, level of care assess-
ment, and treatment initiation before transitioning to subspecialty care, a higher
level of care, or back to PC for maintenance treatment.
MEASURESOFSUCCESS:The design of th SUD-PC program allows us to
investigatef how to effectively and efficiently manage multiple SUDs given the
confines of limited resources. Parameters under study include patient demo-
graphics, the relative representation of various SUDs in patients seeking
treatment, treatment census growth, routes to identifying appropriate
candidates, efficiency in getting patients under treatment as reflected by time
to initial contact and time to first visit, and ability to provide MOUD.
Preparations are under way to report treatment and patient-reported outcomes.
FINDINGSTODATE:Herein we summarize data from the pilot phase of the
program (6/2021-12/2021). 168 patients enrolled with 93% (156) from 32
outpatient PC practices. The remainder were referred by subspecialty practices.
Patients were contacted within 24 hours of referral 67% of the time and within
72 hours of referral >75% of the time. Time to first appointment is less than 5
days, compared to 1.5 weeks in the traditional subspecialty model.
Patient demographics: 64%male, 85% non-hispanic, and 66% white and 25%
black. Median age 45-54 years. All patients were covered by insurance:
Medicaid (55%), private commercial (25%), Medicare (20%). SUD preva-
lence: alcohol 30%, tobacco 22%, cannabis 20%, cocaine 7%, opioids 6%,
hallucinogens 3%, and other 12%. As of November, 18% of patients were
prescribed buprenorphine, methadone, or naltrexone. To date, 6 patients have
been transferred back to their PCP while 3 have been transferred to a higher
level of care.
KEY LESSONS FOR DISSEMINATION: Utilizing a short-term mobile
treatment paradigm for the timely delivery of SUD care is an effectivemeans of
closing the gap between the number of patients needing SUD treatment and the
medical system’s ability to provide it.

PRESCRIBING SGLT-2 INHIBITORS AND GLP-1 AGONISTS IN
PRIMARY CARE: IMPROVING RATES OF GUIDELINE-
CONCORDANT PRACTICE
Elizabeth Carson1; Matthew Gilbert3; Samantha Schuetz2; Ruveni Gogerly-
Moragoda4; Halle G. Sobel4
1Internal Medicine, University of Vermont Medical Center, Burlington, VT
2University of Vermont College of Medicine, Burlington, VT
3Internal Medicine, Endocrinology, University of Vermont Medical Center,
Burlington, VT
4Internal Medicine, Primary Care, University of Vermont Medical Center,
Burlington, VT. (Control ID #3715426)

STATEMENT OF PROBLEM/QUESTION: In practice, prescribing of a
GLP-1 agonist (GLP-1a) or SGLT-2 inhibitor (SGLT-2i) for patients with type
2 diabetes mellitus (T2DM) and multiple risk factors for atherosclerotic car-
diovascular disease (ASCVD) may be lagging behind the guidelines that
recommend it. This project aims to increase the prescribing rates of GLP-1as
and SGLT-2is in a primary care resident clinic.
DESCRIPTION OF PROGRAM/INTERVENTION: Eligible patients in-
cluded adults with T2DM in an internalmedicine primary care resident practice
at the University of Vermont who were not already taking a SGLT-2i or GLP-
1a. These patients were offered a diabetes medication management (DMM)
visit with their resident PCP. The residents participated in a 30-minute educa-
tional intervention on: prescribing guidelines, risks and side effects of the
medications, counseling patients, dose titration, and current Medicaid and
Medicare insurance coverage estimates. This information was summarized in
two tables that were included in a templated progress note to be used for DMM
visits. DMM visits took place over a six month period in 2021.
MEASURES OF SUCCESS: Chart review was conducted to determine
patient co-morbidities and the outcomes of the initial and follow-up DMM
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visits. Additional data was gathered from a post-visit survey completed by
resident PCPs.
Data was analyzed using descriptive methods.
FINDINGS TO DATE: One hundred sixteen patients with T2DM were
eligible. Sixty-five patients either declined, could not be reached, or did not
present for their scheduled appointment. Fifty-one patients (44% of those
eligible) completed a DMM visit. Of these 51, 18 (35%) were started on a
SGLT-2i, either at the initial visit or at a follow-up visit. A GLP-1a was started
for 14 (27%) patients. Nearly all who completed a DMM visit had at least one
risk factor for ASCVD, and most had multiple risk factors. Problem lists for
these patients showed that 40 (78%) had hypertension, 33 (65%) had hyper-
lipidemia, 12 (24%) had coronary artery disease, and 5 (10%) were current
smokers. Two (4%) had a diagnosis of CHF, and 12 (24%) had CKD. Forty
(out of 46) (87%) survey respondents reported that they were “more likely” to
prescribe SGLT-2is and GLP-1as after participating in the intervention. The
two most common reasons that these medications were not prescribed were the
presence of competing visit priorities and co-management of diabetes
medications by an endocrinologist.
KEY LESSONS FOR DISSEMINATION: Most patients with T2DM also
have risk factors for ASCVD and would benefit from a GLP-1a or SGLT-2i.
Prescriber education is an effective way to increase prescribing rates of these
medications. Primary care providers are well-positioned to consider the spec-
trum of cardiovascular co-morbidities when prescribing diabetes medications,
butmay also be burdened by other visit priorities taking precedence. This study
highlights the importance of a team-based approach to diabetes management
and demonstrates a role for enhanced communication between primary care
and specialties such as endocrinology and cardiology.

PRESERVING NON-ENGLISH SPEAKING PATIENTS' WISHES IN
LAYPERSON-CONDUCTED ADVANCE CARE PLANNING
Yu-Hsin Lin, Audrey Li, Princess Valois, Swathi Nair Kavitha Sukesh, May
Kyi, Varun Rohatgi, Vyjeyanthi Periyakoil, Silvia Tee
Medicine, Stanford university school of medicine, San Jose, CA. (Control ID
#3715645)

STATEMENT OF PROBLEM/QUESTION: We aim to improve Advance
Directive (AD) completion rate in non- English speaking patients at an outpa-
tient geriatric clinic through individualized, layperson-conducted Advance
Care Planning (ACP) discussions.
DESCRIPTION OF PROGRAM/INTERVENTION: Non-English speak-
ing patients are less likely to participate in Advance Care Planning (ACP) and
complete Advanced Directive (AD) documentation, reflecting patient
preferences and goals for end-of-life care. Our outpatient geriatric clinic of
1200 patients has an overall 54% AD completion rate, of which non-English
speaking patients have an overall 6% completion rate. We aimed to improve
AD completion for non-English speaking patients over a period of three
months (October 2021 to December 2021) by training six bilingual laypersons
(medical scribes) fluent in Spanish, Mandarin, Cantonese, Hindi, Burmese, or
Tagalog to assist with individualized ACP discussions.
MEASURES OF SUCCESS: We randomized 93 non-English speaking
patients who did not have AD scanned in the electronic medical record to
either trained layperson-led ACP discussions (n=46) or usual care (n=47). We
trained six scribes using the Stanford What Matters Most Letter Project ACP
Virtual Training Program, which comprised Stanford Palliative Care's online
modules followed by simulated discussions with peers and standardized
patients. After rigorous training, scribes conducted ACP conversations and
helped patients complete AD in their preferred language. Patients randomized
to the intervention group (a) received a copy of the Stanford AD form via the
medical record portal and (b) completed AD in their preferred language via
phone or video call. We guided patients to return the completed AD in-person,
by mail, or via the medical record portal. We defined AD completion as either
discussion with scribes or AD upload and compared intervention and control
group results at three months.
FINDINGS TO DATE: Over the three months, 19 out of 46 (41%) non-
English speaking patients completed their AD after having an ACP discussion
with scribes, compared to 3 out of 47 (6%) in the usual care group. We also
assessed scribes' and primary care providers’ perceptions and experiences of

the project through a survey at the end of 3 months. We received positive
feedback and a strong recommendation for project expansion.
KEY LESSONS FOR DISSEMINATION: Training medical scribes to
conduct ACP discussions and outreach to patients increased the AD comple-
tion rate in non-English speaking patients in our outpatient geriatric primary
care clinic. We successfully documented non-English speaking patients’ end-
of-life goals and wishes more accurately with proactive outreach while
addressing the language barrier. To sustain our project, we will standardize a
protocol with direct referrals from primary care physicians to scribes and
expand this model to other primary care clinics across our institution.

PROVIDER-PERCEIVED BARRIERS TO TELEMEDICINE IN A
RESIDENCY CLINIC
Pratyusha Nunna1; Tamara Goldberg2
1Internal Medicine, Mount Sinai Health System, New York, NY
2Internal Medicine, Mount Sinai St. Lukes West, New York, NY. (Control ID
#3715473)

STATEMENT OF PROBLEM/QUESTION:While telemedicine has been
adopted in the ambulatory setting, various provider-level barriers remain
DESCRIPTIONOFPROGRAM/INTERVENTION: The COVID-19 pan-
demic prompted an exponential increase in the use of telemedicine, allowing
safe and reliable access to ambulatory healthcare services for patients. Ryan-
Adair is a federally qualified health center in NewYork City which also serves
as the primary care practice site for our internal medicine residents.
Telemedicine services were adopted and implemented at Ryan Adair in
March 2020. Gradually, as in-person visits were re-introduced there was a
36% drop in televisits. We aim to identify some of the physician-perceived
barriers to telemedicine use in an attempt to improve its utilization.
MEASURESOF SUCCESS: This cross-sectional, single-site initiative is part
of a larger effort to identify access to primary care among a medically
underserved patient population. To understand the challenges and attitudes
toward telemedicine, we surveyed residents in all 3 academic years (PGY1,
PGY2, PGY3), preceptors, and ancillary staff at the site who provided these
services. A link to an electronic survey was emailed to the physicians and a
copy of the link via QR code was posted at the clinic documentation rooms
with a goal to obtain a 40% response rate. The surveys are anonymous and
voluntary, and all the data was devoid of any personal identifiers.
FINDINGS TO DATE: 38.8% (n=61) of providers responded, with 78.7%
(n= 48) of providers surveyed having conducted at least one televisit. 42.6%
(n=26) of the providers surveyed were more comfortable with an in-person
visit compared to a televisit. Among those who had conducted a televisit, the
major barrier identified was limitations of physical exam 77% (n=47),
followed by patient’s inability to navigate the software for a video visit
70.5% (n=43), and provider’s challenges with the software/accessories on-
site 55.7% (n=34). 32.7% (n= 20) of providers mentioned that most of the time
or occasionally they were not confident in their ability to conduct a video visit.
92% felt that they would like to continue telemedicine post-pandemic.
KEY LESSONS FOR DISSEMINATION: Based on our survey, the main
provider-perceived barriers to telemedicine use at an urban federally qualified
health center were 1. limitations of the physical exam 2. inadequate patient
access to needed technology, and 3. provider comfort with televisit navigation
on-site. Whether these are true barriers or simply perceived barriers of the
providers surveyed requires further investigation. Future directions include
conducting qualitative focus groups with patients and incorporating formal
telemedicine teaching and education as a part of resident training.

RACISM & HEALTH: DEVELOPING AND DISSEMINATING A
TOOLKIT TO SUPPORT PATIENTS IMPACTED BY RACISM
AND DISCRIMINATION
Miranda Ravicz1,3; Suzanne Bender2,3; Kathryn S. Brigham4,3; Katia M.
Canenguez4,3; Sylvia R. Chiang5; Lianna Karp2,3; Maysa Kaskas2,3; Juliana
E. Morris6,3; Nhi-Ha Trinh2,3; Aisha James1,3
1Departments of Internal Medicine & Pediatrics, Massachusetts General Hos-
pital, Boston, MA
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2Department of Psychiatry, Massachusetts General Hospital, Boston, MA
3Harvard Medical School, Boston, MA
4Department of Pediatrics, Massachusetts General Hospital, Boston, MA
5Center for Community Health Improvement,Massachusetts General Hospital,
Boston, MA
6Department of Medicine, Massachusetts General Hospital, Boston, MA.
(Control ID #3715344)

STATEMENT OF PROBLEM/QUESTION: Racism impacts the health of
patients in all age groups, and clinicians need and want resources to support
patients who have experienced racism and discrimination.
DESCRIPTION OF PROGRAM/INTERVENTION: With a multidisci-
plinary and multicultural team of providers, a Racism & Health Toolkit was
created for use by health care providers in Greater Boston, Massachusetts. The
toolkit included a clinician guide and three patient handouts (for adults,
teenagers, and caregivers of young children). The toolkit was reviewed by
numerous stakeholders, including providers from internal medicine, pediatrics,
and psychiatry, community health experts, local anti-racist organizations, and
community members from diverse backgrounds.
Multilingual handouts were uploaded to online repositories. An introductory
video was created to guide clinicians in how to use the toolkit, and dissemi-
nated widely across departments and disciplines.
The clinician guide described how racism impacts health, provided resources
for clinicians to learn more, listed evidence-based screening questions to assess
for experiences of racism, and offered sample language for clinicians
responding to patients' experiences. The three patient handouts included age-
appropriate definitions of racism, strategies and resources (including books,
articles, podcasts, and videos) to assist in understanding and coping with the
effects of racism, and information on hospital- and community-based legal,
mental health, and advocacy supports.
MEASURES OF SUCCESS: To assess toolkit dissemination, the number of
downloads for each handout was tracked. The efficacy of the toolkit was
assessed through discussions with providers who had used the toolkit with
patients and families.
FINDINGSTODATE: The toolkit was downloaded 312 times from October
15, 2021, to January 7, 2022. Providers have found the toolkit helpful in
multiple ways: the sample language in the clinician guide has eased discomfort
with talking about racism, and the patient handouts have improved providers’
sense of efficacy (and lessened feelings of helplessness) in supporting patients
who have experienced racism or discrimination.
KEY LESSONS FOR DISSEMINATION: 1. Racism impacts the health of
patients of all ages, and providers need andwant resources for supporting patients
in these experiences. We developed a toolkit for supporting patients who have
experienced racism, which included a clinician guide and patient handouts.
2. It is important to assemble a multidisciplinary team (doctors, nurses, social
workers, psychologists, community health experts, case managers) who have
different perspectives on how racism impacts patients.
3. The toolkit should be reviewed by numerous stakeholders, including com-
munity members, to ensure it is acceptable, helpful, and implementable.
4. Additional strategies such as introductory videos and in-person trainings are
needed to demonstrate how providers can use the toolkit. Follow up is needed
to troubleshoot any challenges in implementing the toolkit, and to debrief
experiences that may arise during difficult conversations.

REDUCTION OF UNPLANNED CARE FOR HIGH NEED, HIGH
COST (HNHC) PATIENTS: OUTCOMES FROM A PAYER-
PROVIDER COLLABORATIVE ENHANCED CARE PROGRAM
(ECP)
Jodie Bryk1; Janel Hanmer2; Gary Fischer3; Thuy Bui4; Anita Leon-Jhong1;
Jane Kogan2; James Schuster1
1General Internal Medicine, University of Pittsburgh, Pittsburgh, PA, PA
2General Internal Medicine, University of Pittsburgh, Pittsburgh, PA
3Medicine, University of Pittsburgh, Pittsburgh, PA
4Medicine, University of Pittsburgh, Pittsburgh, PA. (Control ID #3716278)

STATEMENT OF PROBLEM/QUESTION: Does a clinic serving HNHC
patients show significant reduction in unplanned emergency department (ED)

use, inpatient and observational status admissions, and behavioral health
inpatient utilization?
DESCRIPTION OF PROGRAM/INTERVENTION: It has been well-
described that a small number of patients within the healthcare system, often
called HNHC patients, use a disproportionate amount of healthcare resources.
While some of these patients have high-cost interventions that are expected to
be transitory, others have chronic complex, on- going medical and psychoso-
cial needs. The ECP was developed in July 2017 to meet the needs of HNHC
patients by providing high-intensity outpatient interventions (e.g., home visits,
chronic/acute disease management, intensive care coordination) that are
intended to reduce expensive unplanned care such ED visits and inpatient
hospital stays.
MEASURESOF SUCCESS: The primary outcomes of interest were ED use,
unplanned inpatient and observational status admissions, and unplanned be-
havioral health inpatient utilization - each represented as events per 100
members per year. Any patient enrolled in the ECP through December 2019
was considered eligible for the study (n=357). Using propensity methods, a
comparison group was constructed from health plan members who met one of
the following conditions: 5 or more ED visits in the past year; 1 or more
inpatient hospitalization in the past year. Comparisons were performed using a
difference-in-difference analysis.
FINDINGS TODATE:Our intervention resulted in a significant reduction in
EDvisits, with a difference-in-difference of 263 EDvisits per 100members per
year (p<0.05). Unplanned observation admissions were also significantly
reduced in our intervention group, with a difference-in-difference of 34 obser-
vation admissions per 100 members per year (p<0.05), and overall total
unplanned care encounters were also significantly reduced with a difference-
in-difference of 320 unplanned care encounters per 100 members per year in
the intervention group (p<0.05), although no significant reduction in inpatient
and behavioral health inpatient admissions was found.
KEY LESSONS FOR DISSEMINATION: A program for HNHC patients
effectively reduced unplanned care and may reduce the burden of unplanned
care on the health care system. Our analysis is limited in that this is not a
randomized control trial; it is unclear whether propensity matching can com-
pletely capture the unique attributes and challenges faced by the HNHC patient
in the ECP. The next steps for analysis would be to understand the impact of
reduced utilization on the overall costs from HNHC patient interventions, as
other outcomes such as whether cost of improved medication adherence may
outweigh cost reductions from decreased utilization.

STANDARDIZINGHYPERTENSIONMANAGEMENTASA STRAT-
EGY TO IMPROVE RATE OF BLOOD PRESSURE CONTROL AND
REDUCE RACIAL DISPARITIES IN AN URBAN PRIMARY CARE
TEACHING PRACTICE
Virginia Hoch, Justin Nichols, Eileen P. Storey, Zehra Hussain, Christine
Gallati
Medicine, Christiana Care Health Services Inc, Wilmington, DE. (Control ID
#3715926)

STATEMENT OF PROBLEM/QUESTION: Although hypertension is a
leading cause of preventable cardiovascular disease, rates of blood pressure
(BP) control remain suboptimal, particularly among racial and ethnic minority
groups. DESCRIPTION OF PROGRAM/INTERVENTION: The
COVID-19 pandemic has led to delays in chronic disease management and
has exacerbated pre-existing racial disparities in BP control. Our quality
improvement project aimed to improve BP control rates in our clinic. Our
initial root cause analysis identified several contributors to suboptimal BP
control in our clinic: 1) lack of follow up, 2) patient nonadherence, and 3) lack
of home BP monitoring capability for telehealth encounters. To address these,
we designed a comprehensive intervention which included: 1) a standardized 2
week follow up interval for patients with elevated BPs, 2) a standardized
quicktext to be used at BP follow up appointments to reduce variability in
provider management, and 3) home BP cuff distribution, free of cost, to those
lacking this equipment. We followed the first 200 BP cuff recipients through a
6-month period.
MEASURES OF SUCCESS: Our outcome measure was the percent of
patients with controlled BP (defined as <140/90) through the 6-month follow
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up period. Our process measure was the percent of patients who had a BP
follow up appointment during this time. Race-stratified data was monitored to
ensure we were not worsening racial disparities in BP control.
FINDINGS TO DATE: Three patients expired during the 6-month follow up
period. Of the remaining 197 patients, the rate of overall BP control was 20%
(39/197) at time of cuff distribution. This overall rate of BP control improved to
51% (101/197) at the 6-month time period. 85% (168/197) successfully followed
up within the 6-month timeframe. In the initial cohort, 75% (147/197) identified
as Black, 14% (27/197) identified as White, and the remaining 11% (23/197)
identified as Hispanic/Latinx, Native American/Alaskan, biracial, multiple, or
other; each of these groups achieved similar BP control rates during the 6-month
follow up period [51% (75/147), 52% (14/27), and 52% (12/23), respectively].
KEY LESSONS FOR DISSEMINATION: Standardization of care and
successful follow up are key elements in improving BP control in the outpa-
tient setting. Our results also suggest that standardizing provider workflows
and reducing barriers to telehealth visits can also decrease racial disparities in
BP control. Our next steps including identifying patients who remain uncon-
trolled and leveraging additional system resources, including community
health workers, for continued support outside of the office setting.

STRUCTURED COLLABORATION WITH HOSPICES TO IM-
PROVE COMMUNITY HOSPICE CARE
Wen-Ching Tran, Peter Phung, Jennifer Feld, Anne Walling, Neil Wenger
Department of Medicine, University of California Los Angeles Health System,
Los Angeles, CA. (Control ID #3714640)

STATEMENT OF PROBLEM/QUESTION: Community hospice care is
provided by agencies outside of health system purview, which can result in
fragmented and poor quality care.
DESCRIPTION OF PROGRAM/INTERVENTION: An academic health
system aiming to improve care for its patients recognized that loose
connections with hospice agencies resulted in fragmented interactions that
hindered consistent high quality care at the end of life. Too often families
reported difficult deaths, or patients and families revoked hospice due to
unavailability, inattentiveness to symptoms, or unrealistic expections.
Twelve hospice agencies have provided monthly data on enrolled patients
from the health system since 2019, but with limited collaboration and feed-
back. In January 2021, we initiated quarterly meetings with these agencies to
form the Outpatient Hospice Collaborative (OHC). Deidentified performance
data were fed back to hospices and quality improvement discussions were held
with the overall goal of ensuring high quality out-of-hospital hospice care for
patients. We also surveyed oncologists and palliative care physicians to un-
derstand barriers and unmet needs in hospice care.
MEASURES OF SUCCESS: The specific aims of the OHC are to (1)
enhance the quality and timeliness of data provided about patients enrolled
in hospice, (2) identify barriers to consistent high quality outpatient hospice
care, (3) decrease the proportion of patients with very brief hospice enrollment
before death, and (4) reduce revocation of hospice.
FINDINGSTODATE: From January 2019 to December 2020, 1144 patients
were enrolled in hospice, while 641 patients enrolled in hospice between
January and October 2021.
Compared to 2019-2020, since the initiation of the OHC, data completion has
improved from 92% in 2019-2020 to 98% in 2021. The median length of stay
among decedents in 2019-2020 was 7 days compared to 9 days in 2021.
However, the proportion of hospice decedents with very short length of stay (≦3 days) has

increased from 15% in 2019-2020 to 20% in 2021. The revocation rate was 8% in 2019-
2020 and 7% in 2021.
Discussions at the OHC and data from provider surveys identified obstacles to
high quality hospice care include delays in referral, uncertainty about available
interventions such as parenteral fluids and blood product transfusions while on
hospice, and a lack of communication between hospice agencies and health
system providers. Based on these data, we are working to collaboratively
develop a set of principles for hospice enrollment and to integrate the hospice
referral and follow-up process into our electronic medical record.
KEY LESSONS FOR DISSEMINATION: Close collaboration with com-
munity partners can create a platform for quality improvement and can lead to
strategies for improving the quality of care.

THE EFFECT OF CONVERTING AN INTEGRATED BEHAVIORAL
HEALTH PRACTICE TO TELEHEALTH DURING THE COVID-19
PANDEMIC
Peter Ellis2; Caroline J. Schmidt1; Fekieta Renee2; Anita Arora2; Brita Roy2
1Psychiatry, Yale School of Medicine, New Haven, CT
2General Internal Medicine, Yale University School of Medicine, NewHaven,
CT. (Control ID #3716103)

STATEMENTOFPROBLEM/QUESTION:When COVID-19 emerged in
March 2020, we transitioned to 100% telemedicine visits. We asked: 1. Is our
practice providing equitable depression screening and care for patients after
transitioning to telemedicine? 2. How might we improve access to care and
increase equity for depression in our practice and systemwide?
DESCRIPTION OF PROGRAM/INTERVENTION: In March 2019, we
integrated mental health services at our academic faculty internal medicine
practice consisting of over 5000 patients. We implemented the Collaborative
Care model (University Washington, AIMS): 1) to consistently identify
patients in primary care with distressing depressive symptoms, and 2) to
quickly treat patients with distressing symptoms of depression. We began
systematically screening patients for depressive symptom severity and treated
using a team-based approach. The team-based approach included psychother-
apy, psychiatric consultation, support for psychosocial needs, and online
resources.
MEASURES OF SUCCESS: We will describe our workflow and program
evaluation measures. We explored whether differences in screening and treat-
ment rates occurred based on age, sex and payor status comparing patients
screened and treated one year before versus one year after the start of the
COVID pandemic as we transitioned to using telemedicine. Patients were
defined as “screened” if the Patient Health Questionnaire, 9-item version
(PHQ-9) was administered at their physical examination, Annual Wellness
Visit, or new patient visit. Patients were defined as“treated” if they enrolled in
our mental health program and had more than one visit with the program
psychologist.
Chi-square tests of independence were conducted to determine associations
between time period (Pre COVID vs Pandemic) and equity variables: age (<65
and 65+ years), payor (Medicaid vs. all others), and sex.
FINDINGS TO DATE: The number of Annual Wellness, physicals and new
patient visits dropped from 2,333 during the pre-COVID period to 1,464
during the pandemic period. The percentage of patients screened for depression
using the PHQ-9 at physical examinations initially dropped, then increased
dramatically in the Fall of 2020 and has trended back up to pre-COVID rates.
Overall, our results may indicate we are offering equitable care. There were no
significant differences in screening rates comparing the pre-COVID and
pandemic periods stratified by age (p=.24), payor (p=.16) or sex (p=.32);
patients who screened positive for depression, stratified by age (p=1.0), payer
(p=.15) or sex (p=.22); or for patients who were treated on age (p=.14), payer
(p=.51) or sex (p=.39).
KEY LESSONS FOR DISSEMINATION: Screening and treatment of
depression markedly improved in our primary care ambulatory setting since
integrating mental health services. Depression screening after the start of the
pandemic nearly ceased but has nearly returned to pre-COVID levels. Screen-
ing for depression in the clinic served to improve screening rates, but additional
solutions are needed to modernizing telehealth tools for screening for
depression.

TOGETHER FOR THE LONG HAUL: DEVELOPMENT AND UTI-
LIZATIONOFA POST-ACUTECOVID- 19 RECOVERY PROGRAM
EMBEDDED WITHIN A LARGE, URBAN ACADEMIC GENERAL
INTERNAL MEDICINE DIVISION
Jodi M. Grandominico-Bradford1; Lynn Fussner2; Andrew Schamess3; Aaron
Friedberg1; Stacy Stanwick4; Harrison L. Jackson4; Paola Fernandez Soto5;
Erin McConnell6; Daniel E. Jonas1; Jennifer Garrison4; Loretta Baughman1;
Jeffrey
C. Horowitz5; Kristin Geiger7; Brooke Bellamy8
1Internal Medicine, The Ohio State University, Columbus, OH
2Internal Medicine - Div Pulmonary, Critical Care, and Sleep Medicine, The
Ohio State University Wexner Medical Center, Columbus, OH
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3Division of General Internal Medicine, The Ohio State University Wexner
Medical Center, Columbus, OH
4General Internal Medicine, The Ohio State University, Columbus, OH
5Internal Medicine, The Ohio State University Wexner Medical Center,
Columbus, OH
6General Internal Medicine, The Ohio State University Wexner Medical
Center, Columbus, OH
7Primary Care, The Ohio State UniversityWexnerMedical Center, Columbus,
OH
8Access and Capacity Management, The Ohio State University, Columbus,
OH. (Control ID #3715100)

STATEMENT OF PROBLEM/QUESTION: Post-acute COVID-19 syn-
drome presents new diagnostic and management challenges for primary care
physicians, creating a need for dedicated care for affected patients.
DESCRIPTION OF PROGRAM/INTERVENTION: To date, the COVID-
19 pandemic has infected >300 million people worldwide. It is estimated that
more than 50% develop Post-acute COVID-19 syndrome. Symptoms persisting
>6months lead to activity impairment and reduced quality of life. InMarch 2021,
we implemented a Post-acute COVID-19 recovery program embedded in a
primary care setting. Using an integrated approach, the program utilizes a patient
navigator who performs a standardized intake process and assists with informa-
tion collection and navigation to specialty care. Social workers assist with mental
health/community resource access. Five general internal medicine physicians see
referred patients 5 half days a week in multiple locations. Intake visits review
patient history, previous testing, and ongoing symptoms, and a standard quality
of life evaluation is made with a PROMIS-29 score. Templates use new patient
and return visits times of 40 minutes (6 slots) and 20 minutes (2 slots) respec-
tively. Expedited specialty care is achieved through prioritized access within two
weeks through collaboration with numerous specialists. Monthly case
conferences allow clinicians to connect with specialists, discussing challenging
cases and common clinical scenarios (e.g., dysosmia, dysgeusia). Additionally, a
support group for patients is being developed, as is an “e-consult” option for
primary care physicians to engage with the clinic.
MEASURES OF SUCCESS: Referrals to program, patients seen, template
fill rate, no show rate, new patient visit lag time, revenue generated, and
medical diagnoses treated. Future measures will include interval comparison
of PROMIS- 29 scores and utilization of e-consults.
FINDINGS TO DATE: There have been 557 formal referrals to the program
with 620 total patients seen. 584 (84%) were seen by general internal medicine
as first contact. Template utilization: 93% and No-show rate of 7%. Median
new patient lag: 28 days. ThroughDecember 2021, total charges and payments
have been $173,445 and $79,692, respectively. Top 3 procedure codes billed:
99215, 99244, and 99214. Top 5 categories of symptoms by primary diagnos-
tic code billed excluding post viral syndrome (111 patients, 18%): Neurologic
(headache, fatigue, inattention, etc) (149 patients, 24%), Respiratory (128,
20%), Cardiac (64, 10%), Psychiatric (59, 9.5%), Loss of taste/smell (24,
4%). Top 5 referrals from program: PT/OT/speech therapy, pulmonary rehab,
ENT, sleep medicine, and psychology/psychiatry.
KEY LESSONS FOR DISSEMINATION: There is high demand for ex-
pertise in treatment of Post-Acute COVID-19 syndrome. Primary care
physicians, coupled with dedicated, timely access to specialty care and rehab
services can successfully manage patients with post-COVID-19 symptoms.

TRAINEE-DRIVEN INTERVENTION TO IMPROVE DEPRESSION
CARE IN AN URBAN ACADEMIC SAFETY-NET PRIMARY CARE
CLINIC
Catherine Crawford1; Jessica Dong1; Sarah Burbank1; Emma Dobbins1; Kala
Ghooray1; Samuel Lee1; Irving Ling1; Paige Qin1; Blake Gregory2; Anne
Rosenthal1; Lisa Ochoa-Frongia1
1Internal Medicine, University of California San Francisco, New York, NY
2Internal Medicine, Highland General Hospital, San Francisco, CA. (Control
ID #3691201)

STATEMENT OF PROBLEM/QUESTION: Depression treatment re-
sponse rates are below national quality benchmarks at Richard Fine People’s

Clinic (RFPC) at San Francisco General Hospital, an adult medicine clinic at
an academic urban safety-net hospital. We set out to determine the impact of a
trainee-led intervention on depression care.
DESCRIPTIONOFPROGRAM/INTERVENTION:Depression is a high-
ly prevalent and morbid condition in safety-net primary care populations.
RFPC is the sole point of access to mental health care for many low-income,
racially and ethnically diverse patients as is often true for patients with similar
demographics nationally. In 2020, depression prevalence at RFPC was three
times that of the general US adult population (21% vs 6.7%). Depression
treatment response rates are low: of patients with depression and a resident
primary care physician (PCP) (n=204),
PHQ-9 scores improved by >50% (depression response) in only 7.4%, and
5.4% achieved depression remission (PHQ-9 score <5) over a follow-up period
of 4-8 months. Utilizing the national benchmark Healthcare Effectiveness Data
and Information Set (HEDIS) rates for depression remission and response,
RFPC scores in the 25th and 50th quartiles, respectively.
We used quality improvement (QI) and Human-Centered Design tools to
analyze the current state of depression care in RFPC. We then developed a
resident-driven, faculty-sponsored Panel Review Activity (PRA) that targeted
provider initiation, monitoring, and titration of depression treatment. A depres-
sionmanagement toolkit with educational materials, a treatment algorithm, and
EMR-based tools (e.g. Epic smart phrases) was also developed and dissemi-
nated to support our intervention.
MEASURES OF SUCCESS: We aim to increase depression remission and
response rates for patients with moderate to severe depression by 15%, from
5.4% and 7.4% to 6.2% and 8.5%, respectively. We are surveying residents
regarding the impact of the PRA and toolkit on their practice.
FINDINGS TODATE: Fourteen of 26 eligible residents completed the PRA,
advancing depression care for 42 patients. Of those residents who completed
the post survey (n=6), 83% reported that the PRA improved their ability to treat
depression; 100% were likely or very likely to reference the depression toolkit
in the future. Post-intervention depression remission and response rates will be
measured in April 2022.
KEY LESSONS FOR DISSEMINATION: - A trainee-driven intervention
met simultaneous goals of resident education in QI frameworks and improved
provider efficacy in depression care.
- Utilizing a quality improvement framework to identify environmental,
patient-level, and health system factors that impact depression treatment is
impactful in developing an intervention.
- Depression focused panel management and a "toolkit" may provide a sys-
tematic and effective means for improving depression care.

TRANSFORMING A VA REGIONAL INTEGRATED HEALTH
CARE SYSTEM TO MEET URGENT NEEDS WITH JUST-IN-TIME
VIRTUAL URGENT CARE
Anna Abramson1,2; Janeen E. Smith1,2
1Medicine, San Francisco VA Health Care System, San Francisco, CA
2Medicine, University of California San Francisco, San Francisco, CA. (Con-
trol ID #3711097)

STATEMENTOF PROBLEM/QUESTION: Patients with urgent and non-
lifethreatening medical conditions are not well served by the existing
healthcare system which largely limits care options to business hours primary
care, non- integrated Urgent Care Clinics and Emergency Departments.
DESCRIPTION OF PROGRAM/INTERVENTION: In 2019, the authors
of this submission independently analyzed 100 calls to a telephone advice line
and estimated 45% of calls triaged to "ED now”were resolvable with an urgent
telehealth visit. In June 2019, clinicians in the San Francisco VA Medical
Center began performing on-demand virtual visits for patients who had re-
ceived an ED, UC or same day visit disposition from nurse triage. In April
2020, visits were expanded to Northern California, Nevada, and Pacific Islands
daily 8am to midnight. As of December 2021, there is now clinician coverage
24 x 7 x 365. This process includes triage communication between triage
nurses and clinicians, tracking of call times, symptoms/complaints and acuity.
Each clinician is trained to access 7 EMRs, virtual modalities, contingency
plans, virtual physical exam techniques, pharmacy and local clinic resource
management.
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MEASURES OF SUCCESS: Collected data includes number of visits, chief
complaints, virtual visit modality, age, post visit recommended disposition and
ED utilization within 72 hours of virtual visit. Success is measured as resolu-
tion of problem with the virtual visit. Failure is defined by an ED visit within
72-hours of virtual visit when the patient was not referred to ED. A patient
satisfaction survey for emergency telehealth will launch in January 2022,
followed by a provider survey.
FINDINGS TO DATE: Between April 2020 and January 2022, 12,693
patients were evaluated by the tele-urgent care. 46% of the visits were via
video. The top 20 reasons for seeking virtual urgent care are cough, back pain,
chest pain, abdominal pain, shortness of breath, dizziness, diarrhea, headache,
skin lump, sore throat, rash, constipation, neck pain, knee pain, high blood
pressure, foot pain, urinary frequency, sinus congestion, vomiting, earache.
Post virtual urgent care visit 16% of patients were recommended to go to ED,
6% to Urgent Care Centers, 35% of the calls were resolved with a virtual visit,
the rest were referred for follow up to primary or to specialty care. 8% of the
patients were seen in a VA ED within 72 hours of virtual visit when not
referred.
KEY LESSONS FOR DISSEMINATION: Key to successful implementa-
tion and operation of a remote urgent care is to establish a shared vision and
open lines of communication with system stakeholders, leaders, and subject
matter experts within the health system network in primary care, emergency
care, telephone advice line nursing, telehealth and information technology.
Standardized procedures outline services provided, staffing, hours, patient
flow, technology management, training, quality assurance processes, local
resource management, funding and productivity goals.
Innovation requires constant process improvement, always keeping patient
experience at the center of decisions.

USE OF BULK EPIC ORDERS TO IMPROVE DIABETES AND HEP-
ATITIS C SCREENING RATES IN A RESIDENT TEACHING CLINIC
Meybel Lopez-Flores2; Katherine Rose2; Mary Merriam2; Bonnie
Southworth3; Jeffmie Arriaza-Morales2; Rebecca Lee2; Hannah Senftleber2;
Lisa Rotenstein1
1Medicine, Brigham and Women's Hospital, Boston, MA
2Primary Care, Brigham and Women's Hospital, Jamaica Plain, MA
3Medicine, Brigham and Women's Hospital, Boston, MA. (Control ID
#3715547)

STATEMENT OF PROBLEM/QUESTION: Patients with resident prima-
ry care physicians (PCPs) have worse outcomes on population health metrics
versus those cared for by attendings. Additionally, at Brigham and Women’s
Hospital, resident panels contain a higher percentage of patients of color. For
example, at the Phyllis Jen Center (PHC), our largest resident practice, patients
cared for by residents are 32% White, 30% Black or African American, 9%
Hispanic/Latinx, and 7% Asian. In comparison, patients cared for by
attendings are 59% White, 20% Black or African American, 7% Asian, and
3% Hispanic/Latinx. Our population health team, led by a dedicated resident
population health coordinator (PHC), sought to design a workflow to improve
diabetes and hepatitis C screening rates.
DESCRIPTION OF PROGRAM/INTERVENTION: Starting in January
2021, the resident PHC identified and placed Epic lab orders for 150 resident
patients at the PJC. The resident PHC also uses an Epic report to identify PJC
patients who have an in-person appointment in the upcoming month and are
due for A1c or hepatitis C screening labs. Preceptors co-sign resident lab orders
and are responsible for forwarding results to their residents. Patients who are
active on Patient Gateway receive amessage notifying them that recommended
labs have been ordered. Medical assistants additionally call patients with A1cs
ordered to inform them to visit the lab after their next appointment.
MEASURES OF SUCCESS: Quantitative measures include successful lab
order placement, rates of lab completion by patients, and changes in screening
rates from the beginning to the end of the intervention. Qualitative measures
include successful inclusion of practice staff in workflows and feasibility of the
workflow for PHCs, practice staff, and preceptors.
FINDINGSTODATE: 526 resident patients had an A1c ordered through this
process, with 392 patients (75%) completing these labs at the time of their
appointment. Rates of A1c screening increased from 63% in January 2021 to

70% in October 2021 (prior to a process metric change). This decreased the
resident vs. attending A1c screening gap from 8.5% to 0.0%. 1,342 resident
patients had Hepatitis C orders placed using this process and 940 patients
(70.0%) completed labs. Rates of hepatitis C screening increased from 55% in
January 2021 to 70% in December 2021 (prior to a process metric change),
reducing the resident vs. attending gap in patients due for hepatitis C screening
from 21% to 8%.
KEY LESSONS FOR DISSEMINATION: A bulk order workflow can
efficiently and successfully increase chronic disease screening rates for the
vulnerable and racially and ethnically diverse patients cared for by resident
PCPs. Key lessons include the importance of process partnerships between
population health and practice teams and the necessity of clear expectations for
preceptor engagement during the July resident transition. Future directions
include scaling this solution across Mass General Brigham and to external sites.

USE OF LEAN SIX SIGMAMEATHOD TO IMPROVE SCREENING
AND TREATMENT OF ALCOHOL USE DISORDER
Mahmoud Elsayed1; Allison C. Heacock2; Mary C. Wirtz3
1Internal Medicine, The Ohio State University Wexner Medical Center,
Columbus, OH
2Hospital Medicine, The Ohio State University Wexner Medical Center,
Columbus, OH
3Internal Medicine, The Ohio State University, Columbus, OH. (Control ID
#3715427)

STATEMENT OF PROBLEM/QUESTION: Alcohol use disorder (AUD)
is an underdiagnosed and undertreated condition that often has rippling nega-
tive effects on the physical and mental health of the individual patients as well
as the community
DESCRIPTION OF PROGRAM/INTERVENTION: Although 6.7% of
Americans meet diagnostic criteria for AUD, it remains a problem that often is
not screened for or addressed by primary care physicians We will describe our
QI project to improve alcohol use disorder screening and treatment in our
internal medicine resident continuity clinic located in a underprivileged area of
East Columbus. Utilizing Lean Six Sigma, we implement a three pronged
intervention including educationing providers, simplifying the screening pro-
cess through informatic innovations, and using underused ancillary staff
resources. Within the realm of education, we used emails, faculty meetings,
and flyers to improve provider buy-in within the clinic. For the informatic
innovation, we used EPIC building to incorporate AUDIT- C into the
flowsheets, created activity links to reduce the number of clicks for providers
to complete screening, a dot phrase to reduce work needed to document
screening and treatment of patients, and finally a dashboard to accurately
monitor monthly screenings, diagnosis, and treatment of AUD in the patient
population. Finally for ancillary staff use we used medical assistance to help
provide laminated AUDIT-C questionnaires to the patients, pharmacists to
assist with treatment and follow-up and social work to help provide individu-
alized therapy and resources.
MEASURES OF SUCCESS: Through the use of a custom dashboard we
were able to monitor monthly data related to alcohol use disorder. Initial
measures of success focused predominantly on screening through the use of
the AUDIT-C digital questionairequestionnaire built into the electronic med-
ical records. We also monitored diagnosis codes that pertain to the diagnosis of
excessive alcohol consumption, either active or in remission. Finally we
monitored how often naltrexone and acamprosate were prescribed for AUD
within our target population.
FINDINGS TODATE:Alcohol use disorder was rarely screened, addressed,
or treated before the intervention. Although the CDC estimates that 6.7% of
Americans meet the criteria for AUD,we estimate that only 0.29%of our target
population had any form of screening, diagnosis, or treatment done. Early data
is currently showing 67% increase in screenings within the first 2 months of the
intervention. We will have more information regarding diagnosis codes and
treatment rates in the upcoming few weeks.
KEY LESSONS FOR DISSEMINATION: Utilizing lean six sigma meth-
odology to develop intervention strategies including educational, informatics
and maximizing underused staff can lead to improvement of alcohol use
disorder screening.
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UTILIZATION OF ECONSULTS FOR PCP-BASED HEPATITIS C
TREATMENT
Harriet King, Kimberly Dowdell
Medicine, UVA, Charlottesville, VA. (Control ID #3715575)

STATEMENT OF PROBLEM/QUESTION: We set out to understand
whether primary care physicians in our academic center would consider
utilizing electronic consultation to bridge the gap to specialty care for treatment
of hepatitis C.
DESCRIPTION OF PROGRAM/INTERVENTION: Access to specialty
care has been cited as a significant barrier to hepatitis C treatment. We
developed an electronic consult for primary care providers with our colleagues
in Biomedical Informatics and Hepatology. Prior to a brief introduction, we
invited attending physicians, advanced practice providers, and resident
physicians to participate in a brief survey designed to assess practices and
attitudes towards hepatitis C screening as well as PCP-based HCV therapy.
The eConsult was then released as part of an Epic SmartSet that was available
for outpatient providers. After completing the initial work-up for hepatitis C,
the eConsult was directed to a Hepatologist, hepatitis C nurse, and specialty
pharmacist who worked together with the primary care provider to initiate and
monitor treatment for hepatitis C.
MEASURES OF SUCCESS: After utilization of the eConsult, we
interviewed the nurses and physicians involved in the pilot study to collect
qualitative information on how this eConsult has been utilized and how it could
be improved.
FINDINGS TO DATE: Our academic center polled a total of 51 attending
physicians, advanced practice providers, and residents. Participants cited lack
of information regarding hepatitis C treatment, lack of volume of patients, and
administrative hurdles including prior authorization for medications as the
major barriers preventing them as PCPs from treating HCV. The majority of
survey participants (88%) would be open to treating hepatitis C if they were
provided with a protocol and administrative assistance.
The timeline of this program did unfortunately overlap with the beginning of
the COVID-19 pandemic and associated decrease in preventive care visits. The
eConsult was utilized by 6 outpatient providers. Most participants had prior
experience utilizing eConsults and felt comfortable with this form of commu-
nication. Asynchronous communication presented a unique challenge for
resident physicians with split time between the inpatient and outpatient setting.
Participants cited ease of communication with the lead hepatitis C nurse as a
strength of the program. Low volume of eligible patients did raise concern for
whether learning the protocol was an efficient use of time for outpatient
providers.
KEY LESSONS FOR DISSEMINATION: Our survey results indicate that
primary care providers are increasingly aware of their role in screening for
hepatitis C. With the safety and tolerability of new medications, they also
expressed a willingness to explore PCP-based treatment. The eConsult
addresses many of the major barriers to PCP-based hepatitis C treatment by
connecting primary care providers to a multi-disciplinary Hepatology. It would
be interesting in the future to interview the patients involved in this treatment
protocol to see how it impacted patient satisfaction.

UTILIZATION OF PREVENTIVE SERVICES IN A DEDICATED
CYSTIC FIBROSIS PRIMARY CARE PROGRAM
Susan S. Li3; Jodi M. Grandominico-Bradford2; Stephen Kirkby1; Seuli B.
Brill3; Daniel E. Jonas2
1Internal Medicine, The Ohio State University Wexner Medical Center,
Columbus, OH
2Internal Medicine, The Ohio State University, Columbus, OH
3Internal Medicine, Ohio State University College of Medicine, Columbus,
OH. (Control ID #3714156)

STATEMENT OF PROBLEM/QUESTION: Tremendous advancements
have occurred within the field of Cystic Fibrosis (CF) such that pulmonary
disease may no longer be the primary cause of mortality; improving utilization
of appropriate preventive services is critical to ensuring ongoing improved life
expectancy.

DESCRIPTION OF PROGRAM/INTERVENTION: With gains in sur-
vival from highly effective modulator therapy, management of extra-
pulmonary disease, cardiovascular disease risk mitigation, and cancer screen-
ing are critical.
Preliminary studies from our group show low utilization rates for
recommended preventive services among adults with CF. Using a commercial
claims database (Truven Marketscan) that included 12,994 patients ≥18 years
with CF, we found 32% (n=6,600) had a preventive exam within the prior year
and 32% (n=6,561) had influenza vaccinations. Rates of age-appropriate
cancer screening were low compared to the general population, with colon
cancer at 6% (427/7,400), cervical cancer at 6% (789 of 12,230) and breast
cancer at 30% (1,226/2,894). Screening for sexually transmitted infections
occurred in <1% of eligible patients (22/5,533). Multiple challenges may
contribute, including medical complexity, distance to care, and lack of trust
in providers without CF expertise.
In response to this study, we established an innovative primary care program
for patients with cystic fibrosis. The goals were to provide age-appropriate
preventive services, help manage extra-pulmonary disease, and improve access
to care.
MEASURES OF SUCCESS: Rates of preventive service delivery compared
to current benchmarks found via national claims database in Marketscan,
including recommended vaccinations and screening tests.
FINDINGS TO DATE: From January 2020 through December 2021, there
were 66 patients enrolled in the Cystic Fibrosis Primary Care Program. There
were 230 unique billed encounters (average 3.5 encounters per patient). Most
encounters were conducted via video visit (54% by video visit vs. 42% by
office visit vs. 4% by telephone visit).
In our program, 46% had a preventive visit within the past year. Rates of
delivery of recommended vaccinations were higher than those found in na-
tional claims data: influenza 61%, HPV 73%, and Pneumococcal 65%. Rates
of delivery for age-appropriate infectious disease screeningwere also relatively
high: gonorrhea/chlamydia 70%, HIV 85%, and Hepatitis C 43%. Among age-
appropriate cancer screening, the incidence of interval-appropriate colorectal
cancer screening was 89%, cervical cancer screening 76%, and breast cancer
screening 100%. With regards to cardiovascular risk reduction, rate of age-
appropriate lipid screening was 65%. Among those with cystic fibrosis-related
diabetes, the incidence of adherence to recommended Hemoglobin A1c testing
was 68%, diabetic foot exam was 41%, and urine microalbumin was 50%.
KEYLESSONS FOR DISSEMINATION: A dedicated primary care center
with knowledge in CF can significantly improve utilization of preventive
services. Telehealth visits represent >50% of healthcare utilization, and
represents an important means for access to care.

VACCINES, STI SCREENS AND TEENS
Abhinaya Sridhar, Liana Michaud, Rebecca Glassman. Internal Medicine,
Westchester Medical Center Health Network, Valhalla, NY. (Control ID
#3714282)

STATEMENT OF PROBLEM/QUESTION: Societal and cultural barriers
that prevent ethnic minorities from achieving health equity include lack of
access and misinformation. COVID-19 vaccine hesitancy among ethnic mi-
norities has limited vaccination rates thus hindering the establishment of herd
immunity.
Vaccination rates in college students aged 18-24 in New York state (NYS) is
high (80%). However, in minority populations, college students are much less
likely to be vaccinated with rates of 15% in African Americans (AA) and 21%
in Latinx individuals.
Access to health care also limits young minority populations from sexual
health screenings, contributing to a significantly higher rate of sexually trans-
mitted infections (STI) and HIV infection. One in five people in the United
States (US) have a STI, and almost half of new STIs occur in teens aged 15-24,
with a disproportionately high percentage occurring in AA. Sexual health
education and screenings should therefore be focused on this at risk population.
Health inequity is often grounded by multiple historical and personal factors,
but access to medical professionals is an important element for intervention.
DESCRIPTION OF PROGRAM/INTERVENTION: The Ally Care Cen-
ter at Westchester Medical Center partnered with a local college in New
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Rochelle, NewYork to provide a multi-pronged community event. On July 22,
2021 we conducted a virtual session to address questions for the college
community. We subsequently brought our multidisciplinary team of medical
providers, case managers and psychologists to the college on five occasions to
provide COVID-19 vaccinations and sexual health screenings.
MEASURES OF SUCCESS: Vaccination rates and STI screening rates
FINDINGS TO DATE: Over a total of five visits, 109 members of a
predominantly minority college population received the first dose of the
COVID vaccine and 98 received the second dose indicating an 89.9% rate of
full vaccination. This is about 10% higher compared to NYS COVID vacci-
nation rates in the age group 18-24 years which is 80.9% as of November 2021.
Vaccination rates with atleast one dose in minority group adults older than 15
years of age are 15% for AA, 14.6% for Asians, and 21% for Latinx.
Fourteen students opted for sexual health screenings, of whom two were found
to be positive for chlamydia and treated.
KEYLESSONS FORDISSEMINATION:Health disparities may in part be
driven by medical misinformation and lack of access to healthcare providers.
Community level outreach events can ensure that routine preventative health
strategies are made available to minority populations. These can be most
effective when tackling multiple health care needs. These events also provide
an opportunity to address misniformation and cultivate trust in medical
professionals.

Innovation in Healthcare Delivery (IHD) - Hospital-Based Medicine

ADDRESSINGEMPIRICANTIBIOTICSUSAGE INCORONAVIRUS
DISEASE 2019 (COVID-19) PATIENTS
Jishna Shrestha1,2; Robin Sherchan1,2; Prashant Sura1,2
1Internal Medicine, Rosalind Franklin University of Medicine and Science
Chicago Medical School, McHenry, IL
2Internal Medicine, Northwestern Medicine McHenry Hospital, McHenry, IL.
(Control ID #3715045)

STATEMENT OF PROBLEM/QUESTION: To review empiric antibiotic
usage in COVID-19 patients and highlight the involvement of the antimicro-
bial stewardship (AMS) team to reduce unnecessary antibiotic days
DESCRIPTION OF PROGRAM/INTERVENTION: Majority of deaths
during the H1N1 pandemic were attributed to secondary bacterial respiratory
infections but data regarding superinfections in COVID-19 pneumonia is still
emerging. During the COVID-19 pandemic, most physicians started empiric
antibiotics in patients with COVID-19. We reviewed adult patients with
COVID-19 admitted to Northwestern McHenry Hospital from November
2020 to January 2021. AMS team was actively involved in reviewing
antibiotics and using electronic medical records (EMR) prompts and secure
texting system to recommend discontinuation of antibiotics where there were
no signs of bacterial infection. We also analyzed whether early discontinuation
led to any adverse event/readmission.
MEASURESOF SUCCESS: - Reduction in empiric antibiotic usage in cases
of COVID-19 where clinical suspicion for bacterial co-infection is low
- Role of AMS team intervention in the reduction of unnecessary antibiotic
usage
FINDINGS TO DATE: 61 patients were reviewed, all were started on
antibiotics in emergency department which were continued beyond 24 hours.
41 (67.21%) met sepsis criteria on admission day; 20 (32.78%) did not meet
sepsis criteria; 3 (4.91%) had suspected bacterial pulmonary co-infection based
on clinical and imaging findings; 1 had suspected aspiration pneumonia and 1
had culture-positive UTI. Most common antibiotics used were Ceftriaxone
(n=61,100%), Doxycycline (n=44,72.13%), Azithromycin (n= 15,24.59%),
Piperacillin/Tazobactam (n=4,6.56%) and Vancomycin (n=1,1.64%).
Using EMR prompts and texts, days of unnecessary antibiotics saved were 46
days for 40 patients, presuming patients would have received at least 5 days of
empiric antibiotics without AMS team intervention. Intervention on Day 2 of
admission saved 32 days of unnecessary antibiotics for 18 patients and inter-
vention after day 2, 14 days of antibiotics were saved for 22 patients.
KEY LESSONS FOR DISSEMINATION: The pandemic has amplified
antibiotic prescriptions increasing concern for antibiotic resistance. AMS team
can play a pivotal role as gatekeepers for the appropriate use of antimicrobials.

In our analysis, no patients had adverse events related to early discontinuation
of antibiotics during the same hospitalization, and only 4 (6.56%) patients had
readmission related to secondary bacterial pulmonary infection. Despite being
on antibiotics for 7 days, these patients developed secondary bacterial infection
implying that antibiotics do not seem to be beneficial in preventing secondary
infection. We observed maximum benefit when the AMS team intervened on
Day 2 of admission which resulted in more days of unnecessary antibiotics
saved. AMS team can be actively involved in developing guidelines, tracking
toxicities, early de-escalation/discontinuation, and antibiotic “time outs” via
EMR. We encourage a multidisciplinary approach to improve antibiotic stew-
ardship in COVID-19.

ADDRESSING SOCIAL NEEDS TO ENABLE SUCCESSFUL CARE
TRANSITIONS FOR PATIENTS HOSPITALIZED WITH COVID-19:
THE CRITICAL ROLE OF COMMUNITY HEALTH WORKERS
Snehal Patel1,3; Brenda Garza1; Liana Petruzzi4; Ricardo Garay3; William M.
Brode2; Kacey Hanson3; Timothy Mercer3; Carmen Valdez3
1Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX
2Internal Medicine, University of Texas System, Austin, TX
3Population Health, The University of Texas at Austin, Austin, TX
4The University of Texas at Austin Steve Hicks School of SocialWork, Austin,
TX. (Control ID #3715778)

STATEMENT OF PROBLEM/QUESTION: The COVID-19 pandemic
highlights the disproportionate burden of disease on communities made vul-
nerable by structural inequities. The pandemic has increased economic hard-
ship, including housing instability, food insecurity and ability to pay bills.
Hospitalization for COVID-19 is an opportunity to address unmet health-
related social needs (HRSNs) and connect patients with community resources.
DESCRIPTION OF PROGRAM/INTERVENTION: Community health
workers (CHWs) play a critical role in response to public health crises. To
address the inequitable burden of COVID-19 on Austin’s Latinx population,
we implemented a pilot program at an academic hospital where a CHW helps
patients navigate care transitions and address unmet HRSNs. The care team
referred patients with COVID-19 to the CHW, who met with patients to
establish rapport, provide language-concordant communication between the
care team and patient/family, deliver health promotion education, and assess
HRSNs.
MEASURES OF SUCCESS: This abstract includes three typical cases
describing key components of the CHW pilot program. CHWs connected
patients and families to community resources and facilitated discharge plan-
ning and connection with primary care providers. The CHWs continued to
follow patients for at least 45 days after discharge to assist with care coordi-
nation. We provide qualitative data from patients and healthcare professionals.
FINDINGS TO DATE: Patient 1 is a 38-year-old day laborer with hyperten-
sion hospitalized with COVID-19 pneumonia. His family of four is undocu-
mented and faced economic insecurity due to loss of work from the pandemic.
The CHW assisted with utilities, bills, food and rent through coordination with
local organizations to provide direct financial assistance to the family.
Patient 2 is a 45-year-old woman with diabetes hospitalized with COVID-19
pneumonia. She is a mother of three children, two with disabilities. In addition
to financial insecurity, she identified transportation as a primary HRSN. The
CHW arranged financial resources to fix their car, which allowed the family to
access school and clinic resources.
Patient 3 is a 36-year-old man hospitalized with COVID-19 pneumonia. The
CHW connected the family, including three children, with their school social
worker, enabling access to financial support for utilities, food and clothes. The
CHW arranged free food delivery to their home for four months. The CHW
also secured county-based indigent care coverage for the patient, enabling
hospital follow-up with a primary care provider. The patient’s wife noted,
because of the CHW, “We never felt alone” and now feel “capable of
navigating a health system that we never felt we had access to.”
KEYLESSONS FORDISSEMINATION:CHWs, as patient advocates and
skilled care navigators, build trust, establish longitudinal relationships with
patients and address unmet HRSNs that can enable successful care transitions.
CHWs can alleviate the disproportionate burden of COVID-19 on individuals
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with unmet HRSNs. Supporting the work of CHWs within hospital care teams
can improve care transitions.

A HOSPITAL-BASED COMMUNITY HEALTH WORKER PILOT
PROGRAM FOR THE LATINX COMMUNITY DURING THE
COVID-19 PANDEMIC
Snehal Patel1; Liana Petruzzi3; Brenda Garza1; Ricardo Garay1; William M.
Brode2,1; Kacey Hanson1; Carmen Valdez1; Timothy Mercer4
1Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX
2Internal Medicine, University of Texas System, Austin, TX
3TheUniversity of Texas at Austin Steve Hicks School of SocialWork, Austin,
TX
4Population Health, The University of Texas at Austin, Austin, TX. (Control
ID #3715749)

STATEMENT OF PROBLEM/QUESTION: Despite accounting for only
34% of the population in Austin, Latinx individuals made up 50% of those who
tested positive for coronavirus, 54% of COVID-related hospitalizations, and
51% of COVID-related deaths betweenMarch and June 2020. Of hospitalized
patients, 40% had never seen a primary care physician (PCP), had high rates of
previously undiagnosed health conditions and significant health-related social
needs (HRSNs).
DESCRIPTION OF PROGRAM/INTERVENTION: We implemented an
interdisciplinary pilot program at a local academic teaching hospital to improve
community outcomes and address HRSNs. The intervention is led by a bilingual
community health worker (CHW), and includes discharge follow-up with
patients hospitalized with COVID-19. As the pandemic ebbed and flowed across
multiple surges, we expanded the intervention to Latinx patients with other
complex health conditions. The full sample was included in the analysis.
MEASURES OF SUCCESS: This is a mixed-method evaluation, which
includes quantitative patient data (n=96), as well as qualitative data from
hospital-based, healthcare professionals (n=26) that collaborated with the
CHW. Quantitative data includes patient demographics (age, gender, race,
education & insurance), HRSNs, community referrals and primary care follow-
up. Qualitative data was collected via focus groups with case managers,
hospitalists, residents and palliative care team members. Focus groups were
approximately 60 minutes long, and we used content analysis to identify themes.
FINDINGS TO DATE: The majority of patients were hospitalized for
COVID-19 (n= 67, 70%) while the rest were diagnosed with other acute
conditions. Average length of stay (LOS) was 13.8 days and the median
LOS was 8 days. Mean age was 50.6 years, 66% of patients were male and
79% spoke Spanish. Half of the patients had less than a high school education,
while 20% had more than a high school education. One-third of patients were
employed while the rest were either seeking employment (16%) or non-
working (50%). The majority of patients were either uninsured (42%) or had
county-based health coverage for the uninsured (30%). The top HRSNs
included food (47%), rental assistance (36%) and utility assistance (36%).
Almost half of patients attended a follow up with a PCP. Initial qualitative
themes fall into three categories: 1) the role of a CHW, 2) the benefits of a
CHW in the hospital and 3) growth opportunities.
KEY LESSONS FOR DISSEMINATION: This pilot program demonstrated
the capacity for CHWs to raise the hospital scope of care, particularly within the
context of COVID-19. CHWs are experts in assessing and addressing HRSNs
and can provide complementary services to inpatient care teams. CHWs provide
culturally appropriate, transitional care to patients with chronic illnesses, which
directly addresses the socioeconomic barriers to receiving continuity of care.
Additional and diverse funding mechanism are needed to expand the presence of
CHWs in hospital settings and increase the capacity to serve more patients.

AN INITIATIVE TO DECREASE 30-DAY HOSPITAL READMIS-
SIONRATES ATANURBANACADEMIC SAFETY-NETHOSPITAL
THROUGH A RESIDENT-LED TRANSITIONS-OF-CARE CLINIC
Patrick Li2,1; Vickie Kassapidis2,1; Michael Martinez1; Rebecca Grohman2,1;
TIffany Kang2,1

1Internal Medicine, NYU Langone, Brooklyn, NY
2Internal Medicine, NYU Langone - Brooklyn, Brooklyn, NY. (Control ID
#3715555)

STATEMENT OF PROBLEM/QUESTION: The transition between hos-
pital discharge and primary care follow-up is a vulnerable period for patients
that can result in adverse health outcomes and preventable hospital
readmissions. The COVID-19 pandemic has exacerbated this transitional
period, as many patients have forgone their routine healthcare visits, lost touch
with their primary care providers (PCPs), and lacked a point of contact for their
health needs after leaving the hospital.
DESCRIPTION OF PROGRAM/INTERVENTION:We launched a post-
discharge Transitions in Care Management (TCM) clinic to serve patients
discharged from NYU Langone Hospital Brooklyn, an urban safety net aca-
demic hospital that serves a racially diverse and socioeconomically vulnerable
population in Southwest Brooklyn.
FromOctober 2020 to October 2021, TCM visits were offered to patients prior
to discharge from the general medicine service at NYU Langone Brooklyn
who did not have a primary care provider or who could not get an appointment
with their PCP within 10 days of discharge. Patients were given the option of
in-person visits or virtual visits. TCM visits were scheduled with residents
within 2 weeks of patient discharge. Questions at the TCM visit focused on
scheduled speciality appointments, any discrepancy in medications prescribed
at discharge, or if the patient was connected to additional community
resources.
MEASURESOF SUCCESS: The primary outcome was the 30-day readmis-
sion rate for patients referred to TCM compared to all patients discharged from
the general medicine unit.
FINDINGS TO DATE: From October 2020 through October 2021, there
were a total of 357 TCM visits out of a total 806 referrals placed (44%
completion rate). There was a reduction in 30-day hospital readmission rate
for patients who completed a TCM visit compared with those who were not
referred (5% vs 15.9%; p < 0.001). There was also a reduction in readmission
rate for those who were referred but did not complete their TCM visit com-
pared to those who were not referred (8.4% vs. 15.9%; p < 0.001). Of the
completed visits, 172 were in-person, 138 were virtual, and 47 were over the
telephone. Patients were also more likely to show up to their virtual visits than
their in-person visits (30% no-show rate for in-person vs. 12% no-show rate for
virtual).
KEY LESSONS FOR DISSEMINATION: Thirty-day hospital readmission
rate was lower for patients seen as part of the resident-run TCM clinic at a
safety net academic medical center. Interestingly, patients referred but who did
not complete TCM visits still had a decreased readmission rate compared to
those who were not referred, suggesting that there may be an inherent differ-
ence in these two patient groups. Future studies will examine the differences
between these groups, and analyze the factors that influence TCM referral and
visit completion. Future studies will also analyze how the medium of visit
(virtual vs. in-person) and specific interventions during the TCM visits (med-
ication reconciliation, specialty appointments, community resources) influ-
enced patients’ transition in care.

BETA-LACTAM ALLERGIES: DEMYSTIFYING THE
DELABELING PROCESS
Nonie S. Arora1; Elyssa Kayser1; Jason Park1; Ibrahim Khaleel1; Adeline
Answine1; Katie Grzyb1; Lauren Heidemann1; Greg Eschenauer2; Rajan
Ravikumar3
1Internal Medicine, University of Michigan, Ann Arbor, MI
2College of Pharmacy, University of Michigan, Ann Arbor, MI
3Allergy and Immunology, University of Michigan Michigan Medicine, Ann
Arbor, MI. (Control ID #3704032)

STATEMENT OF PROBLEM/QUESTION: How do we remove inappro-
priate beta-lactam allergy labels for hospitalized patients?
DESCRIPTION OF PROGRAM/INTERVENTION: Problem Statement:
Hospitalized patients on resident general medicine inpatient services receiving
beta-lactam antimicrobials are not correctly delabeled of their beta-lactam
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allergies 89% of the time at our academic tertiary care hospital. In patients who
have beta-lactam allergies removed, they are relabeled of their allergy up to
30% of the time in other studies. Inappropriate allergy labels promote unnec-
essarily broad antibiotic prescribing, which leads to extended antimicrobial
resistance, inadequate treatment of bacterial infections, increased cost, and
increased side effects.
Intervention: Two electronic medical records Best Practice Advisory (BPA)
are being designed to facilitate delabeling of beta-lactam allergies.
(1) BPA to prevent allergy relabeling. In patients who are delabeled of their
allergies (either by the allergy team, or primary team), prompt any clinician
attempting to add the same allergy at a later date to reconsider the label.
(2) BPA to remove inappropriate allergies. Prompt a review of listed beta-
lactam allergy in patients who receive and tolerate a beta-lactam antibiotic
during admission.
MEASURES OF SUCCESS: (1) Decreased percentage of beta-lactam anti-
biotic allergy relabeling
(2) Increased beta-lactam allergy delabeling for hospitalized patients who
tolerate beta-lactams
FINDINGS TO DATE: The BPAs are currently in the design phase. To
inform the design, we have surveyed internal medicine residents at our tertiary
care academic center and performed Gemba walks among nursing staff,
pharmacists, and physicians to identify root causes of why allergies are not
delabeled. Based upon this survey, (n=81, 44.8% response rate), 44% of
internal medicine residents reported never removing a penicillin allergy label
in patients receiving a penicillin-based antibiotic even if the patient had no
reaction. Of the 81 residents, many (non-exclusive) cited that they thought it
may be unsafe to remove (n=33), they did not know how (n=20), or were
unsure if they were allowed to remove the allergy (n=12). We also reviewed 91
charts of patients admitted with an active penicillin allergy label who received
penicillin-based antibiotics while admitted between 07/01/2019 – 08/03/2021
on resident services. Of these patients, only 11% of patients were appropriately
de-labeled.
We plan to implement the BPAs in a randomized fashion for clinicians and
analyze if its utilization significantly decreases allergy relabeling and increases
beta-lactam delabeling.
KEY LESSONS FOR DISSEMINATION: Identification of “5 why’s” of
the problem and performing a root cause analysis is key prior to designing
solutions. During this process, engaging stakeholders and gauging their
perspectives is instrumental to identifying root causes. Based on this, solutions
can be designed that reduce the effort required by busy clinicians to perform
best practices. To avoid alert fatigue, it is important to target BPAs to narrow
populations.

C. DIFF ADMISSION SCREENING TO IDENTIFY COMMUNITY
COLONIZATION & REDUCE HEALTHCARE ASSOCIATED
INFECTIONS
Vijay S. Duggirala3; Sarah Sprauer1; Philip Huang2; Daniel Hamilton3; Angela
Fielder3; Iahn Gonsenhauser3
1InternalMedicine& Pediatrics Residency, The Ohio State UniversityWexner
Medical Center, Columbus, OH
2Internal Medicine Residency, The Ohio State University Wexner Medical
Center, Columbus, OH
3Internal Medicine - Hospital Medicine, The Ohio State University Wexner
Medical Center, Columbus, OH. (Control ID #3716099)

STATEMENT OF PROBLEM/QUESTION: The Ohio State University
Hospital is a 2260-bed multidisciplinary academic hospital where C. difficile
rates have been on a steady rise. Approximately 30% of stool samples were
collected on hospital day 4 or 5 indicating potential community onset C.
difficile and not true HAI. Primarily thought to be a healthcare associated
infection (HAI), C difficile has been noted to have substantial community
spread, accounting for upwards of 40% of detected cases.
DESCRIPTION OF PROGRAM/INTERVENTION: One high risk unit
was identified based on HAI rates and a nurse screening protocol for C.
difficile community colonization was implemented. All patients admitted to
the unit were included in a nurse driven C. difficile screening protocol.

Prior to implementation of the nurse driven protocol, our pathology team
worked to validate a PCR test for C. difficile screening utilizing formed stools
via BD Max. This process allowed for batch testing. In addition, a new
electronic medical record order was created to delineate screening versus active
infectious testing. We did not place patients in isolation unless they had active
diarrhea or their screening test returned positive. All patients with active
diarrhea and signs of infectious C. difficile were not screened, but instead
placed in isolation and evaluated for active C. difficile infection utilizing
standard protocol. Extensive education was provided to the nursing and patient
care associate staff. C. difficile screening order was placed for all patients
admitted to unit who qualified for testing. The screening order was
discontinued on day 3 of admission to prevent collection that would be
designated as HAI.
MEASURES OF SUCCESS: Data was extracted from EPIC to identify the
following variables: A.) Number of patients admitted to the unit
B.) Number of Screen Orders C.) Screens completed
D.) Screens Positive
E.) Infectious C. difficile orders within 3 days of admission
F.) Infectious C. difficile orders positive within 3 days of admission
Success was considered to be > 75% of patients admitted to the unit being
screened for C. difficile or having active infectious testing within 3 days of
admission.
FINDINGS TODATE:Data after 100 days shows a 78% screen order rate &
17% infectious testing rate for a total rate of 95% of admitted patients being
tested for C. difficile on admission (Screening or active infection) to the unit.
Additional data points include 54% screen completion rate and 13.2% screen
positive rate. The rate of active infectious
C. difficile testing was 22.7% (for comparision baseline infectious C. difficile
testing rate was 10%)
KEYLESSONS FORDISSEMINATION:A nurse driven protocol focused
on patients admitted to a unit provides a lean process by which front line
providers can identify patients who qualify for:
1. Screening or Early collection of diarrheal stool within the first 3 days of
admission
2. Appropriate isolation and prevention of nosocomial spread of toxigenic C.
difficile

CLINICAL DOCUMENTATION AS A MATTER OF PATIENT
SAFETY
Dylan McCreary1; Janice H. Park2; Emily Mallin1; Chirag Kapadia
1Internal Medicine, The University of Arizona College of Medicine Phoenix,
Phoenix, AZ
2OBGYN, The University of Arizona College of Medicine Phoenix, Phoenix,
AZ. (Control ID #3715735)

STATEMENTOF PROBLEM/QUESTION:Many patient safety events in
the hospital are attributable to errors in clinical documentation and can be
avoided with simple interventions.
DESCRIPTION OF PROGRAM/INTERVENTION: Clinical documenta-
tion in the electronic health record serves as a written account of events, a
communication tool, support for billing and coding, a legal document, and
other roles. As a result, the length of clinical documentation has grown,
increasing the risk of documention errors. These errors include internal
inconsistencies within notes and propagation of incorrect or outdated informa-
tion. Additionally, the use of stigmatizing language about patients in clinical
documentation contributes to cognitive bias. Patient safety events due to
inaccurate or inappropriate clinical documentation are common and may result
in near misses, prolonged hospitalizations, and poor patient outcomes. A
review of current literature shows that practical solutions to improve clinical
documentation also have a positive impact on patient safety. Examples of
simple interventions include reducing the length of notes by only including
pertinent details, highlighting changes to plans in bold font, including a
checklist to make sure key details of notes are up to date and correct, and
avoiding the use of stigmatizing language. Our intervention consisted of a
multidisciplinary educational conference utilizing a case-based format to de-
scribe common errors and potential solutions.
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MEASURES OF SUCCESS: Success was determined based on agreement
between stated learning objectives and qualitative questions asking participants
what changes they would make based on the information presented.
FINDINGSTODATE:A total of 60 faculty and house staff across 5 graduate
medical education programs attended the conference. Anonymous evaluations
were collected following the conference using QualtricsTM software. Six
participants completed the evaluation. All respondents reported agreement that
the session would result changes to documentation practice. Four respondents
addressed learning objective 1, recognizing and improving common pitfalls in
documentation, and two addressed learning objective 2, recognizing and
removing biased language. In addition to the evaluations, we received anec-
dotal feedback that the session will change documentation practices for
residents and faculty across programs.
KEY LESSONS FOR DISSEMINATION: Clinical documentation serves
several vital purposes and directly impacts patient safety. Implementation of a
few practical solutions can result in improved accuracy and appropriateness of
the EHR. These solutions include the following: reducing length of notes by
only including pertinent details, adding bold font to changes to the daily plan,
implementing a checklist to assure that key details of notes are updated and
accurate, and avoiding the use of stigmatizing language about or toward
patients. Future workwill include a quality improvement project that quantifies
the baseline rate of these errors in clinical documentation and the impact of
ongoing educational and structural interventions.

CLINICAL PATHWAY TO FACILITATE BIPAP ON DISCHARGE
FOR HOSP ITAL IZED PAT IENTS WITH OBES I TY
HYPOVENTILATION SYNDROME ON THE INPATIENT MEDI-
CINE SERVICE
Sameer Andani, Jessica C. Camacho, Katherine K. Green
Sleep Medicine, University of Colorado Health, Aurora, CO. (Control ID
#3711280)

STATEMENT OF PROBLEM/QUESTION: Nocturnal bilevel positive
airway pressure (BiPAP) is a highly effective treatment for obesity
hypoventilation syndrome but is often difficult to prescribe in the inpatient
setting when OHS is frequently diagnosed and subsequently carries a high
mortality rate.
DESCRIPTION OF PROGRAM/INTERVENTION: An EMR-integrated
clinical pathwaywas developed at an academic hospital to increase recognition
and facilitate treatment of OHS in hospitalized patients on the general medicine
service using existing insurance criteria for home BiPAP. A group of experts
including respiratory therapists, care coordinators, and physicians collaborated
to develop the pathway after performing a gap analysis examining the current
experiences of inpatient providers caring for OHS patients. The pathway
guides inpatient providers through insurance criteria to successfully prescribe
BiPAP to patients with OHS prior to discharge.
MEASURES OF SUCCESS: A preintervention survey developed to gauge
provider knowledge of OHS and relative success in prescribing BiPAP for
OHS patients will be compared against a survey disseminated 12 months after
the pathway’s release (March 2022). We hypothesize an increase in provider
familiarity of the diagnostic criteria for OHS, the management of OHS and an
increase in the successful prescription of BiPAP orders upon discharge of
patients with OHS. Additionally, patient charts will be reviewed to identify
barriers in successfully providing BiPAP upon discharge. Barriers will be
analyzed to guide modifications to the pathway.
FINDINGS TO DATE: Pre-intervention survey data of 40 respondents
indicate that most are only slightly familiar with the diagnostic criteria for
OHS, and their patients are rarely prescribed BiPAP upon hospital discharge.
Survey results also indicate that providers are slightly, or moderately familiar
with possible clinical interventions for the management of OHS. Providers
have used the pathway for roughly 20 hospitalized patients with OHS to date,
indicating the feasibility and accessibility of the pathway.
KEY LESSONS FOR DISSEMINATION: OHS is an underdiagnosed
condition leading to morbid outcomes in hospitalized patients. However,
OHS has the potential to be managed if discovered during patient hospitaliza-
tion through clinical pathways which facilitate discharging patients with
BiPAP orders. Providers are often unaware of how to manage OHS and thus

are rarely successful with discharging patients with the proper tools to manage
the disease. The OHS Clinical Pathway is a feasible method to facilitate the
acquisition of life saving interventions such as BiPAP upon discharge of
patients with OHS in the inpatient general medicine service. Efforts must be
taken to increase provider awareness of the disease, as well as expedite DME
acquisition for patients to improve patient outcomes.

CREATING AN INSTITUTIONAL ADDICTION SAFETY NET: THE
OHIO STATE UNIVERSITY SYSTEM-WIDE MOUD PROJECT
Martin C. Fried1; Orman T. Hall2; Emily Kaufman3; Peggy Williams4; Ali
Miller2; Julie Teater5
1Division of General Internal Medicine, The Ohio State University Wexner
Medical Center, Columbus, OH
2Psychiatry, The Ohio State University Wexner Medical Center, Columbus,
OH
3Emergency Medicine, The Ohio State University Wexner Medical Center,
Columbus, OH
4Division of Hospital Medicine, The Ohio State University Wexner Medical
Center, Columbus, OH
5Psychiatry, The Ohio State University Wexner Medical Center, Columbus,
OH. (Control ID #3715780)

STATEMENT OF PROBLEM/QUESTION: How can quaternary care
academic medical centers link treatment teams accross the institution to care
for patients with opioid use disorder (OUD) presenting to the hospital, initiate
medications for opioid use disorder (MOUD), and transition to longitudinal
primary care-based addiction treatment?
DESCRIPTION OF PROGRAM/INTERVENTION: In 2017 Ohio had
the second-highest opioid overdose rate in the country. By 2019, Ohio State
UniversityMedical Center had a new emergency department (ED)-basedOUD
treatment team, an established and growing hospital-based inpatient addiction
team and a handful of X-waivered primary care physicians. Patients with OUD
were handed off between addiction providers using ad hoc communication
streams, and unfortunately many were lost to follow-up.
Using Ohio Medicaid funding a group of physicians coalesced to form the
System-Wide MOUD (SW-MOUD) program that set out to (1) develop the
programs offering substance use treatment in the ED, inpatient addiction teams
and primary care and (2) link those efforts using a network of care coordinators
and social workers.
The ED used this funding to hire an addiction counselor specifically for
patients presenting with OUD. The inpatient addiction team grew to provide
24/7 coverage at the main university hospital and expanded eligible patients to
any admitted patient from just patients on internal medicine services, expanded
to the university-affiliated community hospital and hired a social worker and
nurse practitioner to facilitate care transitions. In the ambulatory setting, the
Primary Care Addiction Medicine clinic was founded which provided
physican support and embedded social worker, pharmacists, and a nurse care
coordinator. Importantly, several shared services linked these programs includ-
ing a program coordinator, peer recovery coaches, and funding for evaluation
and clinical research.
We hypothesized that our program would generate interest in treating OUD
across the health system and led several training sessions for clinicians to earn
their X-waiver.
MEASURES OF SUCCESS: Program success was a priori defined by
process metrics including 20% increase in MOUD initiations in ED, 20%
increase in new to primary care forMOUD, 20% increase in number of patients
seen by inpatient addiction team, and 10% increase additional providers
competing x-wavier training.
FINDINGS TO DATE: Year 1 of SW-MOUD included the following
successes: 159 new MOUD initiations in the ED, representing a 45.9%
increase above baseline (fiscal year 2019); 57 new patients seen in primary
care for MOUD representing a 54% increase; 538 patients seen by the inpatient
addiction team representing a 354% increase, and 61 additional providers
completed X-waiver training representing a 37.2% increase above baseline.
KEY LESSONS FOR DISSEMINATION: To build on the success of
embedding OUD treatment within hospital- based and ambulatory care venues,
health systems can increase treatment capacity by developing networks and
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processes that allow for smooth transitions and greater clinical support for
these vulnerable patients.

CREATION AND IMPLEMENTATION OF COVID VIDEO DIS-
CHARGE INSTRUCTIONS FOR ADMITTED PATIENTS
Lisa N. Quach1; Francisco Medrano Corado1,2; Alicia Fernandez1,2; Tanvi
Bhakta2; Elaine Khoong1,2
1Internal Medicine, University of California San Francisco, San Francisco, CA
2Internal Medicine, Zuckerberg San Francisco General Hospital and Trauma
Center, San Francisco, CA. (Control ID #3712881)

STATEMENT OF PROBLEM/QUESTION: Written discharge
instructions about safe COVID practices may not address patients' communi-
cation needs, particularly for those with language barriers, necessitating novel
means for patient education.
DESCRIPTION OF PROGRAM/INTERVENTION: We aimed to im-
prove patient comprehension of safe COVID practices by creating patient-
centered, language-congruent, and illustrated video discharge instructions
(VDI) in English and Spanish. This effort took place in an urban, safety-net
hospital, focusing on adult patients in a pilot Med-Surg unit. We assessed
patient knowledge with pre- and post-intervention phone surveys. The VDI
intervention was launched utilizing a pre-existing television-based patient
experience platform.
MEASURES OF SUCCESS: We used the RE-AIM (Reach, Effectiveness,
Adoption, Implementation, Maintenance) framework to evaluate our
intervention's impact and sustainability: R (number of patients who viewed
the VDI); E (changes in knowledge post-intervention); A (number of providers
displaying the VDI); I/M (longitudinal tracking to assess continued implemen-
tation). We also collected patient feedback on the discharge process and VDI.
FINDINGS TO DATE: Of 174 pre-intervention subjects, 107 (62%) were
COVID-positive (“C+”), and 67 were COVID-negative (“C-”). Predominant
preferred languages were English (44%; 34 C+, 43 C-) and Spanish (47%; 61
C+, 20 C-).
164 (94%) described correct masking technique, and 147 (85%) knew the
CDC distancing guideline of 6 feet. Only 31 (18%) could define a close
contact. There were no differences based on COVID status.
Of the C+ group, 61 (57%) knew their isolation discontinuation date, and only
15 (14%) knew ≥2 of 3 CDC criteria for stopping isolation. There was no
difference based on preferred language.
Post-intervention surveys and patient feedback collection are ongoing. Early
responses have been positive: “[I]…found it informative, particularly the play-
by-play with what COVID is and how it is spread.”
KEY LESSONS FOR DISSEMINATION: Our data reveal a critical knowl-
edge gap in safe COVID practices, suggesting that standard patient discharge
education is insufficient. Video, language-concordant educationmay address this
gap. Any innovation adoption requires change management; we use Kotter’s 8-
Step Process for Leading Change to guide our reflections on this effort.
Our project emerged due to the urgency of rising COVID infections (1). With
this momentum, we identified collaborators, outlined goals, and rallied staff to
execute our multi-phase initiative (2-4).
The pandemic's unpredictability and variable day-to-day demands on staff
volunteers led to implementation challenges (4). Moreover, fluctuating numb-
ers of COVID cases led to a proportional fluctuation in the sense of urgency for
change, impeding implementation. We addressed barriers by meeting with
providers and leadership to identify avenues for easing VDI deployment (5).
Initial positive responses serve as a motivating short-term win to accelerate
implementation, and we solicit additional feedback to promote smooth and
standardized implementation (5-7).

CREATION OF A NOVEL ROLE, THE INTAKE HOSPITALIST, TO
MAXIMIZE THE SAFETY AND EFFICIENCY OF INTER-
HOSPITAL TRANSFERS AMIDST CAPACITY CRISIS
Michael J. Hendricks, Alexandra Wiggins
Hospital Medicine, Oregon Health & Science University, Portland, OR. (Con-
trol ID #3712136)

STATEMENT OF PROBLEM/QUESTION: Inter-hospital transfers are a
complex interdisciplinary process and frequent site of logistical error and
patient harm–transfer patients sometimes arrive unprepared for planned
procedures, lacking crucial records, or in unstable condition, while others are
transferred unnecessarily.
DESCRIPTION OF PROGRAM/INTERVENTION: We designed the
Intake Hospitalist role to address unprecedented capacity challenges and a
need for more nuanced stewardship of transfer patients and hospital resources.
The Intake Hospitalist is responsible for triage of all external consults, intra-
and inter-hospital transfers, and direct admissions to medicine services within
our hospital system. The intake hospitalist group includes 16 hospitalists, all
with over 2 years of experience, who underwent extensive systems, EMTALA,
and triage training. Documentation was standardized and workflows for our
most common transfer indications were designed with assistance from
subspecialists. The role is independent of clinical and educational
responsibilities.
MEASURES OF SUCCESS: We analyzed all transfer encounters from
July 1, 2020 - June 30, 2021, a period spanning 6 months before and 6 months
after our innovation. We tracked admission-to-procedure time, which reflects
pre-transfer patient optimization and efforts to synchronize transfers with
proceduralist and OR availability. To assess safety, we measured rapid
responses and ICU transfers that occurred within 24 hours of patient arrival.
We also tracked ‘Unnecessary Transfers that were Avoided,' defined as
patients for whom we provided 2 or more days of remote consultation and
arranged expedited outpatient follow-up in lieu of interhospital transfer. Final-
ly, hospitalist faculty were surveyed pre- and post-intervention to assess the
impact of this role on patient care, resident education, work/life balance, and
quality of care coordination for transferred patients.
FINDINGS TO DATE: RRTs and ICU transfers within 24 hours of patient
arrival were down 80%. The average transfer patient arrival-to-procedure time
dropped from 51.3 hours to 35.6 hours. We avoided 49 'Unecessary Transfers'
over 6 months. These patients spent a collective 371 days at referring hospitals
after the transfer was declined, which they may have spent at our facility
without indication. We performed chart review of these patients, to exclude
unintended harms due to transfer decline and ensure that outpatient follow-up
occurred as planned. 81% followed up in our clinics for subspecialist care, 70%
within 2 weeks. Our teaching hospitalist faculty reported marked increases in
time available for patient care, resident teaching, and completion of work
within shift hours.
KEY LESSONS FOR DISSEMINATION: Dedicated non-clinical time is
imperative to thoroughly review cases and develop patient-centric alternatives
to transfer. Extensive standardization, including documentation, pre-transfer
checklists, and systems training, vastly increases safety and decreases errors.
Review of all suboptimal transfer outcomes at regular intervals is necessary to
improve the transfer process.

DELIVERING DIFFICULT NEWS IN THE 21ST CENTURY: A VIR-
TUAL PROTOCOL
Aaron Z. Reyes
Internal Medicine, NYU Langone Health, New York, NY. (Control ID
#3706750)

STATEMENT OF PROBLEM/QUESTION: How can we update current
models of patient-provider communication while delivering difficult news that
rely heavily on face-to-face interactions?
DESCRIPTION OF PROGRAM/INTERVENTION: Virtual care has be-
come a rapidly expanding landscape at many institutions, but most providers
receive no formal telemedicine training. A frequent component of clinical care
requires the delivery of difficult news to patients and caregivers, and current
models for patient-provider communication rely heavily on face-to-face
interactions. The SPIKES (Setting, Perception, Invitation, Knowledge sharing,
Emotion, Summary/Strategy) protocol is instrumental in easing provider bur-
den by creating a patient-centered framework for delivering difficult news.
However, this protocol demands a 21st-century update if it is to continue to
help learners and educators strengthen their communication and information
delivery skills.
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MEASURES OF SUCCESS: Delivering difficult news is qualitatively im-
proved for patients and quantitatively improved for providers when protocols
are taught and utilized. Through a review of themes incorporating delivering
difficult news and telemedicine, an updated vSPIKES (virtual SPIKES) pro-
tocol can be used to enhance virtual communication among patients,
caregivers, and providers. Major themes to consider include virtual/video
etiquette, proactive and explicit listening, emotional awareness, and tele-
planning.
FINDINGS TO DATE: This review updates an effective strategy, the
SPIKES protocol, for delivering difficult news with a focus on telemedicine.
A literature review of delivering difficult news, previously and more common-
ly termed breaking bad news, combined with topics on telemedicine, was
performed to understand this evolving landscape of virtual communication.
Themes from this reviewwere collected and applied to the SPIKES protocol to
enhance its utility within telemedicine with an acknowledgment of patient- and
provider-focused communication barriers (Figure 1).
KEY LESSONS FOR DISSEMINATION: Adapting strategies that incor-
porate medical advancement and transformative technology is key to providing
patient-centered 21st-century care. Delivering difficult news is a key commu-
nication skill that providers must master to enhance patient care and ease
provider burden. The vSPIKES protocol offers a framework to incorporate
updated strategies for delivering difficult news through telemedicine and
virtual interactions. Educators can strengthen provider communication by
adapting these information delivery strategies into curricula that prepare
learners for the evolving landscape of telemedicine.

DEVELOPMENT OF A LEARNING COMMUNITY TO IMPROVE
SYSTEMWIDE EVIDENCE-BASED HEART FAILURE CARE
Aayush Mittal1; Susan Craft2; Sue Piatak2; David Willens2
1School of Medicine, Wayne State University, Detroit, MI
2Henry Ford Health System, Detroit, MI. (Control ID #3709444)

STATEMENT OF PROBLEM/QUESTION: Reliable execution and coor-
dination of evidence-based congestive heart failure (CHF) care across large
healthcare organizations is highly complex.
DESCRIPTION OF PROGRAM/INTERVENTION: Using principles
from the National Academy of Medicine’s Learning Health System (LHS)
framework, we developed an organizational model to drive improvement and
sustain organization-wide CHF care improvement. We formed seven interdis-
ciplinary workgroups: inpatient, emergency medicine, primary care, palliative
care, home-based care, pharmacy and analytics. Each contributed to a system-
wide CHF care protocol. The leaders from each workgroup coordinated care
between settings to improve experience and reduce readmissions. The analytics
group created provider-level dashboards for accountability and regional
dashboards for executive leaders.
MEASURES OF SUCCESS: The LHS goal is to design, continuously
improve, and drive adoption of a system-wide CHF care protocol. Process
and outcome metrics are utilization rates of each of the protocol components
and CHF readmission rates, respectively.
FINDINGS TO DATE: Initial review identified 23 local pilot CHF care
projects across our system. Workgroup members included those project
leaders, other providers, heart failure experts and administrators to represent
all system care settings (N=127). The groups selected five key care steps,
executed in any care setting, for the initial CHF care protocol: 1) Optimization
of guideline-directed medications; 2) Standard triggers for cardiology and
palliative care referral of complex and end-stage patients, respectively; 3)
Referral to hospital-level care at home; 4) Standard hospital discharge process
and follow-up within 7 days; and 5) Standard patient-engagement materials.
Structured feedback from front-line staff and patient representatives was used
in selecting steps. Audit and feedback of provider-level process metrics by
local leaders will enable accountability. The workgroups, enabled by regional
and executive leaders, will monitor sustainability, spread and improvement.
KEY LESSONS FOR DISSEMINATION: A front-line interdisciplinary
learning community chose a focused care protocol to improve reliability and
coordination of CHF care. Several generalizable lessons were learned.

Workgroups focused on just 1-2 key care steps selected based on impact,
evidence, and likelihood of local adoption. Structured meetings of the
workgroup leaders aligned care goals and coordinated between care settings.
Workgroup membership broadly selected by local opinion leaders represented
the entire care continuum. They chose protocol steps that were feasible across
the organization and could be flexible in how they were implemented. Patient
representatives monitored patient- and family-centeredness of the protocol.
Electronic medical record tools enabled ease of execution of the protocol steps.
Similar learning communities may be created to work on other patient
populations defined by disease states or common social determinants, for
example.

HOSPITALISTS IMPROVINGTRANSITIONS OF CARETHROUGH
VIRTUAL COLLABORATIVE ROUNDING WITH SKILLED NURS-
ING FACILITIES - THE HITOC SNF STUDY
Ifedayo O. Kuye1; Sonia Dalal1; Shaker Eid1; Venkat P. Gundareddy2
1Hospital Medicine, Johns Hopkins Medicine, Baltimore, MD
2Medicine, Johns Hopkins University, Baltimore, MD. (Control ID #3707058)

STATEMENT OF PROBLEM/QUESTION: Poor communication be-
tween hospitals and SNFs upon patient discharge is one of the leading causes
of rehospitalization, which generates unnecessary costs, disrupts the progres-
sion of patient care, and results in poor patient satisfaction.
DESCRIPTION OF PROGRAM/INTERVENTION: One in 4 hospital-
ized Medicare patients are discharged to SNFs. These patients are generally
older or require more support than those discharged home, placing them at
increased risk of clinical deterioration and rehospitalization. In fact, 25% of
patients discharged to SNFs were readmitted within 30 days costing Medicare
$4.34 billion in 2006.
In our intervention, patients discharged from 2 academic medical centers to 1
of 6 partner SNFs were reviewed weekly in a multi-disciplinary post-discharge
telephone encounter that included a hospitalist from the hospital and medical
and nursing leadership from the discussant SNF. The goal was to augment the
written discharge summary to improve care transitions and reduce
readmissions. The discussion reviewed the clinical status, discharge
medications, treatment plan, and follow-up plan of the discharged patients.
The intervention took place from July to December 2021.
MEASURES OF SUCCESS: Hospitalists were asked to assess for clinically
significant errors within the discharge summary based on the discussion. Errors
were classified as errors of omission when important information was not
included and errors of commission when there was incorrect information.
SNF providers (n=13) and hospitalists (n=10) were also asked to complete a
survey to assess the role of the intervention in improving care transitions and
reducing readmissions.
In a future analysis, we will study the impact of the intervention on readmission
rates using claims data, when available.
FINDINGS TO DATE: During the study, 495 hospital patients were
discussed in a post-discharge virtual encounter. The average age of the patients
was 71.4 (SD 12.9). After the discussions, hospitalists completed 375 dis-
charge summaries assessments. 16.8% contained errors of omission and 6.7%
contained errors of commission. Of the errors identified, 52.3% were related to
post-hospitalization follow-up appointments, 23.9% to medication reconcilia-
tion, and 12.5% to the post-hospitalization treatment plan.
A survey of participating hospitalists (n=6) on a Likert scale (1 strongly
disagree; 5 strongly agree) indicated the intervention was thought to improve
transitions of care (4.5, SD 0.6) although there was less certainty that it reduced
readmissions (3.5, SD 0.8). This view was shared by medical and nursing
leadership at the SNFs (n=8); 4.6 (SD 0.5) on improving transitions and 3.9
(SD 0.6) on reducing readmissions.
KEY LESSONS FOR DISSEMINATION: 1. It is vital to get the buy-in of
hospitalists and SNF clinicians to make rounding discussions productive.
2. Discharge summaries are often missing clinically significant information
needed for patient care in SNFs.
3. Virtual collaborative rounding improves hospitalists' knowledge of SNF
clinical capabilities and transitions.
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IMPROVING EFFICIENCY OF HOSPITAL DISCHARGES
THROUGH DEVELOPMENT OF NOVEL ELECTRONIC HEALTH
RECORD-BASED TOOLS
Esther Y. Hsiang1; Theodore Peng1; Amy Pugh1; Namrata Patel2; Karen A.
Hauser1; Brandon Scott1; Alex Kazberouk3; Johnny Blanchard1; Smitha
Ganeshan1; Kavon Javherian1; Nadia Roessler De Angulo4; Adali Martinez1;
Omar Viramontes1; Shirley J. Chan1; Sarah J. Flynn1; Elizabeth Cummings1;
Robert Schechtman5; Craig Johnson5; Edgar Pierluissi1,3; Catherine Lau1,6
1Medicine, University of California San Francisco, San Francisco, CA
2Pediatric Gastroenterology, University of California San Francisco, San
Francisco, CA
3Geriatrics, University of California San Francisco, San Francisco, CA
4Pediatrics, University of California San Francisco, San Francisco, CA
5Health Informatics, University of California San Francisco, San Francisco, CA
6Hospital Medicine, University of California San Francisco, San Francisco,
CA. (Control ID #3706478)

STATEMENT OF PROBLEM/QUESTION: Discharges for hospitalized
patients are often delayed due to fragmented multidisciplinary communication,
which can lead to increased hospital length of stay (LOS), higher costs, and
decreased patient and provider satisfaction.
DESCRIPTION OF PROGRAM/INTERVENTION: The discharge pro-
cess at a tertiary care hospital involves complex coordination within an
interdisciplinary team of providers, nurses, case managers, pharmacists,
therapists, and social workers. Communications regarding discharge planning
largely occur in non-standardized messages and meetings, leading to asyn-
chronous and fragmented care coordination. This can cause discharge delays
and hospital throughput bottlenecks, negatively impacting access to timely,
high-quality care. Given the interdisciplinary nature of discharge planning, a
streamlined real-time electronic health record (EHR)-based communication
tool could enable the care team to coordinate discharges more efficiently.
We conducted a needs assessment with structured interviews of interdisciplin-
ary care teammembers and a survey of internal medicine resident physicians to
understand discharge processes and communication gaps. Using these
findings, we then developed and launched an EHR-based Discharge Report
Tool in Epic Systems that automatically summarizes real-time relevant details
for a patient’s discharge. The tool compiles recommendations for post-acute
care, discharge medications status, post-discharge referrals, follow-up appoint-
ment details, and care coordination notes in a centralized platform accessible
by all members of the care team to view and update. Concurrently, existing
DischargeMilestones functionality was significantly modified to prioritize key
discharge barriers and to update automatically based on provider workflows
within the EHR. An estimated discharge date (EDD) capability was also added
to assist bed capacity planning and workflow prioritization for patients
approaching discharge.
MEASURES OF SUCCESS: In our initial survey of internal medicine
residents (n=69), 66% of respondents reported difficulty finding information
on discharge readiness. 67% experienced discharge delays for up to 40% of
patients. Only 30% were satisfied with the current discharge process, and 55%
were satisfied with the current degree of interdisciplinary communication. We
plan to identify qualitative improvement on follow-up surveys and quantita-
tively measure LOS, EDD accuracy, user satisfaction, and tool utilization
following the launch of these EHR-based discharge tools.
FINDINGS TO DATE: EDD accuracy within 12 hours of a patient’s actual
discharge increased from 45% to >65% and LOS index decreased from 1.04 to
1.02 on pilot units within 3 months of launch. Further study is needed to
understand longer-term gains and sustained effect of the intervention.
KEY LESSONS FOR DISSEMINATION: Novel EHR-based discharge
planning tools may help streamline discharge-related communication among
interdisciplinary care team members and improve efficiency of discharge
planning.

IMPROVING HOSPITAL FOLLOW-UP IN A VA TRANSITIONS OF
CARE CLINIC: A QUALITY IMPROVEMENT PROJECT
Derek Hupp1,2; Rachana Amberker1,2; Paula Streeper1; Shelby Hill1; Molly
McEleney1; Kelsi Eichorst1; Kyle Earhart1; Kaleb Miller1; Jana Parsons1;
Matthew D. Soltys3,1; Bradley Dixon1; Diana Jalal1,2; Krista M. Johnson3,1

1Iowa City VA Medical Center, Iowa City, IA
2Internal Medicine, The University of Iowa Hospitals and Clinics, Iowa City,
IA
3Internal Medicine, The University of Iowa Hospitals and Clinics Department
of Internal Medicine, Iowa City, IA. (Control ID #3706245)

STATEMENT OF PROBLEM/QUESTION: The Iowa City VA Medical
Center (IC VAMC) Transitions of Care Clinic (TOCC) has been associated
with a reduced hospital-wide readmission rate, but utilization of the clinic is
low.
DESCRIPTION OF PROGRAM/INTERVENTION: The IC VAMC
established a TOCC that was associated with a 19.2% relative 30-day read-
mission rate reduction from 2018 to 2020. This consult clinic serves Veterans
discharged home from Internal Medicine (IM) inpatient services. Visits are by
phone, video or in-person within a goal of 14 days from discharge. For fiscal
year 2021 Q3, 21.7% (78/360) of eligible Veterans completed a TOCC
appointment within 14 days and 36.9% (133/360) received a consult. The
aim of this quality improvement project is to increase the quarterly percentage
of eligible Veterans completing TOCC appointments within 14 days of dis-
charge from 21.7% to 50% by 6/30/2022. Stakeholder interviews with TOCC
providers, discharge coordinators, IC VAMC leadership, a quality coordinator
and hospitalists identified issues with TOCC function. TOCC use was thought
to be low due to confusion about the TOCC’s role and double-booking with
primary care, clinic staffing difficulties, and a complex scheduling process. A
Lean process map showed current and target states, a fishbone diagram
identified areas for improvement and an impact-feasibility matrix suggested
feasible changes. A TOCC handbook was updated and sent to hospitalists.
Residents received education at monthly conferences and biweekly emails to
encourage clinic use. TOCC flyers for residents and hospitalists were placed in
team rooms and Veteran-specific flyers were provided on admission. A Fi-
nance Board request was placed and approved to hire additional staff including
a medical support assistant (MSA) and case manager (CM) in 2022. Changes
to the scheduling system and electronic medical record order set were made to
streamline consult completion.
MEASURESOF SUCCESS: The primary outcome is the weekly proportion
of eligible Veterans seen in the TOCC within 14 days of discharge. A process
measure is the weekly proportion of eligible Veterans who receive a TOCC
consult.
FINDINGS TO DATE: Data provided by a program analyst is evaluated
weekly in P-charts. From September to December 2021 there was not
sustained improvement in the proportions of either eligible Veterans being
seen in the TOCC within 14 days of discharge or in consults placed. This
suggests education and email reminders may not be enough to increase clinic
use. Next steps may include using MSA and CM support to schedule TOCC
appointments before discharge, collaborating with nursing leadership to edu-
cate inpatient nurses about the TOCC and meeting with primary care leader-
ship to formalize the relationship between TOCC and primary care.
KEY LESSONS FOR DISSEMINATION: Resident education did not
result in improved consult placement or TOCC appointments for eligible
Veterans. Improving utilization of a TOCC requires communication with
multiple stakeholders, backing from leadership and adequate resources and
infrastructure to support the clinic and scheduling process.

IMPROVING TRANSITIONS OF CARE VIA TIMELY POST-
DISCHARGE FOLLOW-UP
Vineeth Amba1,2; Benjamin Basseri1,2; Drumil Bhatt3; Anshu Abhat4,3
1Rutgers Robert Wood Johnson Medical School, Piscataway, NJ
2Los Angeles County Department of Health Services, Los Angeles, CA
3Harbor-UCLA Medical Center, Torrance, CA
4The Lundquist Institute, Torrance, CA. (Control ID #3703178)

STATEMENT OF PROBLEM/QUESTION: Can an electronic medical
record (EMR) discharge order improve timely post-discharge follow-up and
transitions of care?
DESCRIPTION OF PROGRAM/INTERVENTION: At Harbor-UCLA
Medical Center, a hospital that is part of the Los Angeles County Department
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of Health Services (LAC DHS), an EMR discharge order was implemented in
March 2020 to improve transitions of care. This new order prompted hospital
clerks to schedule a primary care follow-up appointment by contacting the
patient scheduling center (Intervention 1). In November 2020, the discharge
order was modified so that it was directly routed to the patient scheduling
center (Intervention 2). As Harbor-UCLA Medical Center serves a safety-net
population that is vulnerable to negative outcomes during care transitions and
because of the data-informed need to improve transitions of care within the
hospital, our initiative was crucial.
MEASURES OF SUCCESS: We measured the proportion of primary care
appointments (phone, video, and in-person) attended within 14 days, within 30
days, and after 30 days post-discharge before and after the implementation of
Intervention 1 and Intervention 2.
FINDINGS TO DATE: Compared to the control group, there was a signif-
icant 25.6% increase in the proportion of primary care appointments attended
within 14 days of discharge in the Intervention 1 group (p<0.01). We also saw
a significant 17.8% decrease in the proportion of primary care appointments
attended after 30 days post-discharge in the Intervention 1 group when com-
pared to the control group (p<0.01). Additionally, there was a significant 7.6%
decrease in the proportion of primary care appointments attended after 30 days
post-discharge in the Intervention 2 group when compared to the Intervention 1
group (p<0.01).
KEY LESSONS FOR DISSEMINATION: The EMR discharge order in-
tervention increased the proportion of follow- up appointments attended within
14 days post-discharge and reduced the proportion of primary care follow-up
appointments attended after 30 days post-discharge, which could potentially
improve patient outcomes and safety. The discharge order also saved time for
hospital staff by increasing scheduling efficiency. For example, our initiative
reduced the need for case managers to make follow-up appointments in-
network and enabled greater time to be spent in managing more complex
out-of-network follow-up. This is especially important in resource-limited
inpatient settings, where there is often a lack of case management. The EMR
discharge order has been adapted to the other hospitals and primary care clinics
of the LACDHS system, which serves approximately 650,000 unique patients
annually, because of its feasibility. Due to its low cost and high impact, this
intervention may be highly replicable in other hospitals with affiliated outpa-
tient primary care centers.

INLINE CLINICAL DECISION SUPPORT IN PROGRESS NOTES:
AN INVESTIGATIONOFDOCUMENTATION FORTHERAPEUTIC
DOSE ANTICOAGULATION PLAN 0-48 HOURS PRIOR TO INPA-
TIENT SURGICAL INTERVENTION
Katherine Moawad1; Jonathan Austrian2; Eduardo Iturrate2; Adam J. Good-
man2; Katherine Hochman2; Archana Saxena2; Marwa Moussa2; Dina
Chenouda2; JosephWeisstuch2; Paul Testa2; Jonah Feldman1. 1NYU Langone
Health, New York, NY; 2NYU Langone Health, New York, NY. (Control ID
#3706236)

STATEMENT OF PROBLEM/QUESTION: How does an inline clinical
decision support tip populated in progress note drafts, impact providers to
document a complete preoperative and postoperative anticoagulation plan, 0-
24 and 24- 48 hours prior to a planned inpatient surgical intervention?
DESCRIPTION OF PROGRAM/INTERVENTION: Establishing accu-
rate documentation is an essential measure for safe, organized, and compre-
hensive treatment plans for inpatient medicine patients receiving therapeutic
doses of anticoagulation undergoing an inpatient surgical intervention. Oral
anticoagulants are often held, dosing is adjusted and transitioned to intravenous
administration. This creates an imperative need for the provider to document a
complete preop and postop plan regarding anticoagulation cessation, resump-
tion, or contingency plan for day and night clinical teammembers to reference.
An innovative inline clinical decision support (CDS) tip was created to pop-
ulate within a progress note draft, under “Discharge Milestones and Contin-
gency Planning” section, which alerts the provider to address the
anticoagulation plan within their note. On March 8th 2021 the CDS interven-
tion went live across four hospital campuses in a health system displaying
within inpatient medicine progress notes.

MEASURES OF SUCCESS: A pre-intervention chart review revealed sub-
optimal complete anticoagulation plans documented, 0-24 hours and 24-48
hours prior to a scheduled surgical procedure. A complete anticoagulation plan
consisted of both a preoperative and postoperative contingency plan for
anticoagulation. A post-intervention chart review was conducted to assess
improvement of provider documentation, measured by increase in frequency
of a complete anticoagulation plan and an earlier documented plan by the
provider. Qualitative and quantitative data was collectedwithin a health system
across four hospital campuses.
FINDINGS TO DATE: After the CDS implementation 1,444 notes written
on 754 patients met criteria for display of the inline tip. A convience sample of
notes that met criteria for tip display were reviewed before and after the CDS
implementation. There was an increase in overall percentage of time, a com-
plete anticoagulation plan was documented after the implementation of the
CDS Tip. For notes written 24-48 hours prior to procedure the percentage of
notes with a complete plan increased from 16%(5/31) to 27%(9/33) after
introduction of CDS. For notes written in the 24 hours prior to a procedure
the percentage of notes with a complete plan increased from 32%(11/34) to
39%(15/38) after CDS was introduced.
KEY LESSONS FOR DISSEMINATION: Data collected in this study
supports that an inline CDS tip within daily progress notes, can encourage
providers to establish and document a preoperative and postoperative
anticoagulation plan more frequently and earlier, up to two day before a
procedure. With increased clear documentation preoperatively inpatient pri-
mary medicine providers and surgery consultants, from day and night shift, can
eliminate confusion and clinical error regarding anticoagulation during this
integral timeframe.

MAKING AN IMPACT ON THE COVID PANDEMIC.
Victor Vo, Huy Ngo
Internal Medicine, Santa Clara Valley Medical Center, San Jose, CA. (Control
ID #3715985)

STATEMENT OF PROBLEM/QUESTION: When hospitals and skilled
nursing facilities (SNF) were impacted during the COVID surge, what
healthcare delivery model can be used to increase hospital bed capacity while
maintaining quality care for marginalized patients with no access to a SNF?
DESCRIPTIONOFPROGRAM/INTERVENTION: Background - Santa
Clara Valley Medical Center is the second largest public safety net healthcare
system in California. During the COVID surge, our hospitals experienced a
significant demand for hospital beds. At this time, SNFswere impacted and did
not accept patients with barriers in discharge planning.
Problem: How to safely discharge non-acute patients with no accepting SNF
to increase hospital bed capacity. Intervention: Develop a post-acute care
team (PACT) for marginalized, non-acute patients. These patients were initial-
ly hospitalized for severemedical conditions but could not be safely discharged
once stabilized.
During the COVID surge, Santa Clara County operationalized a 36-bed, low-
acuity hospital called DePaul Health Center (DPHC) through an emergency
state-issued alternative care license. DPHC implemented a novel healthcare
model for post-acute transitions of vulnerable, non-acute patients during a
resource-constrained time period. Of the 131 admissions to DPHC, 42% had
unstable housing, 29% had active substance use, and 100% had no accepting
SNFs.
The operationalization involved:
- Training volunteer outpatient providers to work in an inpatient setting with
COVID-positive patients.
- Building a referral model to include all hospitals in our county.
- Transition of care services including: direct transition to drug treatment
programs, linkage to medical respites, COVID vaccinations, specialty care
followup, and medication delivery/teaching at bedside.
MEASURES OF SUCCESS:
- Number of hospital bed days saved.
- Number of additional potential hospital admissions.
- Implementation of high-quality inpatient services for non-acute patients.
FINDINGSTODATE:Over six months, DPHC admitted 127 patients across
three county hospitals. DPHC allowed for a potential 446 additional hospital
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admissions (based on 2232 potential bed days saved and an average hospital
LOS of 5 days per hospital admission).
KEY LESSONS FOR DISSEMINATION: - Establishing a post-acute care
team addresses structural inequities prevalent in our healthcare system for
marginalized patients.
- Incorporating a post-acute care team improves access to SNF for marginal-
ized patients.

PERSONAL PROTECTIVE EQUIPMENT (PPE) STEWARDSHIP:
PROMOTING EFFICIENCY AND INCREASING COMPLIANCE
Priya Dave1,3; Mimi Chung1; Nicole Zatorski1; Rebecca Choi1; Horatio
Holzer2,1; Bernard Camins1
1Icahn School of Medicine at Mount Sinai, New York, NY
2Medicine, Icahn School of Medicine at Mount Sinai, New York, NY
3Harvard Medical School, Boston, MA. (Control ID #3715536)

STATEMENT OF PROBLEM/QUESTION: Personal protective equip-
ment (PPE) has allowed medical students to return to the hospital to continue
their clinical responsabilities during the COVID-19 pandemic, however
problems with use remain. Throughout the pandemic, stewardship of personal
protective equipment has been an immense challenge.
Multiple surveys have shown that less than 40% of healthcare providers wore
all mandatory PPE during a patient encounter. One potential explanation for
challenges in compliance, is that no standardized practices exist for keeping
track of an individual’s PPE during the work day. As a result, resources can be
lost or mixed up between individuals, ultimately increasing exposure risks and
decreasing compliance with hospital PPE use guidelines. In response, this
study sought to design two innovative and inexpensive solutions to promote
the effective use of masks and safety glasses in compliance with hospital
guidelines. The aim was to determine if providing stewardship devices would
increase compliance.
DESCRIPTION OF PROGRAM/INTERVENTION: Seventy-eight medi-
cal students in their third and fourth year clinical rotations at the Icahn School
of Medicine at Mount Sinai participated in the study. The study lasted three
weeks. Each intervention week, participants were provided with a new set of
PPE stewardshp devices. Device one was a disposable eye protection lanyard.
Device two was a breathable and water-dissolvable PPE pocket storage device
that could be attached to a hospital gown.
MEASURESOF SUCCESS: Tomonitor whether the devices increased PPE
compliance, participants were administered a pre-survey consisting of 21
questions. Three identical surveys were administered each subsequent inter-
vention week, to assess effectiveness of the devices on PPE compliance. The
surveys used a likert scale model to measure whether students' PPE use and
ease of use and availability differed pre- and post-intervention.
FINDINGS TO DATE: These interventions helped students better adhere to
hospital PPE guidelines- 75% for lanyard wearers and 44% for PPE pocket
users. Our results further showed 86% of participants reported that PPE was
more accessible when provided with lanyards. The attachable pocket similarly
increased PPE compliance, however there was a high attrition rate with its
usage.
KEY LESSONS FOR DISSEMINATION: PPE has served as an incredibly
effective tool for limiting the spread of COVID-19. These results suggest that
providing medical students with a PPE lanyard device can increase the com-
pliance of eye protection use.

PREVENTATIVE CARE IN HOSPITAL MEDICINE: THE EVI-
DENCE BEHIND THIS UNUSUAL PRACTICE
Waseem Khaliq
Medicine, Johns Hopkins University School of Medicine, Baltimore, MD.
(Control ID #3708228)

STATEMENT OF PROBLEM/QUESTION: Over the last two years,
COVID-19 pandemic has brought cancer screening programs in the US ground
to a halt with significant drop in screening mammography utilization causing
potential delays in breast cancer diagnosis.

DESCRIPTIONOFPROGRAM/INTERVENTION:Disparities in screen-
ing mammography use persists among low-income women, even those who
are insured, despite the proven mortality benefit. Prior to the start of pandemic,
hospitalized women aged 50-75 years were more likely to be non-adherent
(~42%) to breast cancer screening guidelines and at high-risk (32%) for
developing breast cancer (Gail 5-year-risk prediction score ≥ 1.7%). The
commonly reported barriers to screening mammograms were failure to remem-
ber appointments and lack of transportation. Low income, current or ex-
smoker, and history of stroke were reported as major predictors associated
with non-adherence. Even with inpatient breast cancer screening education,
scheduled outpatient mammography appointments at patients’ convenience
prior to discharge and phone call reminders, 67% of non-adherent hospitalized
women remained non-adherent after discharge from hospital. These statistics
are now expected to much higher considering the pandemic. As screening for
all cancers is traditionally offered exclusively in outpatient setting, numerous
challenges remain for health care system to get back on track for cancers
screening to pre-pandemic level. Collectively these results illustrate the need
for innovative approach to counsel, educate, and offer screening test to these
patients during hospitalization.
The purpose of the study was to evaluate the feasibility of coordinating
inpatient breast cancer screening mammograms for non-adherent hospitalized
women prior to their hospital discharge.
MEASURESOF SUCCESS:Wehypothesized that study intervention would
result in a 50% increase in breast cancer screening adherence without affecting
hospital length of stay.
FINDINGSTODATE:Aprospective feasibility study was conducted among
101 non-adherent women aged 50-75 years hospitalized to a general medicine
service. Mean age for study population was 59.2 years (SD=6), and 29% were
African American. 78% of the enrolled women (n=79) underwent in-patient
screening mammography. All women who underwent screening mammogra-
phy during inpatient stay were extremely satisfied. Neither the ordering
hospitalists nor the nurses taking care of these women reported any concerns
or misgiving. Convenience of having a screening mammography while in-
patient stay was reported to be a facilitator of completing the screening test.
KEYLESSONSFORDISSEMINATION: Inpatient breast cancer screening
education along with inpatient screening mammography was successful in
achieving the goal of securing screening mammography for hospitalized
women. As hospitals move toward assimilation into accountable care
organizations, tests needed for preventive care should be made available to
patients wherever and whenever they interact with healthcare system, espe-
cially for patients at the highest risk for illness and pathology.

TITLE MAT: MULTIDISCIPLINARY APPROACH TO TREAT-
MENT, SCREENING, AND COUNSELING OF HOSPITALIZED
PATIENTS WITH TOBACCO, ALCOHOL, AND OTHER SUB-
STANCE USE DISORDERS.
Cherinne Arundel1,2; Susan Barba1,2; Kelli Gilmer1,2; Carrie Pineda3; Theresa
Nadal3; Dela Gbekor3; Olukorede Gisanris3; Abigail Ellis3; Jasmine Carpen-
ter3; Angela Cheng3
1Medical Service, Washington DC VA Medical Center, Washington, DC
2Medicine, The George Washington University, Washington, DC
3Washington DC VA Medical Center, Washington, DC. (Control ID
#3702732)

STATEMENT OF PROBLEM/QUESTION: One in seven hospitalized
patients have a substance use disorder and yet it is often not addressed during
hospitalization. Furthermore, studies show that only a small proportion of those
with alcohol use disorders are offered medication assisted therapy(MAT) to
include only 3% of Veteran patients. Internal data at the Washington DC VA
Medical Center (DCVAMC) highlights a similar trend.We aim to improve the
screening, counseling, and treatment of hospitalized patients with alcohol use
disorder and nicotine dependence.
DESCRIPTION OF PROGRAM/INTERVENTION: The DC VAMC is
an academic medical center with 175 inpatient beds and approximately 2400
yearly admissions. The VHA adopted performance measures which include
screening, counseling regarding psychosocial and pharmacologic treatments,
and offering medication assisted therapies.
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Interventions included:
- Focused education to 100% of nursing staff to accurately screen and counsel
patients who screen positive on admission
- Medical teams to offer nicotine replacement therapy (NRT) for all patients
who screen positive for tobacco use
- Implementation of an admission order set
- Placement of consults for the substance abuse rehabilitation program (SARP).
- SARP to offer treatment options to include treatment programs in the
community, outpatient VA specific treatment, or residential programs and
offer outreach upon discharge.
- Focused education to the inpatient clinical pharmacists and development of a
MAT template.
- Updated discharge templates to offer MAT/NRT with links to place order
- Scheduling post-discharge counseling appointments.
- Ongoing resident and attending physician education about these interventions
and any missed opportunities.
MEASURES OF SUCCESS: Four major quantitative measures were
assessed before and after initiation of the above interventions to include
screening, counseling, and medications on admission and discharge. These
performance metrics are collected through retrospective chart analysis of
nursing, pharmacist, and physician documentation, as well as prescribing
practices and follow up appointments made.
FINDINGS TO DATE: Interventions began in April and May of 2021.
Screening and counseling for alcohol use disorder improved from occurring
in 33% of admissions in April, 2021 to 100% of admissions in August, 2021.
Screening and counseling for tobacco improved from occurring in 16% of
admissions in April, 2021 to occurring in 75% of admissions in August, 2021.
Offering MAT and/or outpatient counseling for substance use disorder im-
proved from occurring in 50% of discharges in April, 2021 to 75% of
admissions in August, 2021. And finally, NRT and/or outpatient smoking
cessation counseling improved from occurring in 0% of discharges in April,
2021 to 47% of discharges in August, 2021.
KEY LESSONS FOR DISSEMINATION: Requires a multidisciplinary
team including nursing, pharmacy, and physicians.
Building redundancy into the system is helpful
Challenges with obtaining/scheduling outpatient appointments for tobacco and
substance use clinics Ongoing psychosocial barriers to treatment

UTILIZING INPATIENTADMISSIONSTO INCREASEUNIVERSAL
HIV SCREENING DURING THE COVID-19 PANDEMIC AND
BEYOND
Meredith Adamo1; Sarah Burbank1; Catherine Crawford1; Jennifer Davis1;
Sarah J. Flynn1; Ilana Garcia-Grossman1; Kevin Guzman1; Emily Harris1;
Karen A. Hauser1; Tessa Kaplan1; Nathan Karp1; Emily Lydon1; Nicholas
R. Murphy1; Surabhi Nirke1; Gabriela Reed1; Dorothy Rimmelin1; Marta
Kochanska2; Rebeccah Brusca2
1Internal Medicine, University of California San Francisco, San Francisco, CA
2Hospital Medicine, Zuckerberg San Francisco General Hospital and Trauma
Center, San Francisco, CA. (Control ID #3715476)

STATEMENT OF PROBLEM/QUESTION: Individuals at risk for HIV
often face barriers to routine outpatient care which were exacerbated during the
COVID-19 pandemic, creating a need and an opportunity to leverage hospital
admissions for HIV screening.
DESCRIPTION OF PROGRAM/INTERVENTION: This resident-led
quality improvement project ran from 10/01/2020 to 6/30/2021 and aimed to
increase rates of HIV screening among inpatients on the Medicine service at
Zuckerberg San Francisco General Hospital (ZSFG), an urban safety net
hospital. The QI intervention was informed by an initial gap analysis and
consisted of three components: provider education, targeted outreach including
biweekly performance metrics with peer comparisons, and electronic health
record (EHR) optimizations. A pre-existing multidisciplinary care team was
available to provide follow-up for positive test results, facilitating rapid linkage
to HIV care.
MEASURES OF SUCCESS: Given the high prevalence of HIV risk factors
in this population, appropriate screening was defined as having an HIV test
within the past 6 months. Our target for appropriate HIV screening was 55% of

hospitalized patients on the Medicine service without a known HIV diagnosis,
an increase of 10% from baseline. As a secondary goal, we sought to increase
resident education about HIV as measured by pre- and post- intervention
surveys.
FINDINGS TO DATE: Among patients admitted during the intervention
period (N = 1701), there was a 17.6% absolute increase in HIV screening rates
compared to baseline (N = 885) (45.3% v. 62.9%, p < 0.001). To assess the
impact of our intervention on previously identified differences in screening
rates by gender, race, and language, we conducted post-intervention subgroup
analyses. These results demonstrated persistently lower screening rates among
females (59.6% v. 64.6%, p = 0.044), Asians (55.0% v. 64.5, p < 0.01), and
patients speaking Chinese-based languages (53.5% v. 63.8, p = 0.01).
Comparisons of pre- and post-intervention survey data showed an increase in
provider comfort and knowledge across all domains assessed.
KEY LESSONS FOR DISSEMINATION: Quality improvement
interventions including education, targeted outreach, and EHR optimization
can increase HIV screening rates of hospitalized patients. We found that
despite improvement in overall screening rates, disparities persisted for wom-
en, Asians, and non-English speaking patients. Targeted interventions to
address these disparities in HIV screening are needed. Inpatient providers are
well-poised to help address HIV screening gaps, particularly for underserved
patient populations who may face increased barriers to routine HIV prevention
services.

WE WANT TO HELP: INTEGRATING PRECLINICAL MEDICAL
STUDENTS INTO THE HEALTH SYSTEM TO PROACTIVELY
CONNECT PATIENTS TO RESOURCES
Ibraheem D. Hamzat1; Romy Portieles Pena1; Swetha Nakshatri1; Symphony
Fletcher1; Isaiah Selkridge1; William Parker2; Sachin D. Shah2; Anna
Volerman2
1University of Chicago Pritzker School of Medicine, Chicago, IL
2Medicine, University of Chicago Division of the Biological Sciences,
Chicago, IL. (Control ID #3715222)

STATEMENT OF PROBLEM/QUESTION: How can preclinical medical
students be leveraged to address racial and geographic disparities in COVID-
19 vaccination rates?
DESCRIPTION OF PROGRAM/INTERVENTION: As vaccine rollout
began in Chicago, communities most affected by the pandemic had the lowest
vaccination rates. At our urban academic medical center, eligible patients
received vaccine invitations via the patient portal or text message; however,
this approach did not effectively reach many elderly patients who were not
technologically connected or who had circumstance-specific questions. Due to
clinical demands, staff were unable to reach out to individual patients. Preclin-
ical medical students, with more flexible schedules, volunteered to address this
gap in access. Targeting patients who lived in high-risk ZIP Codes (per the The
COVID-19 Community Vulnerability Index), we aimed to leverage preclinical
students to expand the capacity of our vaccine outreach and tackle vaccine
hesitancy.
MEASURESOFSUCCESS: 1. Howmany patients were contacted to inform
them of their eligibility?
2. How many patients were scheduled for a vaccination?
FINDINGS TO DATE: Overall, 34 students contacted 820 patients. Most
patients were Black or African American (91.0%). Of the patients that were
reached (n=489), 84 (17.2%) were scheduled for vaccine appointments. Ad-
ditionally, 79 (16.2%) of the patients that were reached were not immediately
scheduled but agreed to vaccination, 52 (10.6%) said they were considering
vaccination, 193 (39.6%) reached patients had already scheduled or received
vaccination elsewhere, and 89 (18.2%) declined the vaccine after some
discussion.
KEY LESSONS FOR DISSEMINATION: We showed that integrating
preclinical medical students into the health system can extend existing outreach
efforts and thus is a model that is generalizable across many health-related
issues. Beyond the tangible impacts of connecting patients with vaccine
information and appointments, we learned several lessons. 1) Trainees’ out-
reach increased healthcare accessibility for many patients. Many patients did
not have a primary care physician and/or had previously only been seen in the
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Emergency Department, which created an opportunity to connect these
patients to the healthcare system. 2)Many patients had difficulty independently
making an appointment or held misinformed beliefs. As such, direct outreach
gave us the opportunity to assist with patient-specific issues. 3) This interven-
tion also benefited clinicians, who have limited time to proactively reach out to
thousands of patients. 4) Further, our initiative benefited medical education:
preclinical medical students gained experience and confidence speaking to
patients, delivering patient education, and using the electronic medical record.
Models like ours can address gaps in care beyond COVID-19, this model can
be applied effectively to address inequities in healthcare access while leverag-
ing the time, motivation, and skills of preclinical trainees.

“TEE TIME” FOR EARLY DISCHARGES AT A VA MEDICAL
CENTER
Eric A. Johnson1; Kara Schmidt1; Stephen G. Henry2,1
1Hospital Medicine, VA Northern California Health Care System, Mather, CA
2Internal Medicine, University of California Davis, Sacramento, CA. (Control
ID #3712021)

STATEMENT OF PROBLEM/QUESTION: How can we increase early
discharges to improve patient flow?
DESCRIPTION OF PROGRAM/INTERVENTION: At Sacramento VA,
lack of bed availability early in the workday delays hospital admissions. Most
discharges happen after 3 pm, leading to a surge of evening admissions that
strains residents, nurses, and other patient support staff. Increasing discharges
before noon would reduce this surge and facilitate a more even pace of
admissions throughout the day. “Tee Time” is a method to promote early
discharges that has been implemented at university hospitals but to our knowl-
edge has not been tested in a VA setting. We started “Tee Time” for all 4
inpatient medicine teams at the Sacramento VA. Our implementation of “Tee
Time” involves each resident team meeting with a discharge planner, social
worker, and pharmacist for 5 minutes at 2PM to discuss their patient who has
the highest potential to be discharged early the following day. The meeting
uses a standardized checklist to identify and resolve barriers to discharge, such
as transportation, medication reconciliation, and durable medical equipment or
home health needs.
MEASURES OF SUCCESS: Number of discharges before noon; number of
discharges between noon and 4pm, all measured weekly; individual interviews
with Tee Time participants.
FINDINGS TO DATE: After Tee Time implementation, there was a sharp
increase in the total number of discharges before noon, and between noon and
4pm; however, this tapered off in the followingweeks. Analysis of trends using
statistical process control (P charts) showed no change in discharges before
noon and one instance of special cause variation in discharges from noon-4pm
during the week after tee time implementation. Median discharge time pre-
intervention was between 4-5PM and post intervention was 3-4PM, although
this result was not statistically significant. Interviews with tee time participants
found mixed responses. Residents showed resistance because they did not
understand how Tee Time differs from the morning Multidisciplinary Huddle
after rounds. Pharmacy had concerns about sustainability because of workload
demands. Discharge planners and social workers were mostly positive and felt
tee time facilitated earlier discharges, but that tee timewas less focused on early
discharges when attending hospitalists did not attend.
KEY LESSONS FOR DISSEMINATION: Tee time showed potential for
increasing early discharges, but immediate gains were not sustained. Partici-
pant interviews identified several possible explanations, including confusion
among residents about Tee Time purpose, staffing challenges, and occasional
lack of focus on discharge barriers. Based on these findings, the following
adjustments are planned: implementing a tee time checklist for residents more
clearly focused on discharge barriers, implementing a secure message chat
with pharmacists during tee time to maintain communication despite staffing
shortages. Numbers of early discharges will continue to be monitored using
statistical process control methods.

Innovation in Medical Education (IME) - Medical Education and Educa-
tion Scholarship

"WHICH INTERNALMEDICINE SPECIALTY ISBESTFORYOU?"
AN INTERACTIVEQUIZCONNECTINGMEDICAL STUDENTSTO
MENTORS
Eric Swanson, Brianna B. Valdes, Bruce L. Henschen. Internal Medicine,
Northwestern University Feinberg School of Medicine, Chicago, IL. (Control
ID #3711386)

SETTING AND PARTICIPANTS: Approximately 640 M1-M4 students at
a large academic institution.
DESCRIPTION: Internal medicine encompasses a broad range of career
opportunities and clinical interests. Early medical students may struggle to
decide which career is the best fit for them. Additionally, facilitating student-
faculty mentorship is instrumental in establishing interest in internal medicine.
We developed a short, 9 question multiple choice quiz to match students with
an internal medicine subspecialty based on personality, lifestyle preferences,
career interests, and clinical goals. After taking the quiz, students are provided
with a “match” of their suggested subspecialty based on their responses, which
includes a summary of the given field, practice setting, training process,
commonly seen pathologies, and contact information for a career mentor. In
addition to their matched specialty, the resource provides an option for students
to explore other subspecialities as well. We worked directly with faculty
members in each respective field to provide contact information to facilitate
mentorship connections at the end of the quiz.
EVALUATION: The quiz was distributed in October 2021 to students from
all medical student classes at our institution. Within the first 2 weeks of
distribution, the quiz was viewed 564 times with 438 completions (completion
rate of 77.7%). Cardiology was the most assigned subspecialty with 80 total
matches, followed by hematology/oncology, infectious disease and nephrolo-
gy. The quiz was positively received among medical students. Connections
that were made with mentors as a result of the quiz, were informally assessed
through email inquire with faculty. Our quiz demonstrated an easy and adapt-
able method to provide students with information about the broad and diverse
options of a career within internal medicine and provided tangible avenues for
mentorship.
DISCUSSION / REFLECTION / LESSONS LEARNED: We used an
online quiz tool to develop a unique way to connect students with clinical
interests and mentors. The encouraging number of responses suggests that the
method is an accessible and easy way to engage students and promote faculty
connections. Positive narrative feedback demonstrates that students found
value in exploring medicine subspecialities. Future directions include integrat-
ing the resource into the third year medicine clerkship as both an introduction
to the field and an opportunity for mentorship, as well as formalizing the
method for evaluating how many mentor-mentee connections were made and
the fruitfulness of those relationships.
ONLINE RESOURCE URL: 1. https://www.tryinteract.com/share/quiz/
615ba7589544fc0018ec86dc
2. https://docs.google.com/document/d/15oJ6dxbBydPWQ9AJW5ca6
u9r71JBTGWz5h61BDhKuHI/edit?usp=sharing

DEVELOPMENT OF A TELEMEDICINE CURRICULUM FOR
POST-CLERKSHIP MEDICAL STUDENTS REQUIRING MINIMAL
RESOURCES.
Stacy McIntyre1; Catherine Deffendall2; Zack Watson2; Rachel Apple3
1Pulmonary and Critical Care, Vanderbilt University Medical Center,
Nashville, TN
2Internal Medicine/Pediatrics, Vanderbilt University Medical Center,
Nashville, TN
3Internal Medicine/Pediatrics, Vanderbilt University Medical Center,
Nashville, TN. (Control ID #3702595)

SETTING AND PARTICIPANTS: Telemedicine is an important resource
for providing patient care, yet medical students typically receive little formal
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telemedicine education. Institutions have implemented resource-intensive
sessions such as in-person telemedicine didactics, simulations with faculty
feedback, or instruction on clinical rotations. We describe a student-paced,
interactive telemedicine curriculum with low resource utilization. Participants
were post- clerkship medical students at Vanderbilt University School of
Medicine participating in our Health Systems Science course.
DESCRIPTION: We designed an asynchronous session to teach students
effective conduct of an ambulatory telemedicine visit. Students viewed a self-
paced voice-over PowerPoint that addressed: the value of telemedicine, legal
considerations, appropriate patient triage, physical exam adaptations, optimal
communication practices, and an example telemedicine visit. Working in pairs,
students completed a mock telemedicine visit on a Zoom platform using
standard clinical scenarios. Each student completed 3-item pre and post-
session surveys indicating their comfort conducting telemedicine visits on 5-
point Likert scales (1=totally uncomfortable to 5=totally comfortable) and a
peer assessment using an instructor provided rubric. Additional survey items
covered: perceived session quality, the degree to which session objectives were
met, and telemedicine knowledge.
EVALUATION: All students completed the telemedicine curriculum (169/
169). Pre-session mean comfort level with telemedicine was 3.28 versus 3.98
post-session. Students rated the session favorably with average scores of 3.99
(SD 0.61) for session quality and mean of 4.12 (SD 0.18) for achievement of
session objectives. Students indicated the content was applicable to future
practice with average score 4.25 (SD 0.55). The proportion of students who
answered post session knowledge items correctly ranged from 72% (legal
issues) to 96% (value of telemedicine).
DISCUSSION / REFLECTION / LESSONS LEARNED: Telemedicine is
an important resource for the provision of patient care. We developed a self-
paced curriculum to educate 3rd year medical students on telemedicine visits.
The session increased students’ comfort regarding telemedicine. Future
directions include utilizing an EHR-based platform to conduct the mock
telemedicine visit, and further assessing knowledge gained. Limitations of a
completely asynchronous session include the inability to debrief after the
conduct of the learning activity. The curriculum’s lean resource utilization
lends itself to relative ease of adoption at other programs with some adaptation
for local context.

ADDICTIONMEDICINE ISMEDICINE:AREQUIREDTWO-WEEK
CLINICAL ROTATION FOCUSED ON SUBSTANCE USE FOR IN-
TERNAL MEDICINE RESIDENTS
Tiffany Lu1; Kristine Torres-Lockhart1; Melissa Stein2
1General Internal Medicine, Montefiore Medical Center, Bronx, NY
2Division of Substance Abuse, Montefiore Medical Center, Bronx, NY. (Con-
trol ID #3714322)

SETTING AND PARTICIPANTS:Montefiore Health System is the largest
health care provider in Bronx, New York, a community that is disproportion-
ately impacted by substance use disorders (SUDs). To better prepare resident
physicians to care for patients with SUDs, we developed a novel addiction
medicine rotation required for internal medicine residents.
DESCRIPTION: The 2-week rotation includes inpatient and outpatient clin-
ical experiences. During the inpatient week, residents rotate on the Addiction
Consult Service, staffed by an addiction medicine attending, a fellow, and a
peer navigator. Residents attend a weekly interdisciplinary meeting with the
Psychiatry Consult Service to discuss cases.
During the outpatient week, residents rotate through an opioid treatment
program, an intensive outpatient substance use treatment program, and an
addiction medicine “Bridge” clinic, which links patients with SUDs to primary
care post- hospitalization. Residents also complete a self-study curriculum that
includes addiction-focused readings and podcasts as well as the 8-hour online
buprenorphine waiver training. All residents participate in AddictionMedicine
Rounds, a weekly case conference and journal club led by addiction medicine
faculty and trainees.
EVALUATION: Between July and November 2021, 22 internal medicine
residents participated in the rotation and 12 (55%) completed formal
evaluations. All residents rated the overall rotation to be valuable for their
education, with 33% in strong agreement based on a 4-point scale from

strongly disagree to strongly agree. All residents also agreed (with 42%
strongly agreed) that the rotation increased their knowledge and skills in
diagnosing SUDs, andmanagingmedication treatment for SUDs. One resident
summarized: “This rotation is one of the best rotations I have experienced
during my time as a resident. After completing this rotation, I felt very
confident in my ability to diagnose, navigate, and manage the complexities
of addiction related illness.”
DISCUSSION / REFLECTION / LESSONS LEARNED: The Addiction
Medicine Rotation was well-received in its first months of implementation.
The experience on the Addiction Consult Service stood out as high-yield
training, building on residents’ familiarity with hospital-based care and lever-
aging multidisciplinary partnerships with psychiatry, pharmacy, and nursing
departments. Providing rigorous inpatient training in addiction medicine is a
unique feature of this rotation, as addiction consult services are not the
mainstay in most hospitals. The “Bridge” clinic has also been valuable in
training residents to provide medication treatment for SUDs within primary
care. However, the outpatient experience in specialty care settings faced many
scheduling challenges related to the COVID-19 pandemic, with reduced
availability of preceptors, decreased number of in-person visits, and suspended
group treatment. Optimizing outpatient addiction medicine training will be an
ongoing goal in future rotation iterations.
ONLINE RESOURCE URL: Rotation document: https://tinyurl.com/
MontefioreAddMedRotation

ADDRESSING DIVERSITY, EQUITY, AND INCLUSION IN SIMU-
LATION THROUGH DEVELOPMENT OF A CENTRAL EDUCA-
TION RESOURCE: OSCE CASE LIBRARY AND DIVERSE STAN-
DARDIZED PARTICIPANT WORKFORCE
Brielle Blatt1; Kathleen Allen1; Virginia Drda1; Katie E. Tame1; Richard E.
Greene2; Jeffrey Manko1; Donna Phillips1; Sondra Zabar3
1NYSIM, NYU Langone Health, New York, NY
2Medicine, NYU Grossman School of Medicine, New York, NY
3Medicine, NYU School of Medicine, NewYork, NY. (Control ID #3713759)

SETTING AND PARTICIPANTS: Health care disparities and the need for
robust health care professionals (HCP) training in diversity, equity, and inclu-
sion (DEI) was heightened by the pandemic. The Accreditation Council for
Graduate Medical Education and Liaison Committee on Medical Education
now require that medical schools and residencies include DEI curriculum. The
New York Simulation Center for Health Sciences (NYSIM) is a NYU
Grossman School of Medicine partnership with the City University of New
York supporting HCP education. The standardized participant (SP) program
annually hosts 6600 learners with 110 distinct programs and employs 138
actors trained as SPs.
The purpose of our central education resource is to share DEI cases with our
learning community and maintain a diverse SP pool to ensure authentic case
portrayal.
DESCRIPTION: Case Library: We reviewed OSCE cases and assessments
with DEI-focused learning objectives authored from 2000 to 2021 to create a
DEI case library. We collected details including the case title, authors, learner
levels, SP demographics, learning objectives, programs, and years the cases
were used.
SP Analysis: NYSIM maintains a database to match SPs to appropriate cases.
SPs self-identify their demographics via survey. We based demographic cate-
gories on the National Institute for Health and US Census, and compared NYC
and US 2020 census data with our SP data. We analyze SP hours worked by
demographics on a quarterly basis.
EVALUATION: Among our 350 cases, we identified 45 cases with DEI-
focused learning objectives. We categorized these cases into three areas: a)
health disparities: global health and Limited English Proficiency (22), b) bias
(9), and c) LGBTQIA+ health (14).
Analysis of SP demographics between 2019-2021 demonstrate an increase in
non-White SPs. During this period, we observed a 26% increase in the hours
worked by our Black/African-American SPs. Our current SP pool is 56%
women, slightly more than the NYC population. 26 SPs are proficient in a
language other than English.
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DISCUSSION / REFLECTION / LESSONS LEARNED: NYSIM is
poised to serve as a resource for our learning community by making DEI
education accessible and authentic, while meeting accreditation expectations.
This analysis guided our SP candidate selection and hiring process. We now
have a process to tag case authors, engage with Diversity leadership when
writing new cases, and elicit SP feedback to foster a shared mental model
within our simulation community. We are developing a strategy to increase
usage of diverse SPs. Using similar cases with highly trained SPs ensures
quality portrayal assessment and ability to give summary reports. We are now
able to track the frequency of cases, programs and disciplines using cases, and
SP participation. NYSIM is positioned to advocate for DEI curriculum among
HCPs, thus expanding our reach, benefiting patients, and improving health
equity.

ADDRESSING MEDICAL EDUCATION CURRICULUM GAP TO
FOSTER HEALTHCARE INNOVATION
John Toms2; Carter N. Do2; Neelum T. Aggarwal4,5; Dima Elissa1; Princess
Currence3
1Coleman Entrepreneurship Center, DePaul University, Chicago, IL
2Rush University Rush Medical College, Chicago, IL
3Integrated Medical Education, Rush University Rush Medical College,
Chicago, IL
4Department of Neurological Sciences, Rush University Medical Center,
Chicago, IL
5Rush Heart Center forWomen, Rush UniversityMedical Center, Chicago, IL.
(Control ID #3707225)

SETTINGANDPARTICIPANTS: The pilot of the "Innovation inMedicine
for Medical Professionals” Course enrolled first-year medical students from
RushMedical College of Rush University. The course began August 2021 and
will conclude in April 2022. It is conducted via in-person and virtual classroom
settings.
DESCRIPTION:Medical students gain unique exposure to the limitations of
the United States (US) healthcare system through their education and exposure
in hospitals, clinics, and surrounding communities. Yet the traditional medical
education curriculum focuses on topics related to the basic sciences, clinical
medicine, and patient care with few opportunities to develop the knowledge
and skill sets necessary to develop and implement innovative solutions into this
complex healthcare system. This curriculum gap limits those who are most
familiar with the barriers and shortcomings of the US healthcare system from
generating the necessary innovation to address these issues.
To address this curriculum gap, the course, “Innovation in Medicine for
Medical Professionals”, was developed with classroom didactic lectures, guest
lecturers representing startup companies and healthcare organizations and a
final project developed by students embodying a healthcare challenge with a
possible solution. Thematic areas discussed include elements of human-
centered design, healthcare inequities and disparities, clinical gap analysis
and idea implementation strategies. This pilot strives to empower students
with the necessary skill sets, strategies, and confidence to become future health
care leaders capable of generating sustainable and innovative solutions to
prominent health needs.
EVALUATION: Pre- and post-course curriculum knowledge assessment,
post-lecture and post-guest lecture, and curriculum-focused surveys are utilized
to gauge student interest with curriculum topics, identify areas of improvement
of course activities, and generate ideas for future learning objectives. Results
and findings of the surveys will be analyzed and released following the
graduation of the participating students to avoid survey bias and protect
participant anonymity.
DISCUSSION / REFLECTION / LESSONSLEARNED: To date, delivery
of this course has demonstrated through survey responses a limited knowledge
of topics related to healthcare innovation generation among medical students.
Yet it has also revealed the students’ interest in developing their knowledge of
these topics, in particular, idea implementation strategies. Successful recruit-
ment rates of guest lecturers from outside healthcare-related industries have
demonstrated a strong enthusiasm among these entities to share their expertise
and support the students’ education; highlighting the potential of and interest in
future collaboration. While initial feedback from students has been positive,

further course data through surveys continues to be collected and analyzed to
establish the curriculum’s overall efficacy. ONLINE RESOURCE URL:
Course Syllabus: https://docs.google.com/document/d/1z1emVpJkFZB
q36Z5_MajCH3ZFmJXpp5xvDBPoDzx2J8/edit?usp=sharing

ADVANCING MEDICINE WITH POCUS
Tejaswi Venigalla, Deepthi Yarramsetty, Paul Wallace
Internal Medicine, Einstein Medical Center Montgomery, East Norriton, PA.
(Control ID #3707095)

SETTING AND PARTICIPANTS: Introducing POCUS curriculum for
Internal Medicine residents as well as the faculty in Einstein Medical Center
Montgomery– to develop confidence and independence by utilizing and eval-
uating with POCUS.
DESCRIPTION: Curriculum For Pocus:
Lectures didactics: Introduction to POCUS and familiarization with uses and
techniques that are relevant to RRTs and daily practice. Ultrasound-trained
physicians working at Einstein Montgomery, who will help teach and train the
Residents and Physicians. A series of lectures including how to use the
butterfly IQ probe and techniques to visualize Internal Jugular, Inferior Vena
cava, Lung, and cardiac ultrasound will be studied, as well as interpreting the
findings after visualization.
Modules: Training modules will be uploaded in healthstreams and will be
available to all the Internal medicine residents to study and understand and
reinforce what they learned through lectures. They will be accessible to review
at any point of time during the residency.
Hands-on training:Aboot camp of 4 hours will be conducted where residents
will be trained in all the above techniques.
Real-time practice: After the boot camp residents can move to practice
directly on patients.
Assessment of residents: After the boot camp residents will be assessed in
terms of independence and competency in performing the ultrasound and
interpreting the results. These will be logged in New Innovations as procedures
and as residents are signed off the requirement as above, they will thenmove to
participate in the project of using the POCUS in RRTs.
Project:Our project involves using POCUS in RRTS in an attempt to improve
diagnostic accuracy and outcomes. Residents staffing the RRT will be
equipped with a handheld ultrasound device and will perform a protocolized
examination under direct supervision of Ultrasound-trained faculty. The
reference/control group will be RRT activations, in which residents will not
incorporate POCUS into their RRT evaluations.
EVALUATION: Pre and post-education questionnaires will be conducted
amongst the Residents and Physicians to measure the impact of POCUS
training and implementation in their daily practice.
Both groups of RRTS will be compared for time to correct diagnosis and time
to first treatment that has been documented during the RRT which will be
assessed retrospectively through chart review.
DISCUSSION / REFLECTION / LESSONS LEARNED: This has been an
upcoming educational project in Internal Medicine residencies all over the
country including but not limited to the University of California, CaseWestern
Reserve, Boston University, Oregon Health and science university, University
of Penn, and regardless to say this is the future of medicine. POCUS curricu-
lum and assessments in various programs are diverse, ranging from a few hour
workshops to 1 to 2-week boot camp, and pre and post differences were
recorded –which showed great differences in the confidence and skill of using
POCUS aswell as there was more demand for a furthermore structured pattern.

ADVOCATINGBEYONDTHE INDIVIDUAL:AHEALTHADVOCA-
CY CURRICULUM FOR PRIMARY CARE RESIDENTS
Kathleen M. Raskob, Ryan Laponis, Elizabeth P. Griffiths
Internal Medicine, University of California San Francisco, San Francisco, CA.
(Control ID #3713300)

SETTING AND PARTICIPANTS: In 2020, we created and delivered a
novel longitudinal community-engaged advocacy curriculum for second and
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third year primary care residents at the University of California, San Francisco.
We partneredwith a community-based organization [CBO] to train residents in
the health needs and strengths of the community, the services of the CBO, and
how to advocate beyond the individual patient level to create systemic change.
DESCRIPTION: The curriculum is delivered over two years and includes
didactics, service learning at the CBO, guided reflection and policy advocacy
with the CBO.We partnered withGLIDE, a CBO that provides comprehensive
services, including daily meals and harm reduction services in San Francisco,
CA.We used the University of British Columbia Health Advocacy Framework
to approach advocacy as shared activism: the community determines the needs
and opportunities for systemic change and physicians join the community in
action.
EVALUATION: Using Likert scale questions and open-ended questions, we
collected quantitative and qualitative data from residents and CBO staff
through surveys at the end of the first year of the two year curriculum. 13 of
20 residents (65%) responded. The majority of residents agreed or strongly
agreed that the curriculum increased their intent to engage in advocacy in their
careers (73%), their confidence in being an effective advocate (64%), their
skills to be an effective advocate (64%), their ability to advocate for policy
change (64%) and their awareness of the health needs of the community (80%).
Themes from qualitative responses included the following strengths: added
impact by partnering with a CBO, volunteering at the CBO, and learning about
advocacy skills from the CBO. They suggested more opportunities to: volun-
teer at the CBO and practice advocacy skills in real political forums. Two of
five (40%) participating CBO staff completed the survey. Both agreed that the
partnership advanced the CBO’s mission, residents’ volunteering provided
beneficial service, and residents had an impact on the advocacy efforts of the
CBO. CBO members identified the following strengths: the opportunity for
residents to engage with CBO clients and staff and the potential to improve
health access to the community. Areas of improvement consisted of finding
stronger strategies to evaluate the impact of the partnership on the community.
DISCUSSION / REFLECTION / LESSONS LEARNED: By partnering
with a CBO, this novel advocacy curriculum increased the knowledge,
attitudes, and skills of primary care residents in advocating for systemic policy
change. In the second year, residents will have opportunities to work with the
CBO in engaging with policymakers. In order to cultivate a mutually beneficial
partnership with residents and the CBO, a next step includes determining
impact on the community.

AFTER VISIT SUMMARY WORKSHOP IN AMBULATORY
CLERKSHIP FOR 4TH YEAR MEDICAL STUDENTS
Patrick D. Puliti, Gina Fernandez, Kenton Powell
Internal Medicine, Dartmouth-Hitchcock Medical Center, Lebanon, NH.
(Control ID #3707577)

SETTING AND PARTICIPANTS: Online module, Ambulatory Internal
Medicine Clerkship, 4th year medical students
DESCRIPTION: Due to the COVID pandemic, the structure of the 4th year
Advanced AmbulatoryMedicine Clerkship at the Geisel School of Medicine at
Dartmouth has been divided into two sections, two weeks in the clinical setting
and two weeks of virtual cases. We developed an online module to teach
students how to complete a high quality after visit summary, linked to one of
the virtual cases. The module consists of the following activities:
1. A pre-module questionnaire to gauge student confidence in writing after visit
summaries on a scale of 1 to 5
2. A 25 minute recorded lecture on After Visit Summaries. The lecture
describes the essential aspects of the AVS for effective communication and
patient comprehension, as well as components that meet CMS billing
requirements. Information in the lecture was based on a literature review of
surveys concerning what patients found the most helpful AVS components.
3. A virtual case fromAquifer concerning a 78 year old female who presents to
clinic with falls, found to have orthostatic hypotension.
4. The students complete an AVS using a provided downloadable template that
includes space for the following: Encounter Diagnoses, Problem List Diagno-
ses, Medication list with visit changes, Orders (including tests and referrals),
Results, Provider Instructions, Follow-up

5. After submission of the worksheet, the students receive personalized feed-
back regarding the AVS they completed. The feedback is purely formative, as
the assignment is graded as either Complete or Incomplete.
6. The students complete the same questionnaire as in step 1.
EVALUATION: Quantitative data is gathered through the pre and post-
module questionnaires assessing student confidence. Preliminary data has been
encouraging with improvement in the measured confidence scores. The ques-
tion gauging student confidence in writing patient instructions showed an
improvement from a mean score of 3.57, prior to the module, to 4.29, 95%
CI [4.13, 4.45] out of a maximum score of 5 in a sample of 41 students.
Students will also provide formative feedback to the program during clerkship
evaluations.
DISCUSSION / REFLECTION / LESSONS LEARNED: This AVS mod-
ule is an effective learning exercise that improves the skills of learners in
writing after visit summaries, a skill which may not be systematically taught in
clinical settings. Utilization of a virtual case with skills practice followed by
personalized feedback during the virtual portion of a clerkship, allowed for
augmentation of didactic teaching that can be completed at students’ own pace.
The next steps in expanding the module, will be having students write an AVS
for a patient encounter during their clinical weeks of the clerkship, with further
feedback from their individual preceptors using a similar rubric utilized in the
virtual case. This will allow us to take the next step in evaluating the module’s
effectiveness, via howwell students apply the knowledge from the module in a
real-life setting.

AMULTIMODAL CURRICULUM TO IMPROVE INTERNALMED-
ICINE AND PEDIATRICS RESIDENTS’ KNOWLEDGE IN THE
CARE OF YOUNG ADULTS WITH DEVELOPMENTAL
DISABILITIES
Alexis Tchaconas1; Guillaume Stoffels2; Joseph Truglio1
1Internal Medicine, Icahn School of Medicine at Mount Sinai Department of
Medicine, New York, NY
2Icahn School of Medicine at Mount Sinai, New York, NY. (Control ID
#3708487)

SETTING AND PARTICIPANTS: Participants are PGY 1-3 internal med-
icine, pediatrics and med-peds residents during protected ambulatory educa-
tion time.
DESCRIPTION: Given that the life expectancy of individuals with develop-
mental disabilities (IDDs) is approaching that of the general population, a
growing number of them are aging out of pediatric care, tasking pediatricians
to transition their care and internists to assume their care with minimal training.
There is a dearth of formal curricula that address transitions of care from
pediatric to adult providers and the complex medicolegal implications for
IDDs such as guardianship. This curriculum was created to improve knowl-
edge in these areas among residents providing care for IDDs. The workshop is
a 1-hour interactive session with didactics, clinical cases and role play that use
two common developmental disabilities, autism and cerebral palsy, to teach
about school services, applying for guardianship and the transition of care from
pediatric to adult providers. Med-peds residents and attendings facilitated the
workshop using a standardized script. We assessed changes in residents’
knowledge of these medical and social issues specific to IDDs using a ques-
tionnaire at baseline and immediately after, 2 months after and 6 months after
the workshop.
EVALUATION: A total of 91 residents participated. Sixty-six residents
responded to the baseline questionnaire, a majority of whom were PGY-2
internal medicine residents (79%) with no prior experience working with IDDs
(68%). Only 31.8% of residents reported prior personal or professional expe-
rience with IDDs. Data were analyzed using random-intercept logistic
regressions to determine whether respondent accuracy changes over study time
points. Among all trainees, there was a significant increase in knowledge from
pre- to immediate post-workshop in the areas of transitions of care (5 to 71%,
p<0.0001), school services (32 to 67%, p=0.002) and guardianship (23 to 60%,
p=0.0003). Pre-workshop to 6-months post-workshop, the significant increase
in knowledge of transitions of care persisted (5 to 24%, p=0.008). When all
knowledge questions were combined into a single score, there were significant
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increases in knowledge from baseline to immediate post-workshop (p<0.0001)
and baseline to 6-months post-workshop (p=0.04).
Residents were significantly more likely to view a curriculum on IDDs as
highly important immediately after the workshop (82.3%) compared to base-
line (65.2%, p=0.038).
DISCUSSION / REFLECTION / LESSONS LEARNED: A multimodal
workshop on young adults with developmental disabilities led to significant
increases in knowledge among internal medicine and pediatrics residents, both
immediately and 6-months after the workshop. The workshop also increased
residents’ recognition of the topic as highly important immediately afterwards,
though there were no significant attitudinal changes at later time points. These
data suggest an even greater potential for impact with a longitudinal
curriculum.
ONLINE RESOURCE URL: https://tinyurl.com/yckr2jse

A MUSEUM-BASED ELECTIVE TO ADDRESS COGNITIVE BIAS
IN 4THYEARMEDICALSTUDENTSTHROUGHARTANDOBSER-
VATION EXERCISES: A COMPARISON OF VIRTUAL VS. IN-
PERSON DELIVERY FORMATS
Chuan Hao Chen1; Elizabeth B. McCarty2; Jennifer Siegel3; Mila A.
Tamminga1; Adam Rizzo4; Suzannah Niepold4; Barbara Bassett4; Amanda
Swain1; Joanna Hart1; Horace Delisser1; Salvatore Priore1
1University of Pennsylvania Perelman School of Medicine, Philadelphia, PA
2UPMC, Pittsburgh, PA
3University of Southern California, Los Angeles, CA
4Philadelphia Museum of Art, Philadelphia, PA. (Control ID #3706116)

SETTING AND PARTICIPANTS: Fourth-year medical students at the
Perelman School of Medicine enrolled in a one-week elective based at the
Philadelphia Museum of Art.
DESCRIPTION: Cognitive bias and heuristics are essential to clinical
decision-making but have the potential to increase diagnostic error, undermine
doctor-patient relationships, and further healthcare inequity. There is currently
minimal practical training in undergraduate medical education designed to
manage the negative effects of cognitive bias. We describe here a unique art
museum-based course that uses art observation exercises to help students
recognize and manage the negative side effects of their cognitive bias. The
course combined didactics, self-directed learning exercises, and group activi-
ties led by professional art educators and physician educators. The week-long
course wasmeant to spark difficult personal reflections in settings free from the
pressures of the clinical curriculum.
While the course was in-person in its initial iterations, the COVID-19 pan-
demic necessitated the adoption of virtual group discussions and individual
guided exercises in the museum.We compare between the two formats in their
ability to achieve the course goals of 1) fostering student understanding of
different cognitive biases and their impact on clinician perception and behav-
ior, 2) develop student reflection and identification of personal cognitive
biases, and 3) encourage application of art observational techniques in the
clinical encounter.
EVALUATION: In order to assess the course’s ability to change visual obser-
vation skill, students were given images and asked to describe them both before
and after the course. Student responses were graded for their ability to describe
images in detail, use evidential reasoning, envision multiple interpretive possi-
bilities, and empathize with perspectives other than their own. Qualitative
interviews and surveys delivered before and after the course assessed student
understanding of cognitive bias and the use of heuristics, how they identify and
reflect on their own cognitive biases, and how they might deploy their lessons
learned in their future clinical practice. Finally, Likert-scale course evaluations
were used to assess student desire for and general perception of the course.
DISCUSSION / REFLECTION / LESSONS LEARNED: Qualitative stu-
dent evaluations of both in-person and virtual course-delivery formats show
that the course gave students actionable tools to improve their observational
skills and concretize their understanding of cognitive bias and how it may
affect their clinical practice. While students found that five days of in-person
museum activities were worthwhile, the combination of self-directed gallery
sessions and virtual group discussions achieved similar educational objectives
while mitigating the time-intensive nature of daily museum visits. This opens

up the possibility for medical schools to offer similar courses regardless of their
physical proximity to art museums and art educator resources.

ANATOMART: A NOVEL APPROACH TO LEARNING ANATOMY
IN THE 21ST CENTURY AND THE COVID ERA
Raihan El-Naas1,2
1Internal Medicine, Weill Cornell Medicine, New York, NY
2Weill Cornell Medicine, DOHA, Doha, Qatar. (Control ID #3702001)

SETTING AND PARTICIPANTS: The aim of this MedEd project was to
create online learning modules that summarize the high-yield information
learned during the functional
neuroanatomy (FNA) lectures & lab sessions and allow the students to under-
stand the clinical relevance of FNA.
An invitation email explaining the research and the learning modules was sent
to the classes of 2021, 2022, 2023, and 2024 asking the students to participate.
A link to the online course containing the online informed consent form and the
learning modules was included in the email. The
students were asked to complete as many modules as they could at their
convenience and fill out the feedback surveys.
DESCRIPTION: An online FNA course consisting of 13 learning modules
discussing various neuroanatomical topics was created. Each
module consisted of a set of short videos made using Prezi, a practice quiz
using Canvas, and a Qualtrics survey at the end to assess the effectiveness of
the module.
Each module was around 30 minutes in length and had the following format:
A. Introduction (Length of 30 seconds – 2 minutes)
B. 3 or 4 Subtopic videos (Length of 2 minutes – 14 minutes for each subtopic
video)
C. A practice quiz of 4-5 questions (Estimated completion time: 10 minutes)
D. Q&A-Clinical Scenarios Video (Length of 4 minutes – 8 minutes)
E. A Qualtrics feedback survey (Estimated completion time: 2-3 minutes)
EVALUATION: The survey results revealed that over 90% of students either
agreed or strongly agreed that the modules helped them understand, fostered
critical thinking, and were clinically relevant. Furthermore, more than 85% of
students rated the narration, images, and clinical cases as excellent or very
good.
DISCUSSION / REFLECTION / LESSONS LEARNED: FNA is one of
the most perplexing anatomy topics for students, thus, it is essential to create
learning modules that simplify it. In a world where technology is rapidly
evolving and online platforms are taking over, medical education needs to
get on-board with this virtual lifestyle. Our results revealed that students were
satisfied by this resource as shown by their positive feedback which is in line
with other studies that showed that online instruction helped students under-
stand anatomy better and increased the engagement and effectiveness of
anatomy education. Moreover, anatomy is a subject that relies heavily on the
use of images to adequately explain the different concepts, and this can be
easily accommodated for by online learning tools. Recent studies have shown
that using technology to teach anatomy helps in consolidating the material and
aids student recall of the information by using visual illustrations that are
instantaneously available as part of the online resource.
ONLINE RESOURCE URL: FNA Module 8 Part 3:
https://wcmq.app.box.com/s/mm9rnpwdjyqpuirxtzrprdahro7s4mr4
FNA Module 11 Part 2: https://wcmq.app.box.com/s/xwqdpqbx5tl
ypekx2yuizw98o8wjk3ko
FNA Module 9 Q&A Clinical Scenarios: https://wcmq.app.box.com/s/
tfblw3clhu4z955qv3l9punqmpjttxf0 Feedback Survey: https://
weillcornell.az1.qualtrics.com/jfe/form/SV_6zehrDMoFeU1ZFb

AN INNOVATIVE APPROACH TO REMOTE LONGITUDINAL ED-
UCATION : THE ‘CAN’T MISS’ ECG CURRICULUM
Brianna B. Valdes2; Graham Peigh1; Kristen Carroll2; Raja K. Mutharasan1;
Aashish Didwania2
1Cardiology, Northwestern University Feinberg School of Medicine, Chicago,
IL
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2Internal Medicine, Northwestern University Feinberg School of Medicine,
Chicago, IL. (Control ID #3707449)

SETTING AND PARTICIPANTS: Large Urban Academic Medical Center
66 PGY-1 Internal Medicine Residents
DESCRIPTION: Interpreting electrocardiograms (ECGs) and determining
subsequent clinical interventions are critical skills for internal medicine interns.
Given pandemic-related limitations on in-person gatherings and the anticipated
need for remote learning techniques, we created a remote longitudinal learning
curriculum to teach identification of, and appropriate clinical interventions for,
common ‘can’t miss’ ECG patterns. The curriculum was delivered in short
lessons via mobile device over approximately 12 weeks. To evaluate the
curriculum, we conducted a randomized crossover trial: Interns underwent
pre-intervention testing and were randomized into two groups. Initially, Group
A received the curriculum, while Group B (control) received standard residen-
cy education. Post-intervention testing was delivered at this juncture and after
the crossover. We compared pre-intervention knowledge with immediate post-
curriculum knowledge and 4-month retention using paired and independent
sample T-tests, and collected narrative feedback.
EVALUATION: Pre-Curriculum scores between groups A and B were sim-
ilar in critical ECG identification (A: 46% ± 13%, B: 43% ± 14%, p=0.39) and
appropriate interventions performed (A: 48% ± 15%, B: 50% ± 15%, p=0.63).
Group A had significantly higher scores after they underwent the curriculum
compared with control Group B in both diagnosis of ECG patterns (A: 66% ±
17%, B: 47% ± 12%, p<0.001) and interventions selected (A: 72% ± 15%, B:
55% ± 15%, p<0.001). After both groups received the curriculum, they
improved similarly in diagnosis and performed interventions respectively (A:
67% ± 18%, B: 70% ± 16%, p=0.62; A: 71% ± 15%, B: 72% ± 11%, p=0.74).
The curriculum was well received and many residents requested curricular
materials for future reference.
DISCUSSION / REFLECTION / LESSONS LEARNED:We designed the
curriculum with the following goals: 1) Teach Internal Medicine residents to
identify critical ECG patterns that require immediate intervention; 2) Equip
residents to quickly and correctly select clinical interventions based on critical
ECG patterns. Educational materials encouraged residents to focus on pattern
recognition and immediate interventions. Results demonstrate our curriculum
improved diagnostic and hypothetical clinical abilities of residents pertaining
to 12 critical ‘can’t miss’ ECG patterns. Additionally, the knowledge gained
was durable over 4 months. In conclusion, this study illustrated that an
innovative remote curriculum can be effective and have implications for
longitudinal learning during times when in-person teaching opportunities
may be sparse. Future directions include expanding this curriculum design to
other clinical skills which are traditionally taught in the classroom or simula-
tion lab setting.
ONLINE RESOURCE URL: https://northwestern.az1.qualtrics.com/jfe/
form/SV_d3UPmGdWmLIF2UR https://northwestern.az1.qualtrics.com/jfe/
form/SV_6XXO9zJuCoYseup https://northwestern.az1.qualtrics.com/jfe/
form/SV_8CCJ7m2nMpPJwdn

AN INNOVATIVE INTERVENTION TO IMPROVE FELLOW
WELLNESS USING PRANAYAMA BREATHING TECHNIQUE
Gayathri Krishnan1; Patricia Kao2
1Internal Medicine, Washington University in St Louis, St Louis, MO
2Medicine, Washington University St. Louis, St. Louis, MO. (Control ID
#3704715)

SETTING AND PARTICIPANTS: Medicine subspecialty fellows at
Washington University School of Medicine in St. Louis, Missouri
DESCRIPTION:Multiple studies show that the wellness of trainees has been
negatively affected by the COVID-19 pandemic. Trainees often lack necessary
resources and skills to intentionally work on their wellness. In addition,
wellness initiatives for trainees are often limited by time, space, and financial
barriers. Studies have shown that slow intentional breathing techniques have
psycho-physiological benefits like increased comfort, relaxation, and alertness,
as well as reduced anxiety, anger, depression, and confusion. Hence, a 3-step
Pranayama (deep breathing) technique was selected as a potentially effective

tool to improve the wellness of fellows at our institution. The goal of the
session was to introduce fellows to beginner level Pranayama, augmenting
relaxation and a sense of well-being.
Fellows from various subspecialties (n = 11) participated in the pilot session,
which lasted 12 minutes and included cognitive, affective and psychomotor
learning activities. The large group facilitated session explored participants’
attitudes, perceptions, and experience with breathing exercises. The fellows
then watched a video about Pranayama, followed by a demonstration of the
technique by the facilitator and a knowledge check activity. Subsequently, all
fellows performed Pranayama with guidance first, then independently. Due to
the success of the pilot, a second iteration of the activity was incorporated into a
wellness intervention for the Division of Infectious Diseases fellows (n = 7) as
part of “Wellness Week”.
EVALUATION: This is a mixed-methods study. The cumulative survey
response rate from both sessions was 72% (13/18). Qualitative feedback
included “Great, relaxed. Definitely going to try to remember to use this!”,
“more relaxed than prior”, “relaxed, like I am on a beach in Australia”, “loved
the applicability and digestibility”, and “overall I thought this was great! Super
practical for us to incorporate easily into our busy lives”. Using a Likert scale,
61.5% (8/13) and 38.4% (5/13) reported “definitely” and “probably” learned
something new, respectively; 38.4% (5/13) reported being “extremely com-
fortable” and 53.4% (7/13) “somewhat comfortable” performing Pranayama
after this session. On a multiple-choice quiz, 60% of respondents correctly
identified the hand gesture used for Pranayama.
DISCUSSION / REFLECTION / LESSONS LEARNED: Breathing
exercises are quick, easy to learn and perform. In particular, Pranayama is an
effective, efficient way for trainees to relax when resources and time are
limited. The pilot session assessed trainee attitudes and perceptions at
Kirkpatrick level 1. The knowledge check during the intervention served as a
Kirkpatrick level 2 assessment. Longitudinal follow up surveys are required to
determine if participants continued to use Pranayama and to assess long term
impact on wellness.

AN INTERACTIVE LEARNING MODULE ON PATIENT-
CENTERED COUNSELING AND TREATMENT OF OBESITY FOR
MEDICAL STUDENTS AND PHYSICIAN ASSISTANT STUDENTS.
Jorge O. Moreno, Donna Windish
General Internal Medicine, Yale School of Medicine, New Haven, CT. (Con-
trol ID #3709874)

SETTING AND PARTICIPANTS: Second year medical students at Yale
University School of Medicine took part in an interactive learning curriculum
on obesity medicine training during their primary care clerkship and second
year Yale physician assistant students took part during their behavioral health
and preventative medicine course. Education took place remotely over a video
conference platform (Zoom).
DESCRIPTION: We developed a 1.5 hour an interactive curriculum to help
address the lack in obesity medicine education in our medical and physician
assistant students. The curriculum covered topics including bias and stigma
towards patients with obesity, counseling of patients using 5As of behavioral
change, pharmacotherapy options for obesity, and indications for bariatric
surgery. Instruction included case-base scenarios, video clips, and audience-
response questions.
EVALUATION: We used anonymous and optional surveys completed by
trainees before and after the curriculum. The survey included a 5-question item
section to assess knowledge of obesity medicine topics covered in the course.
Scores ranged from 0 to 5, with 5 meaning a perfect score.
An initial cohort of 14 medical students and 36 physician assistant students
participated in the curriculum. A statistically significant difference was seen in
obesity knowledge for all students who completed pre-post surveys with an
initial mean knowledge score of 3.08 and a post knowledge score of 4.54 (P <
0.001). For the medical students alone, obesity knowledge increased signifi-
cantly by the end of the curriculumwith a mean pre-survey knowledge score of
3.8 and a mean post-survey score of 4.8 (P = 0.03). The physician assistant
students alone showed an even greater increase in their knowledge of obesity
medicine with a mean pre-survey score of 2.89 and a mean post-survey score
of 4.50 (P<0.001). Students significantly improved their knowledge in key
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obesity medicine topics at the end of the curriculum. For the topic on
indications for anti-obesity medication, students scored 0.30 pre and 0.87 post
(P<0.001). For the topic on appropriate selection of anti-obesity medication,
students scored 0.52 pre and 0.91 post (P=0.004).
DISCUSSION / REFLECTION / LESSONS LEARNED: Despite the in-
creasing prevalence of obesity across the United States, there continues to be a
lack of obesity medicine education in undergraduate medical education. Our
results suggest there is a baseline knowledge gap among medical and physician
assistant students regarding obesitymanagement. Our results suggest that obesity
medicine education can address this knowledge gap in students.

AN INTIMATE PARTNER VIOLENCECURRICULUM IN THE ERA
OF TELEMEDICINE: ASSESSING KNOWLEDGE, ATTITUDE,
PRACTICE AND SKILLS
Ana Valle1; Iman Hassan2; Darlene LeFrancois1
1Internal Medicine, Montefiore Medical Center, Bronx, NY
2Internal Medicine, Montefiore Health System, Bronx, NY. (Control ID
#3715732)

SETTING AND PARTICIPANTS: The COVID-19 pandemic has been
associated with a rise of intimate partner violence (IPV) and increased use of
televisits but there is no published curricula addressing IPV assessment and
management in the primary care televisit setting. A novel and virtual 90-minute
workshop was developed and delivered to small groups of internal medicine
interns at an academic medical center.
DESCRIPTION: The workshop consisted of a slide show reviewing IPV,
audiovisual testimony of an IPV victim, fishbowl interview roleplaying, and a
prerecorded session with our clinic social worker. The workshop answered five
learning objectives that established a foundational knowledge of IPV, addressed
specifically how it impacts our patient population, and presented tangible next
steps to identify and manage IPV in the televisit ambulatory setting.
EVALUATION: Interns’ attitudes, beliefs, knowledge, and clinical interview
practices were evaluated before and six weeks after the workshop with a
voluntary two-section survey and virtual Objective Structured Clinical
Examinations (OSCEs). First section reproduced a validated survey by Maiuro
et al. with six categories: Blame, Inquiry, Role Resistance, Provider’s Perceived
Efficacy, System Support, and Victim/Provider Safety. Second section consisted
of knowledge questions based on Insetta et al.’s shortened PREMIS survey.
Statistical analysis was carried out with signed rank and McNemar’s tests.
Of the 40 interns who completed the workshop, 36 (90%) completed the pre-post
survey. There were improvements in Provider’s Perceived Efficacy, System
Support, and IPV Inquiry categories. Learners had improved confidence in
strategies to inquire about IPV (p <0.01), reported improved ability to provide
resources (p <0.01) and make appropriate referrals (p <0.01), and increase in
access to IPV management information (p <0.01). Learners felt social work or
community advocates as well as mental health services were readily accessible (p
<0.01). Post-workshop knowledge questions revealed an overall improvement (p
<0.01). Most significant IPV knowledge improvements were in state- based
reporting requirements and the effects of the COVID-19 pandemic on IPV
incidence (p = 0.02, p = 0.05, respectively). Learners reported more frequent
clinical practice inquiries about IPV in patients with chronic pelvic pain,
headaches, and mood disorders (p = <0.01, 0.012, 0.014, respectively).
DISCUSSION / REFLECTION / LESSONS LEARNED: A brief virtual
and novel IPV curriculum increased resident knowledge of IPV and confidence
in ability to identify, assess, and effectively manage IPV in televisits. It led to a
reported increase in IPV inquiries in clinical practice. In combination, this
readily transportable curriculum has potential for positively impacting the care
of patients experiencing IPV. Next steps include analyzing our pre-post
OSCEs to elucidate if IPV interviewing skills also improved.

ANNUAL SOCIAL MEDIA SUMMIT: AN INNOVATIVE WORK-
SHOPTOEMPOWERHEALTHPROFESSIONALSTOUSE SOCIAL
MEDIA FOR ADVOCACY
Gayathri Krishnan1; Marta Perez3; Rakhee Bhayani2. 1Internal Medicine,
Washington University in St Louis, St Louis, MO; 2Medicine, Washington

University in St Louis, St Louis, MO; 3Obstetrics and Gynecology,
Washington University in St Louis, St Louis, MO. (Control ID #3704714)
SETTING AND PARTICIPANTS: Medical students, residents, fellows,
faculty, and administrative staff at the Washington University School of
Medicine in St. Louis, Missouri.
DESCRIPTION: Social media is a powerful tool for public health messaging,
patient education, and advocacy. Physicians feel uncomfortable using social
media because of lack of experience and practical knowledge about social
media platforms. This social media fluency and education gap is a barrier to
creating professional, and effective social media presence by physicians.
Therefore, there is need for active learning platforms for health professionals
to familiarize, empower, and grasp best practices in using social media to the
full effect.
Washington University School of Medicine pioneered the formation of Annual
Social Media Summit: a virtual series of physician expert led sessions
addressing important topics with small group facilitated discussions at the
end. The Inaugural Summit in 2020 included 5 one-hour sessions covering
foundational, introductory topics of using social media. In 2021, the overarch-
ing theme was how to effectively use social media for advocacy. Topics
included Intro to Social Media Advocacy, Amplify Your Message: Go Viral,
Reach Traditional Media, and Virtual to real world change. The sessions
included invited speakers who shared real world experiences and best practices
for successful use of social media for advocacy during the Amplifying &
Advocating for #WomenInMedicine on Social Media andWhite Coat for Black
Lives, Using Social Media for Advocacy & Change sessions.
EVALUATION: The 2021 Annual Social Media Summit consisted of 3
sessions with 58, 61 and 55 registrants, and 31, 20 and 16 participants,
respectively. 14 participants gave quantitative feedback with some qualitative
feedback. The quantitative portion asked the respondents to rate cognitive and
affective aspects of social media content creation and dissemination on a Likert
scale (strongly disagree to strongly agree). LinkedIn and Twitter were the most
utilized platforms for professional use and Facebook and Instagram for per-
sonal use. Some of the qualitative feedback included, the most useful idea
gleaned from the sessions was “to know the archetype of your audience and
that you should talk directly to your archetype for every post,” and a useful
strategy to implement is “responding to others’ posts or repost posts to grow
your following.”
DISCUSSION / REFLECTION / LESSONS LEARNED: Social media is
an important public health advocacy tool as it can transcend the boundaries,
barriers, and hierarchy of traditional media and medical training. The invited
speakers for this workshop have used social media to bring real life changes in
major topics affecting healthcare and public at large – gender and racial bias,
gender inequity, advocate for and amplify women in medicine, mental health
issues, and medical education. This is the second Annual Social Media Sum-
mit, and there is growing interest in these workshops.
Most respondents had a self-perceived increase in comfort level and
confidence.

APPLYING THEORY TO PRACTICE: ADULT LEARNING THEO-
RY ENHANCES CONTINUING MEDICAL EDUCATION
PROGRAMS
Amy H. Farkas1,2; Sarah B. Merriam3; Melissa McNeil4; Christine J.
Kolehmainen5
1General Internal Medicine, Medical College of Wiscponsin, Milwaukee, WI
2Clement J Zablocki VA Medical Center, Milwaukee, WI
3Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA
4Medicine, University of Pittsburgh, Pittsburgh, PA
5Office ofWomen's Health, VeteransHealth Administration,Washington, DC.
(Control ID #3714272)

SETTING AND PARTICIPANTS: 106 VA primary care providers (PCPs)
attending a virtual Women’s Health Mini- Residency (WH-MR) programs
during the summer of 2021.
DESCRIPTION: The VAWH-MR is a three-day faculty development confer-
ence aimed at ensuring VA PCPs have the clinical knowledge they need to
provide high quality gender-specific care to women Veterans. Secondary to the
COVID-19 pandemic, theWH-MRwas converted to a flipped virtual classroom
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model taking into consideration adult learning theory of spaced practice and
knowledge application. Prior to attending the 4 half-day virtual conference,
providers watched recorded didactic lectures. Each half-day session began with
a recap of key material, followed by small group case-based discussions sessions
for knowledge application. Clinical skills were reviewed using video
presentations of the breast and pelvic exam. In past years, evaluation of the
training was based on participant self- assessed comfort in managing the training
topics and satisfaction with the training. This year we advanced to add
knowledge-based assessments to assess higher Kirkpatrick level learning
outcomes and that have a closer approximation to clinical significance.
EVALUATION: To assess higher level learning outcomes, we piloted a 22-
question knowledge-based assessment using a pre/post-evaluation. Seventy-six
participants completed the pretest with 71 completing the posttest (response rate
93%). Most participants were physicians (48.7%) with the remainder being nurse
practitioners and physician assistants. A large portion of participants in endorsed
limited experience with women Veterans with 26.4% not currently caring for
women Veterans and another 17.1% providing care to women Veterans for less
than a year. 20 of the 22 questions demonstrated improvement in the percent correct
from pre to post assessment with an average increase of 19.4%.
DISCUSSION / REFLECTION / LESSONS LEARNED: This brief
knowledge pilot demonstrated a consistent increase in clinical knowledge
across all domains taught within the WH-MR, suggesting that this program
improves participants knowledge with regards to gender specific care. This
finding is particularly impressive given that many participants entered the
training with a limited clinical experience in caring for women Veterans. It is
notable that of the two questions that did not demonstrate an increase in
knowledge on post-course evaluation data, neither topic was covered within
a corresponding case discussion. These data, then, also demonstrates the
importance of incorporating tenants of adult learning theory (e.g., spaced
practice, opportunities for knowledge application) when developing and
implementing continuing medical education efforts. Going forward, for both
theWH-MR, andmore broadly for any faculty development program, it will be
important to ensure that application of best practices for adult learning in order
to achieve a high-quality program that achieves its educational objectives.

APPROPRIATE CODING THROUGH CASE BASED LEARNING -
AN INTERNAL MEDICINE SUCCESS STORY
James P. Purtell1; Meghan Gwinn1; Danielle Heidemann1,2; Megan V. Scott1;
Abigail Entz1; Anupama Nair1,2
1Internal Medicine, Henry Ford Hospital, Detroit, MI
2Assistant Professor, Wayne State University School ofMedicine, Detroit, MI.
(Control ID #3708768)

SETTING AND PARTICIPANTS: Significant changes to United States
medical coding requirements for Evaluation and Management services in the
outpatient setting were established in January 2021. Changes include basing
the level of service (LOS) on medical decision-making or total time spent on
the patient encounter. We, as a team of internal medicine (IM) providers,
developed a case-based interactive curriculum to educate our colleagues on
how to apply these changes.
Our educational intervention took place at a large urban teaching hospital with
IM faculty and residents. A total of 60 participants (residents and faculty) took
pre-session surveys, 75 took post-session surveys and 87% were residents.
DESCRIPTION: The intervention was comprised of two interactive case-
based billing sessions that were designed by IM clinic faculty in collaboration
with our coding education team. Each session was led by an IM clinic faculty
who reviewed the common billing scenarios and was able to appropriately
answer questions regarding which aspects of patient care and documentation
would impact billing criteria. A billing summary sheet was designed as a
convenient reference which was posted in all resident workrooms. A 6-
question pre- and post-survey measured changes in participant knowledge,
satisfaction and confidence.
EVALUATION: Pre-session to post-session survey results showed improve-
ment in subjective ability to accurately determine the LOS (55% to 90.7%, p <
0.0001) and in satisfaction with ability to document in order to support the LOS
(75% to 90.7%, p = 0.014). Also, the proportion of participants who accurately
determined requirements for billing based on time (73.3% to 100%, p <

0.0001), correctly identified differences in telehealth (45% to 81.3%, p <
0.0001), and billed correctly when given a scenario on chronic disease
follow-up (56.7% to 86.7%, p = 0.0001) increased after the intervention.
DISCUSSION / REFLECTION / LESSONS LEARNED: Through a col-
laboration between our coding education team and IM providers, our interac-
tive, case-based curriculum led to a significant increase in knowledge, satis-
faction, and confidence in coding and documentation for IM resident and
faculty physicians. We believe that the shift in design of billing education
curriculum to the IM clinic faculty played a major role in improving IM
physician knowledge and confidence; the unique case-based, interactive nature
of the sessions reinforced the concepts in a manner that could be readily
applied to patient encounters from a provider standpoint. This fostered an
environment of collaboration, discussion and shared teaching on appropriate
billing between all participants, regardless of training level. Finally, we believe
that providing each learner with a billing summary sheet and posting this
reference in resident work areas where documentation is done have been
helpful in sustaining our efforts. We hope that others will benefit from the
use of our curriculum, and we have plans to implement the program across
primary care within our health system.

A RESIDENT-DRIVEN JOURNAL CLUB (JOURNAL CAFE) IM-
PROVED SCHOLARLY ACTIVITY IN AN ACADEMIC INTERNAL
MEDICINE RESIDENCY PROGRAM DURING COVID-19
PANDEMIC
Titilope Olanipekun1,2; Temidayo Abe2; Valery Effoe2; Nicolas Bakinde2;
Chinedu Ivonye2
1Internal Medicine, Covenant Health Tennessee, Crossville, TN
2Internal Medicine, Morehouse School of Medicine, Atlanta, GA. (Control ID
#3707892)

SETTING AND PARTICIPANTS: Residents of an Academic Medicine
Resident Program (81 residents) - Morehouse School of Medicine, Atlanta,
GA.
DESCRIPTION: Journal clubs are an integral part of internal medicine
residency education. Residents are mandated to participate in journal clubs to
critically assess medical literature, epidemiology, and biostatistics as part of the
accreditation requirements. However, studies show that the journal club activ-
ities have not been sufficient in improving scholarly productivity among
residents often due to lack of specific goals and inability to sustain residents’
interest and participation. At our institution, a resident-led research initiative
called journal café (JC) was set up in the 2013/2014 academic year to increase
the participation of residents in research and foster a culture of evidence-based
clinical practice. Membership and participation in the journal café are volun-
tary. The JC runs independently of the mandatory residency journal club. JC
members form different working groups based on shared research interests and
meet on the last Friday of each month for 1 hour to discuss proposed research
projects, critique scientific peer-reviewed publications, learn about research
designs, epidemiology, and statistical analysis.
EVALUATION: We evaluated the impact of the JC by conducting a survey
of the internal medicine residents at our institution to compare research
productivity between journal café members (29) and non-members (39).
Research activities were categorized into two groups: 1. Published abstracts
and body of manuscripts in peer-reviewed scientific journals; 2. Presentation of
research work (oral or poster) at scientific meetings. The research publications
and presentations were verified using research search engines.
The majority of JC members were in post-graduate year 2. JC members were
more likely to be interested in pursuing subspecialty fellowship training after
residency (79% vs. 23%). The mean (SD) number of research publications
among members of journal café was 7.3 (3.1) compared to 3.5 (2.6) among
non-members. Likewise, JC members had a higher average number of research
presentations at scientific conferences (6.6, SD 3.7 vs. 2.7, SD 2.1). On COVID-
19 related research, half of the respondents (n=35/68) reported conducting
COVID-19 related research out of which 22 (63%) were JC members and 13
(37%) non-JC members. JC members were also more likely to publish COVID-
19 related research in peer-reviewed journals (68% vs 32%, n=19).
DISCUSSION / REFLECTION / LESSONS LEARNED: A resident-led
research initiative (Journal cafe) at an academic internal medicine residency
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program improves scholarly activity and boosts COVID-19 pandemic-related
research productivity. The JC gives residents the opportunity to work together
based on shared research interests which likely improved commitment and
research productivity. Resident-led research clubs supported by the residency
program may complement the traditional journal clubs and enhance residents’
participation in research.
ONLINE RESOURCE URL: https://adobe.ly/32CEs6Q

A SNAPSHOT ASSESSMENT OF TELEHEALTH COMPETENCIES
ACROSS FOUR YEARS OF MEDICAL SCHOOL
AmandaM. Lee1; Simone Sukhdeo1;MinseoKwak1; Catherine Chen1; Kristin
Wong2; Christin Traba2; Sophia Chen2; Connor Freeman3
1Medicine, Rutgers Robert Wood Johnson Medical School, Piscataway, NJ
2Rutgers New Jersey Medical School, Newark, NJ
3Rutgers The State University of New Jersey, NewBrunswick, NJ. (Control ID
#3714894)

SETTING AND PARTICIPANTS: Methods
A survey was distributed to medical students of the Rutgers Robert Wood
JohnsonMedical School or New JerseyMedical School inMarch to July 2021.
Self-reported frequency and quality of exposure to telemedicine-based clinical
activities were compared across the four years. Knowledge-based questions to
evaluate general telehealth knowledge and self-assessment questions were
created based on the AAMC Telehealth Competencies guidelines. The
responses were compared along different levels of education and exposure to
clinical telehealth activities.
DESCRIPTION: Background
Telehealth services are an essential part of healthcare delivery, but only 42% of
medical schools have a formal telehealth curriculum. During the SARS-CoV-2
pandemic, medical students have been exposed to more telehealth- based
clinical activities. The purpose of this study is to investigate the effect of
exposure to telehealth activities on medical students’ telehealth-based knowl-
edge and self-assessed competencies based on the AAMC telehealth-based
competencies.
EVALUATION: Results
Of the 82 respondents, 89% had experience with standardized patients via
telemedicine, with MS2 and MS4 students having almost double the exposure
compared to the MS1 and MS3 students. 78% of students had exposure to
actual patients via telemedicine with MS3 and MS4 students having triple the
exposure compared to MS1 andMS2 students. During these experiences, 65%
of students observed physicians conducting a patient interviewwhile only 31%
observed a physician performing a physical exam using telehealth modalities.
In assessing their telemedicine knowledge, all years performed relatively
equally, with higher performance in the Equity and Assessment domains and
lower in the Technology and Safety domains. Self-reported confidence across
several telehealth competencies domains increased fromMS1 toMS4 students.
Overall, MS4s demonstrated the highest confidence in their skills and had the
most exposure to patients. 87% of students gave feedback that more telehealth
services should be provided by physicians, and 63% felt telehealth increased
patient satisfaction.
DISCUSSION / REFLECTION / LESSONS LEARNED: Conclusion
The results highlight the increased confidence in telehealth topics that have
clinical parallels to in-person training, such as Equity and Assessment, but
telehealth-specific topics like Communication and Ethics of telemedicine
require more targeted education. The study advocates for integration of
telehealth education into the medical school curriculum in order to foster
student telehealth competencies and promote telemedicine in future stages of
training.

AVOMD: A NOVEL CLINICAL DECISION SUPPORT TOOL
TRANSFORMING DELIVERY OF HEALTHCARE AND MEDICAL
EDUCATION
Yair Saperstein1; Paulius Mui2
1Internal Medicine, Mount Sinai Beth Israel Hospital, New York, NY
2VCU Shenandoah Valley Family Practice Residency, Front Royal, VA.
(Control ID #3715734)

SETTING AND PARTICIPANTS: AvoMD can be used in any context,
including general internal medicine inpatient and outpatient settings. It can be
used by clinicians at all levels of training from residents to senior attendings.
DESCRIPTION: AvoMD is a platform that transforms clinical content –
guidelines, algorithms, pathways, and checklists - into decision support: highly
usable, interactive apps available on mobile and web, and is capable of
Electronic Health Record (EHR) integration. In addition, the AvoMD platform
facilitates a builder community for its users to advance clinical decision tools
through peer collaboration.
EVALUATION: AvoMD has been evaluated at multiple levels, including its
impact on clinical decisions and learner engagement.
In a randomized control trial focused on ABG interpretation, the use of
AvoMD software improved diagnostic accuracy by 20% while saving
clinicians 45% of their time in information retrieval (1). Initial studies also
showed the potential of this software to provide just-in-time learning for
obstructive sleep apnea, diabetic ketoacidosis, and COVID-19 illness (2-4).
Furthermore, avoMD analytics can provide insights on how trainees engage
with guidelines and inform educators with valuable feedback to precisely
modify their instruction to different cohorts of learners.
(1) Cha, J, et. al "Randomized control trial of avoMD clinical decision support
at Samsung Medical Center for ABG" in Press
(2) Park, Joongheum, and Hwan Kim. "Evidence-Based App for the Evalua-
tion and Treatment of OSA: Development of a Mobile App by Two Medical
Residents." Chest 152.4 (2017): A1079.
(3) Saperstein, Yair, Joongheum Park, and Samy I. McFarlane. "Closing the
Mortality Gap in Diabetic Ketoacidosis and Hyperosmolar Hyperglycemic
State: Implications of a Clinical Decision Support App." International journal
of clinical endocrinology and metabolism 4.1 (2018): 8.
(4) Saperstein, Yair, et al. "COVID-19 Guidelines Changing Faster than the
Virus: Implications of a Clinical Decision Support App." International journal
of clinical research & trials 5.2 (2020).
DISCUSSION /REFLECTION /LESSONSLEARNED:AvoMD is leading
innovation in medical education through its dynamic platform that functions as a
virtual clinical consult for any clinician, provides just-in-time learning to trainees,
and empowers educators to identify gaps in knowledge of their trainees through
robust analytics. Feedback through data builds a new generation of learners and
educators who are technology-forward. In addition, avoMD provides a novel
platform for conducting research to improve clinical decision making.
AvoMD builder community fosters a space for trainees and educators to create
their own algorithms (at no cost) based on the latest guidelines and share them
with colleagues within or across institutions. Collaboration for just-in-time
learning can transform the waymedical education and healthcare are delivered.
ONLINE RESOURCE URL: https://live.avomd.io/web/enterprise? email=
webappforheartflow@heartflow.com&password=12341234&subscriptions%
5B0%5D=avomd_public

BEGINNINGAPRIMARYCARETRACK INAPANDEMIC: SILVER
LININGS AND LESSONS LEARNED
Elizabeth A.Murphy1; Nancy T. Skehan2; Laura Hallett3; Jeeva Subramanian1
1General Internal Medicine, University of Massachusetts Chan Medical
School, Worcester, MA
2Internal Medicine, University of Massachusetts Medical School, Worcester,
MA
3Medicine, University of Massachusetts Medical Center, Worcester, MA.
(Control ID #3716030)

SETTING AND PARTICIPANTS: UMass Chan Medical School Primary
Care Track Faculty and Residents for AY20-21, 21-22.
DESCRIPTION: UMass Chan Medical School has always been known as a
leader in Primary Care education, but has not had an InternalMedicine Primary
Care Track. With increasing necessity for primary care providers in our system
and increasing numbers of students leaving to attend area Primary Care
programs, in the spring of 2019, our Department of Medicine and Clinical
System collaborated to provide funding for a new Internal Medicine Primary
Care Track.
Support was granted for 4 residents each year, with a full complement of 12
residents. Using best practices from respected and established programs across
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the country and such resources, as well as the AAIM Primary Care Toolkit, we
have been able to be innovative with our delivery and intentional with our
teaching and mentoring. Educational planning and scheduling took one year of
preparation before first interns were welcomed. Just as the COVID-19 pan-
demic hit inMarch 2020, we had a successful first Match. In July 2020, using a
3+2 schedule, we were able to start continuity clinics, primary care core
curriculum sessions, “Primary Care Specialty Clinics” such as our Benedict
Leaders and Primary Care Core Faculty clinics, medical specialty clinics, VA
elective, career mentoring sessions, social events, and a monthly reflective
journaling exercise. Despite multiple obstacles and with robust collaboration
with our residents, we have been able to celebrate our successes (3+2 schedule,
ambulatory clinics, mentoring) and address areas in need of renovation or
development (VA elective, journaling).
EVALUATION: End of Year Survey was sent to all residents and faculty for
AY20-21 and 21-22. Monthly feedback sessions with all residents and at least
quarterly feedback sessions with individual residents allowed for ample qual-
itative data.
DISCUSSION / REFLECTION / LESSONS LEARNED: Our residents
agreed on the benefits of our 3+2 schedule, continuity and medical specialty
clinics, but varied greatly in the value found in monthly journaling prompts and
VA elective. Our first two interns did not find their VA elective experience
useful, but after collaboration with them and the VA staff, subsequent interns
found the experience good enough to consider a VA career. Although
journaling has previously been shown to improve wellness, our interns were
completely discordant with its benefits and whether it should continue. Our
Benedict Leaders Clinic, where each intern was paired up with an institutional/
educational leader, who is a GIM faculty member, was found to be a valuable
experience for residents and faculty. Other lessons learned include the need for
flexibility in schedules and curriculum for each learner to explore her/his areas
of interest and to focus on developing clinical experiences and core curriculum
before adding additional supplemental activities. A majority of our residents
entered our track wanting to pursue primary care careers, and that trend
continues.

BREAKING THE SILENCE: A COMPREHENSIVE MENTAL
HEALTH INITIATIVE TO REDUCE STIGMA AMONG MEDICAL
STUDENTS
Louisa D. Brenner1; Helen Wei1; Meera Sakthivel1; Brianna Farley1; Kate
Blythe1; Sheena Brown1; James N. Woodruff3; Wei Wei Lee2
1Biological Sciences Division, University of Chicago Pritzker School of Med-
icine, Chicago, IL
2General Internal Medicine, University of Chicago, Chicago, IL; 3Medicine,
The University of Chicago, Chicago, IL. (Control ID #3702829)

SETTING AND PARTICIPANTS: A comprehensive mental health initia-
tive was developed and implemented for all medical students at the Pritzker
School of Medicine from 2015-2021. The cornerstone event, the Mental
Health Panel, was launched in 2015 as an annual required session for first-
years (M1s).
DESCRIPTION: While depression, suicidal ideation, anxiety, and other
mental health conditions are common among medical students, few seek care
due to mental health stigma and fear of negatively impacting their careers. This
is concerning for the wellbeing of physicians and their patients, as untreated
depression has been linked to medical errors. Most medical schools lack formal
mental health programming to address stigma. Events where faculty and peers
share stories about mental health struggles may reduce stigma and encourage
help-seeking.
The Pritzker School ofMedicine developed amental health initiative to combat
stigma, enhance peer support, and address barriers to care. The Mental Health
Panel featured self-selected faculty, residents, and students sharing personal
mental health experiences and discussion of local resources. After the panel,
M1 attendees completed an anonymous survey assessing the impact of the
panel on stigma, help-seeking, and awareness of mental health resources.
Building off of student feedback on the panel, a series of events were created to
further address the goals of the initiative, including Pritzker, I Screwed Up, an
event featuring faculty sharing stories of their mistakes to normalize failure,
process groups and a narrative medicine series for clerkship students to

promote peer support and reflection, and programming to promote awareness
of mental health resources through social media and improve access to mental
health services.
EVALUATION: In the 2015-2018 and 2021 academic years, 81% of M1s
(371/456) completed the mental health evaluation. Of the respondents, 96%
(356/369) agreed the session was a valuable experience and 91% (338/371)
agreed their knowledge of campus mental health resources increased. In 2021,
99% of respondents (78/79) agreed that faculty and peers sharing their
experiences destigmatizes mental health illness, 95% (75/79) agreed the panel
led them to reflect on their own mental health, and 86% (68/79) agreed they
were more likely to seek out mental health resources.
DISCUSSION / REFLECTION / LESSONS LEARNED: The Mental
Health Panel helped reduce mental health stigma, promoted reflection on
personal mental health, improved awareness of resources, and increased the
likelihood of utilizing mental health resources. Programs such as this are
necessary to combat the mental health crisis in medicine and improve the
medical education experience. Future work can focus on evaluating other
elements of our initiative, reviewing long-term outcomes, and assessing re-
source utilization.

BROTHER, I'M DYING: READING DANTICAT'S MEMOIR TO IM-
PROVE RESIDENTS' CARE FOR HAITIAN PATIENTS
Erin N. Marcus1; Wendy S. Ma1,2; Catherine Zaw1,2; Amy Thein1; Amelia A.
Letson3
1Medicine, University of Miami Miller School of Medicine, Miami, FL
2Jackson Memorial Hospital, Miami, FL
3Washington University in St Louis, St Louis, MO. (Control ID #3715667)

SETTING AND PARTICIPANTS: Miami-Dade County is home to the
largest population of Haitian immigrants in the U.S. This community
experiences racism and faces economic, linguistic, social, cultural and per-
ceived legal barriers tomedical care.Miami Haitians often seek care at Jackson
Memorial Hospital (JMH). Many University of Miami/JMH residents are
unfamiliar with the challenges faced by Haitians and other immigrants.
DESCRIPTION: Since 2018, the UM/JMHmedicine residency has asked all
incoming PGY-1 trainees to read Edwidge Danticat’s memoir Brother, I’m
Dying before starting residency. The book describes her childhood in Haiti and
the U.S., including her family’s medical struggles. Her uncle died at JMH
shackled to a bed while detained by the US Immigration and Naturalization
Service. Ms. Danticat speaks to the incoming PGY-1 class each year at
orientation.
EVALUATION: An 18-question anonymous survey administered to gradu-
ating residents, three years after the activity. The survey aims to assess
graduates’ perceptions of the activity’s effect on their ability to care for and
empathy toward Haitian patients and immigrants. The survey consists of
multiple choice and open-ended questions. Multiple choice question responses
were tabulated; free response answers underwent thematic analysis.
20 class of 2021 graduates responded; 9 answered that they were “not familiar
at all”with the Haitian community before the activity. 18 indicated the activity
improved their understanding of Haitian patients’ barriers to care; 13 agreed it
improved their ability to care for Haitian patients; 19 agreed it improved their
empathy for Haitian immigrants. 13 answered there were times they remem-
bered the book during clinical encounters. 18 said the activity increased their
attention to the social or personal impact of a medical condition on patients. 17
indicated the activity increased their awareness of individual patients’ immi-
gration status.
Common open-ended question response themes were that the activity im-
proved understanding of Haitian culture; helped residents cope when Haitian
patients did not appear for appointments, because they better understood
barriers to care; improved empathy toward patients who were incarcerated
and shackled; and made them feel better about starting residency in a program
that recognized social determinants of health.
DISCUSSION / REFLECTION / LESSONS LEARNED: The humanities
have been used to foster trainees’ empathy, professionalism, and tolerance of
ambiguity. This activity combined a memoir and author discussion to improve
incoming interns’ awareness of Haitian immigrant experiences. Graduates
remembered the activity, and perceived it as helping them understand Haitian

JGIMS612



culture and barriers to health care. They said it improved their empathy toward
Haitian patients and understanding of the health effects of immigration status.
Initial results suggest the activity was well received and perceived as a useful
introduction to an underserved community. The activity continues, and the
investigators will continue to survey graduates.

CARDIONERDS NARRATIVES IN CARDIOLOGY: UTILIZING
TWEETORIALS TO PROMOTE DIVERSITY AND INCLUSION
Gurleen Kaur1; Karan P. Desai2; Thomas M. Das3; Zarina Sharalaya3; Saman
Nematollahi4; Daniel Ambinder5; Joanna Ghobrial3; Nosheen Reza6; Katie
Berlacher7; Amit Goyal3
1Internal Medicine, Brigham and Women's Hospital, Boston, MA
2Cardiology, University of Maryland School of Medicine, Baltimore, MD
3Cardiology, Cleveland Clinic, Cleveland, OH
4Infectious Disease, The University of Arizona College of Medicine Tucson,
Tucson, AZ
5Cardiology, Johns Hopkins Medicine, Baltimore, MD
6Cardiology, Penn Medicine, Philadelphia, PA
7Cardiology, UPMC, Pittsburgh, PA. (Control ID #3702069)

SETTING AND PARTICIPANTS: CardioNerds is a multimodality digital
education platform with an audience spanning medical students, residents,
fellows, faculty, and other health professionals.
DESCRIPTION: Increasing professional diversity within cardiovascular
medicine is critical to attract trainees from diverse backgrounds and address
disparities in care. To highlight the importance of professional diversity and
assess current attitudes towards diversity and inclusion (D&I), the
Pennsylvania American College of Cardiology Chapter and the CardioNerds
collaborated to create the Narratives in Cardiology (NIC), a multimodal
educational series featuring conversations with faculty and trainees from
underrepresented groups. 18 NIC episodes are planned; each is disseminated
via a live recording session, recorded video, podcast audio, and tweetorial (a
series of linked posts on Twitter). We examined the impact of these tweetorials
1) to evaluate the scope of NIC reach and 2) to assess change in Twitter users’
self-reported comfort in discussing D&I topics.
EVALUATION: Between June 2021-December 2021, four NIC tweetorials
were released. These tweetorials had a total of 59,634 impressions (number of
times tweet appears to users) and 1,664 engagements (number of times a user
interacts with tweet) at one month after posting, with an average engagement
rate of 2.9% (engagements/ impressions). 24% of users who interacted with the
first tweet (likes, retweets, or comments) were medical students or residents.
Users’ comfort in discussing topics related to D&I was assessed at the begin-
ning and end of the tweetorial via the poll question: “I feel comfortable openly
discussing or asking others about factors that make them different frommyself
like race, religion, ethnicity, gender, sexual orientation, immigration status,
etc.” In aggregate for the 4 tweetorials, an average of 56% of participants
answered "Agree" while 44% answered “Not Sure” or “Disagree” at the
beginning of the tweetorial. At the end of the thread, we noted a statistically
significant increase in comfort level with 71% answering “Agree” and 29%
answering “Not Sure” or “Disagree” (Chi square = 9.13, p = 0.0025). How-
ever, there was variability in the percentages for the individual tweetorials. In
addition, 81% of poll participants agreedwith the statement, “After reading this
#CardsNarratives Tweetorial, I have a greater appreciation for diversity in
cardiology.”
DISCUSSION / REFLECTION / LESSONS LEARNED: Asynchronous
education using social media has become increasingly popular in the medical
community. The evaluation of the NIC tweetorials, thus far, demonstrates
successful reach to a broad audience spanning the gamut of training levels as
well as the potential ability to impact their self- reported comfort with D&I
conversations. This initial report provides an encouraging proof of concept that
tweetorials can meaningfully engage a broad medical audience in elevating
discussions around D&I. An in-depth analysis of all 18 tweetorials is planned.
ONLINE RESOURCE URL: https://www.cardionerds.com/acc-
cardionerds-nic/

COMMUNITYCOLLABORATIONTODEVELOPACURRICULUM
ON SETTLER COLONIALISM AND SOCIAL DETERMINANTS OF
HEALTH
Margaret Chell2; Caroline Smith3; Damon Leader Charge4; Stephanie Sun1;
Michael Sundberg5; Vikas Gampa6
1Division of General Internal Medicine, Massachusetts General Hospital,
Boston, MA
2Kaiser Permanente School of Medicine, Pasadena, CA
3University of Colorado Anschutz School of Medicine, Denver, CO
4University of South Dakota, Vermillion, SD
5University of Minnesota, Minneapolis, MN
6MetroHealth, Case Western Reserve University, Cleveland, OH. (Control ID
#3715211)

SETTING AND PARTICIPANTS: Learners at various levels in their med-
ical training and practice—medical students, NP and PA students, residents,
fellows, and clinicians—who provide care in Rosebud, South Dakota will
participate in the curriculum. The lecture series will be delivered online via a
centralized document, and experiential learning will take place in Rosebud,
South Dakota.
DESCRIPTION: The Rosebud Nation is a sparsely populated rural Native
American Reservation located in South Dakota. Citizens of the Rosebud
Nation experience poor health outcomes driven by settler colonialism, a system
of injustice that significantly impacts social determinants of health. One means
to address the ongoing impact of settler colonialism is through direct education
focusing on examples of Lakota leadership dismantling oppressive structures.
Alongside Sicangu Lakota leaders and educators, we developed a unique
curriculum focused on settler colonialism, the social determinants of health,
and the assets of Indigenous leadership on the Rosebud Nation. Developed for
non-Native learners and clinicians, this curriculum helped provide context for
the historical and political etiologies of health inequities experienced by the
Rosebud Lakota people. Educators from the Rosebud Nation have helped
shape a video lecture series associated with readings and experiential learning
activities in ten domains: An overview of settler colonialism, Lakota
epistemologies of health and wellness, suppression of Indigenous cultures
and resurgence of Lakota religious and spiritual practices; historical trauma
and mental health; food insecurity and food sovereignty; land rights and
housing access; the tribal carceral system; access to education; access to quality
healthcare; and reflections on being an outsider in a colonized space.
EVALUATION: We evaluate our curriculum on a continuous basis through
participant and educator feedback. Learners are evaluated before and after
experiences through discussion sessions. The continuous feedback allows us
to improve the curriculum while engaging Lakota educators in developing a
unique curriculum focused on Native American-specific social determinants of
health and inequities.
DISCUSSION / REFLECTION / LESSONS LEARNED: Western bio-
medicine and medical education has been implicated in perpetuating settler
colonialism. Indigenous medical educators and leaders have called for in-
creased education and understanding of the structural and social determinants
of health affecting Indigenous populations. One important approach is through
medical education focused on Indigenous peoples’ community-based
approaches to addressing the social determinants of health and improving
health outcomes. Our model of education draws upon the strength and assets
of communities and can improve health outcomes as well as learners’ under-
standing of AI/AN- specific needs. Importantly, our collaborative approach has
improved relationships with clinicians and learners in the community, an
essential element in being able to provide care to a marginalized Native
community.

CONNECTING THE DOTS: THE EVOLUTION OF HEALTH EQUI-
TY TEACHING IN A PRIMARY CARE CLERKSHIP
Brandon S. Altillo2,1; Aliza Norwood2,1; Nicholas Phelps3
1Population Health, The University of Texas at Austin Dell Medical School,
Austin, TX
2Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX
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3Medical Education, The University of Texas at Austin Dell Medical School,
Austin, TX. (Control ID #3702669)
SETTING AND PARTICIPANTS: In 2017, a longitudinal primary care clerk-
ship was established at The University of Texas at Austin Dell Medical School, a
new school affiliated with a well-established public university. The approximately
50 medical students in each class are enrolled in Primary Care, Family, and
Community Medicine (PCFCM) during their MS2 and MS3 years. The clerkship
includes experiences and education in general family medicine and outpatient
internal medicine, health equity, and community engagement.
DESCRIPTION: Physicians increasingly recognize health equity as key to
the practice of medicine. However, medical schools struggle with how to teach
these topics. At our institution, educational leaders started with a clean slate
and had the flexibility to decide from the outset how health equity would be
incorporated into the curriculum. At first, the main curricular home of these
topics was the PCFCM clerkship.
Our coverage of health equity has evolved substantially over the first 5 years of
the clerkship in response to iterative student feedback. In phase 1, nearly all
didactics were focused on social determinants of health, with limited coverage
of clinical primary care topics. Students were required to complete volunteer
hours with community organizations. In phase 2, we introduced a clinical
curriculum with both integrated and stand-alone teaching on health equity,
and the required volunteer hours were replaced with a humanistic patient home
visit activity. In phase 3, we invited students to help lead didactic sessions,
linked our stand-alone discussions of health equity more strongly to primary
care practice, introduced best practices in community-academic partnerships,
and advocated for diffusion of health equity education throughout the medical
school’s entire curriculum.
EVALUATION: The clerkship is evaluated in an annual student course
evaluation, which includes Likert scales and open-ended prompts. A conve-
nience sample of approximately 20% of the class participates in an annual
focus group for additional qualitative evaluation data. During phase 2, we
added just-in-time brief feedback surveys after each didactic session. We also
assessed students’ awareness of health equity concerns in their observed
structured clinical examination during MS3 year.
DISCUSSION / REFLECTION / LESSONS LEARNED: Evaluations
from students led to iterative improvements in our health equity curriculum.
We noted increased student engagement in health equity topics, improved
student feedback, and reduced time constraints when health equity was inte-
grated into clinical didactics rather than siloed.
Tying health equity learning objectives directly to primary care and including
tangible recommendations for clinical practice improved student engagement
and feedback. While health equity should not sit in only one clerkship, an
institution’s primary care clerkship leadership can serve as an institutional
thought leader to improve health equity education more broadly. Future
directions include increasingly incorporating community voices in the
curriculum.

CREATING A MULTI-RESIDENCY ELECTIVE TO ADDRESS
SYSTEMS AND CULTURAL DRIVERS OF WELL-BEING
Anne Ritchie1; Jina Sinskey3; Larissa Thomas2
1University of California San Francisco Department of Medicine, San
Francisco, CA
2Department of Medicine, University of California, San Francisco at
Zuckerberg San Francisco General, San Francisco, CA
3University of California San Francisco Department of Anesthesia and
Perioperative Care, San Francisco, CA. (Control ID #3712507)

SETTING AND PARTICIPANTS: Internal Medicine (IM) and Anesthesia
residents at an academic medical center during the 2020-2021 academic year.
DESCRIPTION: A multi-residency well-being elective was created to pro-
mote collaboration among trainees to address well-being. Residents participat-
ed in didactics, completed mentored project work aimed at a systems or
cultural aspect of residency well-being, and joined a multispecialty group
(Well-being Elective Council [WEC]), which met regularly to develop project
priorities and review projects. A modified A3 process, a problem-solving
method based on Lean principles, was used to track project work. IM residents
completed independent projects over one month with two half days/week

protected for elective time. Anesthesia residents completed a joint project over
four consecutive weeks.
EVALUATION: In its first year, 2 Anesthesia and 5 IM residents participated.
Three priorities for project work were selected at the first WEC meeting: 1.
How might we foster deliberate connections, no longer relying on spontane-
ous, informal connections? 2. How might we build micro-connections in the
work environment? 3. How can we expand coping and resilience during the
pandemic?
Completed projects addressed these priorities. For priorities 1 and 2, projects
included a peer support needs assessment and virtual peer support sessions, a
novel calendar to identify residents with shared days off, and a residency
scheduling needs assessment. For priority 3, projects included a compilation
of grieving rituals to honor patients, a guide to community mental health
resources, and a survey examining debriefing after adverse events and a novel
debriefing tool for the Anesthesia program. All participants completed the A3.
In their A3s, residents reflected on the effectiveness of their project implemen-
tation, including factors contributing to success and barriers to implementation.
DISCUSSION / REFLECTION / LESSONS LEARNED: Burnout is in-
creasingly prevalent, especially among trainees. The ACGME has mandated
that programs address trainee well-being. Residents have a unique view of the
drivers of well-being and burnout in residency. This elective offers a way for
residents to collaborate across programs to set shared priorities for project work
and work independently to address a specific aspect of well-being in their
programs.
Dedicated time protected from clinical responsibilities is crucial to project
success. The elective may act as an incubator for larger projects: The days
off calendar was funded as a permanent tool; the scheduling needs assessment
led to program funding to automate scheduling processes; the Anesthesia
debrief tool was presented at a departmental M&M and adopted by the
program. Institution and program level funding is essential to enact resident-
driven changes to improve trainee well-being.

CREATION AND IMPLEMENTATION OF A MEDICAL EDUCA-
TION ELECTIVE FOR SENIOR INTERNAL MEDICINE
RESIDENTS
J Colt Cowdell1; Mary Sessums1; Amanda McKenna2; Michele D. Lewis3
1Hospital Internal Medicine, Mayo Foundation for Medical Education and
Research, Rochester, MN
2Internal Medicine, Mayo Clinic's Campus in Florida, Jacksonville, FL
3Medicine, Mayo Clinic, Jacksonville, FL. (Control ID #3705992)

SETTING AND PARTICIPANTS: Mayo Clinic Jacksonville, senior inter-
nal medicine residents
DESCRIPTION: We identified a desire from incoming and existing internal
medicine residents to advance their teaching skills and understand what a
career in academic internal medicine encompasses beyond our current “resi-
dent as teachers” didactic series. Based upon this request, our residency
leadership team developed a novel four-week elective comprised of didactic
training as well as dedicated in-person practice of education skills and
shadowing leaders in medical education. Prior to the elective, the associate
program director of curriculummetwith each resident to understand their goals
and tailor their experience. Pre and post-elective quizzes were given to assess
medical education knowledge. The didactic training entailed completing a
teaching perspectives inventory, required reading of selected journal articles,
textbook chapters, online modules, and medical education videos. Residents
then practiced teaching skills by precepting junior residents and students in
clinic. They joined inpatient teams on hospital rounds, took notes of successful
teaching and opportunities for growth, and provided feedback to the hospital
attending afterwards. Residents were assigned half day blocks to shadow the
chief residents, program director, and an associate program director. The
program director reviewed ACGME accreditation requirements for GME
programs, recruitment tips, ERAS, academic promotion in education, and
leadership skills. The chief residents discussed conflict resolution, communi-
cation techniques, and conference planning. Residents were allowed to join
weekly leadership meetings and a clinical competency committee meeting as
an observer. At the end of the rotation, a presentation to the entire residency
was required on an education topic of their choice.
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EVALUATION: Five senior residents completed the rotation in the 2020-
2021 academic year. All five of these residents completed the pre and post-quiz
with mean scores of 68.4% to 88.4% (p 0.00068 paired two-tailed T test)
respectively. The residents presented on topics including efficiency, RIME
scheme, resident resiliency/burnout, and psychological safety. Exit interviews
revealed that residents preferred in-person sessions compared to didactic
learning, but felt the didactic experiences were necessary to prepare them for
in-person opportunities.
DISCUSSION / REFLECTION / LESSONS LEARNED:We learned that
developing a structured, yet flexible rotation with this focus was well-received
by participants and contributed to an increase in overall medical education
knowledge. We believe having a facilitator meet with residents prior to the
rotation to tailor it to their particular interests was useful to ensure residents
received the most out of the rotation. Another key to success was having buy-in
from faculty whowere excited to work with the residents and teach them about
what being an academic physician truly entails. Based on the success of the
rotation it was continued the following academic year.

CROSS-CULTURAL CARE FOR DEPRESSION: TEACHING
RESIDENTS IN THE PRIMARY CARE SETTING
Aleena Paul1; Nancy Dong3; Eun Ji Kim2; Sreekala Raghavan4; Michael
Greenspan3
1General Internal Medicine, Northwell Health, New Hyde Park, NY
2Medicine, Donald and Barbara Zucker School of Medicine at Hofstra/
Northwell, Manhasset, NY
3Zucker Hillside Hospital, Glen Oaks, NY
4Medicine, Mount Sinai Beth Israel Hospital, New York, NY. (Control ID
#3716124)

SETTINGAND PARTICIPANTS:Depression is frequently underdiagnosed &
undertreated, especially among racial & cultural minorities. Primary care is an
integral setting for addressing these disparities as depression is commonly diag-
nosed & treated by primary care providers. It is vital to educate physicians about
providing cross-cultural care to address barriers in depression management. This
study uses mixed methods to examine the impact of a novel didactic on providing
culturally informed assessment, diagnosis, and management of major depressive
disorder in the primary care setting.
DESCRIPTION: The didactic was developed in collaboration with the psy-
chiatry department & consisted of a patient case, introduction of the ETHNICS
(explanation, treatment, healers, negotiate, intervention, collaborate,
spirituality/seniors) mnemonic framework for interviewing patients in a cul-
turally appropriate manner, & a script-based patient counseling demonstration.
Internal medicine residents of all training levels at one residency programwere
required to attend the hour-long workshop as part of their ambulatory curric-
ulum. A brief survey administered following the workshop contained
questions about socio-demographics & clinical care, as well as 8 questions
measuring confidence in treating patients with MDD from different cultural
backgrounds pre- and post-didactic session using a 5- point likert-scale (total
score of 40 as highest).
EVALUATION:A total of 89 residents attended the workshops. 39% (n=35)
responded to the survey, which included 18 PGY1s, 12 PGY2s, and 5 PGY3s.
94% of respondents (n=33) indicated that their ability to diagnose and manage
MDD was “somewhat better” (n=29, 82.9%) or “much better” (n=4, 11.4%)
after the education session. Residents reported more overall confidence in
managing patients with MDD from different cultural backgrounds after receiv-
ing the workshop (29.2 ± 3.9) compared to before receiving the workshop
(21.7 ± 5.0) (p<0.01). Subgroup analysis indicated a significant increase in
reported confidence for all eight surveyed domains of clinical care with
patients of different cultural backgrounds. These domains included recogniz-
ing variability in MDD symptoms, discussing the diagnosis, providing
counseling on treatment options, initiating and monitoring therapy, identifying
indications for referrals, and providing community resources. Analysis of
residents' responses to the open-ended questions regarding applicability of
session materials to clinical practice revealed themes of “using patients’ own
words” to discuss depressive symptoms and identified time constraints in the
clinic as a continued barrier.

DISCUSSION / REFLECTION / LESSONS LEARNED: The didactic
workshop incorporating the ETHNICS mnemonic and a script-based patient
counseling improved the confidence of IM residents in providing culturally
informed care of MDD in the primary care setting. Further research would
examine the impact of this workshop on patient outcomes, such as rates of
diagnosis and initiation of treatment of MDD within the resident ambulatory
clinic.

CULTIVATING FUTURE LEADERS IN HEALTHCARE DELIVERY
SCIENCE THROUGH A LONGITUDINAL, IMMERSIVE
LEARNING-FOCUSED CURRICULAR THREAD
Tanios Dagher1; Robert Hight1; Julie Oyler2; Valerie G. Press2; Joyce W.
Tang3; Michael McGinty1; Korry J. Schwanz1; Jeanne M. Farnan4; Vineet M.
Arora5; Irsk Anderson2
1Pritzker School of Medicine, University of Chicago Pritzker School of Med-
icine, Chicago, IL
2Medicine, University of Chicago, Chicago, IL
3Hospital Medicine, University of Chicago Pritzker School of Medicine,
Chicago, IL
4Medicine, University of Chicago, Chicago, IL
5Medicine, University of Chicago Medical Center, Chicago, IL. (Control ID
#3716109)

SETTING AND PARTICIPANTS: The VISTA program is a curricular
thread that was segmentally integrated into all four years of the University of
Chicago Pritzker School of Medicine curriculum starting in 2016. All gradu-
ated students from the Class of 2018 onward engaged in the completed VISTA
thread.
DESCRIPTION: Medical school graduates enter a complex healthcare de-
livery system with minimal training in healthcare delivery science (HDS). The
VISTA program is a longitudinal series of classroom-based didactic sessions
and standardized-patient simulations that was implemented to train students in
Value of Care, Improvement Science, Safety of Patients, & Team Training,
andAdvocacy (VISTA). Key components include UNITE (a nursing interpro-
fessional experience), the “Room of Horrors” (a patient safety OSCE), the
Discharge OSCE (for practicing patient discharge), and training on using the
Choosing Wisely smartphrase (value of care). Graduates before and after
VISTA implementation completed a mixed-methods survey with twenty-five
5-point Likert-item questions assessing attitudes, knowledge, and behaviors on
HDS topics and a free response question soliciting areas for improvement.
Data was collected from 2016-2020, with classes of 2016 & 2017 being pre-
VISTA and 2018-2020 being post-VISTA. The Likert data was dichotomized
and analyzed using Chi-square tests in R (4.0.4).
EVALUATION: Response rates are as follows: 126 graduates (~72%) pre-
VISTA, 120 (~45%) graduates post-VISTA. Graduates who underwent the
VISTA program reported a significantly higher percent competence on all
HDS-related questions compared to those graduating before VISTA imple-
mentation. The three questions with the greatest percent increase in compe-
tence were (respectively): “I will communicate effectively with other
healthcare team members at the time of discharge” (39% increase), “I know
what a safety event report is” (38% increase), and "In my future clinical
decision-making, I will consider the potential costs to the healthcare system”
(37% increase). Two of the above questions addressed topics taught through
immersive learning-based interventions (discharge OSCE, patient safety
OSCE), and another two were associated with intended practice behaviors
(communicating effectively at discharge, considering potential costs to the
system). Qualitative analysis revealed that VISTA graduates possessed a more
thorough understanding of HDS and craved more nuanced knowledge. This
includes asking for additional practice “speaking up when an unnecessary test
is being ordered" and "hands on experience with quality improvement issues,
including root cause analysis.”
DISCUSSION / REFLECTION / LESSONS LEARNED: Integrating lon-
gitudinal, experiential training on value of care, quality, improvement, patient
safety, and interprofessional education into existing medical school curricula
has the power to improve competence in HDS topics and change intended
practice behaviors. Medical educators considering implementing similar
threads into their curricula should place special focus on interactive exercises.
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DECREASING HEALTHCAREWASTE: A RESIDENT-DRIVEN ED-
UCATIONAL PILOT TO REDUCE UNNECESSARY TESTING AND
HEALTHCARE’S CARBON FOOTPRINT
Khin-Kyemon Aung, Alexander Chaitoff, Peter Trinh, Herrick Fisher, Paul
Dellaripa
Department of Internal Medicine, Brigham and Women's Hospital, Boston,
MA. (Control ID #3712905)

SETTING AND PARTICIPANTS: This pilot included 30 residents and 21
attending physicians on one medical ward at a tertiary academic medical center
from June 2021 to November 2021.
DESCRIPTION: TheAmerican Board of InternalMedicine identified routine
lab testing of clinically stable inpatients as low-value. Reducing unnecessary
labs can minimize patient harm, prevent wasteful cascades of care, and de-
crease costs without adversely impacting outcomes. Though rarely discussed
in medical settings, decreasing low-value care also has environmental benefits.
An estimated one-third of labs ordered in the US are wasteful. Reducing
unnecessary labs at scale can decrease healthcare's carbon footprint.
Common reasons residents order unnecessary labs include practice habits, lack
of cost data, and perceived faculty expectations. While educational
interventions to reduce routine lab testing have been successfully implemented
in many academic medical centers, they do not include teaching on the
environmental impacts.
We describe a multi-faceted educational intervention to teach residents about
appropriate indications for ordering labs with a focus on the adverse environ-
mental impacts of over-testing. Participants received informational videos and
handouts. Teams were encouraged to discuss which labs to trend or discontin-
ue on rounds.
EVALUATION: The pilot was evaluated via mixed-methods using quantita-
tive analysis, qualitative interviews, and five-question paper surveys. Struc-
tured interviews included questions on the benefits and challenges of the pilot
and whether patient safety was compromised. Quantitative results are pending.
30 residents and 21 attendings participated in the pilot. 20 surveys and
8 interviews were collected from residents. 18 (90%) responded that education
on appropriate indications for ordering labs was valuable to their professional
development. 16 (80%) stated that daily reminders to review labs influenced
their ordering practices. 17 (85%) said they would be more likely to be
judicious with ordering labs going forward. No one felt pressured to limit lab
ordering or thought the pilot compromised patient safety.
Interviewees cited desires to reduce financial costs and harms from over-testing
as key motivational factors. Climate benefits were not cited as a primary
motivator. Various implementation barriers were identified, such as lack of
attending buy-in, limited time to review labs, and uncertainty of which labs to
discontinue. Overall, residents reported an increased appreciation for the
adverse impacts of repetitive testing.
DISCUSSION / REFLECTION / LESSONS LEARNED: Teaching appro-
priate indications for lab testing and the adverse effects of over-testing is
valuable. An innovative way to educate on climate change and resource
stewardship is to connect these concepts to diagnostic reasoning and value-
based care. Further research will need to assess if education on the environ-
mental impact of clinical decision making impacts physician behavior.
ONLINE RESOURCE URL: https://drive.google.com/file/d/1xpvfpFt67G-
EclHLtXqRfwnP8CLByF5D/view? usp=sharing

DESCRIPTIVE ASSESSMENT OF COMMUNICATION MODALI-
TIES IN AN IM RESIDENCY PROGRAM AFTER A CAMPUS DIG-
ITAL TRANSFORMATION
Anthony Passarella, Brandon Kim, Nikita Gill, Jonah Feldman
Internal Medicine, NYU Langone Hospital - Long Island, Mineola, NY.
(Control ID #3716522)

SETTING AND PARTICIPANTS: Internal medicine residency within hos-
pital seting.
DESCRIPTION: Effective and efficient communication plays an integral role
in providing the best care for patients within the healthcare setting. During the
past 18months, newer methods for communication have been implemented on

our hospital campus likely changing communication processes in our residen-
cy program. These modalities include EHR inbasket messaging, EHR inte-
grated secure chat, and Jabber VoIP (voice over internet protocol). This
assessment aims to evaluate the usage of both old and new communication
technologies in our IM residency program and to highlight challenges and
opportunities with adoption of new technology. The assessment was designed
to immediately inform the planning phase of a resident led initiative to improve
provider communication.
EVALUATION: Data from the 60 survey respondents was evaluated using
mixed methods including calculation of basic descriptive statistics using
Microsoft Excel 2018 and a thematic analysis for the free text response
question.
Epic secure chat is now the most frequently used communication modality
with 98.3% (59/60) of respondents using secure chat 4 or more times a day and
96.7% (58/60) saying that secure chat has replaced the pager to a moderate or
great extent. VoIP and cellular calls were surprisingly among the least used
forms of communication with 96.7% (58/60) and 86.7% (52/60) of
respondents answering that they used the modalities less than once a month.
Residents were most satisfied with secure chat as a communication modality
with 81.6% (49/60) extremely or somewhat satisfied. They were least satisfied
with pagers with 40% (24/60) either somewhat or extremely dissatisfied.
DISCUSSION / REFLECTION / LESSONS LEARNED: Epic secure chat
has become the dominant method of communication in our residency program
while other new technologies like Jabber VoIP have not been adopted. To
improve provider communication via secure chat residents should be educated
about prioritized message statuses, forwarding function, and away messages.
Residency program QI efforts should emphasize the continued need for face-
to-face clinical communication and should explore how adoption of two-way
voice communication (cellular or VoIP) can improve provider satisfaction and
overall quality of care.

DESIGN, IMPLEMENTATION, AND EVALUATION OF A NOVEL
CLINICAL ROLE TO ADDRESS WORK HOUR VIOLATIONS IN
REAL TIME
John Penner3; Rebecca Berman3; Hope Caughron3; David Chia1; Raphaela
Lipinsky DeGette3; Sarah J. Flynn3; Arturo Gasga3; Sarah Goglin3; Adali
Martinez3; Bradley Monash3; Lekshmi Santhosh3; Fangdi Sun3; Daniel
Wheeler3,2; Larissa Thomas1
1Department of Medicine, University of California, San Francisco at
Zuckerberg San Francisco General, San Francisco, CA
2Medicine, San Francisco VA Health Care System, San Francisco, CA
3Medicine, University of California San Francisco, San Francisco, CA. (Con-
trol ID #3715825)

SETTING AND PARTICIPANTS: Internal medicine residents at the Uni-
versity of California, San Francisco (UCSF) rotating on inpatient services at
UCSF Medical Center and Zuckerberg San Francisco General Hospital.
DESCRIPTION: Our institution has a stricter work hours guideline than
ACGME, requiring programs to avert any week worked more than 80 hours.
Because reports are delayed, programs have few options for determining how
to deploy resources to prevent impending work hours violations in real-time.
Additionally, the most effective strategies for supporting residents at risk of
work hour violations in a given week are unclear.
We piloted a new inpatient clinical role to deliver real-time clinical support to
trainees with impending work hour violations, introduce residents to continu-
ous quality improvement (CQI) skills, and identify systems interventions to
reduce violations across the program. Each day, we reviewed EHR-based work
hours at one site, and used internal knowledge of teams at risk of work hour
violations at another site to identify inpatient resident teams that could benefit
from extra clinical support. To promote their provision of effective clinical
support and application of CQI principles, residents received educational
materials informed by cognitive load theory and curricula from the Institute
for Healthcare Improvement.
EVALUATION:We evaluated this role using a survey with open- and closed-
ended questions that residents in the role received after each shift. Survey items
focused on residents’ perceptions of contributory factors and potential solutions
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to long work hours, strategies for offering clinical support, and estimate of time-
saved due to their clinical support.
We received 51 responses (52.0% of 98 shifts). The most frequently observed
contributors to long work hours included scheduling factors, care coordination,
and patient complexity (43.1%, 35.3%, and 43.1%, respectively). Thematic
analysis of open-ended responses revealed that residents provided clinical
support through completing tasks and documentation, facilitating care coordi-
nation, and providing clinical coaching to 1st year residents and medical
students. 68.6% of respondents estimated they saved inpatient teams more
than one hour of their workday. By comparing residents’ perceived time-saved
with EHR-based work hours for teams that received clinical support, this
clinical role likely prevented at least eight 80 hour work week violations. This
pilot informed several structural changes to scheduling guidelines to avoid
patterns that put residents at risk of work hours violations.
DISCUSSION / REFLECTION / LESSONS LEARNED: - Real-time
deployment of resources may help prevent work hours violations.
- A resident role designed to provide on-the-ground clinical support for
inpatient teams can be a valuable resource to assist with understanding drivers
of work hour violations.
- Perceived stigma of receiving extra clinical support is a challenge to imple-
mentation. Further work is needed to avoid singling out individuals.

DESIGN, IMPLEMENTATION, AND EVALUATION OF A SOCIAL
MEDICINE CLINICAL ROTATION AT THE ALPERT MEDICAL
SCHOOL OF BROWN UNIVERSITY (AMS)
Rahul Vanjani1; Jon Soske1; Sarah Martino2; Charlotte Merrick3
1Division of General Internal Medicine, Brown University Warren Alpert
Medical School, Providence, RI
2Center for Prisoner Health and Human Rights at The Miriam Hospital, The
Miriam Hospital, Providence, RI
3Rhode Island Hospital's Center for Primary Care, Lifespan Health System,
Providence, RI. (Control ID #3715088)

SETTING AND PARTICIPANTS: The Social Medicine elective is a clin-
ical elective offered to third- and fourth-year medical students at AMS. The
month-long elective is offered eleven months per year and it enrolls two
medical students per month. Established in March 2020 with support from
the Lifespan Community Health Institute and the Center for Health and Justice
Transformation, the elective is led by a multidisciplinary team consisting of a
primary care and addiction medicine physician, an education specialist who
also co-directs the Doctoring program at AMS, a peer in long-term recovery
with a background in the history of science and ethnography, and an
AmeriCorps Vista.
DESCRIPTION: Please see the syllabus at the link below for the description.
EVALUATION: We have used pre- and post-elective knowledge surveys
administered through Qualtrics software and in-depth exit interviews. These
evaluations have contributed to an iterative and dynamic process of program
development where we have incorporated student feedback after eachmonth in
a way that is both reflexive and collaborative (we have included students in the
process of interpreting evaluations and our own self-critique). The pre- and
post-elective surveys include both open-ended qualitative questions and self-
reported levels of competency in domains relevant to social determinants of
health (the housing system, securing vital documents, advocating for patients
entangled in the criminal justice system, etc.) based on a Likert scale. This
format allows us to evaluate both levels of actual knowledge in domain related
areas and the student's self-assessment and confidence. In some cases, im-
proved self-confidence represents a success of the elective; in other cases, a
decrease in self-confidence in certain tasks (for example, helping unhoused
patients secure subsidized or low-income housing) represents greater knowl-
edge and a more realistic assessment of the challenges facing this patient
population. We use standard descriptive statistics to summarize the Likert
scale questions after each iteration of the elective. Qualitative answers are
coded according to a code-book key and analyzed with a constant comparative
approach.
DISCUSSION / REFLECTION / LESSONS LEARNED: Inconsistency in
medical student schedules, and fourth- year residency interviews, led to three
students abruptly dropping the elective less than four weeks before it was

scheduled to start. This left the AmeriCorps Vista (CM) and physician super-
visor (RV) with the entire SMAC patient panel. As a result, we summarized
our results from the first 6 months of the elective and presented the findings to
the Lifespan Health System. In turn, Lifespan provided us with permanent
funding for a Social Work Supervisor to serve as the backbone of the Social
Medicine elective.
ONLINE RESOURCE URL: Social Medicine Syllabus and other resources:
h t tps : / /docs .google .com/document /d /1rUk4xOtaw2LW4118-
4tMjlKHrEPjKQHsmdXnV5kAlF4/edit

DESIGN FOR HEALTHY BEHAVIORS – A HUMAN-CENTERED
DESIGN COURSE ON HEALTH BEHAVIOR TRANSFORMATION
Nancy L. Cuan1; Dennis J. Boyle2
1Internal Medicine, Stanford University, Stanford, CA
2d.school, Stanford University School of Engineering, Stanford, CA. (Control
ID #3715185)

SETTING AND PARTICIPANTS: A course at the Hasso Plattner Institute
of Design at Stanford University for graduate and undergraduate students
taught by a team that includes an engineer, experts in product design, and an
internist.
DESCRIPTION: This is a project-based class that immerses students in
complex real-world health challenges. Students work in pairs with a patient-
volunteer on a design project that improves lifestyle aspects of their own and of
the patient’s health. The teaching team strives to ensure a diverse cohort of
students each year. Students with backgrounds in business, education, health
care, design, and many other disciplines are encouraged to sign up for the
course. Patient stories are interwoven throughout the course to build empathy
and to highlight how past experiences can affect present behavior. Students
leave this course with practical design thinking skills and a design toolkit for
healthy habit formation. Over the years, the toolkit has grown as students add
their discoveries and innovations. Guest speakers for the class include behavior
scientists, design experts, and health care providers.
EVALUATION: Students and patients are asked to complete a course eval-
uation each year. Preliminary data shows that at 6 months after the end of the
class, close to 70% of patients stated they were still practicing some of the
healthy habits they developed during the course. This year, in addition to the
survey after the class, we plan to interview or survey as many former patients
and students as possible to evaluate the effectiveness of the course over the
years in teaching design thinking and healthy habit formation.
DISCUSSION / REFLECTION / LESSONS LEARNED: The most com-
mon causes of chronic human health conditions are largely manageable and/or
preventable. These causes are related directly to our daily behaviors around
eating, moving, sleeping, thinking, and socializing. This course explores how
human-centered design, integrated with behavioral science, can help us create
meaningful and lasting health behavior changes for ourselves and for others.
The key discoveries from this course arise from interweaving concepts of
communication skills, empathy, human interactions, data collection and
processing, and design thinking. One such discovery is that behavior transfor-
mation occurs when a person switches from the perspective of “I have to…” to
“I get to…”. Students discover how changing an activity from being a chore to
being a prize can be the pivot point in behavioral change. Students also learn
first-hand the power of data combined with social interactions in the form of
accountability. At the end of the course, the students are giftedwith a toolkit for
healthy habit formation that they, as a class, have grown as they follow in the
footsteps of former students. The course undergoes re-design each year as we
learn from student and patient feedback. This past year, we built a remote
version of the course that has led to discoveries that will be incorporated into
future courses.

DESTIGMATIZING SUBSTANCE USE DISORDER CURRICULA IN
UNDERGRADUATE MEDICAL EDUCATION
Caroline Nguyen1; Jar-Yee Liu2; Ciaran Murphy2; Tatyana D. Roberts2; Jason
Satterfield1; Irina (Era) Kryzhanovskaya1
1University of California San Francisco, San Francisco, CA
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2School of Medicine, University of California San Francisco, San Francisco,
CA. (Control ID #3715686)

SETTING AND PARTICIPANTS: In 2021, we began reforming the sub-
stance use disorder curriculum for the undergraduate medical school at the
University of California in San Francisco.
DESCRIPTION: Substance use disorders (SUD) are one the most heavily
stigmatized chronic diseases and as a result continue to be undertreated. This
stigma arises from historical and current systems of race-based oppression that
have persecuted those who use drugs. We propose that addressing this stigma
in medical education can have a positive impact in the care for those with SUD.
We envisioned a curricular intervention with a focus on addressing the systems
of oppression that have contributed to the stigmatized and inequitable care of
those with SUD while providing the comprehensive knowledge and skills
required for quality clinical care. To that end, we are transforming the SUD
undergraduate medical curriculum at UCSF, to ultimately create a four-year
curriculum with an anti-oppressive lens.
We first compiled an exhaustive list of core competencies from several national
addiction medicine educational and governing societies, the UC SUD and Pain
Consortium, and one community organization. The list was pared down from
114 to 41 remaining competencies, based on redundancy and priority consen-
sus ratings from the development team. We solicited feedback from UCSF
SUD faculty champions to further refine the list and accurately situate each
competency within the 4-year learning trajectory. Using electronic curriculum
mapping and key informant feedback, this “ideal” set of competencies will be
compared with what is currently taught across the four-year medical curricu-
lum to identify key omissions and opportunities. We will then work with
course directors, clerkship directors, and community members to develop
teaching materials to fulfill these competencies in both preclinical courses
and clinical clerkships.
EVALUATION: We anticipate this curricular transformation will be an
iterative and multi-stage process guided by ongoing evaluation of the curric-
ulum and learners. Curricular revisions will be judged based on learner
satisfaction and percent of included competencies. Attitudes, knowledge, and
skills of learners will be assessed using both quantitative and qualitative tools
with particular attention to stigma, bias, and person-first language. Formative
data will be collected on the UCSF educational ecosystem variables that could
moderate curricular effects.
DISCUSSION / REFLECTION / LESSONS LEARNED: The stigmatiza-
tion of SUD is rooted in systems of oppression and racism. This stigma
contributes to the under-treatment of addiction, which is a large public health
burden. This curriculum aims to teach undergraduate medical students at
UCSF the history of SUD stigmatization and how to diagnose and treat patients
with addiction through the lens of anti-oppression. We posit that this curricu-
lum, by addressing stigma directly, can create physicians who more effectively
care for those with addiction, and dismantle the current systems of oppression
affecting those with SUD.

DEVELOPING AHEALTHCARE POLICY AND ECONOMICS CUR-
RICULUM USING EVIDENCE BASED EVALUATION
WORKSHOPS AND DISCUSSIONS
Ayan Nasir1; Divya Venkat2; Jennifer Cowart1
1Internal Medicine, Mayo Clinic in Florida, Jacksonville, FL
2Internal Medicine, Allegheny General Hospital, Pittsburgh, PA. (Control ID
#3715144)

SETTING AND PARTICIPANTS: Mayo Clinic FL, Internal Medicine
Residency Program, residents and faculty with plans for expansion at other
Mayo campuses and other institutions
DESCRIPTION: The purpose of this project is to create a curriculum geared
towards graduate medical students, residents, and fellows in understanding and
evaluating healthcare policy and economic related research topics and
publications. Through a series of workshops focused on collaborative
discussion and learner interaction, the aim is to advance learner comfort in
understanding these topics through an evidence based perspective. This cur-
riculum will be evaluated through pre and post surveys of learner using both

qualitative open ended questions and quantitative likert scale questions to
assess understanding, interest, and comfort levels with topics. Initial topics
will include GME unionization and insurance preauthorization. After initial
review of results and modifications, this curriculum will be expanded to other
GME programs with more topics and modes for collaboration among learners.
EVALUATION: Evaluation of the curriculum through pre and post testing
after workshops, with both quantitative likert scale analysis and qualitative
interview feedback. Plan to compare data among PGY classes, learner vs
faculty status, and among different campuses/institutions. Can also potentially
expand to other residency disciplines to compare effectiveness.
DISCUSSION / REFLECTION / LESSONS LEARNED: The impetus of
this project is a combination between an ongoing medical education curricu-
lum for GME along with a current LEAHP journal club workshop on GME
unionization with positive response from participants. The goal is to develop
interest among GME learners to allow them to engage more effectively with
healthcare policy and economics research in order to develop physicians who
are well-versed in these topics that affect patient care so profoundly. By
working with administration at GME programs to develop this curriculum
and altering workshops based on learner feedback, we hope to create a
workshop curriculum that can be easily adapted to many GME programs.
The workshops in this curriculum are designed to be created and run by
residents for residents and other GME learners. This in turn would allow them
to gain valuable instruction in how to be educators, while at the same time
educating their colleagues.
ONLINE RESOURCE URL: Plan to submit curriculum, pre/post testing,
and specific workshops with oral/poster presentation with full submission. Can
upload if needed for review.

DEVELOPMENT AND IMPLEMENTATION OF A “CONCUSSION
PROTOCOL” IN A RESIDENCY PROGRAM
Michael Picchioni
Medicine, Brown University, Providence, RI. (Control ID #3713670)

SETTING AND PARTICIPANTS: This project took place at a large aca-
demic medical center and involved the all residents, faculty, and staff of the
internal medicine residency program.
DESCRIPTION: After a favorable outcome when a resident perceived to be
on the verge of burnout was involuntarily “sidelined”, an innovation modeled
on the Concussion Protocol used by the NFL was conceived. Psychology
literature provided limited help in identifying warning signs of burnout. With
this Program leadership created a list of circumstances or behaviors to trigger
the Protocol. The group then created and refined an Assessment Tool to
determine if the individual needed (a) mandatory relief, or (b) could continue
clinical duties with observation.
The Protocol was introduced to all IM faculty involved in core inpatient and
ambulatory rotations. Whenever a “trigger” occurred, the Assessment Tool was
used and a protocol-driven decision was made on next steps. Any score ≥5 had
the resident sit out; less than 2 a return to duty w/monitoring; and 2-4 was left to
the discretion of the superviser. Any Trigger included an alert to the Program.
EVALUATION: Recognizing that possible backlash by the resident, other
team members, or involved faculty could occur, a "trial" period was com-
menced with the Program monitoring for unintended consequences. No unfa-
vorable issues occurred and after one year data was reviewed about time,
setting, and PGY level of involved residents. Which triggers and which
members of the Program initiated the Protocol, as well as the Assessment
instrument were reviewed. Involved faculty were queried about each incident
and the influence of the Protocol on actions taken and outcomes.
Ten Events occurred. "Mention of stress”, "a major life event", and "observed
tears" were the most common triggers. Events were spread throughout the year.
Six occurred duringWard Rotations, 3 duringAmbulatory Block, and 1 during
an Elective. Five were addressed by 3 APD’s and 5 by the Program Coordi-
nator. Two PGY-1, 5 PGY-2, and 3 PGY-3 residents were involved. Assess-
ment scores ranged from 0-23. Scores ≥ 4 led to mandatory relief. Three times
the resident was allowed to continue. Eight events would have been recognized
without the Protocol but in 7 cases the actions taken were different because of
the Protocol. All outcomes were favorable.

JGIMS618



DISCUSSION / REFLECTION / LESSONS LEARNED: All faculty were
supportive from the outset. All involved residents had a favorable experience.
Most who were sidelined expressed extreme gratitude on their return. We
believe the Concussion Protocol has the potential be the type of early recog-
nition and intervention needed to mitigate burnout. It is interesting that no
events occurred in the ICU or CCU. Events may have occurred in those
settings that were not recognized. Of note, several events occurred on the first
days of ambulatory or elective rotations after a Unit Block suggesting that the
resident pushed through and then “collapsed".
The Protocol has continued without modification since the completion of the
trial period.

DIAGNOSTIC SAFETY EVENT REVIEWS: A NOVEL HYBRID
CLINICAL REASONING – M&M CONFERENCE
Jessica Donato1; Megan McGervey2
1Hospital Medicine, Cleveland Clinic, Cleveland, OH
2Internal Medicine, Cleveland Clinic, Lakewoo, OH. (Control ID #3715445)

SETTINGAND PARTICIPANTS:Diagnostic errors are major contributors
to patient harm and involve the interplay of cognitive and systems origins.
Review of diagnostic safety events represent important learning opportunities
but most training programs lack educational conferences focused on the
systematic review of such events. In our large academic internal medicine
training program, we have a longstanding monthly clinical reasoning confer-
ence (CRC) and systems- basedM&M conference.We piloted a novel Clinical
Reasoning-M&M hybrid conference in December 2021 for all of trainees.
DESCRIPTION: The 1-hour conference started with review of definitions
and then presentation of a case involving two diagnostic safety events. The
participants then worked in small groups to review documentation excerpts
from the case and completed two validated tools from the AHRQ: the Diag-
nostic Error Evaluation and Research (DEER) Taxonomy and Safer Dx
Instrument. Each small group was led by a facilitator, who was provided a
facilitator guide, and focused on one diagnostic safety event. This was
followed by a faculty-facilitated large group report out, presentation of the
faculty case analysis, and a brief didactic on diagnostic error prevention
strategies. Completed DEER Taxonomy forms and Safer Dx instruments from
each group were collected as artifacts for assessment and a survey was sent to
small group facilitators following the conference.
EVALUATION: The pilot conference was attended by 36 trainees, divided
into 7 small groups. Review of artifacts from the small groups revealed high
concordance of total scores from the Safer Dx Instrument across groups and
faculty analysis for one diagnostic safety event (57±2.6 from 3 small groups vs
60 by faculty) but not for the other diagnostic safety event (53±18 from 4 small
groups vs 43 by faculty). Use of theDEERTaxonomy revealed high variability
in selection of steps involved in both diagnostic safety events across groups
and compared to the faculty analysis (range 7- 18 selections per diagnostic
safety event out of 35 options). The surveywas completed by 6 of 7 facilitators;
100% of facilitators reported enjoying the conference and robust discussion in
the small groups. 83% of facilitators found the DEER Taxonomy stimulated
the most robust discussion.
DISCUSSION / REFLECTION / LESSONS LEARNED: We believe this
is a successful and generalizable conference structure. Concurrent consider-
ation of cognitive and systems issues in a conference is imperative in the
holistic view of patient safety and diagnostic safety event reviews. The use of
validated instruments from the ARHQ was highly successful for case review
and to stimulate discussion in our small group activity, specifically the DEER
Taxonomy. Going forward, we plan to include additional hybrid CRC-M&M
conferences biannually for ongoing diagnostic safety event reviews and to
stimulate trainee learning about other topics such asmalpractice, which involve
simultaneous consideration of clinical reasoning and systems factors.

EARLY CAREER OUTCOMES FOLLOWING A QUALITY IM-
PROVEMENT LEADERSHIP TRACK IN GRADUATE MEDICAL
EDUCATION
Hillary Landau1; Jennifer S. Myers2; Robert E. Burke3; Neha Patel4

1Hospital Medicine, University of Colorado, Denver, CO
2Medicine, University of Pennsylvania, Philadelphia, PA
3Medicine, Philadelphia VAMC, VA Medical Center Corporal Michael J
Crescenz, Philadelphia, PA, US, hospital, Philadelphia, PA
4Department of Hospital Medicine, University of Pennsylvania, Philadelphia,
PA. (Control ID #3715128)

SETTING AND PARTICIPANTS: The University of Pennsylvania Health
System houses 26 residency programs, supporting over 970 residents per year.
PennMedicine’s Healthcare Leadership in Quality (HLQ) track was created in
2010 as a two-year pathway embedded within residency training. The HLQ
track is designed for residents from any training specialty aspiring to careers in
quality, safety, and/or informatics.
DESCRIPTION: The track consists of 4 elements: 1) classroom-based learn-
ing via two multiweek sessions taught by institutional leaders (totaling ~120
hours), 2) leadership development via seminars and individual mentoring by
system executives, 3) a capstone project that involves designing,
implementing, and studying a QI initiative, and 4) engagement in a unit-
based clinical leadership team or departmental quality and safety committee.
EVALUATION:HLQgraduates who completedGME training by 2018were
anonymously surveyed on a web-based platform. The survey was adapted
from an existing career outcomes survey of medicine-pediatrics residents. Data
were analyzed using descriptive statistics and chi-squared tests. Approval from
the University of Pennsylvania Institutional Review Board was obtained.
DISCUSSION /REFLECTION / LESSONSLEARNED: Fifty-seven of 76
graduates responded (75% response rate). Thirty-eight graduates (67%) work
for a hospital or healthcare system, of which 28 (76%) work at an academic
medical center (AMC), 4 (11%) at a teaching affiliate of an AMC, and 5 (14%)
at a community hospital. Remaining graduates work at private practices (10,
18%), governmental agencies (4, 7%), pharmaceutical and biotechnology
companies (2, 4%), and other healthcare settings (3, 5%).
Forty-seven graduates (87%) report active engagement in QI. Over half of
these individuals receive financial support for their QI work. Thirty-five
graduates (63%) hold a leadership role, commonly at the departmental level.
Graduates were stratified based on year of GME completion, 2012-2016 vs.
2017-2018. Participation in QI activities (p=0.69) and leadership roles
(p=0.17) were similar between cohorts, but 2012-2016 graduates had higher
rates of financial support for QI work (p<0.01).
Data showed high degrees of engagement in QI (87%) and leadership roles
(63%), demonstrating the track’s value to the sponsoring health system.
Similar to prior studies describing career outcomes following GME training
pathways, results suggest that completion of a specialized training pathway
during residency is associated with continued engagement in that area.
When comparing 2012-2016 and 2017-2018 cohorts, earlier graduates had
significantly higher rates of financial support for QI activities, a logical finding
given that compensation for non-clinical activities often comes to more sea-
soned individuals.
Limitations include the lack of a control group, which would elucidate the
incremental impact of the HLQ track on career outcomes. Also, respondents
had the option to skip questions, leading to a small amount of missing data.

EARLY EXPOSURE OF INCOMINGMEDICAL STUDENTS TO SO-
CIAL DETERMINANTS OF HEALTH THROUGH PATIENT
TESTIMONIALS AND STRUCTURED SMALL GROUP
DISCUSSION
Sandra Loza-Avalos2; Chinmayee Venkatraman2; Shawna Nesbitt1; Blake R.
Barker1
1Internal Medicine, UT Southwestern Medical Center at Dallas, Dallas, TX
2The University of Texas Southwestern Medical Center Medical School,
Dallas, TX. (Control ID #3715756)

SETTING AND PARTICIPANTS: 235 new medical students during orien-
tation week
DESCRIPTION: Students were divided into two large groups. In each room,
a patient who had navigated circumstances such as homelessness, addiction,
lack of health insurance, or food insecurity was invited to speak to incoming
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medical students about their personal experiences and how these barriers
affected their own and their family's health and relationship with the healthcare
system. Each speaker shared their testimonial for approximately 20 minutes
followed by 10minutes of openQ&A. The speaker then left the roomwhile the
students participated in a 15-minute small-group discussion (6-7 students in
each group) utilizing structured prompts encouraging self-reflection and open
discussion of observations and new concepts learned. Each group was joined
by a senior medical student facilitator who participated in brief training the
week prior. After discussion, the patient speakers moved to the opposite room
sharing their testimonial with a new group followed by a second opportunity
for structured small-group discussion. Through concrete exposure to the first
speaker, followed by reflection, abstract conceptualization and application to
the second speaker, students completed a single cycle of experiential learning
as described by Kolb.
EVALUATION: We sought to assess the impact of this experience on
incoming medical students’ knowledge and awareness about social
determinants of health, specifically living conditions and environment. At the
conclusion of the session, students completed an anonymous, retrospective
pre-post survey with four-point Likert-scale questions evaluating prior knowl-
edge and awareness of social determinants of health and how those factors
affect health and access to healthcare. We analyzed survey results using
Fisher’s exact test and Wilcoxon rank-sum tests. All tests were two-tailed and ∝
= 0.05. We received 201 survey responses (RR 85%). Sixty-five percent of students reported having

discussed the topics “quite a bit” or “extensively” prior to medical school.
Eighty percent of students reported that, prior to the session, they felt it was
“very important” to discuss a patient’s environment in regards to health; this
increased to 98% after the session (p<0.0001). Similarly, 58% of students
reported being “very aware” of social determinants of health before the
discussion, which increased to 92% after the session (p<0.0001).
DISCUSSION / REFLECTION / LESSONS LEARNED: A simple inter-
vention facilitating a single Kolb cycle of experiential learning including two
patient testimonials and structured discussion increased student knowledge and
awareness of social determinants of health. This difference remained statisti-
cally significant despite high levels of student-reported prior exposure and
awareness of social determinants of health and how they impact patient health
and access to healthcare. Early exposure to these topics using Kolb's cycle and
testimonials from real patients was an effective and engaging activity during
orientation week for students.

EDUCATINGDIVERSE PRE-HEALTH LEARNERS: USING VIRTU-
AL PRE-MEDICAL EDUCATION TO INCREASE CAPACITY FOR
COMMUNITY EDUCATION ABOUT COVID-19
Susana Morales2; Cristina M. Gonzalez3; Lawrence Onyekwere1; Elizabeth
Baquero1; Musarrat Nahid1; Grace Figuereo1
1Medicine, Weill Cornell Medicine, New York, NY
2Division of General Medicine, Department of Medicine, Weill Cornell Med-
ical College, NY, NY
3Medicine, Albert Einstein College of Medicine/Montefiore Medical Center,
New Rochelle, NY. (Control ID #3714392)

SETTING AND PARTICIPANTS: In response to the need for innovative
community engagement and pre-medical education, the COVID-19 STEM
Community Education and Empowerment Internship program (CCEEI) was
developed as a collaboration between six New York City medical schools and
Mentoring in Medicine, a non-profit organization. This virtual program was
attended by 1045 underrepresented in medicine (UriM), first-generation, and
disadvantaged college and gap year students who were interested in medical
and health careers, over the first three cohorts. Participants learned about
COVID-19 and disparities, vaccine science, the roles of medicine and public
health, and strategies for community education and empowerment. 1045 U.S.
based students participated over three cohorts as well as additional students
from around the world.
DESCRIPTION: 4-8 sessions, each 2-4 hours long, each of which consisted
of lectures (e.g. virology and pandemics, COVID-19 biology and prevention,
how vaccines work, etc.) followed by interactive discussions. Learner assess-
ment included mid-point survey, end of program survey, and post-30 day
survey, and capstone projects presented during the final session of the program;

capstones were intended to raise awareness of COVID-19 safety measures and
vaccines to a lay audience. Examples included Tik Tok videos, infographics,
PowerPoint presentations, etc. Each student received a certificate of acknowl-
edgment for their participation in the COVID-19 STEM Education and Em-
powerment Internship.
EVALUATION: Recruiting efforts were successful in providing this pre-
medical program available to students from URiM backgrounds, 55% identi-
fied as Black or Latino and 97% were interested in health professional careers.
Program evaluation consisted of aggregate learner assessments and adminis-
tration of a mixed-method survey seeking participant perspectives. Program
participants applied knowledge they gained and self-reported outreach to at
least 13,499 people in their communities on COVID-19 and COVID-19
vaccination. Most frequent modes of communication included: TikTok,
YouTube, and Instagram.
DISCUSSION / REFLECTION / LESSONS LEARNED: Program
adjustments including curriculum changes were made based on mid-point,
end-of-course, and post-surveys. There was an overwhelming response from
students wanting to gain knowledge and be a part of outreach efforts to impact
their communities. In the first session, many students shared in their e-poster
personal impacts of COVID, ranging from loss of family and friends, and
isolation experienced. There is much promise in reaching pre-medical students
through a virtual education program as students reported gaining communica-
tion skills to address myths and vaccine hesitancy and felt empowered to use
technology to share knowledge gained from the program with their networks.

EFFECTOFAN INNOVATIVE INTERACTIVEPATIENTLECTURE
ON RESIDENTS’ ATTITUDES TOWARDS PATIENTS WITH
OBESITY
Jennifer DeConde1; Melissa A. Wong1; Jennie H. Wei3,4; Tuo Lin3; Kun
Yang3; Xin M. Tu3; Ottar Lunde1; Evelyn Ross3; Jessica H. Cheng3; Neil J.
Farber2; Eduardo Grunvald3
1Internal Medicine, University of California San Diego, La Jolla, CA
2Medicine, University of California, San Diego, La Jolla, CA
3University of California San Diego, La Jolla, CA
4VA San Diego Healthcare System, San Diego, CA. (Control ID #3715656)

SETTING AND PARTICIPANTS: Internal medicine residents attending a
lecture addressing the pathophysiology and management of obesity, embedded
with real patients successfully treated with evidence-based therapies.
DESCRIPTION: This pre-post intervention study explored the effect(s) of an
interactive lecture on the attitudes of residents towards treating patients with
obesity. It was created and delivered by a faculty member certified by the
American Board of ObesityMedicine. The content addressed pathophysiology
of obesity and evidence-based therapies including nutrition, lifestyle and
behavior modification, pharmacotherapy, and bariatric surgery. To evaluate
attitudes, two validated surveys were administered before and after the lecture:
Attitudes about Treating Patients with Obesity (ATPO) and Perceived Causes
of Obesity (PCO).
The novel intervention of embedding real patients into the lecture allowed the
residents to hear directly from them regarding correlates of their experiences
and outcomes with the concepts introduced in the lecture, the impact of obesity
stigma, bias and negative attitudes in healthcare settings, and advice on
improving communication, rapport, and trust when treating patients with
obesity.
The items in the ATPO were categorized into two domains: negative (AT.N)
and positive (AT.P) attitudes toward treating patients with obesity. The items in
the PCO questionnaire were categorized into three domains: physiologic
(PC.P), behavioral (PC.B), and environmental (PC.E) causes of obesity. Our
primary outcome of interest was a change in anti-obesity attitudes. Assessing
perceptions about the causes of obesity was our secondary outcome.
EVALUATION: A generalized estimating equations (GEE) model was used
to assess the effect of the lecture on change in domain responses. Average age
of the participants was 29.8 years, 53.3% were female, and mean BMI was
22.4 kg/m2. Demographic characteristics did not influence outcomes. There
was a statistically significant reduction in the mean score for the negative
attitudes (p = 0.015) and a non-significant increase in positive attitudes (p =
0.168). For perceived causes of obesity, there was a significant increase in the
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physiologic domain (p = 0.002), but no appreciable change in the behavioral or
environmental cause domains (p = 0.616 and p = 0.222, respectively).
DISCUSSION / REFLECTION / LESSONS LEARNED: Medical
students, residents and healthcare professionals have been found to harbor
anti-obesity bias. For patients to receive effective, evidence-based, compas-
sionate care, providers must overcome negative attitudes. Using the innovative
approach of embedding real patients who have been successful using the
therapies presented in a traditional lecture on the biology and management of
obesity, we showed it may be possible to change negative attitudes towards
patients with obesity. These observations merit further research on optimizing
educational methods for reducing anti-obesity stigma and bias among our
future healthcare work force.

EFFECT OF HUMANITIES COURSES ON TOLERANCE FOR AM-
BIGUITY AND EMPATHY
Justin Tiongson1; John Gaughan2; Elizabeth Cerceo3
1Student, Rowan University Cooper Medical School, Bound Brook, NJ
2Department of Biostatistics, Rowan University Cooper Medical School,
Camden, NJ
3Department of Medicine, Cooper University Hospital, Cherry Hill, NJ. (Con-
trol ID #3707627)

SETTINGAND PARTICIPANTS: Quantitative methods using the Toronto
Empathy Scale and Budner’s Tolerance for Ambiguity Scale were adminis-
tered to all first-year medical students enrolled in one of six mandatory
humanities courses at Cooper Medical School of Rowan University. Both
questionnaires were 16-item surveys given before and after the completion of
each course. A total of 179 complete surveys were collected, with 93 pre-
course and 86 post- course respondents.
DESCRIPTION: The humanities and medicine at one time shared a close
relationship. However, in recent years, medical education has placed an
increased emphasis on evidence-based curricula and objectivity.With this shift
away from the medical humanities, there has been a decrement in empathy and
an increase in burnout that has become a topic of discussion within the medical
education community. Several studies have investigated outcomes after indi-
vidual courses. To our knowledge, this is the first study of its kind comparing
quantitative psychometric data across several concurrently administered hu-
manities courses.
EVALUATION: Aggregate data for all humanities courses were collected
and the differences between pre- and post- course responses were compared
using Fischer’s exact test. There were no significant differences between any of
the responses for the Toronto Empathy scale (p>0.05). Aside from one survey
item (p<0.01), there were similarly no significant differences between pre- and
post-course responses for Budner’s Tolerance for Ambiguity Scale (p>0.05).
DISCUSSION / REFLECTION / LESSONS LEARNED: While there has
been a renewed interest in the role of humanities courses within undergraduate
medical education, the current literature on this topic remains limited to short-
term data. The few studies using validated psychometrics have been limited to
small, self-selected cohorts of students who elect to participate in a small
number of courses. Ours is the first study that attempts to quantify the effect
of multiple, compulsory courses on medical student attributes. Although we
found no differences between these two periods, it is likely that the benefits of a
humanities curriculum are more intangible and may manifest in ways more
nuanced than can be measured by psychometric analysis. Future studies should
include more qualitative assessment of medical students’ perspectives espe-
cially during the clinical years such as focus groups and selected interviews.

EFFECTS OF A LONGITUDINAL INTERVENTION TO IMPROVE
CLINICAL EDUCATOR IMPLICIT BIAS RECOGNITION AND
MANAGEMENT IN TEACHING AND CLINICAL SETTINGS
Hana Khidir1; Savanna Carson4; Stefanie D. Vassar4; Arash Nafisi1; Gezman
Abdullahi1; Sural Shah1,5; Hrishikesh Belani2; Benjamin Meza4,1; Arleen F.
Brown4; Cristina M. Gonzalez3
1Internal Medicine, UCLA Medical Center Olive View, Sylmar, CA
2Medicine, Los Angeles County Department of Health Services, Los Angeles,
CA

3Medicine, Albert Einstein College of Medicine/Montefiore Medical Center,
New Rochelle, NY
4School of Medicine, University of California Los Angeles Division of Gen-
eral Internal Medicine and Health Services Research, Los Angeles, CA
5Internal Medicine-Pediatrics, University of California Los Angeles David
Geffen School of Medicine, Los Angeles, CA. (Control ID #3715228)

SETTING AND PARTICIPANTS: Instruction and role modeling by med-
ical educators influence learner implicit biases, underscoring the need for
formal educator training. From November 2020 to March 2021, an external
content expert facilitated one departmental grand rounds and seven hour-long
small group sessions over Zoom attended by 12- 17 internalmedicine faculty at
an academic public hospital.
DESCRIPTION: Two didactic sessions reviewed evidence and outlined the
skills-based behavioral approach to implicit bias recognition and management
(IBRM). The ensuing four sessions provided opportunity for participant skill-
development and practice, each dedicated to one of the following skills:
perspective taking and mitigating bias in clinical encounters to restore rapport
once bias has been perceived, engaging colleagues in discussions about im-
plicit bias, “managing up” by trainees when bias has been perceived, and
managing bias from patients directed toward providers. In the final two
sessions, participants developed individual and group plans to integrate new
skills into their professional contexts to foster sustained growth and culture
change.
EVALUATION:To determine the feasibility and effectiveness of this training
program, we conducted a mixed methods evaluation with an 11-item retro-
spective pre-post survey and reflexive thematic analysis of written feedback of
post-session surveys. Using an ordinal scale, participants assessed their confi-
dence before and after the intervention in domains encompassing IBRM,
debriefing with learners, and role-modeling behaviors. We used paired t-tests
to test for changes in self-reported confidence. Through the analysis of 184
comments, three themes were identified: 1) personal strategy development
(e.g., promoting IBRM, reducing stigma, fostering empathy, and developing
innovative tools); 2) systemic barriers to sustained culture change (e.g., longi-
tudinal efforts to institutionalize training and inclusion of non- clinical staff);
and 3) personal obstacles to sustained culture change (e.g., need for additional
practice). On average, 35% of participants reported incorporating elements of
the training into their clinical practice in the interval between sessions.
Participants reported statistically significant improvements in all 11 practice
domains (all p<0.05) with the largest improvements occurring in domains
related to teaching and role-modeling for learners.
DISCUSSION / REFLECTION / LESSONS LEARNED: An 8-session
implicit bias training for clinical educators was feasible and efficacious.
Participants identified new strategies for teaching, role-modeling, and systems
change as well as systematic and personal barriers to implementation. Our
findings have resulted in changes to existing programs and the development of
new initiatives across the health system. This intervention shows promise for
organizations seeking evidence-based implicit bias training for clinical
educators.

EFFICACY OF GENDER MINORITY CURRICULUM FOR FIRST
YEAR MEDICAL STUDENTS
Brandon Pollak2; Beatrice Carbone3; Amanda Start3; Jodie Makara3;
Katherine Rivlin4; C. Alexander Grieco5; Daniel Clinchot1
1Physical Medicine and Rehabilitation, The Ohio State University College of
Medicine, Columbus, OH
2Internal Medicine, The Ohio State University College of Medicine,
Columbus, OH
3The Ohio State University College of Medicine, Columbus, OH
4Obstetrics & Gynecology, The Ohio State University College of Medicine,
Columbus, OH
5Radiology, The Ohio State University College of Medicine, Columbus, OH.
(Control ID #3715147)

SETTING AND PARTICIPANTS: First-year medical students (n=209)
were invited to participate in LGBTQ supplemental curricular activity.
Thirty-one students (14%) consented and were randomized into one of three
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groups: a survey-only control, a standardized patient (SP) encounter, or a case-
based learning (CBL). Students’ attitudes, knowledge, behaviors and efficacy
were assessed before (T1) and after completing the curricular and/or supple-
mental activities (T2). Surveys were completed online. The SP and CBL arms
were completed virtually via Zoom. The study team consisted of clinicians
with expertise in gender minority (GM) health, curricular design, and two
second year medical students who identify as GM. A total of 11 SPs who
identified as GM were hired and completed standard training. All SPs were
compensated for their time. Institutional ReviewBoard approval was obtained.
DESCRIPTION: Members of the GM community face significant health
disparities, which are worsened by the lack of access to physicians confidently
able to meet their needs. Content on GM health during medical school is
limited. To date, student experiences with SPs who identify asGM are rare.We
proposed that incorporating SP encounters with GM would improve student
attitudes, knowledge, behaviors, and efficacy more than educational activities
such as a CBL. A transmasculine and transfeminine case were developed by
the study team. These cases were designed with similar content and difficulty
and adapted for both CBL and SP encounters. In the CBL arm, students
completed one of two sessions led by the same facilitator, who specializes in
GM care. In the SP arm, students completed a clinical encounter and received
feedback from the SP.
EVALUATION:A total of 30 students completed the T1 survey, of which, 12
identified as non-heterosexual and two as non-cisgender. Themajority (76.7%)
knew at least one GM person and (77%) reported no clinical experience or
training with GM patients. Due to small sample size, inferential statistics
between arms were not performed. On average, all students reported more
frequent gender-responsive behaviors at the end of the study. Students as a
group showed improved efficacy following the GM curriculum regardless of
the specific intervention. There was a significant increase in efficacy after
completion of the Block at T2 (M=5.39, SD= 0.91) than at the start of the block
at T1 (M=3.20, SD 0.91; t(20) = 10.432; P < .001).
DISCUSSION / REFLECTION / LESSONS LEARNED: Despite small
sample size, this study provides evidence that educational efforts around
gender affirming care improve student efficacy. In this sample, baseline
efficacy scores were low, despite high baseline knowledge scores and most
participants knowing members of the GM community. This highlights the
importance of a GM curriculum in medical education. Future studies should
assess which learning methods have the greatest impact on learners’ efficacy
and knowledge while incorporating the GM community’s needs and voices in
medical education.

ENGAGING HYBRID CLERKSHIP EXPERIENCE
Sreekrishna Penna1; Subhash popli2; Vishal Surender2
1Pathophysiology,Windsor University School of Medicine, Cayon, Saint Kitts
and Nevis
2Windsor University School of Medicine, Cayon, Saint Kitts and Nevis.
(Control ID #3715420)

SETTING AND PARTICIPANTS: The COVID-19 pandemic has led to
several challenges, including lower engagement of clerkship students due to
the risk of exposure. Our medical school first explored ways of engaging
students virtually during the start of the pandemic. As the pandemic continued
and rotations resumed in person, the challenge of limited clinical experiences
remained for our students.We usedwhat was created for virtual experience and
turned it into a long-term hybrid engagement clerkship learning experience for
third year and fourth year medical students.
DESCRIPTION: The main objective of this project was not only to have an
innovative curriculum that provides significant medical education outside of
the clinical environment and prepares our students for internal medicine
clinical experiences. Secondary objective of this innovative curriculum was
to increase interaction between basic sciences and clinical sciences faculty as to
meet the accreditation standards.
During Internal Medicine rotation, while students are engaged face to face at
clinical sites, they are simultaneously engaged in 8 weeks of virtual instruction
with topics subdivided into 4 modules (2 weeks each), with one-week assess-
ment breaks in between them.

The key feature of the virtual section of our hybrid learning programwas using
once a week synchronous active learning instructional sessions like team-based
learning and clinical skill training. During these sessions an iRAT (individual
readiness assessment) quiz as the first assessment each week, based on the
asynchronous assignments. Students were continually assessed using team
application exercises, which utilized cases modified and derived from profes-
sional organizations. By combining discussion and assessment, we were able
to engage students and ensure that all topics assigned asynchronously were
reviewed during synchronous sessions. Cases were discussed by the dedicated
clerkship-specific instructors, one each from clinical and pre-clinical phase, by
reviewing quizzes, case discussions, and Aquifer case completion.
EVALUATION: The curriculum is currently under pilot implementation
phase, but the Kirkpatrick four level model of evaluation, NBME Shelf grades,
OSCE performance and internal medicine Level 1 ACGME Milestone profi-
ciency will be utilized for evaluation.
DISCUSSION / REFLECTION / LESSONS LEARNED: Students have
expressed that the hybrid clerkship experience has made them more comfort-
able and confident in participating in patient care, performing supervised
procedural skills, or even doing routine clinical examinations during their
actual face-to-face interactions at the clinical teaching sites. This was corrob-
orated by noticing an improved performance of students in NBME shelf and
end of rotation OSCE examinations.
This hybrid approach, with closer alignment of objectives between instruction
and assessment, ensures a better foundation from which students do better
during their face-to-face clerkship rotations.

ENGAGING RESIDENTS IN QUALITY AND PATIENT SAFETY
THROUGHMORTALITY REVIEWS
Patricia Dharapak1; Misa Hyakutake2
1Internal Medicine, Mount Sinai Beth Israel Hospital, New York, NY
2Keio Gijuku Daigaku, Minato-ku, Tokyo, Japan. (Control ID #3712188)

SETTING AND PARTICIPANTS: PGY2 and PGY3 Internal Medicine
residents at Mount Sinai Beth Israel
DESCRIPTION: Conducting peer reviews can help trainees practice and
develop system-based and practice-based learning skills, both of which are
required ACGME core competencies of an Internal Medicine training
program.
Through individual reflection, peer reviews also encourage personal and
professional improvement. In 2018, a resident mortality review curriculum
was developed, where PGY2s and PGY3s are invited to participate in the
monthly medicine mortality review committee meeting. The charge of this
faculty-run committee is to review all medicine mortalities from a QI perspec-
tive. Prior to reviewing a case, residents attend a didactic session, which
includes introduction to a framework for peer review and attribution of
standards of care, and a review of different failure types and error sub-types.
Paired with a faculty mentor, participating residents present their peer review
findings at the medicine mortality review committee meeting. Residents are
also asked to complete anonymous pre- and post-course surveys on their
experiences and attitudes.
EVALUATION: In the first 6 months of roll-out, eight residents completed
the curriculum with 2 faculty mentors. Through anonymous post-course sur-
veys, all residents “agreed that mortality review was a valuable skill to learn,”
and all were “comfortable with the idea of performing and receiving a peer
review” (92% response rate). More residents reported a “tendency to think
about the system errors when there is an unexpected death of a patient,”
increased confidence in performing a mortality review, and enhanced knowl-
edge in the different types of failures and standards of care. Two years into the
curriculum, anonymous pre- and post-course survey results continue to dem-
onstrate the favorable effect of the curriculum on trainees' attitudes towards
systems thinking (N=17). Specifically, we again saw an increase in those who
agree and strongly agree that the experience has helped them to consider the
potential system errors when reviewing amortality case, and 100% of residents
who completed the curriculum felt that “mortality review is a valuable skill to
learn.”
DISCUSSION / REFLECTION / LESSONS LEARNED: Engaging
residents in peer review can fulfill an ACGME- required component of training
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and result in self-reported changes in attitudes towards system thinking and
mortality review, which may improve the culture of quality and patient safety
among residents downstream. Next steps will include measuring the durability
of these attitude changes and the effect of the curriculum on error and safety
incident reporting by residents.

ENGAGING RESIDENTS IN QUALITY IMPROVEMENT (QI)
THROUGH A LONGITUDINAL, MENTORED, AND EXPERIEN-
TIAL LEARNING BASED QI CURRICULUM
Jenny J. Xiang1; Jadry Gruen1; Naseema B. Merchant2.
1Internal Medicine, Yale School of Medicine, New Haven, CT
2Medicine, VA Connecticut health Care and Yale School of Medicine,
Middlefield, CT. (Control ID #3709668)

SETTING AND PARTICIPANTS: PGY2 residents at an academic internal
medicine residency program who participated in ambulatory QI focused edu-
cational sessions. Our residency is divided into four cohorts based on outpa-
tient clinic blocks which occur every 2 weeks out of 8 weeks.
DESCRIPTION: The ACGME requires competency in the ability to system-
atically analyze practice using quality improvement (QI) methods and imple-
ment changewith the goal of practice improvement. The residents undergo five
3- hour ambulatory half day sessions during their clinic block taught by the
Chief Resident for Quality and Patient Safety (CRQS) with oversight by the QI
faculty lead. Each session has specific objectives modeled after the IHI Model
for Improvement to teach basic QI concepts using applicable internal medicine
examples. Residents then work in groups of 2-4 and apply the QI tools to their
own longitudinal QI projects. The CRQS facilitates connecting residents with
faculty mentors in the area of interest and provides a structured roadmap of
mentor expectations and milestones. Residents meet regularly with the CRQS
and faculty mentor to establish appropriate project scope, investigate root
causes, and develop high impact interventions.
EVALUATION: A total of 39 residents completed the QI curriculum in the
2020-2021 academic year and 45 residents are currently undergoing the
curriculum for the 2021-2022 academic year. Of the residents who completed
anonymous surveys for the first two sessions using a 5-point Likert agreement
scale, satisfaction with the QI curriculum was 4.08 (n=59). Resident under-
standing was 4.73 (n = 15) for writing an effective problem statement, 4.47
(n=17) for writing an aim statement, 4.67 (n=15) for stakeholder identification,
4.07 (n = 42) for creating a fishbone diagram, 4.29 (n = 42) for creating a
process map, and 4.47 (n = 17) for identifying interventions. There were 11
resident-initiated QI projects and QI charters in 2020-2021 academic year and
16 ongoing resident-initiated QI projects for this academic year.
DISCUSSION / REFLECTION / LESSONS LEARNED: We present an
innovative QI curriculum to provide all PGY2 trainees with basic QI training
and knowledge, which will help residents critically assess their practice and
build towards real process improvement. A longitudinal QI curriculum during
ambulatory blocks creates dedicated time and structure for QI education while
resident-initiated projects allow for increased resident engagement. The dedi-
catedmentorship from the CRQS and faculty helps to identify feasible projects,
provides QI expertise and institutional support, and creates accountability with
frequent structured check-ins and standardized mentor expectations.

ENHANCEDOUTREACHRESULTS INGREATERRESIDENTPAR-
TICIPATION AT CLINICAL CONFERENCES
David Wozny
Internal Medicine, UConn Health, Farmington, CT. (Control ID #3715996)

SETTING AND PARTICIPANTS: Internal Medicine remains the largest US
training specialty accepting one quarter of all PGY-1 positions in the NRMP
Match. The SpecialtiesMatching Service reports roughly 5600 InternalMedicine
graduates pursued further education in the 2020 fellowship match comprising
about 60% of internal medicine annual graduates. Among fellowship program
directors surveyed by the NRMP, 69% cite poster presentations as significant
considerations when selecting candidates. The pursuit of scholarly activity there-
fore enhances a resident’s chance of matching into a competitive fellowship. In

this submission we explore how frequent information distribution enhance
scholarly activity in a community based hospital setting.
DESCRIPTION: Rising PGY-2’s were surveyed at the conclusion of their
PGY-1 year to quantify academic pursuits and address deficits. Within the first
six months of intern year 25% had served as first author on a presentation or
publication. That improved to 46% by the end of the first year however only
25% felt they had identified mentors in the field they planned to pursue. Two
major barriers were identified and a number of minor barriers as well. Uncer-
tainty over how to pursue scholarly activity was cited as amajor barrier by 80%
of those surveyed and 73% cited not knowing abstract open and close dates as a
major barrier.
EVALUATION:With these findings in mind, a residency approved mentor
programwas adopted. PGY-2’s were paired with PGY-1’s at orientation based
on mutual academic interests. Mentors offered an early introduction to schol-
arship helping identify specialist advisors for letters of recommendation and
ongoing research. Mentors also encourage participation in regional and nation-
al presentations.
Additionally, a dynamic catalog of regional and national conferences was
created. The catalog lists conference names with links to abstract submission
websites. It also includes abstract open and close dates as well as a countdown
to submission deadlines which update daily. A monthly newsletter was dis-
tributed which featured open abstracts, upcoming conferences and showcased
residents who had published or presented that month. A link to the conference
catalog was included in each newsletter.
DISCUSSION / REFLECTION / LESSONS LEARNED: Following the
adoption of these interventions the American College of Physician Regional
Conference accepted 18 poster presentations from our program the most since
2017.Within the first three months of residency 43% of PGY-1’s had achieved
first authorship up from 25% the year prior. Of the PGY-2 class, first author-
ship increased to a total of 66%. Repeated surveys to PGY-1 and PGY-2
residents revealed only 6% cited not knowing abstract open and close dates as a
major barrier to scholarly activity. Uncertainty over how to pursue scholarly
activity improved but was still cited as a major barrier by 25% of PGY-1’s
surveyed. In conclusion, monthly newsletters and peer mentorship can impact
significant change on resident participation in scholarly activity.

ENHANCING COMMUNICATION AND CAPTURING MEDICAL
COMPLEXITYUSINGAN INNOVATIVEDOCUMENTATIONCUR-
RICULUM INANACADEMIC INTERNALMEDICINE RESIDENCY
De-vaughn Williams1; Michael P. Croglio1; Jennifer McEntee2; Cristin
Colford2
1Internal Medicine Residency, University of North Carolina System, Chapel
Hill, NC
2Department of Medicine, University of North Carolina System, Chapel Hill,
NC. (Control ID #3702586)

SETTING AND PARTICIPANTS: An academic internal medicine residen-
cy program with 99 residents: 46 first-year residents participated in the curric-
ulum and 20 third-year residents were trained as peer educators.
DESCRIPTION: Documentation is a time-intensive task that keeps trainees
from the bedside, with reports of an average of 5.38 hours per day
documenting. Accurate and comprehensive documentation in the electronic
health record is necessary to promote high-quality patient care, create effective
communication, and capture the medical complexity of a patient population.
Ineffective documentation of medical complexity can negatively impact pa-
tient care and an institution’s reputation metrics. When surveyed during
orientation, only a few of our interns reported formal note- writing training
in medical school. We developed a curriculum for peer educators to assess
progress notes with a rubric that emphasizes using a standardized note template
and maintenance of a problem list while minimizing copying outdated infor-
mation and initial workup from previous notes. Peer educators met with
Clinical Documentation Specialists (CDS) to ensure notes accurately reflect
diagnoses and comorbidities.
EVALUATION: Five internal medicine teaching services (de-identified as A,
B, C, D, and E) were selected for note review. An unpaired t-test was used to
compare the mean rubric scores for each service before and after curriculum
implementation (October 2020 vs. October 2021). The number of notes
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reviewed per service ranged from 20-35. Four services (A, C, D, E) showed a
numerical increase in mean rubric score in 2021 (maximum score of 22). P-
values were less than 0.05 for three of these services (A, C, E). Service D
showed a numerical increase in mean score, although not statistically signifi-
cant (0.7). The P-value was not statistically significant (0.88) for service B,
which had a numerical decrease in mean rubric score in 2021. Qualitative data
collected from resident surveys showed a positive experience with the curric-
ulum; interns valued the formative feedback on clinical evaluation and orga-
nization, and upper-level residents enjoyed the opportunities for mentorship
and learning about formal clinical documentation standards.
DISCUSSION / REFLECTION / LESSONS LEARNED: The results of
this project indicate the positive impact of an innovative note-writing curricu-
lum in an internal medicine residency. With a relatively small sample size, we
showed statistically significant documentation improvement on three of the
five rounding teams we studied, with a focus on capturing medical complexity
and up-to-date problem lists. This has implications for both patient care and
institutional impact. We will monitor residents’ individual progress over time
to further identify areas for improvement. We plan to examine the impact on
expected length of stay and case mix index data to assess how improved
clinical documentation affects our institution’s reputation. In addition, we plan
to expand the scope of this project to include notes written at admission and
discharge.

ENHANCINGTEACHING SKILLS FORMEDICALEDUCATORS: A
VIRTUAL FACULTY DEVELOPMENT SERIES FOR RESIDENCY
PROGRAM FACULTY IN A GEOGRAPHICALLY DIVERSE
HEALTH SYSTEM
Maggie K. Benson1; Kathleen Sweeney3; William Lamb2; Barbara Barnes2
1General Internal Medicine, University of Pittsburgh Medical Center,
Pittsburgh, PA
2University of Pittsburgh School of Medicine, Pittsburgh, PA
3Altoona Family Physicians, University of Pittsburgh Medical Center,
Altoona, PA. (Control ID #3705085)

SETTING AND PARTICIPANTS: Since 2020, allopathic and osteopathic
residency programs have been required to meet uniform standards under the
Accreditation Council for Graduate Medical Education (ACGME). These
standards require programs to advance teaching skills and education scholar-
ship among faculty. Resources to address these requirements are commonly
available in large, urban GME programs. However, meeting the standards can
be challenging for smaller, community-based programs, particularly those that
were previously accredited by the American Osteopathic Association (AOA).
“Enhancing Teaching Skills for Medical Educators” was created to promote
core teaching and education scholarship competencies, and advance collabo-
ration among medical educators in the University of PittsburghMedical Center
(UPMC) Graduate Medical Education (GME) system, which is the third
largest GME system in the US and includes sites within 200-miles of
Pittsburgh. This virtual faculty development program was designed to be
convenient, digestible, feasible, and relevant to GME educators in diverse
settings. Faculty from UPMC residency programs are invited to participate.
Since inception in 2019, participation has increased from 10-15 to more than
50 participants per session, representing multiple sites and specialties.
DESCRIPTION: “Enhancing Teaching Skills” is a virtual webinar offered
over the lunch hour every other month during the academic year. We choose
core topics in education that are practically applied to real-life teaching
scenarios, so they are relevant for the broad faculty audience. Facilitators
include at least one allopathic physician, most of whom are faculty in the
Department of Medicine, and one osteopathic physician, most of whom are
community-based internists or family medicine physicians. The latter are
encouraged to include osteopathic principles to appeal to programs with an
osteopathic focus, including those seeking Osteopathic Recognition.
Participants are offered AMA or AOA CME credit. Sessions are recorded
and archived online. The series has completed a total of 15 sessions over 4
academic years to date.
EVALUATION: Formal assessment is being planned. Informal, qualitative
feedback indicates participants find the sessions are relevant and convenient.

As participation is voluntary, the sustained increase in attendance is a testament
to the value educators find in participation.
DISCUSSION / REFLECTION / LESSONS LEARNED: The success of
our series has stemmed from the high degree of collaboration between
academically- based faculty and those who work in community settings, the
convenience of a virtual session, and the practical teaching strategies that can
be employed in diverse teaching settings. Although our series has been held in
virtual format since inception, the COVID-19 pandemic has increased the
comfort of facilitators and participants with virtual teaching. The archived
content creates a curriculum that supports ongoing education for faculty and
chief residents throughout the GME network.
ONLINE RESOURCE URL: https://cce.upmc.com/enhancingteachingskills

ENHANCINGTHEGENERAL INTERNALMEDICINECLERKSHIP
THROUGH INTEGRATIONOF BASIC SCIENCES, FACULTYCOL-
LABORATION, AND THE USE OF INTERACTIVE PLATFORMS
Laura Nichols2,1; Sarah Sletten2; John Shabb2; Stephen Tinguely2,3; Amanda
Haage2; Bryon D. Grove2
1Internal Medicine, Sanford Health, Fargo, ND
2University of North Dakota School of Medicine and Health Sciences, Grand
Forks, ND
3Pediatrics, Sanford Health, Fargo, ND. (Control ID #3706020)

SETTING AND PARTICIPANTS: Clinical and basic science faculty col-
laborated as facilitators for three workshops focused on shortness of breath for
third year medical students on their internal medicine clerkship.
DESCRIPTION: As medical schools introduce clinical medicine earlier into
training, it becomes increasingly important to ensure basic sciences are inte-
grated throughout the clinical years, a particular challenge with distributed
campuses. To this end, we created three case-based sessions focused on the
chief complaint of shortness of breath for students on their internal medicine
clerkship. The oxygen delivery equation was used as a unifying framework
with individual sessions focusing on cardiac, hematologic and pulmonary
causes of shortness of breath. Students completed faculty-created pre-session
work. In each eight-week clerkship, clinical and basic science faculty led three
synchronous sessions via Zoom using an interactive student response platform,
instructing 12 to 20 students at a time totaling 121 over two years.
EVALUATION: Student perceptions were obtained through anonymous
surveys administered at the conclusion of each session. Survey questions
measured satisfaction with basic science content, improvement in diagnostic
reasoning skills, and pre-session work, as well as overall satisfaction. Future
workshops were adjusted accordingly. Year one went through multiple
iterations based on student feedback. The year two format was relatively stable.
Likert scores improved between subsequent sessions in year one and cumula-
tively between years one and two. Overall satisfaction for year one was 3.84
(N=43) for anemia and 3.92 (N=39) for pulmonary on a scale of 5. Overall
satisfaction in year two improved to 4.54 (N=28) for the anemia session and
4.39 (N=33) for pulmonary.
DISCUSSION / REFLECTION / LESSONS LEARNED: Our virtual,
interactive workshops address the following challenges existing in medical
education: 1) integrating basic science into clinical curriculum; 2) engaging
students regardless of current skill level and knowledge; and 3) reaching
students across geographically distant sites. All three modules were well-
received. Challenges overcome included low satisfaction with pre-work, initial
excess content, and technology pitfalls. One of the greatest benefits of creating
the workshops was collaboration between basic science and clinical faculty. A
future goal is to develop a summative assessment aligned with session
objectives. Our workshop model could be applied to other settings such as
acting internships, resident didactics and faculty development.

ENRICHING EDUCATION ON SOCIAL DETERMINANTS OF
HEALTH: A RESIDENT-DRIVEN, MULTIMODAL CURRICULUM
FOR INTERNAL MEDICINE RESIDENTS
Ran Xu, Griffin Plattner, Rashmi Jasrasaria, Jessica Zeidman
Internal Medicine, Massachusetts General Hospital, Boston, MA. (Control ID
#3709309)
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SETTING AND PARTICIPANTS: The curriculum was offered to Internal
Medicine (IM) residents and took place in Boston and surrounding
communities.
DESCRIPTION: This program was developed by IM residents in collabora-
tion with clinical education faculty, physician leaders in health equity, and
community partners. It identifies and enhances multiple aspects of residency
training to reinforce learning on Social Determinants of Health (SDH). Our
curriculum offers four key components.
1) Dedicated discussion of health disparities and institutional/community
resources incorporated into existing ambulatory curriculum modules.
2) Resident-led walking tours of neighborhoods around Health Centers fo-
cused on the history, health disparities, and resources unique to each
community.
3) Residency-wide conferences featuring healthcare innovations that address
social determinants of health, including a community health van delivering
COVID-19 tests and vaccines.
4) A novel resident-designed, two week elective incorporating patient-centered
work with community based initiatives to allow identification of social
determinants and tangible work to reduce their adverse effects on health.
EVALUATION: Quantitative evaluations are assessed via pre- and post-
innovation surveys. Sixty-nine of 85 (81%) interns completed the pre-
innovation survey. Only 56% felt that their prior SDH education was adequate
and 25% felt that they had a good understanding of health disparities in Boston.
Merely 4% were familiar with resources available in the local healthcare
system. Over 98% of responders indicated interest in learning more about
health disparities in Boston and available resources to address SDH needs. A
post-innovation survey will be distributed after the first year of the curriculum.
One of three planned community walking tours has been piloted with positive
feedback. Further qualitative feedback will be collected as more walking tours
and ambulatory lectures are completed. Feedback on conferences by guest
speakers will be collected by the residency via focus groups.
DISCUSSION / REFLECTION / LESSONS LEARNED: The environ-
ment in which individuals live, work, and build community; access to adequate
housing, healthy food, living wages, social support, and healthcare; language
and marginalization affect health. Understanding how these social
determinants impact health outcomes, leveraging community resources to
address them, and advocating for health equity are essential elements of the
practice of medicine and residency training. This sentiment is reflected in our
survey of interns and in the ACGME Guidelines.
An effective way of incorporating SDH education into residency training is via
a multimodal resident-led initiative that helps residents identify social
determinants and describe programs that reduce their adverse impact on health.
This initiative began as two residents’ interest in learning more about their
community and patients. It now serves as a model for weaving SDH into GME
curriculum through didactics, conferences, community focused tours, and a
clinical elective.

EVALUATION OF A NOVEL TELEPHONE TRIAGE TRAINING
EXPERIENCE IN PRIMARY CARE
Laura Desrochers, Catherine P. Gardiner, Neal Peterson
Medicine, Beth Israel Deaconess Medical Center, Boston, MA. (Control ID
#3716517)

SETTING AND PARTICIPANTS: Three second-year internal medicine
residents and primary care-based nurses providing telephone triage at a large,
urban academic practice participated in a pilot program in which they were co-
located in clinic once weekly for a half-day session over a 6-week period. This
setting allowed for direct in-person communication between residents and
nurses in real time to address clinical questions and concerns.
DESCRIPTION: The ability to triage patient needs is an essential skill in
ambulatory medicine. Telephone-based triage has become increasingly impor-
tant as practices have experienced high volumes of patient calls during the
ongoing COVID-19 pandemic and more limited access to care. Though triage
is felt to be a critical skill, few internal medicine programs have formalized
training in non-face-to-face triage, leading to residents’ lack of confidence in
their ability to triage outpatient needs and feeling inadequately prepared to
engage in triage activities (Flannery et al, 1995). At our institution, primary

care residents learn triage skills while participating in off-hour telephone call
responsibilities.
However, there is little formal training or evaluation of this experience. With
aims to strengthen residents’ triage skills, as well as foster enhanced interpro-
fessional relationships and bidirectional learning opportunities between
residents and other clinical staff, we piloted a program in which primary care
residents participated in triage activities alongside experienced triage nurses.
Residents offered just-in-time orders and answers to clinical questions, with the
ability to engage an attending level physician if needed.
EVALUATION: We collected anonymous baseline and post-intervention
burnout surveys as well as weekly surveys from nurses and residents about
their experiences and the impact of resident involvement in triage. We collect-
ed resident feedback on the experience and their confidence in triage skills pre-
and post-experience, as well as triage nurse feedback on the impact of the pilot
on interprofessional collaboration and communication with resident
physicians.
DISCUSSION / REFLECTION / LESSONS LEARNED: We identified
the development of ambulatory medicine triage skills as an unmet need in
resident medical education, and successfully piloted an intervention to improve
resident skill in managing phone-based triage as well as promote interprofes-
sional collaboration and bidirectional learning among residents and triage
nurses. The intervention co-located primary care residents with nurses,
allowing in-person communication about patient questions and needs as well
as just-in-time answers to clinical questions. While further evaluation is ongo-
ing, preliminary data demonstrates positive responses for both triage nurses
and residents, who felt the experience was a valuable learning opportunity and
benefitted patient care. We hope to gain information that will allow us to
modify this pilot program and determine best approaches for teaching and
evaluating triage skills in resident education.

EVALUATION OF CLINICAL SKILLS ASSESSMENT PROGRAM
AT NYU GROSSMAN SCHOOL OF MEDICINE: OPPORTUNITIES
FOR FUTURE DIRECTIONS IN CURRICULUM REDESIGN
Verity Schaye1; David Kudlowitz1; Magdalena Robak1; Ruth Crowe2; Sondra
R. Zabar1; Colleen Gillespie1; Victoria Harnik1; Melvin Rosenfeld1; Kelly
Crotty1
1NYU Grossman School of Medicine, New York, NY
2Medicine, NYU Langone Health, New York, NY. (Control ID #3707199)

SETTING AND PARTICIPANTS: Health professions education curricular
redesign has lagged behind the rapid pace of healthcare delivery reform.
Incorporating skills into clinical skills curriculum such as interprofessional
education and social determinants of health is essential for the future of health
professions education. Furthermore, clinical skills assessment programs need
to incorporate these skills to emphasize their importance, facilitate learning,
and ensure competency. Here, we evaluate our clinical skills assessment
program at New York University Grossman School of Medicine (NYU) and
identify opportunities for future directions in an upcoming curriculum
redesign.
DESCRIPTION: The goal of the NYU clinical skills curriculum is for
students to develop progressive mastery in the clinical skills needed to provide
patient care at the individual patient and systems level that is patient-centered,
team- based, safe, high-value, equitable, and incorporates emerging technolo-
gies. To ensure these goals are being met, NYU has a robust performance-
based clinical skills assessment program. Students participate in 80 required
Objective Structured Clinical Examinations (OSCEs) and Simulations (SIMs)
cases over four years with a potential additional 25 optional programs. With an
upcoming curriculum redesign planned, we evaluated our clinical skills as-
sessment program and identified opportunities for future directions. We
mapped each of the 105 OSCEs and SIMs to core skills covered in the
curriculum and to the 13 Entrustable Professional Activities (EPAs) expected
of graduatingmedical students and performed a gap analysis to determine areas
of redesign focus.
EVALUATION: Skill domains most frequently covered in the assessment
program included communication skills (80%), physical exam (50%), and
clinical reasoning (64%). Interprofessional communication and teamwork
(12%), social determinants of health and health disparities (8%) and health
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systems science topics (such as patient safety) (8%) were less frequently
assessed. Similarly, EPAs related to history taking (65%), physical exam
(58%), and clinical reasoning (52%) were also the most represented and EPAs
related to patient safety (3%) and interprofessional teamwork (15%) were less
represented.
DISCUSSION / REFLECTION / LESSONS LEARNED: We identified
gaps in our clinical skills assessment program in essential domains needed to
deliver healthcare. While not all of these skills are best assessed by
performance-based assessment, many are, including patient safety skills such
as handoffs and working in interprofessional teams. In our redesign, we will
aim to incorporate more assessment of interprofessional education, health
system science domains, and social determinants of health. This evaluation
and gap analysis not only will help inform decisions on our clinical skills
redesign but also can serve as a roadmap for other schools undergoing a similar
process. As a medical education community, we must adapt our clinical skills
curriculum to the evolving needs determined by healthcare delivery reform.

EVALUATION OF PC TEACH, A NOVEL MODEL FOR TEAM-
BASED PRIMARY CARE PEER TEACHING
Stanley Yuan1; Katherine L. Chen2; Elizabeth K. Asfaw3; Antonio
Pessegueiro1
1InternalMedicine, University of California Los Angeles David Geffen School
of Medicine, Los Angeles, CA
2Internal Medicine, UCLA, Los Angeles, CA
3Internal medicine, University of California Los Angeles David Geffen School
of Medicine, Los Angeles, CA. (Control ID #3708592)

SETTING AND PARTICIPANTS: 43 senior residents (R3, intervention
group) in an Internal Medicine residency program participated in the interven-
tion (PC Teach), while 17 senior residents (R3, control group) did not partic-
ipate in PC Teach.
DESCRIPTION: All R3s participated in an interactive orientation session
focused on the one-minute preceptor teaching framework. During the PC
Teach intervention, an R3 in the intervention group was assigned to work with
an intern (R1) over 3-4 half-day sessions over the course of a year in their
continuity clinic. In each session, the R3 precepted an R1, using the one-
minute preceptor model to confirm the plan and highlight teaching points. A
faculty attending oversaw the teaching and finalized all care plans. At the end
of each half-day, the R3-R1 and R3-attending pairs provided feedback to each
other utilizing worksheets provided by the study investigators.
R3s in both the intervention and control groups were invited to complete a 9-
item survey before and after the intervention. Using exploratory factor analysis,
we combined survey items into 3 composite domains: self confidence in
outpatient teaching, positive attitudes toward medical education, and positive
attitudes toward primary care & outpatient medicine careers. We used
Wilcoxon rank-sum tests to compare the difference in post-pre differences
between the intervention and control groups. We also used logistic regression
to compare odds of an increased score, accounting for clustering by clinic.
EVALUATION: 51 residents completed the pre-intervention survey and 33
completed the post-intervention survey (pre/post response rates for interven-
tion and control, respectively: 98%/58%; 50%/44%). In bivariate models, we
observed a significantly greater pre-post increase in confidence with outpatient
teaching and practice (p=0.03) and in attitudes toward teaching (p=0.02)
among PC Teach participants compared to controls.
Interest in primary care and outpatient medicine careers increased slightly in
both groups, but the rate of increase did not differ significantly between groups
(p=0.80). After adjusting for clustering by clinic site, PC Teach participants
were more than twice as likely as controls to report increased confidence with
outpatient practice and teaching following the intervention (p<0.001).
DISCUSSION / REFLECTION / LESSONS LEARNED: Results of this
pilot study indicate that PC Teach may enhance residents’ confidence in
practice and teaching and bolster their interest in medical education.
Limitations include small sample size, single-center design, and possible
residual confounding due to non-random group assignment.
Since most internal medicine subspecialists spend a portion of their practice in
the outpatient setting, PC Teach may be helpful even for residents not planning
careers in primary care. Future analyses will evaluate the feasibility and impact

of expanding PC Teach to additional clinic sites. Program directors seeking to
enrich outpatient graduate medicine education may wish to consider adopting
similar near-peer teaching curricula.

EVIDENCE OF SECONDARY TRAUMATIC STRESS IN MEDICAL
STUDENTS OVER THE COURSE OF CLINICAL CLERKSHIPS
Kira A. Grush1; Wendy Christensen1; Tai Lockspeiser1; Jennifer Adams1,2
1University of Colorado Denver School of Medicine, Aurora, CO
2Internal Medicine, Denver Health, Denver, CO. (Control ID #3709133)

SETTING AND PARTICIPANTS: All third-year medical students at the
University of Colorado School of Medicine were eligible to participate in a
year-long study (n=190) aimed to identify secondary traumatic stress (STS)
symptoms in healthcare providers. The study utilized a validated secondary
traumatic stress scale (STSS) (Bride 2007), which was administered through a
secure online software system quarterly during the study period (July 2020-
May 2021).
DESCRIPTION:Medical providers working with patients experiencing trau-
matic events have been shown to be at risk for development of secondary
traumatic stress (STS), with rates ranging from 14% in Emergency Medicine
physicians to 19-21% in mental health providers. Data assessing the presence
of these symptoms in medical students is lacking.
This prospective study aimed to assess for the presence and evolution of STS in
medical students over a clinical year. Secondarily, we aimed to identify any
differences among medical students participating in traditional clerkship cur-
ricula versus longitudinal integrated clerkships (LICs).
EVALUATION: All 190 students responded to at least one survey. Both the
values and trajectories in student STSS scores across the four survey periods
were modeled using multilevel growth modeling. In July, 10.6% of
participants had STSS scores indicating high or severe STS. This rose to
28.8% in October, 26.5% in January, and ultimately trended to 23.1% in
May. While there was a statistically significant quadratic trend in STSS scores
over the course of the year (p < 0.0001), there was no evidence of slope
differences between LIC and traditional clerkship students.
Reported presence of a psychiatric condition significantly increased STSS
score (p = 0.0005), but no other covariate was significant.
DISCUSSION / REFLECTION / LESSONS LEARNED: The impact of
secondary trauma on trainees is under- appreciated in the literature. Overall rates
of STS are higher than those reported for other medical professionals raising
concern for burnout and secondary harm. Further research is needed to under-
stand potential curricular factors and strategies to mitigate the development of
these symptoms given the high prevalence of this condition in our study.

EXPLORING PROFESSIONAL IDENTITY FORMATION WITH
FIRST YEAR MEDICAL STUDENTS
Jessica N. Byram4; Richard M. Frankel1; Neil Mehta2; Bud Isaacson3
1Medicine, Indiana University School of Medicine, Indianapolis, IN
2Cleveland Clinic Lerner College of Medicine of Case Western Reserve
University, Cleveland, OH
3Cleveland Clinic Lerner College of Medicine of Case Western Reserve
University, Cleveland, OH
4Anatomy, Cell Biology, and Physiology, Indiana University School of Med-
icine, Indianapolis, IN. (Control ID #3714001)

SETTING AND PARTICIPANTS: Interactive small group sessions involv-
ing three cohorts of first-year medical students (M1s) at Cleveland Clinic
Lerner College of Medicine (CCLCM) of Case Western Reserve University
(n=96) and incomingM1s taking part in a pre-matriculation program at Indiana
University School of Medicine (IUSM; n=25).
DESCRIPTION: Professional identity formation (PIF) is a life-long, devel-
opmental process of internalizing professional values, ethical standards and
behaviors, and knowledge that enable physicians to practice with confidence
and give others confidence in their abilities. In this 2-hour small-group session,
M1s learn about the role of PIF in medicine and participate in several activities
to promote reflection and foster identity formation. The session consists of:
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- A pre-recorded presentation consisting of a conceptual overview of PIF and
how it is currently integrated into the medical curriculum.
- Facilitators sharing stories of their own PIF.
- “Who are you?” An interactive activity in which pairs connect with their
multiple layers of self by each describing to a partner who they are for one
minute and then switching roles.
- Completion of a written reflection based on a prompt about parts of their
identity they thought would have to change in order to become a physician.
- Discussion of reflections in groups of four and recording of shared themes of
identity formation.
- Large group report out where a member of each small group shares non-
duplicating themes from their groups.
- Faculty debrief to highlight how sharing stories about identity formation
creates opportunities for individual growth and strengthens community bonds.
EVALUATION: Written reflections from this activity were evaluated using
thematic analysis. In the summer of 2021, IUSM students also completed a
session evaluation (n=12) questionnaire that consisted of five 5-point Likert
scale and three free-response questions to assess the quality, value, and
significance of the session to students. We will utilize both approaches to
evaluating the proposed session in the future.
DISCUSSION / REFLECTION / LESSONS LEARNED: Evaluation
results indicate that many students have idealized images of physicians that
don’t comport with their image of themselves leading them to feel like
imposters. When themes like imposter phenomenon are shared in the large
group report out’s, faculty have the opportunity to “normalize” these feelings
as a natural stage in professional development. Post-session evaluations indi-
cate most students agree they engaged in meaningful conversations and
planned to implement some form of reflection (written/verbal/cognitive) into
their future practice (92%). Students found it meaningful to hear the stories of
others, noting howmany had shared similar experiences, making them feel less
isolated and alone, and how the session also allowed them to get to know their
classmates at a deeper level.

EYE CATCHING CURRICULUM: IMPLEMENTATION OF AN
OPHTHALMOLOGY CURRICULUM FOR INTERNAL MEDICINE
RESIDENTS
Elizabeth Oguntuwase1; Anne Yang2; Marli Gabriel2; Zachary A. Koretz4;
mehrshid kiazand3,2; Evan Waxman3
1Medicine, UPMC, Pittsburgh, PA
2Internal Medicine, UPMC, Pittsburgh, PA
3Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA
4UPMC, Pittsburgh, PA. (Control ID #3714071)

SETTING AND PARTICIPANTS: Background
The burden of eye disorders in the United States is significant and expected to
increase in the upcoming years1. Internists commonly treat patients presenting
with ophthalmological complaints. However, internal medicine trainees have
limited experience diagnosing and managing common ocular problems, and
are not well-equipped to treat patients with ocular complaints2,3. To address
this knowledge gap, we designed an outpatient ambulatory curriculum to
educate internal medicine (IM) resident physicians and improve patient care.
This curriculum includes a short in-person ophthalmology rotation with pre-
and post-rotation assessment.
Methods
UPMC Mercy residents anonymously completed an 18-question pre-
experience cross-sectional survey at the beginning of the academic year. Half
of the questions were based on subjective assessment of residents prior expo-
sure, confidence in history taking, physical examination. and management of
ocular issues.The remaining questions were board style questions to objective-
ly assess knowledge. A post-experience survey sent to residents who have
completed the rotation.
DESCRIPTION: During ambulatory rotation, postgraduate year 1 (PGY 1)
residents participated in a 5-day outpatient ophthalmology course while PGY-2
and -3 residents participated in a 2-day rotation with similar clinical
experiences.
The curriculumwas designed by IM and ophthalmology resident and attending
physicians to cover common pathologies and emergencies. Also, residents

learned about detailed ophthalmologic histories, physical examinations, and
participated in small group discussions.
EVALUATION: The post-experience survey consisted of the same 18
questions as in the pre-test. The answers to the knowledge-based questions
were compared.
DISCUSSION / REFLECTION / LESSONS LEARNED: Discussion
In total, 30 internal medicine resident physicians completed the pre-experience
survey. More than 80% of the residents describe no prior ophthalmology
exposure. The majority did not feel comfortable with history taking, physical
exam, diagnosing, interpreting retinal images, or know when to refer patients.
Only 40% of residents answered more than 70% correctly, which highlights
the deficiencies in medical education as it pertains to ocular disorders. 95% felt
that a short rotation in ophthalmology would be useful to improve the comfort
level with caring for patients with ocular complaints. IM residents expressed
less confidence in their knowledge and ability to care for patients with ocular
complaints. After the rotation, residents reported increased confidence.Most of
the residents supported the need for a short ophthalmology rotation.
This study shows the early stages of developing a curriculum in ophthalmology
designed specifically for IM residents to improve competency in caring for
patients with ocular complaints. Ultimately, this curriculum can be
implemented across other IM residencies to improve knowledge in the
ophthalmology field.
ONLINE RESOURCE URL: https://forms.office.com/r/Ah4pTwMRcc
https://forms.office.com/r/GRi0tut0YW

FACE TO FACE OR VIRTUAL, THAT IS THE QUESTION: VA
WOMEN’S HEALTHMINI-RESIDENCY EXPERIENCEWITH VIR-
TUAL LEARNING
Amy H. Farkas1,2; Sarah B. Merriam3; Melissa McNeil4; Christine J.
Kolehmainen5; Lisa Hardman
1General Internal Medicine, Medical College of Wiscponsin, Milwaukee, WI
2Clement J Zablocki VA Medical Center, Milwaukee, WI
3Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA
4Medicine, University of Pittsburgh, Pittsburgh, PA
5Office ofWomen's Health, VeteransHealth Administration,Washington, DC.
(Control ID #3714301)

SETTING AND PARTICIPANTS: Over 400 VA primary care providers
(PCPs) attending one of three virtual Women’s HealthMini-Residencies (WH-
MR) held during the summer of 2021
DESCRIPTION: The VA WH-MR is a three-day faculty development con-
ference aimed at ensuring VA PCPs have the clinical knowledge needed to
provide gender-specific care to women Veterans. The face-to-face (F2F)
program incorporates both large-group didactic, small group case-based
discussion sessions, and hands-on breast and pelvic clinical skills. The WH-
MRhas been shown to improve provider comfort with gender specific care and
has been associated with improved PCP retention. Secondary to the COVID-
19 pandemic, the WH-MR was converted to virtual program (VP) utilizing a
flipped classroommodel in which providers watched recorded didactic lectures
prior to attending 4 half-day virtual conference sessions. Each half-day session
began with a recap of key material, followed by small group case-based
discussions sessions. Clinical instruction on the breast and pelvic exams were
reviewed using video presentations. The WH-MR was presented in the VP
format 3 times during the summer of 2021.
EVALUATION: Similar to the traditional F2F conference, the VP was
evaluated using an immediate post survey to assess participants’ self-reported
acquisition of new knowledge and skills and satisfaction. When comparing
2019 F2F data with that from the VP, we found that average scores were
acceptably high, but uniformly lower. This was particularly true for subject
matter related to physical exam skills: breast and pelvic exam 4.64 vs 4.36, F2F
program vs VP respectively. A similar trend was noted in satisfaction scores
when comparing F2F and VP data: overall satisfaction 4.72 vs 4.41 and
training environment was effective 4.66 vs 4.20. Within free-text responses
on VP evaluations, providers indicated their preference for F2F learning for
many reasons including: 1) frequent interruptions as a result of clinical
demands, 2) timing challenges related to dissemination across multiple times
zones, and 3) the desire for hands on training.
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DISCUSSION / REFLECTION / LESSONS LEARNED: As we emerge
from the COVID-19 pandemic, there will be questions about how best to
optimize and deliver clinical training. While virtual learning does provide
benefits, including reduced cost and easier access, F2F education appears
preferable for skills-based training. Additionally, F2F conferences allow for
opportunities to network and build community, which are thought to attribute
to improved job satisfaction and reduced attrition. Regardless of the modality,
it is critical to ensure that attendees have dedicated time away for clinical
demands so that they can fully engage in the training. Though virtual learning
will have a place after the pandemic remits, it will be up to the medical
education community to use our collective experiences to help determine when
F2F versus virtual learning environments are most appropriate.

FEASIBILITY AND UTILITY OF THE H&P 360 IN UNCOVERING
PATIENT GOALS AND SOCIAL INFLUENCES OF HEALTH:
EXPERIENCES AT THREE ACADEMIC MEDICAL CENTERS
Brent C. Williams1; Joyce W. Tang2; Julia C. Bisschops5; Gregory W.
Schneider4; Rupinder Hayer3; Kate Kirley3
1Internal Medicine, University of Michigan, Ann Arbor, MI
2Hospital Medicine, University of Chicago Pritzker School of Medicine,
Chicago, IL
3Improving Health Outcomes, American Medical Association, Chicago, IL
4Humanities, Health, and Society, Florida International University Herbert
Wertheim College of Medicine, Miami, FL
5Humanities, Health, and Society, Florida International University Herbert
Wertheim College of Medicine, Miami, FL. (Control ID #3715118)

SETTING AND PARTICIPANTS: The H&P 360 is a modified medical
history prompting students to routinely and systematically gather information
from 7 domains – Biomedical Conditions, Patients’ Goals and Values, Mental
Health, Behavioral Health, Social Support, Living Environment and
Resources, and Function. Initial studies in inpatient and standardized patient
settings showed the H&P 360 enhances data gathering, patient rapport, and
team care planning.
Our goal was to examine the feasibility and usefulness of the H&P 360 in
routine teaching contexts at three institutions.
Setting and Participants: M3 and M4 medical students at the University of
Chicago (UC; n=24), the University of Michigan (UM; n=38), and Florida
International University (FIU; n=118) in 2020-21. Clinical settings included
subinternships (UC), longitudinal clinics (UM), and community-based home
visits (FIU).
DESCRIPTION: All sites introduced students to the H&P 360 via a non-
standardized 1-2 hour introductory seminar.
3-6 months after implementation a previously developed student survey with
13 Likert-type and 3 text-response items querying implementation of the H&P
360 was administered. A parallel survey was developed for teaching faculty.
EVALUATION: A total of 180 students participated. Response rates at UC,
UM, and FIU were 46%, 34%, and 16%, respectively.
Percent of students (UC, UM, FIU; Overall), responding 'Agree' or 'Strongly
agree':
1. The H&P 360:
- Was easy to use (67, 85, 89; 81)
- Helped me better understand patient goals (89, 100, 77; 88)
- Added valuable information that I woul otherwise not know (78, 85, 63; 79)
-Facilitated care planning that included other health professionals (56, 85, 71,
70)
2. Presentations using the H&P 360 were well received by my clinical team.
(33, 46, 82; 60)
3. Elements of the H&P 360 are potentially useful in all patient interactions.
(67, 100, 95; 88)
Overall faculty response rates were low; most described unfamiliarity with the
H&P 360 with limited incorporation into teaching.
DISCUSSION / REFLECTION / LESSONS LEARNED: Discussion:
Students in clinical teaching settings found the H&P 360 feasible, easy to use,
and helpful for understanding patient priorities. Most reported it facilitated
interprofessional planning. Potentially significant variation occurred across

sites. Faculty incorporation into clinical teaching was limited. Overall survey
response rates were low, partially due to COVID.
Conclusions: The H&P 360 promotes information gathering critical for
chronic disease management: clinical diagnosis, social determinants of health,
and patient priorities. Such information should prove useful for fostering health
equity. Future work should measure effects on patient care and outcomes. Our
team is developing methods to better engage faculty with integrating the H&P
360 into clinical skills teaching throughout medical school and has a toolkit to
facilitate implementation and additional studies.
ONLINE RESOURCE URL: https://www.ama-assn.org/education/acceler-
ating-change-medical-education/chronic- disease-prevention-and-manage-
ment-medical

FORGINGCLINICAL INFORMATICS PATHWAYS INRESIDENCY
TRAINING
Jacqueline G. You1; Tiffany I. Leung3; Haipeng Zhang2; Lipika Samal2; David
Kaelber4; Ajay Dharod5; Rebecca Mishuris1
1Department ofMedicine, Boston University School ofMedicine, Boston,MA
2Division of General Internal Medicine, Brigham and Women's Hospital,
Boston, MA
3Faculty of Health, Medicine & Life Sciences, Maastricht University,
Maastricht, Limburg, Netherlands
4Internal Medicine, Pediatrics, and Informatics, The MetroHealth System/
CWRU, Cleveland, OH
5Wake Forest University, Winston-Salem, NC. (Control ID #3714849)

SETTING AND PARTICIPANTS: Review of IM residency clinical infor-
matics training
DESCRIPTION: Residents use EHRs, data for clinical decision making, and
telemedicine daily. Clinical Informatics (CI) is the interdisciplinary field that
practically applies information technology, behavioral economics, and data
science to improve clinical outcomes, facilitate research, and advance
healthcare value [www.ncbi.nlm.nih.gov/books/NBK470564/]. However,
many are unaware of the CI field or lack fundamental understanding of CI
practice. There is an opportunity to fill this gap through IM residency CI
training.
CI is a subspecialty of the American Board of Preventive Medicine, and
requires either fellowship training or years of experience, and an exam (topics
such as: clinical decision support design, data governance and analytics,
Change Management leadership). There are 40+ ACGME-accredited CI
fellowships.
IM represents the largest proportion (37%) of board-certified CI physicians
[pubmed.ncbi.nlm.nih.gov/32951031/]. Offering residency curricula in the
form of formal tracks, longitudinal curricula, and electives provides structured
education, mentorship, skills, and career development. Like residency
requirements of QI and population health education, CI is foundational to
advancing healthcare delivery.
EVALUATION: Through a keyword Internet search for residency CI educa-
tion initiatives, and an inquiry of IM program directors, we found 20 with CI
opportunities. Key features are:
Duration: 2-4wk Electives. PGY2/3 Pathways with dedicated CI time.
Bootcamps. Longitudinal curricula. One NRMP track.
Education: Didactics, journal clubs, online courses, EHR development, expe-
riential clinical operations projects
Mentorship: Institutional CI leaders, clinical faculty Research/scholarship:
Project implementation, outcome analysis Funding: Some CI or residency
support
DISCUSSION / REFLECTION / LESSONS LEARNED: There is no
standard in residency-level CI curricula. An opportunity exists to define core
curricula and develop models for more specialized CI training in residency.
Other specialties (Pathology) have national guidelines for CI curricula, includ-
ing general knowledge for all trainees and specialized training [www.apcprods.
org/pier]. Providing universal CI training in IM will increase general CI
knowledge that can be applied across diverse care settings. For instance,
GIM physicians with an understanding of CI might improve clinician burnout
through EHR-related workflow changes, or use population level data insights
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to design chronic disease interventions. CI initiativesmay also spur residents to
more formally incorporate CI into their careers.
Existing opportunities are not necessarily cataloged as CI, or publicly at all. To
better understand the landscape of residency-based CI training and inform
standardization of common core experiences and evaluation of impact to
learners and healthcare delivery, we will survey programs to further character-
ize the experience, career outcomes, and best practices for implementation.
ONLINE RESOURCE URL: airtable.com/shrAa53yLVmxcLvs1

FROM VAGUE COMMENTS TO ACTIONABLE FEEDBACK: A
FACULTYWORKSHOP TO IMPROVE THE COMPETENCY UTIL-
ITY OF WRITTEN EVALUATIONS OF INTERNAL MEDICINE
RESIDENTS
Dheepa R. Sekar1; Allie Dakroub3; Kristen A. Ehrenberger3; Scott D.
Rothenberger4; Thomas Grau2; Andrea Carter1.
1General Internal Medicine, University of Pittsburgh Medical Center,
Pittsburgh, PA
2Medicine, University of Pittsburgh, Pittsburgh, PA
3Internal Medicine/Pediatrics, UPMC, Pittsburgh, PA
4Medicine, University of Pittsburgh, Pittsburgh, PA. (Control ID #3702848)

SETTINGAND PARTICIPANTS:We created a one-hour interactive work-
shop for University of PittsburghMedical Center faculty who complete end-of-
rotation evaluations for internal medicine (IM) residents. We delivered the
workshop as synchronous virtual sessions at standing conferences in six
divisions within the department of medicine.
DESCRIPTION: The workshop included didactics and deliberate practice. It
first reviewed educational value of written comments both for resident im-
provement and to assist the clinical competency committee (CCC) in assessing
resident milestone progression. The workshop then introduced a novel who/
what/when/where/how framework to highlight key descriptive components for
accurate assessment of residents and decrease the cognitive load of authoring
written comments. Finally, participants engaged in deliberative practice of
concepts and framework by writing a narrative evaluation of mock learner
cases portrayed through videos.
EVALUATION:We evaluated the effect of the workshop on participant skill
in writing high quality comments useful in assessing resident competency and
confidence in writing narrative comments. We assessed skill through pre- and
post-workshop evaluations of mock learner cases. To assess these evaluations,
we adapted a validated rubric to assess the usefulness of comments in assessing
resident milestone progression. Rubric components included an overall score
and components of the framework: behaviors of strength, behaviors of growth,
context, improvement over time, and actionable next steps. Each component
was scored on a 4-pt Likert scale with a total summative score of 24. Two
medicine-pediatrics residency CCC members rated each evaluation. We
assessed confidence through pre-, post-, and 3- month post-workshop surveys
using 5-pt Likert scale times. We assessed change in both skill and confidence
through a mixed effects linear regression model fit with time as the categorical
predictor variable.
All 54 completed pre-survey and 33 pre-workshop mock sample responses
were included. Post-workshop surveys and sample responses were included if
the respective pre-workshop component was completed.
The workshop was effective in improving skill in writing high-quality and
useful comments, with overall utility of learner case evaluations significantly
improving post-workshop from 12.4 to 15.5, P<0.001. Confidence in provid-
ing specific features also improved: specific behaviors 2.8 to 3.6, context 2.8 to
3.8, and improvement over time 2.8 to 3.6. P was <0.001 for all listed
confidence comparisons.
DISCUSSION / REFLECTION / LESSONS LEARNED: A one-hour
workshop using a new framework to teach faculty how to author narrative
comments significantly improved the utility of evaluations in assessing IM
residents and improved confidence in writing evaluations. Successful
components of the workshop were a framework to decrease cognitive load in
retrieving details and formulating a narrative evaluation, examples of poor and
high-quality evaluations, and deliberate practice using video case examples.

GENDER-AFFIRMING PRIMARY CARE OF GENDER-DIVERSE
PATIENTS: EVALUATING A CURRICULUM FOR INTERNAL
MEDICINE RESIDENTS
Rebecca Green2; Sarah A. Tilstra2; Kristen Eckstrand1; Eloho Ufomata3
1University of Pittsburgh, Pittsburgh, PA
2Internal Medicine, University of Pittsburgh School of Medicine/Medical
Center, Pittsburgh, PA
3Medicine, University of Pittsburgh School of Medicine, Pittsburgh, PA.
(Control ID #3715360)

SETTING AND PARTICIPANTS: This asynchronous, virtual curriculum
was implemented at a large, urban, academic medical center. The participants
were 65 Internal Medicine residents in post-grad years 1-3.
DESCRIPTION:Despite representing a significant portion of the population,
transgender individuals face persistent health inequities and difficulty
accessing medical care. Data show that while 97% of residents believe an
understanding of transgender medical care is valuable, only 9% felt comfort-
able prescribing gender-affirming hormone therapy, and less than 10% felt
prepared to provide routine, guideline-based screening to transgender
patients.1

To address this, we created an asynchronous, virtual, web-based curriculum in
EdPuzzle for Internal Medicine residents. Through 3 interactive cases, we
aimed to improve residents’ knowledge of transgender healthcare and confi-
dence in caring for this patient population.
Cases were self-paced, and voiced-over with an instructional narrative. Inter-
spersed multiple choice questions followed by annotated answers kept
participants engaged, and assessed their baseline knowledge of transgender
health.
The first case was that of a non-binary patient. It addressed different types of
transitions, how to discuss gender in appropriate, patient-centered language,
and requirements for starting gender-affirming hormone therapy. Case 2 in-
volved a transgender woman. It covered benefits and risks of estrogen therapy,
appropriate monitoring for patients on estrogen, and routine healthcare main-
tenance for transgender patients. The last case was of a transgender man. It
covered benefits and risks of testosterone therapy, appropriate monitoring for
patients on testosterone, and issues of fertility.
1. Johnston CD, Shearer LS. Internal Medicine Resident Attitudes, Prior
Education, Comfort, and Knowledge Regarding Delivering Comprehensive
Primary Care to Transgender Patients. Transgender Health. 2017; 2(1): 91-95.
EVALUATION: We evaluated the curriculum by administering pre-
curriculum, immediate post-curriculum, and delayed, 1-month-post-curricu-
lum surveys. The surveys captured demographic information, perceived im-
portance of training in this field, confidence in providing gender-affirming
primary care, and knowledge-based multiple choice questions.
DISCUSSION / REFLECTION / LESSONS LEARNED: Prior to the
curriculum, 95% of residents felt that a knowledge of medical care of trans-
gender patients was very or somewhat important. However, only 16% of
residents felt very or somewhat confident in their knowledge of the topic.
Immediately after the curriculum, 52% felt very or somewhat confident in their
knowledge, with 33% reporting confidence in this range at 1 month. Perfor-
mance on a representative sample of 8 knowledge-based questions improved
from 44.4% correct at baseline to 91.4% immediately after the curriculum, and
60.3% at 1month. Overall, this curriculum improved residents’ knowledge and
confidence in caring for transgender patients.

GETTING BUY-IN FOR OUTPATIENT PRACTICE IMPROVE-
MENT: ANEHRTOOLTOCAPTURERESIDENT SPECIFICQUAL-
ITY MEASURES
Elisa Sottile1; Jeff House1; Louise K. Webb2
1Medicine, University of Florida Health Science Center Jacksonville,
Jacksonville, FL
2Emergency Medicine, University of Florida Health Science Center
Jacksonville, Jacksonville, FL. (Control ID #3702654)

SETTING AND PARTICIPANTS: Our residents practice in a university
hospital based clinic. We had struggled with accurately assessing resident's
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individual practice metrics, leading to a paucity of individualized feedback
related to outpatient practice improvement. With the help of our asst dean of
Informatics, director of IT and a population health analyst, we created a specific
field for our "Resident pcp".Then we were able to create and implement an
electronic dashboard to track each resident's individual quality measures.
DESCRIPTION: Trainees must receive individualized feedback to develop
personalized learning plans and engage in deliberate practice. For both trainees
and faculty to focus trainees' outpatient practice development, they should have
access to meaningful individualized clinical data. Such data, Resident-
Sensitive Quality Measures (RSQM), are defined as “measures that are mean-
ingful in patient care and are most likely attributable to resident care”. GME
programs have limited use of RSQMmeasures for resident assessment. This is
in part related to the challenges of capturing resident specific data.
The benefits of an accessible repository (EHR Dashboard) of RSQM data are
multiple. The thoughtful review of such data allows us to inform learners of
their success (or need for growth) in developing and implementing value-based
comprehensive plans to maintain and promote health.
Additionally, study of this data can lead to the creation, implementation and
assessment of sustainable quality improvement initiatives at the institutional or
community level.
EVALUATION: The dashboard updates quarterly; individuals analyze this
information and the prior 3 quarters at a glance. Residents compare their own
metrics to that of their peer group to identify both individual areas for im-
provement and areas of growth for the entire group practice. This will be our
first complete academic year utilizing the dashboard; we aim to measure
resident and preceptor satisfaction with the process. We have already had an
increase in the number of residents developing QI projects around metrics
identified in our dashboard.
DISCUSSION / REFLECTION / LESSONS LEARNED: Educators often
struggle to provide learners objective review of their clinical performance.
Though preceptors could assess performance with individual patients at the
point of care, tools to assess overall practice performance were limited. Most
EHR data was tied to faculty members, who supervise multiple learners, so
analyzing individual learner data was impossible.
Our innovative dashboard links performance data directly to the learner. Our
learners can effectively use the EHR to facilitate achievement of quality targets
for their patient panel. We use this learner-defined data to provide feedback to
our individual learners during their semiannual review. Preceptors utilize the
data to coach learners. Leadership utilizes the data to review process perfor-
mance and make suggestion for QIPs within our department. This process can
be adapted for students' use in their longitudinal continuity clinics.

HEALTHCARE ADVOCACY CURRICULUM FOR INTERNAL
MEDICINE TRAINEES
Gabriela Bernal, Tamara Goldberg
Internal Medicine, Mount Sinai Morningside Hospital, New York, NY. (Con-
trol ID #3715208)

SETTING AND PARTICIPANTS: This one-year longitudinal advocacy
curriculum was implemented during the 2021-2022 academic year for all
PGY1 residents in the Primary Care Track at a large urban internal medicine
(IM) residency program. All residents have their continuity practice sites at a
federally qualified health center serving an under-resourced population. Uti-
lizing both classroom-based and community-based components, we aim to
develop graduate trainees who will become effective physician advocates.
DESCRIPTION:While the bodies that govern IM recognize advocacy skills
as important, few IM programs have formal training in physician advocacy. A
focus group of our IM residents conducted in May 2021 revealed that while
most felt it was important to identify and address social determinants of health
for patients, they lacked knowledge and experience in how to engage in
meaningful advocacy to address these determinants.
To close this gap, we developed a 3-phase curriculum. Phase 1 (already
completed) consisted of classroom-based discussions on the foundational
elements of physician advocacy including an introduction to the CDC advo-
cacy framework, a flipped classroom activity, and group peer work centered on
promotion of telehealth equity. During phase 2 (January 2022), residents will
continue to develop their telehealth advocacy project through guided small

group sessions. Phase 3 (April 2022) will focus on dissemination of their
policy work with intent of future enactment.
Residents are expected to either present their advocacy intervention during a
national advocacy collaborative or publish their work in an academic journal or
as a poster at a conference.
EVALUATION: Success of this initiative will be evaluated through resident
surveys, implementation of advocacy interventions, and participation in a
regional/national health advocacy collaborative. To measure attitudes, knowl-
edge, and confidence levels, residents will participate in pre- and post-
intervention surveys during each phase. After phase 1, 100% of participating
residents strongly agreed that the material learned will be useful to them after
training and 100% strongly agreed that they learned specific advocacy strate-
gies that they plan to use in their advocacy efforts.
During Phase 3, residents will be assessed based on their participation in a
health advocacy collaborative such as SGIM’s Health Policy Committee or
NYACP Advocacy Day.
DISCUSSION / REFLECTION / LESSONS LEARNED: Through a
targeted need assessment, we learned that our residents feel confident in their
ability to identify social determinants of health, yet often feel overwhelmed and
powerless to address these barriers. Survey results from phase 1 of our
curricular intervention showed that all respondents strongly agreed that the
curriculum provided specific advocacy strategies that they could use in the
future. The next phases of curricular intervention will aim to target the
educational gaps and engage residents in advocacy activities that promote
healthcare equity and mitigate healthcare disparities for their patients.

HEARTS & MINDS: A NOVEL HYBRID INTERNAL MEDICINE/
CARDIOLOGY SERVICE AT A PARTNER HOSPITAL
Karen C. de la Garza1; Stewart Schaefer1; Julie L. Machen1; Christopher
Moreland1; Edgar D. Torres Fernandez1; Akash P. Patel1; Kirsten Nieto2
1Internal Medicine, Dell Seton Medical Center at The University of Texas,
Austin, TX
2Internal Medicine & Pediatrics, The University of Texas at Austin Dell
Medical School, Austin, TX. (Control ID #3713539)

SETTING AND PARTICIPANTS: Our main teaching hospital cares for
low-acuity cardiac patients; an opportunity arose to expand resident cardiology
education at our network’s highest-acuity cardiology facility. The steering
committee consisted of an IM Chief Resident, an Associate Program Director,
an IM Residency Site Director, and leaders from the divisions of Cardiology,
Hospital Medicine, Hospital Administration, and Nursing. The committee met
weekly in the 6 months leading up to the initiation of this novel cardiology/IM
co-management model. The team is geolocalized to the hospital’s telemetry
floor. Team participants include the IM interns and upper level residents who
rotate for 2 weeks in a unique team structure that includes a hospitalist
attending, cardiologist attending, and cardiology fellows.
DESCRIPTION: The novel cardiology inpatient medicine team is a hybrid
co-management team consisting of 2 residents and 2 interns split into dyads: 1
resident-1 intern subteams. The teams are supervised by a hospitalist attending
and care for telemetry patients alongside the general and subspecialty cardiol-
ogy services. The cardiologist takes a unique role in this model by reviewing
clinical and diagnostic data directly with the residents and providing high yield
Cardiology didactics. This unique model intersects expertise in cardiac care
with quality and patient safety while preserving the role of cardiologist as
consultant, critical to their pre-existing model and clinical productivity. The
residents’ schedules model a short-shift and long-shift schedule with new
cardiology admissions in the afternoon.
EVALUATION: The impact on residents will be assessed by qualitative and
quantitative measures. Overall exposure to cardiology cases will be assessed
by comparing historical cardiology patient case volume and diagnoses at the
resident's primary site as compared to data after launch of our service at the
new site. A qualitative assessment of resident and faculty experience will also
be performed using thematic analysis of focus interviews.
Longer term, in-training examination (ITE) subscores will be tracked to assess
for improvement in cardiology-specific knowledge.
DISCUSSION / REFLECTION / LESSONS LEARNED: Increasing the
volume and variety of Cardiology cases along with increased Cardiology
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participation within a novel team structure has provided the residents a more
robust Cardiology experience that will better prepare them to care for patients
upon completion of their training. Rotating at a different hospital prepares these
learners for the new clinical environments they will encounter in the work-
force. Using this hybrid co-management model has sparked interest in creating
more specialized teams with increased subspecialist involvement on internal
medicine wards teams.
ONLINE RESOURCE URL: https://docs.google.com/document/d/
1woDULNxO71_2oKjnnskJ51VMbbaT1Kkab- MqkivznRw/edit https://
docs.google.com/document/d/14JEA1GDbpWzFTQwp_8H6GOaNd
AxqUm06dfUFuIQCwdg/edit?usp=sharing https://docs.google.com/docu-
ment/d/1–A22NWHw5Ha84LEw_pzvcg2hHT6JFni2GoHUdA0o8s/
edit?usp=sharing

IDENTIFYING GAPS IN AMBULATORY MEDICAL EDUCATION
Purva Ranchal1; Lindsay B. Demers2; Shwetha S. Sequeira4; Jennifer R. Siegel3
1Internal Medicine, Boston University Medical Campus, Boston, MA
2Medicine, Boston University, Boston, MA
3Internal Medicine, Boston Medical Center, Boston, MA
4General Internal Medicine, Boston University Medical Center, Boston, MA.
(Control ID #3716344)

SETTING AND PARTICIPANTS: Studies have shown that primary care
services contribute significantly to health equity, reduced healthcare costs, and
healthier communities. However, medical schools provide inadequate expo-
sure to ambulatory medicine leading to interns feeling unprepared as they step
into the new role of primary care physicians.
This study aims to explore the needs and challenges of IM interns as they start
ambulatory clinic and to make our findings available for the development of
educational training programs.
DESCRIPTION: An anonymous, online survey was sent to a total of 35
categorical interns at Boston Medical Center. We used descriptive statistics to
summarize the results of quantitative data using SPSS 24. Qualitative data
analysis was performed independently by two researchers to identify consistent
and recurring themes.
EVALUATION:A total of 31 interns completed the needs assessment survey
– an overall response rate of 86% (31/35). The highest-rated topics were
understanding clinic expectations; understanding workflow of telemedicine;
and electronic medical record (EMR) tips. The open-ended survey responses of
the most relevant topics revealed five main themes: workflow related topics,
communication in ambulatory setting, EMR tips, social determinants of health
(SDOH) and resources available for patients, and medical management.
Workflow: Specific topics mentioned by interns were understanding clinic
expectations, agenda-setting during the clinic visit, patient panel management,
time management, and addressing social determinants of health.
Communication: Specific topics mentioned were after visit communication
with patients and staff, effective methods of communication with patients
regarding diagnostic test results, how to triage messages from patients, respon-
sibilities of clinic messages during inpatient rotations, understanding the role of
support staff, and effective methods of communication with them.
EMR topicsmentioned by interns included: how to navigate in the ambulatory
EMR, effective methods of documentation, placing orders, sending
prescriptions, sending messages to support staff and patients, and learning
clinic EMR shortcuts.
SDOH: Interns mentioned lack of familiarity with resources available for
patients in ambulatory clinic leading to inability to address social needs of
patients.
Medical management: Two of the interns mentioned about medical manage-
ment of diabetes, hypertension, hyperlipidemia, behavioral problems, sub-
stance use disorders, and preventive medicine as relevant topics.
DISCUSSION / REFLECTION / LESSONS LEARNED: Studies have
used residency preparatory courses to prepare interns for residency with
complete focus on medical management. This contrasts with our findings that
most interns struggle in workflow related topics and felt the need of training in
workflow topics before starting continuity clinic rather than medical manage-
ment. This needs assessment results will guide us to develope ambulatory
training boot camp for interns.

IMPACT OF A NOVEL, THEORY-BASED FACULTY LEADERSHIP
DEVELOPMENT PROGRAM (FLDP) FOR URIM JUNIOR
FACULTY
Richard E. Greene1; Walter Parrish1; Joseph Ravenell1; Tiffany E. Cook2
1Office of Diversity Affairs, NYU Langone Health, New York, NY
2University of Massachusetts Chan Medical School, Worcester, MA. (Control
ID #3707703)

SETTING AND PARTICIPANTS: In academic medicine, we have an
urgent need to cultivate the talent and expertise of our under-represented in
medicine (URiM) faculty in order to meet the critical needs of our patients and
our learners. We developed the NYU Faculty Leadership Development Pro-
gram (FLDP), a novel program to provide support, mentorship, and profes-
sional development to URiM junior faculty. The first cohort (N=16) completed
the program in December of 2020.
DESCRIPTION: The FLDP was designed using a number of learning theo-
ries, including racial and professional identity development theories. The
structure is cohort-based, with six 2-hour workshops over the course of 6
months. The sequence of sessions allowed URiM faculty participants to hone
practical skills applicable to an academic institution’s ecology. In order to
combat isolation and burnout in a predominantly non-URiM institution, the
FLDP served as a place of connection and community building across
departments. Additionally, the program specifically addressed experiences of
discrimination and the devaluation of race-conscious professionalism in aca-
demic medicine and provided programming to empower learners with avenues
for addressing these concerns.
EVALUATION: Prior to the start of the program, a needs assessment was
used to identify participant needs, the results of which were then utilized to
tailor programming. Similar assessments with both closed-ended rating scales
and open- ended questions were then used following the final session to
understand participants’ experience in the program.
Participants reported the development of strong bonds within their cohort
(100% Agree or Strongly Agree (A/SA)), improvements in their ability to
integrate personal and professional identities into academic and career plans
(90%A/SA), and applying inclusive leadership skills (90%A/SA). In addition,
participants identified improvements in their ability to manage up, identify
strengths, and understand the path to promotion in academic medicine.
DISCUSSION / REFLECTION / LESSONS LEARNED: An overwhelm-
ingly successful element of the FLDP was the creation of a place of connection
and community building for URiM faculty members.We offered URiMFLDP
participants access to speed networking events that provide non-URiM faculty
and leaders interested in advancing diversity the opportunity to mentor, spon-
sor, or coach URiM faculty members. While racial concordance with mentors
can be beneficial cross-racial relationships can reduce individual biases and
contribute to promoting an inclusive environment overall. One of the critical
benefits to the participants was the exposure to senior leaders at our institution,
rather than simply the delivery of skills that can add burden to URiM junior
faculty seeking advancement without the support of leadership.

IMPACT OF FORMATIVE ECG QUIZZES ON STUDENTS' ABILI-
TY TO CORRECTLY INTERPRET AN ECG ON THE INTERNAL
MEDICINE CLERKSHIP PRACTICAL EXAM.
Cody Calhoun3; Raquel Reinbolt1; Jeff Barbee3; Emily Graham1,2

1Internal Medicine, The Ohio State University Wexner Medical Center,
Columbus, OH
2Hospital Pediatrics, Nationwide Children's Hospital, Columbus, OH
3The Ohio State University College of Medicine, Columbus, OH. (Control ID
#3706702)

SETTING AND PARTICIPANTS: The Ohio State University College of
Medicine created computer-based independent study materials on the topic of
electrocardiogram (ECG) interpretation that were offered to third-year medical
students to complete throughout their internal medicine clerkship. The learning
materials consisted of formative quizzes requiring ECG interpretation in the
free response format. Data collection began in the spring of 2021 until present.
Correct interpretation of the ECG on the clerkship practical exam was
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compared between students who completed at least one formative quiz and
students who did not complete any.
DESCRIPTION: A total of six formative quizzes were created containing a
total of 13 ECGs and requiring ECG interpretation in the free-response format.
A detailed answer key was provided after each question. The findings or
diagnoses represented in the quizzes include atrial fibrillation (2 examples),
atrial flutter (2 examples), atrioventricular nodal reentrant tachycardia (2
examples), ventricular tachycardia, left ventricular hypertrophy, right bundle
branch block, left bundle branch block, left axis deviation, right axis deviation,
T-wave inversions, ST segment elevation, Q waves, 2nd degree atrioventric-
ular block type II, and prolonged QTc interval.
EVALUATION: A total of 128 third-year medical students were included in
this study. 56 students completed at least one quiz, while 72 students did not
complete any. There was a strong positive relationship between a student
completing at least one quiz and correctly interpreting the ECG on the clerk-
ship practical exam (Phi coefficient = 0.44, p < .001).
DISCUSSION / REFLECTION / LESSONS LEARNED: Given the pos-
itive correlation between students’ use of the quizzes and correctly interpreting
the ECG on the practical exam, we propose that independent study via free-
response formative quizzes is an effective method to improve learners’ ECG
interpretation skills. Future research should increase the power of these
findings, investigate the presence of a dose-response relationship with free-
response questions, and compare the efficacy of multiple-choice versus free-
response questions in the learning process of ECG interpretation.

IMPLEMENTATION AND EVALUATION OF A LONGITUDINAL
FLIPPED-CLASSROOM POINT-OF- CARE ULTRASOUND CUR-
RICULUMAT AN INTERNALMEDICINE RESIDENCY PROGRAM
Brian Elliott2,1; Andrew J. Berglund2,1; Ronald J. Markert1; Kathryn
Burtson2,1
1Internal Medicine, Wright State University Boonshoft School of Medicine,
Dayton, OH
2Internal Medicine, 88th Medical Group Wright-Patterson Air Force Base
Medical Center, Wright-Patterson AFB, OH. (Control ID #3714108)

SETTING AND PARTICIPANTS: Our Midwestern internal medicine res-
idency program is university-affiliatedwith 76 categorical positions. Prior to its
introduction in November 2020, our residency program had no formal POCUS
curriculum. All residents participated in the new POCUS curriculum, but
participation in the study during the 2020- 2021 and 2021-2022 academic
years was voluntary.
DESCRIPTION: We implemented an asynchronous, flipped-classroom, ac-
ademic half-day curriculum from November 2020 to November 2021 and
conducted an evaluation with a prospective, before-after cohort study. Curric-
ulum included four rotating sessions comprised of 20-30 minutes of image
interpretation followed by 1.5-2 hours of image acquisition. For preparation
prior to a session, residents were given objectives, PowerPoints, and textbook
chapters.
EVALUATION: We constructed and utilized a digital survey assessment
before and after curriculum implementation. Confidence was rated via a Likert
scale. Utilization was reported via indicating never, 1-2, 3-4, 5-6, or >6 times
per month (recorded as 1-5, respectively). Image interpretation was assessed
via a six-question, multiple-choice video assessment. Results are represented
as means. Nineteen residents completed a pre- and post-curriculum evaluation.
Prior to the curriculum, residents on average disagreed that usual clinical
practice provided adequate education (2.00). Residents attended a median of
four sessions. Confidence improved from 2.47 to 3.53 (p=0.002). Utilization
did not improve overall (2.11 to 2.42, p=0.22), but utilization of left ventricular
function assessment (1.53 to 2.00, p=0.046) and pulmonary assessment (1.53
to 2.00, p=0.039) increased. The percentage of residents that had ever changed
their clinical management by POCUS increased from 47% to 84% after
implementation of the curriculum. Cardiac, pulmonary/pleural, volume assess-
ment, and abdominal free fluid exams were reported as the most clinically
useful.
Image interpretation scores were 42% and 53% (p=0.10).
DISCUSSION / REFLECTION / LESSONS LEARNED: The pre-
curriculum assessment found that our residents did not believe their informal

clinical experience with POCUSwas adequate nor were they pleasedwith their
understanding of POCUS. Our formal curriculum increased resident confi-
dence in using POCUS for clinical management. Residents’ attendance was
not extensive, a median of four education sessions, equating to approximately
3 hours of image interpretation and 5.5 hours of image acquisition. Thus,
internal medicine resident confidence may improve rapidly with a modest
amount of formal curriculum. Overall, our findings show that implementation
of a longitudinal, academic half- day curriculum for POCUS resulted in
improved confidence, increased POCUS utilization for the cardiac and pulmo-
nary examination, and changes in clinical management based on POCUS.
ONLINE RESOURCE URL: https://drive.google.com/drive/folders/
1mGaJv0L0ujmJrCt-qGL00wfQAuuLDStK? usp=sharing

IMPLEMENTATIONOF A FRAMEWORK FOR SERIOUS ILLNESS
CONVERSATIONS IN THE AMBULATORY SETTING FOR INTER-
NAL MEDICINE RESIDENTS
Tanim Jain, Deborah Swiderski, Darlene LeFrancois
Medicine, Montefiore Medical Center, Bronx, NY. (Control ID #3715135)

SETTING AND PARTICIPANTS: This curricular initiative was
implemented virtually in small groups of internal medicine PGY2 residents
(n=34) at a large academic medical center in the Bronx, NY.
DESCRIPTION:Advanced care planning (ACP) is a shared decision-making
activity between a patient/ proxy and providers in order to plan for future care
and complete advance directives. These conversations are held infrequently
and often at end-of-life. The goal of a serious illness conversation (SIC) is to
better understand a seriously ill patient’s values, hopes, and fears regarding
their health and treatment before the point of terminal illness and often in the
setting of uncertain prognosis. Often, programswith this aim are time-intensive
and financially inaccessible to GME learners. This 1.5-hour virtual didactic
and role-play workshop provides GME learners with a framework to initiate
and document such discussions in the ambulatory setting using the Serious
Illness Conversation Guide, a patient-tested template with scripted language
and conversational flow developed by Ariadne Labs/ Harvard University.
Residents completed pre/post-workshop surveys to assess impact on the
domains of attitudes, comfort, knowledge, and reported practice.
EVALUATION: 85% and 79% of 34 residents responded to the pre/post-
workshop surveys, respectively. Items used Likert scales, polar and free text
responses. While 96% of residents agreed both pre- and post-workshop that
patients in their ambulatory practice would benefit from SICs, 23% increased
their level of agreement from pre- to post-workshop. At baseline, 31% reported
conducting ≥1 SIC on average per 2-week clinic rotation. Comfort with
conducting SICs increased from 62% to 92% pre- to post-workshop. Prognos-
tic uncertainty impacted readiness to conduct SICs for 97% of residents.
Through free text response, residents identified time, language, and active
medical issues as additional barriers. Pre-workshop, 62% of residents reported
having appropriate tools to initiate SICs, which increased to 93%.
Knowledge of documentation methods increased from 21% to 93%. The
workshop was well-received; 89% of residents rated it as helpful but suggested
increasing time for role-play and implementing the curriculum during
internship.
DISCUSSION / REFLECTION / LESSONS LEARNED: The workshop
was well-received by participants, with overall positive responses in the
domains of attitudes, comfort, and knowledge. Future work will analyze SIC
documentation rates to measure implementation of the guide in patient care.
Programs wishing to implement this curriculum should address resident per-
ception of time limitations as a barrier to SICs. Allowing ample session time
for role-play, additional observed practice and discussion of cases in prepara-
tion for real-world application may also increase SICs in practice.

IMPLEMENTATION OF A MEDICAL STUDENT PEER EDUCA-
TION INITIATIVE AIMED AT RECOGNIZING AND REDUCING
STIGMATIZING LANGUAGE IN THE CLINICAL SETTING
David Chen1; Nicola E. Lanier2; Samuel T. Johnson2; Jaime Talleh2; Michael
A. Incze1,2
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1Internal Medicine, University of Utah Health, Salt Lake City, UT
2School of Medicine, University of Utah Health, Salt Lake City, UT. (Control
ID #3708440)

SETTING AND PARTICIPANTS: Stigma negatively impacts the
healthcare experience of people with substance use disorders (SUD) and may
prevent some from seeking and receiving addiction treatment. Learning to
recognize stigmatizing languagemay improve patient care, but explicit training
is often lacking in the medical school curriculum. In this peer education
initiative involving first- and second-year medical students, we sought to
determine: 1) if medical student attitudes toward patients with SUDs were
affected when stigmatizing language was used; 2) perceptions on the preva-
lence and impact of stigmatizing language in healthcare; 3) the perceived need
for instruction on stigma in medical education; and 4) the feasibility of a brief
educational intervention empoweringmedical students to address stigma in the
clinical environment.
DESCRIPTION: We created a survey containing fictional clinical vignettes
involving patients with SUDs, with half containing stigmatizing language and
half containing non-stigmatizing language.Medical students were asked to rate
their feelings towards each patient on a Likert scale ranging from 0 to 5.
Participants were also asked about their perceptions of stigma in healthcare
and medical education. We then created a one-page educational document
distributed with a short video (https://towardtheheart.com/reducing-stigma)
highlighting the impact of stigmatizing language on patients with SUDs as
well as simple ways that medical students can address stigma in the clinical
setting. We conducted a second survey to assess the impact of the educational
intervention.
EVALUATION: A total of 54 medical students responded to the initial
survey. Students' attitudes were more positive towards vignettes featuring
non-stigmatizing language (Mean: 4.36, SD: 0.87) compared to those featuring
stigmatizing language (Mean: 4.05, SD: 1.00). 98% of students believed that
stigmatizing language affects patient care. 44% were confident that they could
recognize stigmatizing language in healthcare. 90% of participants believed
that education on stigmatizing language should be incorporated into the
medical school curriculum. 15% felt that stigmatizing language is adequately
taught in medical school. 86% of participants felt that the peer education
resources provided were an effective teaching tool.
DISCUSSION / REFLECTION / LESSONS LEARNED: We found that
stigmatizing language negatively influenced medical student attitudes towards
fictional patients with substance use disorders. Participants almost unanimous-
ly believed that stigmatizing language affects patient care, yet only 15% felt
that the topic was adequately taught in medical school. A one page educational
document paired with a short video was effective in educating students about
this important topic. Our results highlight the need for medical school curric-
ulum reform to include instruction on stigma and demonstrate the feasibility of
a simple peer-to-peer educational initiative aimed at increasing awareness and
empowering medical students to address stigma in healthcare.

IMPLEMENTATION OF A NARRATIVE MEDICINE CURRICU-
LUM FOR INTERNAL MEDICINE RESIDENTS
Rebecca K. Tsevat1; Peter Young2; Eunice Zhang2
1Internal Medicine and Pediatrics, University of California Los Angeles David
Geffen School of Medicine, Los Angeles, CA
2InternalMedicine, University of California Los Angeles David Geffen School
of Medicine, Los Angeles, CA. (Control ID #3715694)

SETTING AND PARTICIPANTS: The initial narrative medicine sessions
were held virtually over Zoom during the 2020-2021 academic year due to
COVID-19. Sessions were held in person during the 2021-2022 academic
year. Each session included 8-16 internal medicine residents. Residents par-
ticipated in a single session during their ambulatory block.
DESCRIPTION: Narrative medicine has been integrated into medical train-
ing with increased depth and frequency to enhance competencies such as
observation, reflection, and self-care among trainees. The narrative medicine
sessions in this pilot curriculum consisted of one-hour interactive workshops.
The workshops began with a brief introduction to the field of narrative

medicine, followed by a discussion of a short literary text. After reading and
discussing the text, participants were asked to complete a brief writing exercise
designed to elicit a personal narrative, and responses were then shared with the
larger group.
EVALUATION: Following the workshop, participants (N=100) completed a
retrospective pre- and post- survey assessing the impacts of this intervention on
several different variables. Descriptive statistics were used to evaluate pre- and
post-workshop differences. Participants also completed open-ended questions
assessing what they learned from the session andwhat they could apply to their
future practice, and key themes were extracted. The survey was administered
through a HIPAA-compliant online platform, and no personally identifiable
data were collected. Participants’ interest in learning about the field of narrative
medicine increased significantly after the workshop compared to prior
(p<0.01).
After the workshop, participants noted significantly higher levels of confidence
in their ability to listen to patient stories, analyze short pieces of literature, and
engage in reflective writing (p<0.01). They also expressed significantly greater
agreement with the notions that engaging in literary analysis and reflective
writing could improve patient care, reduce provider burnout, and improve
connectedness to one’s colleagues (p<0.01). Analysis of open-ended questions
demonstrated that participants found the sessions to be engaging and worth-
while, and that many skills could be applied to their future practice.
DISCUSSION / REFLECTION / LESSONS LEARNED: The results of
this pilot study suggest that incorporating a brief narrative medicine curriculum
into an internal medicine residency program is both feasible and valuable. A
single, one-hour session was easily integrated into a pre-existing ambulatory
block; participation fostered meaningful reflection, development of observa-
tional skills, and connection with colleagues. The session was positively
received, and participants were able to appreciate the ways in which narrative
medicine could enhance their own medical practice. Future directions include
expanding the curriculum over all 3 years of residency and integrating it into
existing curricula that address issues such as Social Determinants of Health and
Equality, Diversity, and Inclusion.

IMPLEMENTATION OF AN INTERACTIVE QUALITY IMPROVE-
MENT (QI) CURRICULUM IN A VIRTUAL LEARNING
ENVIRONMENT
Afifah Khan, Andrew Schreiner, Chelsey Petz
Internal Medicine, Medical University of South Carolina College of Medicine,
Charleston, SC. (Control ID #3709629)

SETTING AND PARTICIPANTS: This curriculum was created for the
internal medicine (IM) residency program at the Medical University of South
Carolina in Charleston, SC. The participants included 76 categorical residents
along with 5 preliminary IM residents, and 24 residents from the IM-pediatrics
and IM-psychiatry combined programs.
DESCRIPTION: The COVID-19 pandemic limited the availability of large
group, in-person didactics for residency programs. Previously successful qual-
ity improvement curricula have been largely based on interactive sessions. It
was unclear if a virtual component would be as effective as the traditional in-
person format. We sought to determine the educational impact of a new QI
curriculum that was administered with both virtual and in-person options
during the global COVID-19 pandemic. Residents were given a didactic series
on quality improvement, culminating in ongoing hands-on outpatient QI
projects with facultymentors. The didactic curriculum involved a 4-part lecture
series, discussion groups, and other interactive components. Residents had the
option of participating in each session either in- person with limited capacity or
virtually. If the virtual option was chosen, those participants were frequently
kept involved through virtual break out groups, discussion via instant messag-
ing, email handouts, and screen sharing.
EVALUATION: Residents were asked to complete a self-assessment tool to
evaluate QI confidence and attitudes before and after they participated in the
curriculum. Paired responses were obtained with 57 of 105 residents (54%)
completing both surveys. A paired analysis comparing pre- and post-
intervention resident 5-point Likert scale responses demonstrated significant
increases in comfort across all aspects of QI addressed (paired t-test, p < 0.01).
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The improvements in comfort withQI skills were sustained when stratifying by
in-person vs. virtual attendance.
DISCUSSION / REFLECTION / LESSONS LEARNED: Self-assessment
scores gauging resident confidence in quality improvement skills improved
following the intervention for all skills assessed, and the improvement was
demonstrated for residents attending sessions both in-person and virtually.
Resident attitudes towards QI also improved pre and post each session for all
respondents. Regularly involving online residents with virtual small group
discussions and having discussion leaders helped maintain learner engage-
ment. Keeping the attention of online learners when they were in dynamic
clinical settings was one of the challenges to the virtual curriculum. QI learning
during the global pandemic can be done in both virtual and in-person formats
with similarly positive impacts on self-assessed resident physician attitudes
and confidence. A successful virtual QI curriculum is a powerful tool to engage
learners in improving healthcare systems during an ongoing pandemic.

IMPLEMENTATION OF AN ONLINE LEARNING MODULE CUR-
RICULUM FOR TYPE 2 DIABETES
Jared P. Walsh, Catherine Gracey
Medicine, University of Rochester Medical Center Department of Medicine,
Rochester, NY. (Control ID #3715999)

SETTING AND PARTICIPANTS: The internal medicine resident ambula-
tory experience at our institution provides dedicated in-person education time
once a week while on the ambulatory block. While targeted to the internal
medicine residents, this is an interdisciplinary education session also involving
advance practice providers and general internal medicine faculty members. A
mix of residents from all levels completed the curriculum in 4 cohorts.
DESCRIPTION: The expansion of evaluation and treatment options for type
2 diabetes requires additional didactic education for internal medicine
residents. This requires going beyond the guidelines typically utilized and
incorporating a critical understanding of the pharmacology and evidence base
of new medications and the complications of diabetes can lead to an untenable
workload burden for busy IM when utilizing a flipped classroom education
model. To address this issue, we developed a series of online modules which
synthesized the Standards content from the ADA with a critical review of
pharmacology and education targeted towards complications of diabetes and
interpretation of continuous glucose monitoring data. These modules were
divided into Pre-Session Modules in a flipped classroom model, followed by
modules completed in small group discussion formats and case-based learning
to apply the knowledge learned in the modules with opportunity for discussion
with peers and faculty.
EVALUATION: We administered anonymous pre- and post-assessment
surveys which included 10 questions covering knowledge recall and knowl-
edge application to patient cases. The post-assessment included 3 Likert-scale
questions to obtain feedback on the learning modules. The surveys were
administered to all individuals who participated in the education session. Pre-
assessment survey data were collected from 54 IM, 2 NPs, and 4 faculty
members (N=60). Post- assessment survey data was collected from 57 IM, 2
NPs, and 4 faculty (N=63). All survey responses were analyzed utilizing
unpaired t-test (given the anonymous nature of the survey pre- and post-
assessments were not linked). The Pre- assessment survey: Mean 5.52 SD
1.74 and the Post-Assessment Survey: Mean 7.21SD 2.01. Score difference
was statistically significant with a p=0.0001 Among all participants, the
module was deemed to be a worthwhile learning experience and content was
delivered at an appropriate level of understanding. Nearly all felt that content
will change the way they practice.
DISCUSSION / REFLECTION / LESSONS LEARNED: The synthesis of
data from multiple sources into online learning modules allowed time-
constrained residents to efficiently obtain a comprehensive foundation of
knowledge for the management of type 2 diabetes. The curriculum demon-
strated improvement in knowledge and application of knowledge to the man-
agement of type 2 diabetes and learners reported that the experience was
beneficial and likely to impact their clinical practice.

IMPLEMENTATION OF A PATIENT-CENTERED FRAMEWORK
FOR THE HISTORY AND PHYSICAL EXAM: PERCEPTIONS AND
USAGE OF THE H&P 360 BY PRE-CLINICAL LEARNERS
Erin Rieger2; Valerie G. Press3; Irsk Anderson3; Vineet M. Arora4; Joyce W.
Tang1
1Hospital Medicine, University of Chicago Pritzker School of Medicine,
Chicago, IL
2Pritzker School of Medicine, The University of Chicago, Chicago, IL
3Medicine, University of Chicago, Chicago, IL
4Medicine, University of Chicago Medical Center, Chicago, IL. (Control ID
#3715811)

SETTING AND PARTICIPANTS: Psychosocial and behavioral factors
important for patient-centered care are inadequately assessed in the traditional
history and physical (H&P). The H&P 360 is a 7-domain biopsychosocial
framework (patient values, goals and priorities, mental health, behavioral
health, social support, living environment and resources, function, and bio-
medical conditions) designed to fill this need. While the H&P360 framework
has been previously implemented with clinical year medical students, the
feasibility and acceptability of introducing these domains to early pre-clinical
learners are unknown.
DESCRIPTION: We introduced the H&P 360 framework to 18 first-year
medical students (M1s) at UChicago participating in an elective track, the
Patient-Centered Longitudinal Experience. During October 2020-June 2021,
M1s, paired with 2 longitudinal patients, a physician preceptor, and an inter-
disciplinary care team, completed a minimum of 6 clinical encounters across
various care settings (clinic visits with PCPs, specialists or interprofessional
providers); phone calls between visits were encouraged. M1s were
recommended to ask questions from the H&P 360 domains during in- person
and phone encounters.
EVALUATION: Students logged the H&P360 domains addressed during
each patient interaction. A post-course survey elicited student perceptions.
SeventeenM1s (94%) logged that they utilized the H&P 360 questions at least
once. Of 71 total student encounters utilizing the H&P 360 questions, 36 were
in-person and 35 by phone. H&P360 questions were used exclusively during
phone calls for 7 students. Question domains most frequently utilized included
mental health (67%), perception of health (67%), relationships (61%), and
priorities and goals (56%). Twelve M1s completed post-course surveys about
the H&P360 (response rate 67%). Of these 12 students, 100% agreed or
strongly agreed the H&P360 added valuable information, helped them under-
stand patients’ goals and helped them learn to be a better clinician; 92% felt it
strengthened the provider-patient relationship. Most students felt comfortable
using the H&P360 (83%); 58% felt it facilitated interdisciplinary care plan-
ning. In open-ended feedback, 2 students requested more guidance on how to
apply during patient interactions.
DISCUSSION / REFLECTION / LESSONS LEARNED: Using the
H&P360 framework, MS1-patient conversations addressed perspectives and
goals important for patient-engagement in care. Student-patient relationships
were strengthened across both virtual and in-person encounters, with possible
implications for building patient trust in care. While all M1s considered the
framework educationally valuable and most were comfortable with it, fewer
applied the knowledge for interdisciplinary collaboration. This data
underscores the need for more reinforcement from faculty and continued
practice in the psychosocial history across the learning continuum.

IMPROVING INTERNALMEDICINE RESIDENTS’ COMPETENCY
IN POINT-OF-CARE ULTRASOUND DETECTION OF LOWER EX-
TREMITY DEEP VEIN THROMBOSIS
Peter C. Nauka1; Darlene LeFrancois2; Benjamin T. Galen2
1Internal Medicine, Montefiore Medical Center, New york, NY
2Department of Internal Medicine, Albert Einstein College of Medicine,
Bronx, NY. (Control ID #3715697)
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SETTING AND PARTICIPANTS:We designed a standardized novel one-
hour POCUS curriculum for internal medicine interns. This curriculum includ-
ed a half-hour didactic session and half-hour session of facilitated scanning on
inpatients. The didactic session incorporated details of POCUS basics as well
as a focused section on the 3-point compression POCUS protocol; this includ-
ed identifying anatomical structures and videos of negative and positive scans.
Scanning on inpatients was overseen by faculty or senior residents with
extensive prior POCUS training and focused on application of techniques
taught during didactic session. Facilitators were provided with a formalized
checklist of steps in the protocol to ensure even evaluation of residents during
the scanning portion.
DESCRIPTION: Lower extremity deep venous thrombosis (DVT) is preva-
lent amongst hospitalized patients and associated with significant morbidity
and mortality. Delays in identificationmay result from relying on the diagnosis
gold standard (duplex ultrasound studies performed and interpreted by the
vascular laboratory) due to test unavailability outside of daytime hours. The
point-of-care ultrasound (POCUS) evaluation for DVT, including compression
ultrasonography, offers excellent accuracy and can be employed by internal
medicine house-staff to improve timely diagnosis. Major barriers to
implementing POCUS education are a time restraint within already packed
didactic schedules, need for multiple trained facilitators and residents’ uneven
prior experiences with POCUS.We designed a standardized one-hour POCUS
curriculum on 3-point compression testing which can be administered by one
or two facilitators.
EVALUATION: Evaluation of curriculum focused on students’ comfort level
with 3-point compression POCUS. A total of eight residents completed the
curriculum and a pre-post survey assessing confidence with ultrasound basics
and performing the 3-point compression POCUS protocol. Overwhelmingly,
residents were more likely to indicate confidence with performing the protocol
after the training session as indicated by the proportion of “agree” or “strongly
agree” responses to various statements. Before the session, all eight residents
assessed “disagreed” or “strongly disagreed” with the statement: “I am confi-
dent in performing a 3-point compression test in patents and interpreting the
results of the scan.” Following the curriculum, seven out of eight “agreed” or
“strongly agreed” with the statement.
DISCUSSION / REFLECTION / LESSONS LEARNED: A major barrier
to incorporating POCUS curriculum remains time constraints within resident
didactic schedules. This unique educational initiative provides a time and
resource effective approach in conveying the 3-point compression POCUS
protocol. Residents indicated increased confidence with the protocol after the
training session. However, further work is needed to determine whether a one-
hour educational session is adequate for information retention and independent
practice.

IMPROVING RESIDENT CONFIDENCE AND COMPETENCY IN
PROVIDING PRIMARY CARE FOR LGBTQ+ VETERANS
THROUGH A VA CLINIC CURRICULUM
Mozhgon Vafaee1; Robin Reister2
1Internal Medicine, Dell Seton Medical Center at The University of Texas,
Austin, TX
2Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX. (Control ID #3715546)

SETTING AND PARTICIPANTS: Residents participate in 1-hr weekly
didactic sessions during their lunch period over the course of five weeks.
The didactic sessions cover the following topics: A Clinical Introduction to
Transgender Care, Terminology and Trauma-Informed Care, Primary and
Preventative Care Considerations for the LGBTQ+ Population, Taking a
Sexual History and Prescribing PrEP, Role-Playing Common Components of
Primary Care Visits for LGBTQ+ Patients. Each of these didactic sessions
incorporated how to access applicable resources through the VA system.
Presenters included IM and OBGYN faculty and Social Workers at the Central
Texas VA.
DESCRIPTION: In August 2021, the Dell Medical School Internal Medicine
(IM) Residency Clinic at the Austin Outpatient VA began an initiative to
improve the quality and accessibility of primary care to LGBTQ+ (Lesbian,
Gay, Bisexual, Transgender, Queer/Questioning) Veterans. To accomplish this

goal, we designed a Quality Improvement (QI) project that would address gaps
in competency and confidence in providing care to LGBTQ+ veterans through
a VA-specific educational curriculum. The primary aim of this QI project is to
increase residents’ average self-reported confidence in providing primary care
for LGBTQ+ veterans by 1.0 point on a 5.0 scale by March 2022 through a 5-
part series of hour-long weekly educational didactics. Our secondary aim is to
increase the average score for knowledge- based questions.
EVALUATION: We are utilizing pre- and post- intervention surveys of the
residents to evaluate our curriculum. Pre- survey data indicates that average
confidence scores for caring for LGB and Transgender patients are 2.5 and 2.1
on a 5 point scale (1 = Not very confident to 5= Extremely confident),
respectively. Average reported satisfaction scores regarding education received
during residency about primary care of LGBTQ+ patients was 2.7 (1= Very
dissatisfied to 5=Very satisfied). RegardingVA-specific knowledge questions,
when residents were asked to indicate which of 3 gender-affirming resources
were available at our local VA (with all 3 being available), the average number
of resources selected was 2.3.
DISCUSSION / REFLECTION / LESSONS LEARNED: Prior literature
on primary care LGBTQ+ curricula for IM residents is limited and, to our
knowledge, our curriculum is the first that is specific to the VA. We believe
that by providing this foundational didactic series on LGBTQ+ care with a
VA-specific approach, residents will be able to readily apply what they have
learned to patient encounters in their VA continuity clinic and empower them
to care for LGBTQ+ patients in their future practice. Thus far, all resident
cohorts have completed the pre-curriculum surveys and participated in the third
didactic session. Verbal feedback from residents who have participated in the
Transgender Care didactics has been overwhelmingly positive.

IMPROVING WORKFLOW EFFICIENCY AND CONFIDENCE: IN-
PATIENT ELECTRONIC HEALTH RECORD CURRICULUM
Zachary D. Demertzis1; Raef A. Fadel2; Jasmine Omar1
1Internal Medicine, Henry Ford Hospital, Detroit, MI
2Internal Medicine, Henry Ford Health System, Detroit, MI. (Control ID
#3715557)

SETTING AND PARTICIPANTS: Our goal was to create an interactive
inpatient electronic health record orientation session with our incoming house
officers and assess their confidence level in completing common daily tasks.
We also strived to improve new house officer work flow, with hopes in leading
to fewer work hour violations and coding queries in their first month of
training.
DESCRIPTION: We developed a 2-hour, interactive inpatient electronic
health record (EHR) curriculum that our new internal medicine house officers
completed prior to starting their residency training. The curriculum included
how to log into the EHR, create patient lists, navigate and customize a patient’s
chart, placed admissions orders, generate a H&P note, update problem lists,
generate daily Progress notes, update Hospital courses, place discharge orders,
and how to execute transfers. We surveyed the interns on their confidence level
of performing the above tasks before, immediately after, and 1 month after
completing the course. We also compared the number of work hour violations
and number of coding queries of the 2021 incoming house officers to the 2019
incoming house officers (similar rotation scheduling and excluding the
coronavirus-2019 pandemic of 2020) who did not complete a program-
specific EHR orientation curriculum.
EVALUATION: We found that new house officer confidence in completing
all EHR tasks significantly improved immediately after the training session,
including improved confidence in use of the EHR (3 [2-4] vs 4 [3.75-5,
p<0.001), input of past medical history (3 [2-4] vs 4 [4-4], p<0.001) and home
medications (2 [1-3] vs 4 [3.75-4], p<0.001), and completion of thorough
discharge summaries (2 [2-3] vs 4 [3-4], p<0.001). Confidence level was
maintained on reassessment one month later.
When assessing 8-hour work violations, we saw a decrease from 15 violations
in 2019 down to 1 in 2021 (p<0.001). There was also no statistical difference in
average number of hours worked per week between the two groups. In 2019,
new house officers averaged 60.9 hours per week, while in 2021 they averaged
60.8 hours per week (p=0.99). Neither group had any violations of average 80-
hours per week.

JGIM S635



Total number of coding queries for resident documentation significantly im-
proved across the first month of resident rotations on General Internal Medi-
cine units in July 2021 as compared to 2019 (-9.12, p=0.001).
DISCUSSION / REFLECTION / LESSONS LEARNED: The incorpora-
tion of an interactive inpatient EHR curriculum specific to our health program's
EHR system significantly improved our new house officer confidence levels
prior to starting their rotations. The curriculum significantly improved their
daily work flow by showing a decrease in the number of 8-hour work
violations with no impact on the average hours worked weekly by our new
house officers, and a decrease in coding queries.

IMPROVINGWRITTEN FEEDBACK FOR STUDENTWRITE-UPS –
A PORTABLEWORKSHOP
Athina Vassilakis1; James E. Reilly1; Darlene LeFrancois2
1Medicine, Columbia University, New York, NY
2Yeshiva University Department of Medicine, Bronx, NY. (Control ID
#3715212)

SETTING AND PARTICIPANTS: Feedback delivery is a core method in
medical education, but written feedback (WF) for medical student write-ups is
an area with scarce literature to guide best practices. A workshop was devel-
oped and delivered remotely at our school in March 2021. All faculty teaching
in the required Foundations in Clinical Medicine Tutorials course for preclin-
ical medical students were invited to participate.
DESCRIPTION: The workshop included a novel online interactive Canvas-
based asynchronous module followed by a zoom-based synchronous debrief
session. The module includes didactic boluses of best feedback practices
adapted for formative WF-giving and multiple interactive opportunities for
faculty to: (1) give WF on a provided sample write-up focusing on specific
skills in different sections; (2) review and respond to peer faculty comments on
discussion boards; and (3) assess the sample write-up using our school’s
workplace-based assessment (WBA) tool for Entrustable Professional Activity
5, i.e. document a clinical encounter in the patient record. The module included
pre-post module surveys.
During the 90-minute debrief session, we shared key data from the pre-post
module surveys and the distribution of WBA ratings of the sample write-up.
Additionally, based on faculty input in the post-module survey, we discussed
and shared tips and insights for WF in challenging areas and practiced
feedback-giving using sections from actual student write-ups.
EVALUATION: Of 32 faculty invited, 16 participated in the online module
and 20 faculty participated in the debrief. Faculty survey data regarding
baseline experience and confidence in performing specific feedback skills
pre-module, post-online module, and post-debrief was collected. Faculty rated
the utility of the module, debrief session, and combination on a 5-point Likert
scale. Confidence in eleven WF skill areas was assessed on a 4-point Likert
ranging from “not prepared” to “very prepared.” Faculty comments on the
sample write-up and discussion board were reviewed. 9 of 11 faculty complet-
ing the post module survey rated the module as “extremely” or “very” useful. 9
of 12 faculty completing the post debrief survey noted the opportunity to
practice WF and review peer comments to be the most useful aspects of the
workshop. Combined confidence ratings on written feedback skills increased
0.6 points from pre- to post- module and pre-module to post-debrief (p<0.001).
It did not change from post-module to post debrief (p=0.53). Representative
faculty WF and discussion board comments will be shared.
DISCUSSION / REFLECTION / LESSONS LEARNED: This workshop
was well received and increased faculty confidence in WF giving. Review of
quality and quantity of faculty participant student write-upWF before and after
workshop participation will be undertaken using a novel rating rubric for
scoring to further gauge workshop impact. The workshop’s transportability
allows its adaptation and replication elsewhere, potentially filling the gap of
faculty training for improving WF for student write-ups.

INCOMING MEDICAL STUDENT REFLECTIONS ON HEALTH
EQUITY: A QUALITATIVE REVIEW OF REFLECTIONS FROM A
FOUNDATIONAL ANTIRACIST CURRICULUM ON HEALTH
EQUITY

Blen Girmay2; Katherine Chebly2; Tiffany E. Cook4; Colleen Gillespie5; Ruth
Crowe3; Joseph Ravenell5; Richard E. Greene1
1Medicine, NYU Grossman School of Medicine, New York, NY
2Internal Medicine, NYU Langone Health, New York, NY
3NYU Long Island School of Medicine, New York, NY
4University of Massachusetts Chan Medical School, Worcester, MA
5NYU Langone Health, New York, NY. (Control ID #3706871)

SETTING AND PARTICIPANTS: We qualitatively analyzed written
reflections by incoming MS1s (N=104) of a virtual, 3-week pre-clinical
foundations block on health equity and social determinants of health (SDOH).
DESCRIPTION: Understanding the impact of inequity and bias on health
outcomes early in medical training is essential to providing high quality care to
a diverse population. Content of the curriculum was informed by critical race
and racial identity development theories. Instructional design included large
and small group activities to promote psychological safety when discussing
challenging material. To assess student learning and development outcomes,
students submitted pre- and post-reflections.
EVALUATION: The Council for the Advancement of Standards in Higher
Education learning and development outcomes and domains were used to code
and analyze reflection responses. A majority of responses fell under the
domains of knowledge processing and cognitive complexity. Students reported
an increased understanding of race as a social construct and a complex
variable. Post reflections highlighted intrapersonal development as students
articulated multiple facets of their identity from their spirituality to their race
and their privilege. They also demonstrated critical thinking in applying this
new knowledge to their previous understanding of race. Many students
expressed increased motivation to develop relationships with diverse
colleagues and patients, a core concept in developing interpersonal compe-
tence. When comparing individual pre-reflections to matched post reflections,
we observed a transition from “this is what I know” to “this is what I realize I
don't know” with an increased sense of social and civic responsibility and goal
setting as a future physician.
DISCUSSION / REFLECTION / LESSONS LEARNED: The curriculum
achieved the goal of reorienting learners to the complexity and impact of
racism and other forms of oppression as SDOH. Pre-reflections noted an
understanding of race and poverty as SDOH, but lacked an understanding of
the systematic nature of racism and oppression in medicine. We discovered the
need to directly address feelings of tension and conflict related to the applica-
tion of health equity in practice.
The transition to medical school–a milestone in physician training–frames how
learners familiarize themselves with norms and expectations of medicine, often
referred to as the hidden curriculum. Wide variation in pre-reflection
definitions of health equity demonstrates the value of a foundational curricu-
lum in establishing shared concepts. This content and the way it is presented
can serve as a catalyst for individual learning and intrapersonal and profes-
sional identity development as it provides the space and time to reflect on one’s
positionality within medicine at this critical juncture.
As our learners mature in understanding how racism and oppression operate
within medicine, faculty will also be called upon to adapt to the ever-changing
needs and knowledge awareness of each rising cohort.

INNOVATIVE SUBSTANCE USE DISORDER BOOTCAMP FOR IN-
TERNAL MEDICINE RESIDENTS
Maelys Amat1; Kelly Graham1; Julia Lindenberg2
1Medicine, Beth Israel Deaconess Medical Center, Boston, MA
2General Medicine and Primary Care, Beth Israel Deaconess Medical Center,
Boston, MA. (Control ID #3703044)

SETTINGAND PARTICIPANTS:All internal medicine first year residents
during their ambulatory block at a large urban academic medical center.
DESCRIPTION: Substance use disorders are prevalent ambulatory care
sensitive conditions that have reached epidemic levels in the United States.
Despite this, many trainees receive little to no education on screening for and
treating substance use disorders (SUDs) as they enter residency. We hypoth-
esize that trainees often do not feel comfortable identifying or managing
substance use disorders, especially in the primary care setting.
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The aim of this studywas to design a SubstanceUseDisorder bootcamp, which
consists of 3 separate sessions of curriculum delivered every 3 months during
the academic year. Each of these sessions focuses on a unique substance use
disorder; (1) alcohol use disorder (AUD), (2) opioid use disorder (OUD) and
(3) tobacco use disorder (TUD). Each individual session has three distinct
learning objectives: (1) Identify individuals with this use disorder (2) Apply
motivational interviewing techniques to the management of the use disorder
and (3) Outline treatment options for a patient with this use disorder.
EVALUATION: Prior to participating in the curriculum, 47% of residents
reported having prior training on the care of patients with SUD and only 11%
reported feeling adequately prepared to care for patients with SUD.
We assessed comfort and attitudes towards caring for individuals with SUDs
using a survey tool with a 1-5 scale of agreement that we developed and
administered before and after the curriculum was delivered.
After the curricular intervention, residents endorsed an increase in comfort
caring for a patient with SUD (mean score increase from 3 to 4 for AUD, and
2.7 to 4.0 for OUD). We saw similar increases in confidence in the residents’
ability to screen (mean score increase from 3.3 to 4.3 for AUD, and 3 to 4.3 for
OUD) and treat (mean score increase from 2.6 to 4 for AUD, and 2.6 to 4 for
OUD) a patient with SUD. We also noticed improvement in skill development
related to motivational interviewing (mean score increase from 3.1 to 4.4 for
AUD, and 2.9 to 4 for OUD). Our TUD curriculum is planned for the Spring of
2022.
Overall, residents experienced an increase in perceived comfort with screening
and treating patients with AUD and OUD after the curriculum. A formal
analysis is pending completion of our TUD.
DISCUSSION / REFLECTION / LESSONS LEARNED: In summary,
while there is variability in the training medical students receive on caring
for patients with substance use disorders, an SUD bootcamp which
incorporates screening techniques, interactive motivational interviewing skills
training and education on treatment options for patients with SUD greatly
increases the residents’ comfort and confidence and better prepares them to
care for their own patients with SUD in the primary care setting.

INTEGRATION OF MENTORSHIP AND AT-THE-ELBOW ELEC-
TRONICMEDICALRECORDSUPPORT INTOAPANELMANAGE-
MENT CURRICULUM FOR INTERNAL MEDICINE RESIDENTS
Benjamin Depo, Emily Hadley Strout, Elizabeth A. Wahlberg, Halle G. Sobel.
Internal Medicine, University of Vermont College of Medicine, Burlington,
VT. (Control ID #3706157)

SETTING AND PARTICIPANTS: Academic internal medicine residency
clinic in Vermont. 35 internal medicine residents participated.
DESCRIPTION: Our panel management (PM) curriculum consists of a QI
approach to panel metrics, individualized mentorship and electronic medical
record (EMR)-specific didactics. This approach is based on qualitative feed-
back from our prior curriculum. Residents focused on the population health
goal of improving hemoglobin A1C testing for their panel of patients with
diabetes, with the option to work on an individualized secondary population
health goal. The curricular structure is as follows:
1. Introductory didactic on the fundamentals of PM and population health
2. Four-week PDSA cycle:
a.Week 1 “Plan”: Residents review their panelmetrics and current A1C testing
guidelines, followed by meeting with support staff to coordinate outreach
strategies for patients needing testing
b. Week 2&3 “Do”: Implement office visit and outreach strategies above.
Review panel metrics to monitor improvement
c. Week 4 “Study and Act”: Continue direct patient care and outreach, as well
as reflect on successes and barriers during the cycle
3. Weekly survey to facilitate review of panel metrics, identify and anticipate
barriers and resources needed to successfully complete PM for that week
4. 30-minute preceptor-led session each week during which residents reflect on
progress, identify barriers and successes and strategize further patient outreach
5. EMR-specific didactics within the 30-minute sessions to improve PM skills,
an area of need identified by residents
6. One half-day of protected time each clinic week devoted to PM

7. Individual weekly wrap-up with clinic firm leader to discuss the resident’s
progress on their weekly goal, as a means to improve an identified need for
increased mentorship with PM
8. Investigator-prepared reference guides with evidence-based standards of
care for twenty health maintenance topics
EVALUATION: 1. Descriptive analysis of resident responses to surveys:
a. Successes/barriers identified
b. Resources utilized
c. Patient population identified overdue for care for primary or secondary goal
d. Secondary goals set
e. Number of patients that had coordinated outreach
2. Resident reported feedback:
a. Satisfactionwith focusing on same primary goal with the option to choose an
individualized second goal
b. Confidence with EMR skills
c. Sense of increased mentorship
3. Quantitative analysis
a. A1C testing compliance was examined for resident clinic patients with
diabetes at the completion of the PDSA cycle described above over five
months. Results show a statistically significant increase of 13% in A1C testing
compliance post-intervention (OR=1.71, 95% confidence interval of 1.19–
2.44).
DISCUSSION / REFLECTION / LESSONS LEARNED: Our updates to
the existing PM curriculum have proven effective in improving A1C testing in
conjunction with resident reported improved confidence in EMR skills and
satisfaction with the structural changes to the curriculum. We aim to use this as
a successful framework for PM to apply to other panel metrics.

INTEGRATIONOF SCRIBES INTO INPATIENTWARD TEAMS TO
OPTIMIZE RESIDENT EDUCATION AND WORK-HOURS
Cassedy Mahrer Owen1; Collette E. Abbott2
1General Internal Medicine, Harborview Medical Center, Seattle, WA
2Medicine, University of Washington, Seattle, WA. (Control ID #3715537)

SETTING AND PARTICIPANTS: This study was implemented on the
inpatient IM wards at a single site within a large, multi-site, University-based
IM residency program. Resident teams were comprised of 1 senior resident, 2
interns, and an attending physician. Two scribes were provided by ProScribe;
they were trained for the first 3 weeks and then worked independently 7 days a
week, 8 hours/day.
DESCRIPTION: In an attempt to reduce duty hours, our Internal Medicine
(IM) residency program and Department of Medicine leadership proposed
introducing scribes on an inpatient ward service. We hypothesize that utiliza-
tion of scribes will decrease documentation burden, decrease hours worked and
duty hour violations, increase resident wellness and satisfaction, increase time
spent on education, and improve note quality, note timeliness and
communication.
At this site, 5 resident teams rotate through a 5-day call cycle. In our first pilot,
a scribe was initially assigned to work with senior residents on their “senior
only” days (once every 5 days) in a 28-day rotation. Providers were given a
brief orientation on best practices for utilizing scribes. We assessed this
intervention by interviewing participants and observing team rounds and found
that scribes were underutilized and not perceived to be very helpful by the
team.
We redesigned the process for a second pilot–scribes stayed with a single ward
team for 20 days, worked directly with all team members (excluding medical
students), and attending physicians were asked to maximize team integration.
Observation of this team showed significantly increased utilization of the
scribe. Residents and attending were surveyed at 7 days and 14 days of
working with a scribe via interview. They noted completing work and leaving
1-2 hours earlier each day, having significantly more time for education as a
team, and more time with patients.
EVALUATION: For final study design, two ward teams will work with a
scribe for 14 days continuously, then spend 14 days without. These teams will
serve as their own controls. Three ward teams will not be assigned a scribe due
to budget constraints—randomization software used to determinewho receives
intervention.
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Quantitative measurements will be used to assess the efficacy of the interven-
tion. This will be done using MedHub work hour data, provider surveys, and
EHR data analysis.
DISCUSSION / REFLECTION / LESSONS LEARNED: This action
research framework enabled us to do rapid and iterative PDSA cycles, which
led to modifications and optimization of the study design. We learned four
major lessons here:
First, integration of the scribes with the care team is crucial for their utilization.
Secondly, integration of a scribe into a team is prohibitively challenging when
the team changes daily. Third, feedback from clinicians to the scribes is
necessary for optimal utilization and time savings.
Fourth, new scribes face a steep learning curve to adequately capture inpatient
encounters in notes, so assessing scribe company’s ability to effectively
implement inpatient scribes is critical.

INTERNALMEDICINE RESIDENTS’ KNOWLEDGE, SKILLS, AND
ATTITUDES REGARDING IMMIGRANT HEALTH
Laura Sirbu1; Shwetha Iyer2
1Internal Medicine, Montefiore Medical Center, Bronx, NY
2Internal Medicine, Montefiore Medical Center, Bronx, NY. (Control ID
#3716086)

SETTING AND PARTICIPANTS:We assessed the knowledge, skills, and
attitudes regarding immigrant health of 30 medical residents across years in the
Primary Care - Internal Medicine residency program at Montefiore Medical
Center in the Bronx, NY.
DESCRIPTION:Many U.S. cities have large immigrant populations, includ-
ing the Bronx, where almost 35% of residents are foreign-born. Physicians
should be proficient in screening and treating immigrant populations, however,
there are few data available about immigrant health training during medical
school or residency.
We delivered two 90 minute didactic sessions, given during ambulatory
curriculum blocks, focused on screening recommendations for immigrant
patients on latent tuberculosis, hepatitis B, parasites, and mental health
conditions. We conducted a baseline assessment of residents’ knowledge,
skills and attitudes and plan to test changes in knowledge and practice over
the following year to assess the impact of this intervention. We hypothesized
that resident physicians today do not feel equipped nor proficient at taking care
of immigrant populations.
EVALUATION: The baseline assessment, administered via a web-based
survey, evaluated resident experience, knowledge, and skills in immigrant
healthcare and assessed barriers to providing healthcare to immigrant commu-
nities. Questions asked about experience with immigrant health using a 5-point
Likert scale (from 1=strongly disagree to 5=strongly agree) in addition to
multiple choice questions assessing knowledge about tuberculosis, hepatitis
B infection, parasitic infection, and non-communicable diseases. The survey
was administered to all residents immediately before the didactic session. Of
29 residents who completed the didactic sessions, 28 residents completed the
questionnaire. Results demonstrated that a majority (70%) of participants did
not believe their knowledge about immigrant health was sufficient to provide
adequate care to immigrant patients. The knowledge gaps varied based on
medical condition, with only four residents (15%) expressing confidence for
screening tuberculosis and latent tuberculosis infections, 11 residents (39%)
expressing confidence with screening for hepatitis B, and only one resident
(4%) expressing confidence with screening for parasites. However, all
participants enjoyed caring for immigrant patients and most (over 90%) would
like to provide care to more immigrant patients in the future.
DISCUSSION / REFLECTION / LESSONS LEARNED: We found that
most residents do not feel confident in screening immigrant patients for certain
health conditions, yet most residents expressed enjoyment in taking care of
immigrant patients and a desire to provide care to these populations in the
future. Our results suggest that a comprehensive immigrant health curriculum
is a necessary component of residency education in areas that have large
immigrant communities as part of their patient population.

INTERNAL MEDICINE RESIDENT’S PERCEPTIONS OF CLINI-
CAL PEARLS IN MORNING DIDACTIC
Brant Bickford, Kathryn Burtson, Steven Young, Robert Fay, Joseph Yuhas
Internal Medicine, Wright State University, Dayton, OH. (Control ID
#3716176)

SETTING AND PARTICIPANTS: Our midwestern internal medicine res-
idency program is university-affiliated with 76 categorical positions. We have
resident hospital teams at three distinct sites including Miami Valley Hospital,
Wright Patterson Medical Center, and Dayton Veterans Affairs Medical Cen-
ter. The study took place across all three hospital sites during the 2021-2022
academic year, starting July 2021 and lasting 6 months in duration.
DESCRIPTION: Our goal was to improve resident retention of high yield
information from our ongoing morning reports. Our program has a 13-block
calendar system divided by subspecialty with a 15-minute daily morning report
as a primer followed by case-based, flipped classroom, problem-based learning
for an hour at noon conference.
We implemented a change to morning report in which our resident presenters
or “content leaders” would end each primer lecture with 3-5 “clinical pearls.”
These pearls were resident developed and screened by chief residents to reflect
the highest yield information from the primer lecture and were designed to
mirror ACGME learning objectives and common ABIM topics.
18 residents completed a unanimous resident matched survey looking at
qualitative features of the morning report pre and post intervention.
EVALUATION: We constructed and utilized a digital survey assessment
before and after clinical pearl implementation. Overall assessment of morning
report was rated via a Likert scale. Qualitative assessment was reported pre-
intervention with 12 questions involving the overall quality of the morning
reports prior to intervention. Survey questions considered if the morning
reports provided efficient and concise learning material that improved medical
knowledge and implementation of the material into the resident medical
training. After implementation of the clinical pearls a 6-month post interven-
tion survey was completed. Prior to intervention 3.2% of residents strongly
agreed that they understood the learning objectives, this increased to 33.3%
post intervention. Other improvements included residents agree that thier
immediate recall and retention of materials increased from 36.0 and 18.1% to
72.2 and 77.8%, respectfully.
DISCUSSION / REFLECTION / LESSONS LEARNED: The results
above indicate residents perceived an improvement in the quality of the primer
lectures after the implementation of clinical pearls. Based on these results, we
believe that residents and chief residents can develop clinical pearls that the
resident audience perceives as pertinent and applicable to their current medical
practice.While not evaluated in this study, this perceived improvement may be
associated with increased concentration on the primer lectures, and thus
improved recall of important clinical information. Further studies are needed
to evaluate if clinical pearls are associated with improved retention of pertinent
information for clinical practice and board examination. Overall, the utilization
of resident developed clinical pearls in formal didactics improves perception of
formal didactics.

INTERPROFESSIONAL COLLABORATIVE PRACTICE IN PRIMA-
RY CARE DURING COVID-19: MEDICAL AND PHARMACY STU-
DENT TEAMS PROVIDING TELEHEALTHOUTREACH TOHIGH-
RISK PATIENTS
Iris Huang1; Stephanie Hsia2; Marilyn Stebbins3; Maria A. Wamsley4
1Medicine, University of California San Francisco, San Francisco, CA
2Pharmacy, University of California San Francisco, San Francisco, CA
3Pharmacy, University of California San Francisco, San Francisco, CA
4Medicine, University of California San Francisco, San Francisco, CA. (Con-
trol ID #3707659)

SETTING AND PARTICIPANTS: Many schools offer classroom and
simulation interprofessional education but fewer offer interprofessional collab-
orative practice (ICP) opportunities. ICP in telehealth settings provides unique
learning opportunities and addresses clinical and educational challenges during
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the pandemic. In this rotation, medical and pharmacy students practice inter-
professional collaboration (IPC) while providing telehealth outreach to high-
risk primary care patients.
DESCRIPTION: Each student completed four 3-hour virtual sessions in 2-4
weeks. After orientation and didactics, students collaboratively contacted high-
risk primary care patients using Doximity and Zoom. They triaged symptoms,
assessed medication adherence, administered screenings and counseled about
COVID-19. Students then presented to medicine and pharmacy preceptors,
practiced communication skills and discussed team experiences. In the pilot
rotation, students completed a post-rotation survey and interview to assess
achievement of learning objectives. In subsequent rotations, students complet-
ed pre- and post-rotation surveys to assess changes in attitudes towards IPC.
EVALUATION: In the pilot rotation, 2 medical and 3 pharmacy students
(100% response rate) completed the post- rotation survey and interview. All
students agreed or strongly agreed that the rotation increased their confidence
in IPC. Qualitative themes included appreciation of professional differences in
clinical approach and recognition of collaborative contributions to patient
outcomes (e.g., connecting patients to care). In subsequent rotations, 1 medical
and 5 pharmacy students (100% response rate) completed pre- and post-
rotation surveys. The 10-item SPICE-R2 instrument assessed attitudes towards
IPC on a 5 point Likert scale from 1 (strongly disagree) to 5 (strongly agree)
(Zorek et al., 2016, see online resource). Post-rotation, average student agree-
ment scores increased for all 10 items. All students strongly agreed that
students from different disciplines should be educated to establish collabora-
tive relationships with one another (item 7). The item related to understanding
training requirements of other health professions remained the lowest agree-
ment score (item 5).
DISCUSSION / REFLECTION / LESSONS LEARNED: The rotation
increased student confidence in IPC. Students’ perception of the value of
IPC also increased. Limitations included changes in the interprofessional team
in subsequent rotations. Due to scheduling differences, some rotations included
pharmacy students working with medicine and pharmacy preceptors without
medical students. In these rotations, all pharmacy students reported that the
rotation was very or extremely effective in improving their ability to engage in
IPC. This suggests that changes in the interprofessional team may not signif-
icantly impact rotation effectiveness. Future rotations will include professional
training overviews to address the knowledge deficits shown by the lowest
SPICE-R2 score.
ONLINE RESOURCE URL: https://health.tamu.edu/iper/research/docs/
spice-r2-instrument-final.pdf

ITERATIVE DESIGN OF A COLLABORATIVE MULTIMODAL
HEALTH POLICY & ADVOCACY CURRICULUM IN AN INTER-
NAL MEDICINE RESIDENCY PROGRAM
Michael J. Brunnquell1,4; Emily Bishop3; Eric Balaban2; Shoaib Fakhri2
1Medicine, Denver Health, Denver, CO
2University of Pittsburgh, Pittsburgh, PA
3Colorado Medical Society, Denver, CO
4University of Colorado Health, Aurora, CO. (Control ID #3712130)

SETTING AND PARTICIPANTS: University of Colorado Internal Medi-
cine Residency (UCH IM) has not had a dedicated health policy curriculum
available to residents for over 6 years. We set out to design and implement a
more in depth curriculum that would give interested residents more devoted
educational time to health policy, economics and the basics of advocacy.
Initially this was a 2 week full time elective block. To reach more residents we
have developed our own pathway which can provide around 30 hours during
protected educational time throughout the year.
Participants- Learners: 2nd and 3rd year Internal Medicine Residents
Participants- Instructors: 1/2 of curriculumwas designed by Colorado Medical
Society. The other half of the content was provided by interested faculty at
University of Colorado.
DESCRIPTION: Educational approach; Combine teaching modalities (di-
dactic/discussion/experiential) to facilitate deep learning and inspire residents
to continue learning health policy on their own.
- Minimize didactic sessions to what is required to build a common language/
basic policy architecture.

- Involve speakers with diverse perspectives and backgrounds on policy and
advocacy to provide discussion based sessions.
- Encourage speakers to focus on their passions rather than a topic overview to
encourage deep learning.
- Collaborate with Colorado Medical Society (CMS) to provide advocacy
curriculum Examples of Curriculum:
Provided by CMS;
Didactic; How a Bill Becomes Law&How to adopt a Legislator, Experiential;
Meetings with state legislators and lobbyists Provided by UCH Faculty;
Didactic; Econ 101 for Doctors
Discussion Based; MACRA and alternative payment models
EVALUATION: Initial evaluation and modifications of curriculum were
made based on retrospective qualitative reviews of content.
Proposed evaluation for full curriculum;
- Pre/Post of whole residency to quantify need for policy elective and see how
new pathway fulfilled this need.
- Residents who participate in pathway pre/post centered quantitatively around
knowledge gained and attitude regarding importance of this work and likeli-
hood and preparedness to engage in policy/advocacy work.
DISCUSSION / REFLECTION / LESSONS LEARNED: Three
Takeaways from past two years of curriculum design and implementation;
Challenge 1: Resident engagement
Strategy: Minimizing didactics and maximizing discussion/interview or expe-
riential opportunities promotes more engaged residents.
Challenge 2: Limited time available for non-clinical electives
Strategy: Use protected education time throughout the year rather than
electives during block scheduling Challenge 3: Lack of FTE Support
Strategy: Partnering with professional organizations with extensive experience
policymaking and existing ties to lawmakers can be a key way to provide
experiential learning and spread the teaching burden. Similarly asking faculty
to provide content on a single topic they are passionate about helps spread
teaching burden.
ONLINE RESOURCE URL:
https://docs.google.com/document/d/1CMqBRTwzSGn1JRsjJI85r_
c4jTLlKdF9PzcYq1MxyH0/edit?usp=sharing

JUST-IN-TIME EDUCATION: IMPLEMENTING A SIMULATION-
BASED TELEMEDICINE TRAINING AND ASSESSMENT PRO-
GRAM ACROSS OUR EDUCATIONAL CONTINUUM AND
HEALTH SYSTEM
Zoe Phillips4; Jeffrey A. Wilhite4; Harriet Fisher4; Khemraj Hardowar5; Lisa
Altshuler4; Colleen Gillespie4; Virginia Robertson6; Jun Mitsimoto6; Anne
Dembitzer7; Melanie Jay7; Isaac Holmes3; Melissa S. Lee2; AndrewWallach1;
Kathleen Hanley1; Sondra Zabar4
1General Internal Medicine, NYU Langone Health, New York, NY
2Ambulatory Medicine, Kings County Hospital, Brooklyn, NY
3Bellevue Hospital Center, New York, NY
4Medicine, New York University Grossman School of Medicine, New York,
NY
5Medicine, New York Grossman School of Medicine, Brooklyn, NY
6NYU Langone Health, New York, NY
7Margaret Cochran Corbin Veteran's Affair Ambulatory Care, NewYork, NY.
(Control ID #3713310)

SETTING AND PARTICIPANTS: Clinician trainees across our health
system, including: 1) 107 internal medicine faculty and residents who partic-
ipated in workplace-based learning at public, private, and federal (Veterans
Affairs) ambulatory practices, 2) 16 clinicians at our student health center, and
3) upwards of 250medical students, residents, and newly-hired general internal
medicine (GIM) faculty members from medicine, neurology, and pediatrics
departments in our simulation center.
DESCRIPTION: While core communication skills have always been at the
forefront of medical trainee assessment, information on transference of those
skills and integration of the in-person clinical workflow to the virtual care
environment was limited prior to COVID-19. NYU Grossman School of
Medicine (NYUSOM) implemented a telehealth improvement program across
medical students, residents and faculty. In order to assess and improve our
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systems’ ongoing telehealth practices, we employed three distinct educational
methodologies across our health systems since March 2020: objective struc-
tured clinical exams (OSCEs) and announced (ASPs) and unannounced stan-
dardized patient (USPs).
Cases were designed to target common, site-specific issues (i.e., hearing loss,
COVID-19 vaccine hesitancy, social determinants of health, and sexual and
mental health concerns). In line with previous work, all SPs were trained to use
a standard behaviorally-anchored checklist to assess communication and
telemedicine-specific skills over video visit ( Zoom or WebEx). USPs, profes-
sional actors who conduct visits unbeknownst to the clinician, were also
trained to collect data on clinic functioning.
EVALUATION: Summary reports on performance were provided to both
clinical and education leadership and learners to identify future training needs.
Data on telemedicine skills across all projects demonstrates room for improve-
ment (mean % marked ‘well done’ across learners: 46% in the OSCE, 68% at
the SHC, and 48% in the public clinics, respectively). Common telemedicine
challenges included prompting the SP to adjust their video frame or remove
distracting background noise.
Most health systems conducted fewer screenings virtually than they did in-
person (e.g., at the SHC only 41% and 6% of SPs were screened for alcohol
and vaping, respectively; at the public clinics, 25% and 20%were screened for
depression and vaping, respectively). Participant feedback reports highlight
performance across core domains and provide resources for improvement.
DISCUSSION / REFLECTION / LESSONS LEARNED: Our ongoing
telemedicine training program demonstrates a highly scalable educational
assessment methodology that can be leveraged to optimize common care
practices. Data confirm that SPs, ASPs, and USPs can be used across the
health care system in simulated and real-world scenarios to identify areas for
intervention.

LANES TO JUSTICE: IMPROVING ENGAGEMENT IN
ANTIRACIST EDUCATION AND ACTION
Smitha Chadaga1; Allison Abraham1,2; Jennifer L. LeTourneau2
1Department of Medicine, Legacy Health System, Portland, OR
2Department of GraduateMedical Education, Legacy Health System, Portland,
OR. (Control ID #3703098)

SETTINGAND PARTICIPANTS: Lanes to Justice (LTJ) is a twice month-
ly antiracist education and action newsletter sent via email and distributed via
internal channels and is curated by the Legacy Inpatient Medicine Service and
the Graduate Medical Education Diversity, Equity, and Inclusion Committees
and provided to residents and faculty. Initially created for our internal medicine
residency program & its faculty, LTJ it is now distributed throughout our
health system including to senior leaders and portions are used in the weekly
newsletter sent to all employees & medical staff.
DESCRIPTION: LTJ is a twice monthly antiracist education & action news-
letter. Each issue is divided into 2 lanes: an education lane & an action lane.
Educational lanes are provided to increase knowledge through multiple media
forms.
Action lanes empower physicians to participate in activities such as
volunteering, donating, joining an antiracist organization, or advocacy to their
government representatives to create concrete antiracist impact. Each issue also
includes resources to educate children. The newsletter sequencing is pre-
planned, however, we pivot to address just-in- time training on recent events
such as the increase in anti-Asian hate crimes. We catalog all resources & have
bi-annual summaries to reinforce specific principles & introduce new readers
to the work. Faculty physicians & advanced practice providers can log time
spent on educational items for an employee engagement incentive. Each issue
is curated by a team of physicians. Readers are also able to submit items for
inclusion in future issues.
EVALUATION: 6 months after the initial release of LTJ we evaluated both
groups with a survey to assess engagement. These results revealed increased
engagement in educational items from yearly or never to weekly or monthly.
The majority of participants had never engaged in action items, but after LTJ
are now participating yearly or monthly. On review of the engagement incen-
tive data in March of 2021 it was found that faculty physicians logged 495

hours of antiracist education work which represented 12% of submissions for
the fiscal year.
DISCUSSION / REFLECTION / LESSONS LEARNED: Racism is a
public health crisis impacting patients and healthcare workers. Antiracist
education is not typical in undergraduate or graduate medical education cur-
riculum. Discriminatory practices in health care result in worse patient
outcomes in Black, Indigenous, & People of Color (BIPOC). Committing to
antiracist work is the first step in addressing racism and must be followed by
antiracist education & action to create meaningful change. We have seen
ongoing engagement & by continuing to provide these resources, we will
advance our mission of being an antiracist organization. This change has the
potential to impact patient outcomes. As an ongoing and iterative process in
education & action in diversity, equity, & inclusion (DEI), it is extensive and
requires constant engagement & learning.

LEARNING WITH THE EXPERTS: DEVELOPMENT AND IMPLE-
MENTATION OF A BRIEF PATIENT- CENTEREDMEDICAL EDU-
CATION INTERVENTION ON GENDER-DIVERSE HEALTHCARE
Aliza Norwood1; Brandon S. Altillo2
1Internal Medicine, The University of Texas at Austin Dell Medical School,
Austin, TX
2Population Health, The University of Texas at Austin Dell Medical School,
Austin, TX. (Control ID #3702811)

SETTING AND PARTICIPANTS: The study included 47 second-year
medical students in the Primary Care, Family, and Community Medicine
Clerkship at Dell Medical School in Spring 2021. Six community stakeholders
who identify as transgender, nonbinary, and/or intersex were recruited from
local gender diversity advocacy networks to co-develop and co-facilitate the
session.
DESCRIPTION: The Association of American Medical Colleges (AAMC)
encourages medical schools to train students on care for LGBTQ+ patients. At
DellMedical School, there is minimal formal training on healthcare for gender-
diverse populations, in part due to time constraints. To address this, a brief
patient-centered educational intervention was co-developed and co-facilitated
with gender-diverse community stakeholders. A clerkship director co- wrote 3
clinical cases involving gender-diverse patients with the stakeholders. The
session was held on one afternoon over videoconference. After an introductory
lecture, students were divided into 6 breakout groups, each with a community
stakeholder who acted as a standardized patient in one of the 3 cases. Students
interviewed the standardized patient in small groups for 15 minutes, then
returned to the large group for debrief and feedback.
EVALUATION:This study used a pre-posttest design to evaluate the effect of
the intervention. Students completed an online survey on AAMC competen-
cies, perceived value, and knowledge related to gender-diverse healthcare
before and after the session. There was a statistically significant increase in
each of the AAMC competencies post-intervention, except for discussing
sexual health practices. Learners reported that authentic engagement with
patients was the biggest takeaway from the intervention. Five of the six
stakeholders completed a post-intervention survey evaluating the patient-
centeredness of the session’s design and implementation and the students’
perceived competence. All respondents (n = 5) strongly agreed that their input
was valued by the individuals creating the session. Three respondents some-
what agreed that the development of the cases was a collaborative process, with
1 stakeholder somewhat disagreeing.
DISCUSSION / REFLECTION / LESSONS LEARNED: To our knowl-
edge, this is the first study to assess the effect of clinical cases co-developed
with gender-diverse patient stakeholders on AAMC competencies related to
gender- diverse healthcare in a primary care clerkship. Past research has shown
that medical students were comfortable interacting with LGBTQ+ patients but
lacked competence in doing so. The current study shows that leveraging the
experiences of gender-diverse individuals to engage students in brief role-
playing scenarios increased scores across multiple AAMC competencies.
Additional efforts are needed to deepen the patient-centeredness of the inter-
vention from the stakeholder perspective.
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LET’S TALK ABOUT IT - A BIPARTISAN APPROACH TO RESI-
DENT HEALTH POLICY EDUCATION
Asheen Zariat, Jacqueline Fitton, Molly A. Fisher
Medicine, Allegheny Health Network, Pittsburgh, PA. (Control ID #3714266)

SETTINGANDPARTICIPANTS: InternalMedicine (IM) residents and IM
faculty members joined an extracurricular discussion group with monthly
meetings via Zoom.
DESCRIPTION: Health policy education is crucial for residents to become
effective systems-based practitioners in today’s complex healthcare environ-
ment. Policy education at the GME level lacks pedagogic guidelines. Most
policy curricula involve formal lectures, group discussions, and advocacy
efforts.
Health policy can be divisive, however, engaging with different viewpoints is
essential to effective political discourse. Expressing conflicting opinions with
peers can be uncomfortable and thus challenging. We define bipartisanship as
“a desire for increased civility in democratic deliberation.”Discussing policy in
a bipartisan manner could improve understanding of the complexity of policy
topics. No bipartisan health policy approaches have been discussed.
We created an extracurricular health policy interest group at our IM program.
Goals were to improve the knowledge, attitude, and skills through bipartisan
discussion of health policy topics. IM Residents and core faculty joined
monthly meetings regarding various health policy topics. These topics were
selected based on current issues, foundations of policy knowledge, as well as
group interest.
Each topic was researched by a resident. Relevant literature was provided to all
participants to review a week prior to each meeting. At meetings the topics
were presented by the resident in an interactive lecture format. Subsequently
the topic was discussed by the group at large in a moderated format with
questions used to stimulate conversation. These questions were designed to
encourage examination of multiple partisan and non-partisan viewpoints. A
resident moderator ensured discussion was based on the principles of
bipartisanship.
EVALUATION: Evaluation is ongoing. Success of goals will be assessed
with pre- and post-meeting surveys. Knowledge will be assessed specifically
regarding the meeting’s topic
Attitude-based questions will be explored with a Likert scoring system
(1=Strongly Disagree through 5=Strongly Agree):
1. I believe that understanding topics from a bipartisan point of view is
important.
2. I have an opinion on [topic].
3. I feel knowledgeable enough about [topic] to discuss with people who may
disagree with me
4. I am comfortable expressing an opinion on policy in a setting where the
opinion of others may be different from my own.
5. I believe hearing from multiple viewpoints will change my opinions on
[topic].
Pre- and post-meeting data will be compared using paired t-tests to look for
changes to attitudes and knowledge DISCUSSION / REFLECTION /
LESSONS LEARNED: We created a novel bipartisan health policy interest
group at our IM program. Through this group, we hope to create opportunities
to disagree with colleagues in a protected environment, increase nuanced
understandings of policy topics, and ultimately build advocacy skills that
reflect the reality of policy making.

LONGITUDINAL GROUP CONCEPT MAPPING: A VALUABLE
TOOL TO PROMOTE MEDICAL KNOWLEDGE INTEGRATION
AND COLLABORATIVE LEARNING
Nyla Dil1; Jeffrey La Rochelle2; Caridad Hernandez3,1; Analia Castiglioni1;
Dario Torre1
1Medical Education, University of Central Florida College of Medicine,
Orlando, FL
2Medical Education, University of Central Florida, Orlando, FL
3Clinical Sciences, University of Central Florida, Orlando, FL. (Control ID
#3716359)

SETTING AND PARTICIPANTS: 120 first year medical students rotating
thorough a 10-week immunology and microbiology focused human body
health and disease module were divided into groups of 6 students and com-
pleted a concept map on the immunology of bronchial asthma. Each group was
providedwith a brief clinical vignette (describing a patient presenting to the ER
with increasing dyspnea, expiratory wheeze, and cough) and an instructor
created concept map on the physiology concepts of bronchial asthma.
Participants had learned these physiology concepts in a preceding module that
focused on human body structure and function. Each group integrated the
newly learned concepts of immunology and airway inflammation with the
physiology content of the asthma concept map using an online program.
DESCRIPTION: According to a social constructivist theoretical framework,
concept mapping is a graphic representation of meaningful interrelated
concepts shown to promote critical thinking and knowledge organization.
The purpose of this study was to evaluate leaners’ perception of the value of
collaborative learning using a concept map and to explore the role of concept
mapping in the longitudinal integration and co-construction of knowledge
across basic and clinical science content. 20 collaborative concept maps were
created by the students and 98% of students completed the evaluation.
EVALUATION: Each map was reviewed by two faculty members using a
rubric to assess three domains: content, relationship and organization. Students
completed a 5-item evaluation including open and closed ended questions at
the end of the session. Descriptive statistics and a content analysis of the open-
ended questions was performed.
DISCUSSION / REFLECTION / LESSONS LEARNED: Based on the
rubric faculty rated five maps as excellent, ten as proficient and five as
developing, 81% of students reported the concept mapping was a valuable
tool to promote integration of topics, 78% reported concept mapping promoted
their understanding of the relationship among concepts and 74% reported the
activity fostered collaborative learning. One student’s comments highlight the
learning value of this strategy, “I think the concept map really helped us make
connections about the topics and helps everyone in the group share what they
know about the concepts”. Faculty provided narrative feedback to students for
each group map identifying missing concepts, misconceptions or inaccuracies,
sharing their rationale with the students.The use of concept mapping promotes
collaborative learning and fosters longitudinal knowledge integration of basic
and clinical science, allowing co-construction of new knowledge. The use of
concept mapping may allow teachers to gain insight into students’ knowledge
organization and examine how learners integrate basic and clinical sciences
knowledge structures in a collaborative setting. Future research should focus
on assessing the longitudinal and collaborative development and growth of
meaningful knowledge and cognitive processes across the medical school
curriculum.

LONGITUDINAL OUTCOMES OF A MEDICATION FOR OPIOID
USE DISORDER CLINICAL EXPERIENCE: INCREASING EMPA-
THY AND EMPOWERING TREATMENT
Jane Abernethy1; Sarah Kurz1; Steven Tate1; Marc Shalaby2; Judy Chertok4;
Deepa R. Nandiwada3
1Internal Medicine, University of Pennsylvania, Philadelphia, PA
2Internal Medicine, University of Pennsylvania Perelman School of Medicine,
Philadelphia, PA
3General Internal Medicine, University of Pennsylvania, Philadelphia, PA
4Family Medicine, University of Pennsylvania, Philadelphia, PA. (Control ID
#3715576)

SETTING AND PARTICIPANTS: The program was directed towards
PGY-2 and PGY-3 primary care internal medicine and family medicine
residents. It incorporated X-waiver training, a maximum of two in-person
didactic sessions, and two 4-hour sessions of an immersive clinical experience
within a Medication for Opioid Use Disorder (MOUD) clinic, totaling approx-
imately 13 hours. A survey of resident perceptions of treating patients with
buprenorphine was designed based on a literature review, and results from the
survey were analyzed using a Wilcoxon signed-rank test.
DESCRIPTION: The opioid epidemic and rising overdose rate has resulted in
increasingly urgent calls for expanded access to office-based addiction treat-
ment with MOUD. A lack of trained providers with expertise to provide this
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care remains a barrier to broader access to substance use treatment. Recogniz-
ing this need, training programs have begun developing innovative educational
programs to teach their learners the essential skills to provide treatment to
patients with substance use disorders. This program aimed to equip primary
care internal medicine and family medicine residents with the skills to provide
MOUD in the outpatient setting and determine how much clinical exposure
was necessary for a change in comfort and attitudes. This study assessed
sustained outcomes after 3 years of this clinical experience.
EVALUATION: 25 residents completed the survey over 3 years. Of these 25,
76% agreed with the statement “I have more empathy for patients with
addiction” (median Likert response = 4) after their clinical experience
(p<0.001).
Residents strongly disagreed that they were comfortable prescribing
buprenorphine prior to their clinical experience.Median ratings increased from
2 to 4 in terms of likelihood to recommend MOUD to patients and identifying
candidates for therapy.Median ratings also increased from 2 to 4 in response to
the statement, “I feel empowered to care for patients with addiction disorders”
(p<0.001). The top three perceived barriers to prescribing prior to the clinical
experience were lack of mental health availability, clinic logistics are compli-
cated, and not enough ancillary support. Prior to the clinical experience, 12
respondents answered that a barrier was fear of causing patient harm from lack
of expertise, which decreased to 4 respondents following the pilot program.
Prior to the clinical experience, 9 respondents also answered that a barrier to
prescribing MOUD was that patients are difficult, which decreased to 1
respondent following the pilot program.
DISCUSSION / REFLECTION / LESSONS LEARNED: This study dem-
onstrated that a limited didactic and clinical experience treating patients with
opioid use disorder was enough to increase residents self-reported comfort with
prescribing buprenorphine. These results have sustained since inception of our
clinic at year 1 showing that the novelty of the clinical experience was not a
driver of these outcomes and is consistent across our family medicine and
primary care programs.

MASTERINGTHECHESTX-RAY: ANOVELREMOTELEARNING
CURRICULUM FOR FIRST-YEAR RESIDENTS
Kristen Carroll3; Brianna B. Valdes3; Graham Peigh1; James M. Walter4;
Jonathan Levine2; Aashish Didwania3
1Cardiology, Northwestern University Feinberg School of Medicine, Chicago,
IL
2Radiology, Northwestern University Feinberg School of Medicine, Chicago,
IL
3Internal Medicine, Northwestern University Feinberg School of Medicine,
Chicago, IL
4Pulmonary and Critical Care, Northwestern University Feinberg School of
Medicine, Chicago, IL. (Control ID #3708182)

SETTING AND PARTICIPANTS: 66 first-year internal medicine residents
at Northwestern Memorial Hospital were randomized to Group A or Group B.
Curriculum participation was mandatory for all first-year internal medicine
residents, but participants were given the option to exclude their answers from
the study.
DESCRIPTION: Prior to 2020, there was no formal radiographic curriculum
for internal medicine residents at our institution. Additionally, the COVID
pandemic necessitated a paradigm shift in medical education from in-person
teaching to remote learning. Accordingly, we created a novel virtual learning
curriculum to teach common CXR findings to first-year residents. Objectives
of the curriculum include 1) providing first-year residents with a systematic
approach to reading and interpreting CXRs, and 2) prompting pattern recog-
nition via proper identification of common CXR findings.
We created a randomized cohort study with cross-over design to evaluate the
efficacy of our curriculum. First-year internal medicine residents at McGaw
Medical Center of Northwestern University were randomized into two groups
(Group A/B). In phase I, only Group A was administered the 11-week
curriculum. Learners received 2-4 weekly CXRs focusing on a modified
”ABCDE” approach. Each weekly lesson was designed to be completed in
15 mins via smartphone or laptop. Multiple choice standardized assessments
were administered before (Pre-Test) and after (Post- Test #1) administration. In

phase II, Group B, but not Group A, was given the curriculum; both groups
then completed Post-Test #2. This phase assessed curriculum efficacy (Group
B) and learning retention (Group A).
EVALUATION: Independent and paired-sample T tests were used to com-
pare scores between and within groups. Group A scored higher on Post-Test #1
following curriculum administration, compared to on the Pre-Test (pre: 44 ±
15%; post: 59 ± 17 %; p= 0.005). Group B scored similarly on the Pre-test and
Post-Test #1 (pre: 50 ± 14%; post: 44 ± 17%; p= 0.25), but higher on Post-Test
#2, following their curriculum administration (60 ± 17%) than on Post-Test #1
(p= 0.04). There was no statistically significant difference in Post-Test #2
scores between Groups A and B (55 ± 17% and 60 ± 17%, respectively). In
Group A, self-assessed confidence with CXR reading was higher at the time of
Post- Test #1 than Pre-Test (72 ± 13%; 55 ± 12%; p= <0.01).
DISCUSSION / REFLECTION / LESSONS LEARNED: This study
suggests that our novel remote learning curriculum is a practical, effective
adjunct to standard residency education for reading CXRs. Notably, residents
who received the curriculum demonstrated higher scores and had improved
confidence with reading CXRs. Study limitations include small sample size
and participant attrition. Future studies include applying our remote learning
framework to other imaging studies.
ONLINE RESOURCE URL: https://northwestern.az1.qualtrics.com/jfe/
form/SV_bfLYfH87uL47xuC https://northwestern.az1.qualtrics.com/jfe/
form/SV_1Ug77QrkRFhYy58

MEDICAL-LEGAL ADVOCACY CLINIC AN INNOVATIVE AP-
PROACH TO ADVOCACY TRAINING
Ricardo Cruz1; Emily K. Jones2; Catherine Rich1; Jennifer R. Siegel2; Ryan
Chippendale3
1General Internal Medicine, Boston Medical Center, Boston, MA
2Internal Medicine, Boston Medical Center, Boston, MA
3Boston University, Boston, MA. (Control ID #3716015)

SETTING AND PARTICIPANTS: Internal Medicine Residency Program,
Primary Care Residents
DESCRIPTION: Primary care physicians play an important role in advocacy
for their patients and the communities they provide care for. Advocacy is
recognized as an essential component of physician professionalism and should
be a key component in graduate medical education. At BostonMedical Center,
our primary care training program is in its tenth year of hosting an annual
advocacy project during which residents work with community partners to
develop skills including effective oral and written testimony and relationship
building with key stake holders to advocate on behalf of patients. Building on
our annual advocacy project and frequent collaboration with a community-
based organization, Prisoners Legal Service (PLS), we have developed a
longitudinal medical legal advocacy clinic. This innovative medical legal
advocacy clinic incorporates a multi-faceted approach to improving access to
evidence-based substance use disorder and mental health treatment for
individuals currently involved with the criminal justice system.
PLS is a nonprofit legal organization that provides civil legal assistance to
individuals incarcerated in MA and engages in individual and systemic advo-
cacy. After multiple discussions and obtaining a grant through the RIZE
foundation (rizema.org), we collaborated in developing this clinic. Residents
participate in this advocacy clinic during their ambulatory clinic week and
spend 4 hours working on shared advocacy with PLS paralegals and attorneys.
Residents review medical records and provide written testimony on medical
aspects and potential gaps in care and contribute to written declarations to
advocate on behalf of individuals. This innovation has an explicit antiracism
focus – to ensure equitable access to substance use and mental health treatment
for people of color who are often incarcerated but who infrequently have access
to appropriate care. Residents participate in didactics led by medical and legal
experts on topics including the advocacy process, anti-racist practices in law
and medicine, and developing effective written and oral testimony.
Overall this innovation aims to:
1. Provide education on critical advocacy skills
2. Address racism in medical education
3. Provide individual advocacy for individuals seeking treatment for addiction
in correctional settings
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EVALUATION:We are currently undergoing process evaluation of the clinic
focusing on designing sustainable schedules, procedures for communication
with collaborators, review of medical information. Future evaluation will
include educational outcomes and will consist of qualitative interviews and
will assess incorporation of advocacy in residents’ careers.
DISCUSSION / REFLECTION / LESSONS LEARNED: We hope this
innovative medical legal advocacy collaboration will provide primary care
residents the critical advocacy skills and experience to allow them to continue
advocacy efforts in their careers and implement this important process in their
practices of medicine.

MEDICAL STUDENT KNOWLEDGE AND ATTITUDES ON A RE-
QUIRED REPRODUCTIVE JUSTICE CURRICULUM
Megha Shankar, Erin Buckner, Audra Meadows, Yvette Lacoursiere, Alice
Sutton
University of California San Diego, San Diego, CA. (Control ID #3715252)

SETTING AND PARTICIPANTS: Second year medical students partici-
pated in a 1-hour, in-person discussion-based workshop on reproductive justice
as a part of the required 2-week reproductive health block. 133 medical
students were divided into 9 groups with clinician-educator facilitators.
DESCRIPTION: Pre-workshop preparation included a 30-minute video on
the development of reproductive justice and its historical context in the US.
This was followed by a 1-hour case based discussion led by a clinician-
educator, using a prepared facilitator guide. Facilitators received a just-in-
time training. The case involved an incarcerated woman with a complicated
obstetric history who presented with abnormal uterine bleeding. Topics includ-
ed definition of reproductive justice, relevant national policies, current
healthcare system factors in reproductive care such as contraception, pregnan-
cy, and sterilization.
EVALUATION: Pre- and post-surveys were voluntarily completed by
students, providing both quantitative and qualitative data on knowledge and
attitudes on reproductive justice as well as curriculum structure and content.
Students rated confidence level associated with various reproductive justice
topics using a Likert scale.
DISCUSSION / REFLECTION / LESSONS LEARNED: 52 students
completed the pre-survey and 39 completed the post-survey. Prior to the
workshop students were more likely to respond that they “somewhat agreed”
with the statements that they could define reproductive justice, apply the
framework to clinical situations, recognize reproductive injustice, identify
power differentials in the health care system, and provide patient centered
contraceptive counseling; after the workshop they were more likely to respond
that they “strongly agreed” (p <0.001) with these statements. There was a trend
toward strongly agreeing to being challenged by the material (p=0.077).
Emergent themes from inductive analysis of qualitative feedback included:
(1) desire for more complex and nuanced cases for discussion, (2) desire for
more opportunities for continued discussion, and (3) positive feedback around
including reproductive justice in the required second year curriculum. This
curriculum may benefit from shifting emphasis away from the inherent con-
troversy of these topics, focusing instead on issues related to the delivery of
care within the identified populations themselves. Our data may support
incorporation of more nuanced reproductive justice discussions into the un-
dergraduate medical education curriculum (i.e., Health Equity Thread) and
other academic settings (e.g., journal club).

MEDICAL STUDENTS’ KNOWLEDGE AND ATTITUDES ABOUT
THEAMERICANHEALTHCARESYSTEMBEFOREANDAFTERA
REQUIRED HEALTH POLICY COURSE
Venkatesan R. Krishnamoorthi1,2
1Medicine, University of Chicago, Chicago, IL
2University of Chicago Pritzker School of Medicine, Chicago, IL. (Control ID
#3716240)

SETTING AND PARTICIPANTS: University of Chicago Pritzker School
of Medicine, first year medical students

DESCRIPTION: Undergraduate medical educators have increasingly recog-
nized the need to provide formal education on the United States healthcare
system and health policy. Such curricula may improve students’ knowledge
and inspire them to engage in health-related advocacy. At our institution, first-
year medical students are required to take a course on the American healtcare
system for a full quarter.
EVALUATION: For the 2020 offering of the course, we sought to assess the
impact of this course on their knowledge and attitudes about the U.S.
healthcare system, health system reform, and health-related advocacy. A 10-
question online survey was administered to students before the start of the
course and after the course was completed. Participation in the survey was
voluntary and unique identifiers were used to allow for student-level analysis.
Baseline level of education in or experience with the healthcare system and
baseline participation in health-related advocacy activities were assessed.
Questions assessed knowledge items, such as correct descriptions of Medicare
and Medicaid, definitions of deductible and of Relative Value Units. Students
were asked to rate their confidence in their knowledge about the health care
system. They were also surveyed about their opinion on health system reform
and how likely they are to participate in advocacy.
All 90 students responded to the pre-course survey, and 78 students replied to
both pre- and post-course survey. Forty- four percent of students reported
having no formal education and did not consider themselves to have much
background in the healthcare system. On the 5-question knowledge assess-
ment, students scored a mean number of 2.9 correct answers pre-course and a
mean of 4.7 post-course (p<0.0001). Before the course, when asked to rate
their confidence in their understanding of how the healthcare system works on
a scale of 1-5 (1 = least, 5 = high confidence), 65% answered 1 or 2, and only
8% answered 4 or 5 (mean 2.3). After the course, 80% rated their confidence a
4 or 5, and none answered 1 or 2 (mean 3.9, p<0.01). Among students with no
formal educational background, their level of confidence increased from a
mean of 1.6 to 3.8 out of 5. When students were asked if they knew enough to
provide an informed opinion on what extent of reform the American healthcare
system needed, 18 (23%) students answered before the course that they did not
know; after the course ended, only one respondent felt uninformed. The
percentage of students who agreed or strongly agreed they would likely
participate in health policy-related advocacy increased from 75% before the
course to 86% after the course.
DISCUSSION / REFLECTION / LESSONS LEARNED: A formal curric-
ulum on the U.S. healthcare system at our instituton significantly improved
students’ confidence in their knowledge of the health care system, ability to
provide informed opinions on health reform, and willingness to participate in
health-related advocacy.

MOVING BEYOND VIGNETTES: A HIGH-FIDELITY SIMULA-
TION FOR SKILL DEVELOPMENT AND ASSESSMENT IN IM-
PLICIT BIAS RECOGNITION AND MANAGEMENT
CristinaM. Gonzalez1; Marla Fisher2; Tavinder K. Ark3; Adina Kalet3; Paul R.
Marantz4; Diana J. Burgess5; Carlos J. Rodriguez1; Malika Samuel6; Lily
Burd6; Felise Milan7
1Medicine, Albert Einstein College of Medicine/Montefiore Medical Center,
New Rochelle, NY
2Albert Einstein College of Medicine, Bronx, NY
3Kern Institute, Medical College of Wisconsin, Milwaukee, WI
4Epidemiology, Albert Einstein College of Medicine, Bronx, NY
5University of Minnesota and Minneapolis Veterans Affairs Health Care
System, Minneapolis, MN
6Public Care Strategies, Bronx, NY
7Office of Medical Education, Yeshiva University Albert Einstein College of
Medicine, Bronx, NY. (Control ID #3712663)

SETTING AND PARTICIPANTS: We conducted a standardized patient
(SP) simulation over Zoom. N=22 (resident and faculty) physician volunteers
(PV) participated in the first three pilots; we have complete data for N=16.
DESCRIPTION: Despite their recognized limitations, vignettes remain prev-
alent in assessment of implicit bias recognition and management (IBRM). No
published patient outcomes-oriented simulations exist that can be used for
teaching or assessing skills in IBRM. To address this gap, we developed a
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high-fidelity simulation of a man presenting to an urgent care center with
epigastric pain, nausea, and vomiting. The clinical presentation was chosen due
to existing racial disparities in diagnosis and treatment of acute coronary
syndrome (ACS). SPs underwent extensive training (16 hours), were either
Black or White, and were otherwise closely matched for age, English fluency,
attractiveness, and BMI; they remained blinded to the true purpose of the case.
Cognitive stressors precipitate activation of implicit bias, therefore we included
a pleasant, meandering SP, time constraints, clinical ambiguity, and an inter-
ruption from a standardized nurse. PVs were recruited under the guise of
participating in a simulation being piloted for educational purposes. PVs
signed informed consent, participated in this case within a multi-station sim-
ulation with an SP and monitor in each breakout room, completed a post-
encounter note and survey, took two implicit association tests (IAT- race and
race-compliance) and participated in a debrief session where the true purpose
of the simulation was revealed. Feedback from PVs, and post-session debriefs
among investigators, SPs and monitors informed case revisions.
EVALUATION: PVs found the SP portrayal and overall simulation realistic
(m=3.64, sd=1.12 on a 5 point scale of unrealistic to very realistic) and
(m=7.27, sd=1.90 on a 10 point scale; 1 completely unrealistic to 10 extremely
realistic), respectively. Time constraints (m=3.91, sd=1.45) and the interrup-
tion (m=4.09, sd=1.22), were moderately stressful (1 not stressful to 7 ex-
tremely stressful). PV feedback and post-session debriefs resulted in additional
trainings to standardize the case presentation to maintain clinical ambiguity
(e.g. some SPs were offering being short of breath without being asked) and
revisions to the case based on SP perceptions of fidelity (e.g. the explanation
for medication nonadherence).
DISCUSSION / REFLECTION / LESSONS LEARNED:We developed a
high-fidelity simulation that was deemed realistic by PV and SPs. Educators
are implementing curricula in IBRM, but less often creating opportunities for
skill development or assessment. Our innovation provides a model for a
simulation that would assess learner skill development in IBRM for ACS. In
addition, given the racial disparities in treatment decisions in ACS, this
simulation is timely and relevant both for its assessment of communication
behaviors associated with IBRM and its clinical content.

OUTPATIENT PRACTICE TACTICS TO IMPROVE MANAGE-
MENT IN INTERNAL MEDICINE (OPTIMIM)
Jennifer Shiroky-Kochavi1; Hannah Ward2; Cassandra Gross1
1Internal Medicine, University of South Florida, Tampa, FL
2Internal Medicine, Johns Hopkins Bayview Medical Center, Baltimore, MD.
(Control ID #3711590)

SETTINGAND PARTICIPANTS: The curriculum has been initially devel-
oped for Internal Medicine Intern and Resident trainees.
DESCRIPTION: Ideally trainees should complete residency with certain
competencies to manage their outpatient practice effectively and efficiently
to achieve better patient outcomes and improve provider satisfaction. This
curriculum is an intervention that aims to help alleviate workload stress,
increase joy in ambulatory care practice, and improve patient care expectations
and benchmarks by increasing residents’ capacity to meet the demands of
outpatient practice.
The goal of OPTIMIM is to prepare residents to efficiently and effectively
manage an outpatient patient panel and navigate clinic workflow in order to
promote professionalism and improve satisfaction with outpatient practice. By
the end of the curriculum each Internal Medicine Resident is expected to
demonstrate competencies in:
- Organizing and recording formal visits and interval communications
- Developing a personal clinic day workflow
- Appreciating team-based practice
- Taking a global view of managing their patient panel
- Appreciating basic financial aspects of ambulatory care
The OPTIMIM curriculum is delivered through 11 sessions over the course of
the three-year Internal Medicine Residency training during formal outpatient
rotations. The objectives and competencies are longitudinally enforced through
formal and informal feedback sessions with faculty mentors and resident peers.
EVALUATION: OPTIMIM is currently being piloted within the Johns
Hopkins Bayview Internal Medicine Program. The pilot year will include

two formative assesments and one summative. Participants complete an eval-
uation at the end of each session to assess how each session was received by
learners. Participants also complete a self-evaluation in a controlled pretest-
posttest design.
Moving forward after this pilot year, participants’ performance on selected
quality metrics will also be evaluated.
DISCUSSION / REFLECTION / LESSONS LEARNED: The OPTIMIM
curriculum provides intentional, formalized training in clinical skills required
for efficient and effective patient care in the ambulatory setting. OPTIMIM fills
a gap in Internal Medicine Residency training that is not exclusive to Johns
Hopkins Bayview Medical Center but applies to medical training in general.
While there is no “one-size-fits all” for every season of clinical practice, we
hope OPTIMIMwill provide residents with foundational knowledge and skills
for an efficient and effective clinic routine.
The objectives are generalizable to other training programs, but implementa-
tion of them will need to be adapted to each institution and program’s
individual practices and expectations. As the curriculum is implemented and
refined, we hope to expand it to other Internal Medicine training programs and
other specialties with ambulatory clinic incorporated in their practices.

OVERCOMING THE FACULTY BARRIER FOR POCUS: A TRAIN-
EE LED POINT OF CARE ULTRASOUND CURRICULUM
Andrew Para1; Eden Bernstein1; Devora Lichtman1; Eileen Bishop3; Eric
Yudelevich2; Steven Fox3
1Internal Medicine, Cleveland Clinic, Cleveland, OH
2General Internal Medicine and Geriatrics, Cleveland Clinic, Cleveland, OH
3Pulmonary and Critical Care, Cleveland Clinic, Cleveland, OH. (Control ID
#3714834)

SETTING AND PARTICIPANTS: Point of Care Ultrasound (POCUS) is
the use of ultrasound by the treating clinician to guide clinical decision making.
Barriers to POCUS curriculum implementation include a lack of trained faculty
and lack of POCUS champions. The Cleveland Clinic Internal Medicine
Residency Program (IMRP) faced similar challenges, leading to the creation
of a trainee-led POCUS curriculum for the IMRP and hospital medicine
faculty. The goals of the curriculum were to introduce learners to basic
principles of image acquisition and interpretation and to provide a foundation
for future independent learning and leadership development. The POCUS
curriculum was delivered as a week-long elective involving 9 participants,
8 residents and 1 faculty. Instructors for the course were all trainees; a
pulmonary-critical care fellow, a chief resident, and a third-year resident.
DESCRIPTION: The course involved multiple modalities for instruction
including online learning, interactive in person didactics, guided standardized
patient scanning, and guided hospitalized patient scanning. Each day focused
on 1 of 4 POCUS exams (DVT, lung, cardiac, and abdomen) and utilized a
flipped-classroommodel. Online pre-work including a pre-quiz and a one-hour
didactic video was completed each morning. This was followed by an open
discussion of instructor and learner acquired images for interpretation.
Learners then practiced the POCUS exam on standardized patients with
instructor guidance. The afternoon focused on guided educational scanning
of hospitalized patients. Learners were encouraged to identify images that were
challenging interpretations or interesting pathology. These were saved and
utilized for image review with oversight from expert faculty members the
following day.
EVALUATION: The curriculum was evaluated through pre and post-tests,
participant questionnaire, and focus group discussion. All pre-tests and post-
test were completed by 7 of 9 learners. The pre-test score average was 54.1%
(range 39.3-64.3%, SD 10.7%) vs post-test score average of 79.3% (range
69.6-89.3%, SD 7.2%), with an increase in scores of 25.3% (range 5.4%-
48.2%, SD 12.1%, p 0.002). The post-elective questionnaire indicated that all
learners felt confident in performing the skills covered in the course with the
exception of 33% of learners for the cardiac exam. All learners also indicated
they will continue to practice their POCUS skills, participate in POCUS
teaching opportunities, and that the course was a valuable learning experience.
DISCUSSION / REFLECTION / LESSONS LEARNED: Next steps in-
clude longitudinal mentorship for those who completed the course, repeating
the course every 4 to 6 months, creating a pathway for participants to serve as
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future instructors, and further focus on faculty training to serve the purpose of
sustainability. The strategies used for our curriculum can be applied at other
locations to develop trainee-led POCUS curricula and to begin the formation of
a sustainable POCUS initiative.
ONLINE RESOURCE URL: https://drive.google.com/file/d/
1k7KabxfJxLT-VvmV_jrBQbKRzLKXTggz/view

OVERCOMING THE “PAINFUL” LIMITATIONS OF VIGNETTES
IN IMPLICIT BIAS RECOGNITION AND MANAGEMENT SKILL
DEVELOPMENT AND ASSESSMENT THROUGH SIMULATION
Cristina M. Gonzalez1; Marla Fisher1; Tavinder K. Ark3; Felise Milan5; Paul
R. Marantz1; Diana J. Burgess2; Joanna L. Starrels4; Lily Burd6; Malika
Samuel6; Adina Kalet3
1Medicine, Albert Einstein College of Medicine/Montefiore Medical Center,
New Rochelle, NY
2University of Minnesota and Minneapolis Veterans Affairs Health Care
System, Minneapolis, MN
3Medical College of Wisconsin, Milwaukee, WI
4Medicine, Albert Einstein College of Medicine, Montefiore Medical Center,
Bronx, NY
5Office of Medical Education, Yeshiva University Albert Einstein College of
Medicine, Bronx, NY
6Public Care Strategies, New York, NY. (Control ID #3710442)

SETTING AND PARTICIPANTS: We conducted a standardized patient
(SP) simulation over Zoom. N=22 (resident and faculty) physician volunteers
(PV) participated in the first three pilots; we have complete data for N=16.
DESCRIPTION: Vignettes are a prevalent assessment tool for implicit bias
recognition and management (IBRM), but are fraught with limitations. No
published patient outcomes-oriented simulations exist for teaching or assessing
skills in IBRM. To address this gap, we developed a high-fidelity simulation of
a woman presenting to an urgent care center with right sided chest pain after a
fall. Acute pain was chosen as the clinical presentation due to published racial
disparities in pain management. SPs underwent extensive training (16 hours),
were either Black or White, and were otherwise closely matched for age,
English fluency, attractiveness, and BMI; SPs remained blinded to the true
purpose of the case.
Cognitive stressors augment the influence of implicit bias; we included a
pleasant, but meandering SP, time constraints, clinical ambiguity, and a chal-
lenge from the SP to the physician if the first medication offered was not an
opioid. PVs were recruited under the guise of participating in a simulation
being piloted for educational purposes. PVs signed informed consent, partic-
ipated in this case within a multi-station simulation with an SP and monitor in
each breakout room, completed a post-encounter note and survey, took two
implicit association tests (IAT- race and race-compliance) and participated in a
debrief session where the true purpose of the simulation was revealed. Post-
session, PVs provided feedback on the simulation; SP, monitors and the
investigative team also debriefed.
EVALUATION: PVs found the SP portrayal to be realistic (m=4.12, sd=0.84
on a 5-point scale of unrealistic to very realistic) as well as the simulation itself
(m=7.38, sd=2.62 on a 10 point scale where 1 is completely unrealistic and 10
is extremely realistic). Time constraints were moderately stressful (m=3.12,
sd=2.23). Feedback and de-briefs resulted in enhanced standardization of the
case presentation to maintain clinical ambiguity (e.g. some SPs were playing
the 8/10 pain too strongly affecting the perception of ambiguity) and enhanced
fidelity from the SP perspective (e.g. the explanation of her presenting
symptoms).
DISCUSSION / REFLECTION / LESSONS LEARNED:We developed a
high-fidelity simulation that was deemed realistic by PVs and SPs. Educators
are implementing curricula in IBRM, but less often creating opportunities for
skill development or assessment. Our simulation provides a model to assess
skill development in IBRM for acute pain. Given the racial disparities in
treatment decisions in acute pain, this simulation is timely and relevant both
for its assessment of communication behaviors associated with IBRM and its
clinical content.

PATIENT-LED TEACHING: IMPROVING MEDICAL STUDENT
KNOWLEDGE AND ATTITUDES AROUND LANGUAGE AND
INTERPRETERS IN PATIENT CARE
Hector Chaires2; Sandra Loza-Avalos2; Kati Avila1; Blake R. Barker1
1Internal Medicine, UT Southwestern Medical Center at Dallas, Dallas, TX
2The University of Texas Southwestern Medical Center Medical School,
Dallas, TX. (Control ID #3715786)

SETTING AND PARTICIPANTS: 103 first year medical students in one-
hour optional session on Zoom.
DESCRIPTION: Design of this educational session was co-produced with
two first year medical students with personal experiences in multi-lingual
homes.We organized a panel of patients and family members to share personal
experiences in healthcare. We hypothesized this would provide a more per-
sonal and engaging method to improve student understanding and attitudes
related to the use of interpretation services. The panel discussion took place
over Zoom and was comprised of a non-English, Spanish-speaking patient, the
family member of this patient that attends healthcare visits with them and
speaks both Spanish and English, the family member of a non-English speak-
ing patient that speaks both English and Amharic and attends healthcare visits
with their Amharic-speaking family member, and a physician that is natively
fluent in both English and Spanish. Panelists were interviewed by the student
co-designers of this session with pre-determined questions to elicit stories of
personal experiences in healthcare. Time for Q&A from student attendees was
available after the panel was interviewed.
EVALUATION:We used a retrospective pre-post survey to evaluate changes
in student perceptions on the importance of language in healthcare. The survey
included six questions that utilized a 4-point Likert type scale. We conducted
paired t-tests and Wilcoxon Rank-Sum analyses to assess the results. Overall,
83% of students spoke a language other than English with the majority (57%)
having a native or conversational level of fluency in that language. We
observed a statistically significant [p = 0.001] improvement for self-reported,
retrospective pre-post, student knowledge on the role of an interpreter in patient
care as well as the importance of language in patient care [p = <0.0001]. Prior
to the panel, 70% and 80% of students reported having “moderate” or “high”
knowledge about the role of an interpreter and role of language in patient care,
respectively. This increased to 100% after the panel for both questions. There
was no statistically significant difference in student self-confidence with
conducting a medical discussion with non-English speaking patients (p =
0.545).
DISCUSSION / REFLECTION / LESSONS LEARNED: Our survey
results indicate that first-year medical students were able to appreciate the
importance of an interpreter’s role in patient care, as well as the importance of
language and communication with non-English speaking patients. Despite a
large number of multilingual attendees, it is promising that even if students that
attended did have prior biases or exposures to this topic, our results were
statistically significant and reflected growth in terms of knowledge and attitude
towards interpreters and language in healthcare.
This demonstrates that even a simple patient panel can be utilized as an active
and effective teaching tool for medical students. Co-production with peers of
the target learners was also a key factor for the success of this session.

PATIENT PERCEPTIONS OF STUDENT EMPATHY: A FEEDBACK
TOOL FOR MEDICAL EDUCATION
Carly E. Sokach1; Stephanie Gambino2; Natalie E. Griffin3; Reed Van Deusen2
1Internal Medicine, UPMC, Pittsburgh, PA
2Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA
3Internal medicine, University of Pittsburgh Medical Center, Pittsburgh, PA.
(Control ID #3708707)

SETTING AND PARTICIPANTS: Setting: Internal Medicine inpatient
wards.
Participants: third and fourth year medical students completing inpatient Inter-
nal Medicine rotations
DESCRIPTION: Empathy is a key component to the formation of positive
physician-patient relationships. Empathy has been shown to improve patient
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satisfaction and result in better clinical outcomes for patients. Empathy is,
however, a nebulous concept that can be difficult to teach with varying
techniques utilized in medical education. Medical students are not typically
provided feedback from the patients that they care for on the Internal Medicine
wards. Direct feedback from patients on empathy, bedside manner, and com-
munication skills can be a valuable educational tool. The CARE Measure is a
validated tool that measures patients’ perceptions of relational empathy in their
provider.
This project sought to develop a new, innovative educational intervention to
provide medical students with feedback on their empathy, communication
skills, and bedside manner. The CARE Measure was administered to patients
who were followed by third and fourth year medical students on their Internal
Medicine rotations. Compiled results of the CARE Measure were then shared
with the medical students as feedback at the mid-point and end of their
rotations.
EVALUATION: After receiving mid-rotation and end-rotation formative
feedback, the medical students were surveyed to assess their perspectives on
this feedback and its value to their medical education. The primary aim of this
study is to assess student perspectives on receiving feedback on empathy from
the patients they are caring for. This study additionally seeks to evaluate patient
perspectives on medical student empathy.
DISCUSSION / REFLECTION / LESSONS LEARNED: Preliminary data
collected from April-December 2021 involved 124 participating medical
students. 89 students received completed feedback from patients. There was
a 39.33% response rate to the follow-up survey with 35 students responding.
Out of these responses, 100% of students stated that they would find further
real patient feedback beneficial to their medical education. Overall, 66% of
students agreed or strongly agreed that this provided feedback from real
patients was helpful. 57% of students agreed or strongly agreed that this
education intervention led them to focus more on communication skills in
patient interactions. 60% of students felt that this feedback would directly
change their future interactions with patients.
Preliminary data suggests that medical students feel that their education would
benefit from further real patient feedback. A majority of respondents found
patient feedback on empathy, communication skills, and bedside manner
beneficial and stated that they will act on this feedback to directly change
future patient interactions. Direct patient feedback to medical students can be a
valuable tool in medical education to help students develop their empathy,
bedside manner, and communication skills.

PEER-BASED FORMATIVE ASSESSMENT AND FEEDBACK ON
RESIDENTS’ CHALK TALK TEACHING SKILLS USING AN OB-
JECTIVE STRUCTURED TEACHING EXERCISE
Mala Sharma1; Jennifer Strouse2; Jane Rowat2; Lisa Antes2; Manish Suneja2;
Krista M. Johnson2
1College of Medicine, The University of Iowa Roy J and Lucille A Carver
College of Medicine, Iowa City, IA
2Internal medicine, The University of Iowa Hospitals and Clinics, Iowa City,
IA. (Control ID #3708919)

SETTING AND PARTICIPANTS: 54 of 79 categorical Internal Medicine
(IM) and Medicine-Psychiatry residents at the University of Iowa participated
in the Objective Structured Teaching Exercise (OSTE) in spring 2021.
DESCRIPTION: The University of Iowa IM residency program has a longi-
tudinal teaching skills curriculum for all residents. Residents report significant
improvement in their teaching confidence and behaviors as they progress
through this curriculum. To objectively assess teaching skills of second year
residents (R2s) and for the whole cohort to practice the skills of giving and
receiving feedback, we developed and implemented a formative, time and
resource efficient OSTE.
OSTE objectives and resident roles/responsibilities were provided via email
one week prior to the exercise. OSTE was incorporated into the regularly
scheduled 1-hour teaching skills session. First-year residents (R1s) served as
standardized learners, R2s as resident teachers, and third through fifth-year
residents (R3-R5s) as facilitators. R2s presented a prepared 5-minute chalk talk
on a topic of their choice to R1s. R3s-R5s led the debriefing session and
provided feedback to R2s based on direct observation. R1s also provided

feedback to the R2 from a learner’s perspective. R2s provided feedback to
R3s on their facilitation skills. All residents participated in a debriefing session
following the OSTE and completed peer and session evaluations.
EVALUATION: Retrospective pre-post assessment surveys regarding resi-
dent confidence in specific teaching skills, as well as an overall evaluation of
the OSTE session, were administered to all participants. R2 teachers (n=17)
reported the greatest improvement, (defined as 4 or 5 rating on a 5-point Likert
scale), in confidence in skills including “Pacing teaching session” (pre 28%,
post 80%), “Asking the learner what they know about topic” (pre 61%, post
94%), and “Developing an action plan with the learner when giving feedback”
(pre 33%, post 67%). Residents felt the experience added value to the overall
teaching curriculum (85% rated 4 or 5 on a 5-point Likert scale, n=54). In
written comments the most common themes regarding strengths of the OSTE
included 1) opportunity to practice teaching (20/45), 2) opportunity to provide
feedback (14/45), and 3) direct applicability to practice (11/45). The most
common themes for improving the OSTE were 1) needing more time (11/42)
and 2) giving others opportunity to practice teaching (6/42). The most common
teaching skills residents planned to implement in their personal action plan
included pacing talks effectively (10/45), setting learning objectives (8/45),
and using visual aids (7/45).
DISCUSSION / REFLECTION / LESSONS LEARNED: This OSTE was
efficiently and effectively implemented into the longitudinal teaching skills
curriculum. It provided a valued platform for residents to practice their teach-
ing skills and reflect on how they could use these skills in practice. Addition-
ally, it provided the opportunity for all residents to practice the skill of giving
and receiving feedback.

PHOENIX SHOULD NOT BE A CARE DESERT FOR SICKLE CELL
PATIENTS: ADDRESSING BARRIERS TO HEALTH THROUGH
RESIDENT EDUCATION
Naomi Newman, Maria C. Martin, Chirag Kapadia, Michelle Huddleston
Internal Medicine, University of Arizona – Phoenix, Phoenix, AZ. (Control ID
#3708920)

SETTING AND PARTICIPANTS: The subject population is residents and
attending physicians in the Internal Medicine program/department at Banner
University Medical Center - Phoenix.
DESCRIPTION: Sickle cell disease (SCD) patients face many barriers to
healthcare including racism, stigma, and lack of access to providers who are
comfortable and competent in treating their disease. There is critical demand
for generalists caring for this population as patients shift from pediatrics to
adult practices, largely as a result of reduced childhood mortality rates in SCD
patients. Due to a declining workforce of adult hematologists who are trained
specifically in SCD, patients are frequently being treated by physicians who are
minimally experienced in SCD. It is imperative that patients with SCD have
access to adequate primary care and inpatient care; this can only be made
possible by ensuring that Internal Medicine education includes sufficient
education on the specific needs of this population. We aimed to address these
barriers by training resident physicians and attendings to care for patients with
SCD in the inpatient and outpatient setting with focus on preventative care,
inpatient pain management, and standards of care in both settings. At the
UACOMP IM residency program, SCD patients are encouraged to be placed
on resident teams to ensure resident participation in the care of patients with
sickle cell disease. We also implemented additional education sessions focus-
ing on best practices in caring for sickle cell patients in these settings. This
education includes a 1-hour presentation, a checklist, and dot phrase templates
including a template for creating individualized pain plans within the EMR.
EVALUATION: Internal Medicine residents and attendings (n=19) take a
pre-test and post-test during the education sessions. In a 3-question quiz on
medical knowledge, scores improved from 69% to 89%. When answering “I
feel comfortable treating SCD in the inpatient setting,” 33.34% initially
“Agreed” or “Strongly Agreed”which improved to 73.68% after the education
session. When answering “I feel comfortable treating SCD in the outpatient
setting,” 16.67% initially “Agreed” or “Strongly Agreed” which improved to
57.9% after the education session.
DISCUSSION / REFLECTION / LESSONS LEARNED: Although we do
live in a desert, Phoenix should not feel like a care desert for patients with SCD.
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Resident education is an important step in improving SCD patients’ access to
physicians who are comfortable and confident in managing their disease. Our
program improves resident competency as well as confidence in treating SCD.
Further projects currently under way include expanding education efforts to the
larger Internal Medicine population in Phoenix, implementing care sets in the
EMR to improve time to treatment in vaso-occlusive crises, implementing
individualized pain plans, and creating a Center of Excellence for sickle cell
disease treatment at BUMCP.

PILOT STUDY OF A NOVEL INTERPROFESSIONAL OBJECTIVE
STRUCTURED CLINICAL EXAM (IOSCE) FOR HEALTH
LITERACY
Kristy Y. Kosub, Melanie Stone, Rebekah Sculley, Bridgett Piernik-Yoder,
Oralia Bazaldua
The University of Texas Health Science Center at San Antonio, San Antonio,
TX. (Control ID #3716476)

SETTING AND PARTICIPANTS: We developed a team-based interpro-
fessional Objective Structured Clinical Examination (iOSCE) that focuses on
skill development of the top three health literacy practices most important for
health professionals. We piloted it with students from three educational
programs at a large university academic center: medicine (MD), dental hygiene
(DH), and occupational therapy (OT). Sixteen senior MD, 22 second-year DH,
and 19 second-year OT students completed the pilot.
DESCRIPTION: The iOSCE focuses on skill development of the top health
literacy practices: teach-back, avoiding medical jargon, and patient-centered
interviewing. All students received the same introductory session covering
basic concepts of health literacy and teach-back practice. One week prior to
iOSCE, students participated virtually for health literacy and interprofessional
teamwork (Team STEPPS) review. Students were placed in interprofessional
triads and learned about each other’s professions. They received information
about the OSCE and three roles – effective medical history questioning, teach-
back, and jargon avoidance. OSCE case depicted adult patient with Type 2
Diabetes and barriers to adherence with care. The iOSCE took place in person.
Student team interacted with SP for 20 minutes, followed by SP feedback. SP
completed 19-item Health Literacy Checklist adapted from published study.
Two observers watched each encounter and completed validated Team Ob-
served Structured Clinical Encounter (TOSCE), modified McMaster-Ottawa
scale for assessing performance in an interprofessional OSCE. Students com-
pleted post- iOSCE survey.
EVALUATION: Learners completed measures on attitudes and self-
confidence about health literacy practices and Performance Assessment of
Communication and Teamwork (PACT), validated pre-post assessment with
Likert scale questions about attitudes towards interprofessional teamwork.
Statistically significant improvement for all health literacy questions
concerning confidence was observed (p<0.05) and PACT items related to
understanding of interprofessional teamwork (p<0.001). PACT sections with
consistently significant improvements were “Familiarity working and training
with teams”, “Learning and performance”, and “Learning environments”. SP
checklists revealed no significant differences between professions regarding
health literacy skills, demonstrating uniform skill acquisition.
DISCUSSION / REFLECTION / LESSONS LEARNED: Our OSCE
accomplishes two goals: students have a forum to practice and receive feed-
back on health literacy communication skills and engage in interprofessional
teamwork.
Qualitative post-iOSCE themes include students’ appreciation of learning
about other professions and desire to apply more discipline-specific teaching
within team-based care. There were challenges to implementation due to
pandemic and a winter storm, so a hybrid of virtual and in-person training
was used. Our iOSCE can be replicated at other interprofessional institutions.

PLANTING SEEDS: A JUST-IN-TIME LIFESTYLE MEDICINE
CURRICULUM
April Barbour1; Brad B. Moore2; Michelle Camp1; Dania Taylor2
1Medicine, George Washington University, Washington, DC

2Division of General Internal Medicine, The George Washington University,
Washington, DC. (Control ID #3716141)

SETTING AND PARTICIPANTS: We developed an implements a Resi-
dent Lifestyle Medicine clinic at the GeorgeWashington University to address
the gap in residents’ ability to utilize lifestyle medicine principles to treat
chronic diseases. All PGY-3 residents rotate through this clinic over the course
of the academic year. They see 1-2 patients during each clinic and are
precepted by an attending certified in Lifestyle Medicine. Prior to each clinic,
residents are (re) instructed in motivational interviewing techniques.
DESCRIPTION:With the growing burden of chronic disease, lifestyle med-
icine is an essential, yet underutilized intervention among trainees and sea-
soned physicians. Using a just-in-time teaching model, we developed a cur-
riculum to provide education, documentation dot phrases and patient education
materials to facilitate efficient, focused, impactful discussion and high-quality
patient care.
We created independent learning modules [ILM] for common problems that
are seen in lifestyle medicine. Each ILM provides background knowledge of
lifestyle medicine concepts with a series of videos, summary articles which
review the literature, talking points for residents to use in their discussions with
patients and curated handouts. These allowed residents to immediately educate
and guide patients in making sustainable lifestyle changes. We encouraged
residents to use motivational interviewing techniques and help the patients set
SMART goals at the end of the visit. Residents complete an ILM in real time,
20-30 minutes prior to their patient visits. They then proceed to take a lifestyle
medicine history and guide patients through the next steps of change.
EVALUATION: We employed a simple exit survey to gauge the residents’
impressions about the clinical experience. The survey assesses their
perceptions of the most useful aspects of the encounter, their comfort obtaining
a lifestyle history and confidence levels during the patient encounter. In
addition, residents indicate their likeliness to use lifestyle medicine principles
in their continuity clinic and how they feel about including lifestyle medicine
as a core component of the internal medicine residency curriculum.
DISCUSSION / REFLECTION / LESSONS LEARNED: A majority of
residents (77%) were not confident in their ability to complete a lifestyle
medicine interview prior to the clinic. Most residents (83%) found the template
and the ILM very helpful during the visit. They felt strongly that there is a need
for using lifestyle medicine in current practice (83%) and incorporating it into
residency curriculums (100%). Interestingly, many residents also commented
that employing healthy habits in their own lives made it easier to motivate and
guide their patients in making sustainable changes.
Educating about motivational interviewing and allowing the residents to prac-
tice it immediately was well recieved. Finally, the just in time technique
allowed us to provide content to address gaps in knowledge that was utilized,
in real time, for the benefit of residents and patients.

PLAYINGMATCHMAKER: ASSESSING THE IMPACT OF AMEN-
TOR LINKAGE PROGRAM ON INTERN MENTORING NEEDS
Devin Oller
General Internal Medicine, University of Kentucky, Lexington, KY. (Control
ID #3715197)

SETTINGANDPARTICIPANTS:Optimal methods for linking residents to
career, research, and wellbeing mentors early in their training are understudied
(Cohee et al 2015). Previous resident surveys at our institution identified
significant barriers in identifying potential mentors and optimizing existing
mentor relationships, prompting the development of a Matchmaker Mentor
Program. Combining previously studied speed mentoring (Guerin et al 2021)
and protocolized coaching to identify mentoring needs (Palamara et al 2015),
the program paired PGY1s with volunteer Matchmaker Mentors to address
mentoring gaps with the goal of improving early linkage of residents to
longitudinal mentors and research opportunities.
DESCRIPTION: In the spring of 2021, 24 categorical and primary care
interns at a large academic medical center were assigned to one of seven
volunteer faculty members, representing a variety of subspecialties, as a
Matchmaker Mentor. Interns were required to have two sessions with their
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matchmaker; subsequent sessions were optional. Each Matchmaker session
included a check-in survey that prompted interns to identify unmet needs in
four mentoring domains: career mentoring, research mentoring, wellbeing
mentoring, and clinical coaching. Matchmakers and interns then identified 1-
2 action items to address unmet mentoring needs, with Matchmakers utilizing
standardized introduction and follow-up email templates to pair interns with
potential mentors and assess the quality of these matches.
EVALUATION: Changes in unmet mentoring needs, as measured on a 5-
point Likert scale (1-My Needs are Not Met At All to 5-My Needs are met
completely), were analyzed after every intern completed a secondMatchmaker
check-in in the fall of 2021. Action plans developed at each Matchmaker
check-in were reviewed for key themes that could inform future iterations of
the program.
DISCUSSION / REFLECTION / LESSONS LEARNED: Intern-identified
mentoring needs were significant upon entry in the Matchmaker Mentor
Program, with over 60% reporting unmet research mentoring needs. Unmet
mentoring needs fell in the first three months between Matchmaker check-ins,
with the greatest drop seen in Research mentoring needs (a 38% reduction),
followed by career mentoring needs (31% to 14%), wellbeing mentoring needs
(9% to 0%), and clinical coaching needs (22% to 14%). Review of action items
from matchmaker sessions revealed that many PGY1s were considering mul-
tiple potential career pathways, necessitating links to several mentors; that
linkage often required repeated outreach efforts on the part of the matchmaker;
and that near-peer mentorship from fellows and upper year residents was
highly valued by interns. Interns reported that facilitated pairing with mentors
significantly reduced the stress and "awkwardness" of finding their own
mentors, and matchmakers noted that with session protocols and email
templates their overall time commitment averaged only 40 minutes/month.
ONLINE RESOURCE URL: Matchmaker Training Video and Overview:
https://www.dropbox.com/s/hsq6winez4582nl/MMOverview.mp4?dl=0

PODCASTAS SCHOLARSHIP: CORE IM'S EDITORIAL AND PEER
REVIEW PROCESS
Martin C. Fried1; Michael Shen4; Vickie Kassapidis3; Sofia Kennedy6; Sean
Burke5; Shreya Trivedi2
1Division of General Internal Medicine, The Ohio State University Wexner
Medical Center, Columbus, OH
2Medicine, Beth Israel Deaconess Medical Center, Waltham, MA
3Internal Medicine, NYU Langone - Brooklyn, Brooklyn, NY
4Internal Medicine, New York City Health + Hospitals, New York City, NY
5Internal Medicine, Indiana University School of Medicine, Indianapolis, IN
6Medical Education, The Ohio State University Comprehensive Cancer Center
Arthur G James Cancer Hospital and Richard J Solove Research Institute,
Columbus, OH. (Control ID #3715847)

SETTING AND PARTICIPANTS: Core IM is a medical education podcast
produced by a virtual community of faculty and trainees. Our mission is to
create a community that supports evidence-based medicine and thoughtful
discussion. Since there is no standard editorial review process for digital
scholarship in podcasting we developed a rigorous three-phase design and
review process that prioritizes credibility, content, and listenability.
DESCRIPTION: Core IM’s editorial process incorporates multiple rounds of
feedback and revision. Each episode is led by one ormore Producers who drive
the episode forward through three phases.
The first phase, “Scoping and Editorial Review,” determines the direction of
the episode and results in a detailed outline that includes content from
interviews with clinical experts. This phase is iterative, incorporating feedback
and revision from members of the Core IM Editorial Board, who ensure that
the content prioritizes tangible learning objectives and take-home points.
The second phase, “Scripting and Peer Review,” generates a peer-reviewed
script. Producers craft host narration with clear and natural dialogue, and
incorporate quotes from guest interviews. This draft is then revised based on
feedback from peer clinical reviewers, chosen for their national recognition as
content experts, to ensure medical accuracy.
The final phase, “Polishing and Audience Review,” encompasses audio pro-
duction and post-production editing based on a third round of feedback, this

time from Core IM’s national community of listeners. This phase optimizes
clarity, listenability, and sound design prior to publication.
EVALUATION: Core IM averages 27,471 downloads per episode (range
9,279 to 51,061). The turnaround time for a single episode from inception to
publishing has ranged from 2months to 14months, with amedian of 4months.
We have published one episode every 2 weeks for four years.
The network of audience reviewers includes 16 attending physicians, 14
resident physicians, and 6 medical students. Each episode receives 6-10
responses for feedback. Thematic analysis of these responses reveals several
common areas of feedback, including: digestibility, listenability, and clarity of
learning objectives.
DISCUSSION / REFLECTION / LESSONS LEARNED: Core IM’s re-
view process is notable not only for its instructional design, but also for its
layered editorial processes within the digital education space. Our process is
not without limitations. A rigorous review process can be onerous, and we rely
on a volunteer workforce. As our podcast has evolved so has the review
process. For example, newer episodes that focus on humanities topics require
less expert review on content but far greater attention to the scoping phase and
audience review to determine if nuances were conveyed appropriately.
We hope that others endeavoring to publish in the digital education space may
find our model helpful to promote similar standards of scholarship, and we
look forward to adaptations of this in other digital scholarship initiatives.
ONLINE RESOURCE URL: www.coreimpodcast.com

PORTABLE CURRICULUM ON IDENTIFICATION OF IN-
HOSPITAL ADVERSE EVENTS AND EVALUATION THROUGH
ROOT CAUSE ANALYSIS
Kathryn Leyens1; John Szymusiak3; Melinda Hamilton4; Andrew Buchert4;
Benjamin Sprague5; Allison Dekosky2
1Internal Medicine, UPMC, Pittsburgh, PA
2Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA
3Internal Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA
4UPMC, Pittsburgh, PA
5Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA. (Control
ID #3715726)

SETTING AND PARTICIPANTS: Our curriculum will be provided to
UPMC internal medicine (IM) resident physicians with the overall aim to
assist in the development of the confidence, knowledge, and skills to accurately
recognize in-hospital adverse events, improve quality of reporting of adverse
events, and evaluate these events through understanding of RCAs. Our curric-
ulum, including surveys, will be administered during designated learning time
prior to resident outpatient clinics in Spring 2022. This setting will allow us to
capture the participation of all IM residents within our program.
DESCRIPTION: In-hospital adverse events (AEs) are a leading source of
patient morbidity and mortality, with approximately half of these cases being
preventable. The Accreditation Council for Graduate Medical Education
(ACGME) has emphasized the importance of identifying, reporting, and
evaluating AEs. Root cause analysis (RCA) is the standardized method of
evaluation of AEs with a variety of implementations across facilities. Our
targeted needs assessment comes from our local ACGME Clinical Learning
Environment Review (CLER) visit, demonstrating the need for a standardized
curriculum on patient safety and root cause analysis. Our portable curriculum
aims to help residents develop the knowledge, skills, and confidence to
accurately recognize AEs, create quality reports of AEs, and to demonstrate
the ideal process of an RCA. The curriculum consists of two online interactive
modules that introduce and detail the topics of AEs, AE reporting, and RCA. It
concludes with a third module of a video-simulated ideal RCA based on an
adverse event from our hospital system.
EVALUATION: Resident attitudes, knowledge, and skills will be assessed
through the use of pre- and post-surveys. These surveyswill consist of a variety
of both subjective and objective questions to assess the learner’s comfort level
with the material, as well as their answers to various knowledge-based
questions. These surveys will also include a case for which the learner will
have to write an associated patient safety event report. The patient safety event
reports will be graded for quality of content based on a modified validated
rubric. Pre- and post-surveys will be linked by a unique identifier created by the
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learners to allow for paired analysis. We plan for a secondary post-survey to be
sent out approximately sixmonths following implementation of the curriculum
in order to evaluate for retention.
DISCUSSION / REFLECTION / LESSONS LEARNED: This curriculum
fulfills a local and national need for education on patient safety event identifica-
tion, reporting, and evaluation through RCA. The importance of this topic is
further emphasized throughACGME recommendations and requirements for IM
residents. There is also a larger opportunity to help the GME community in
education within this subject matter. Our ultimate plan will be to implement this
curriculum for all UPMC IM residents, and if successful, to extend this portable
curriculum to other departments within the UPMC system and beyond.

PREMEDIATION, NOT REMEDIATION: INTERACTIVE CLINI-
CAL REASONING EXERCISES AS A TOOL FOR EARLY IDENTI-
FICATION OF LEARNER NEEDS
Devin Oller
University of Kentucky, Lexington, KY. (Control ID #3715449)

SETTING AND PARTICIPANTS: The Internal Medicine In-Training Ex-
amination (IM-ITE), while utilized bymany IM residency programs to identify
residents needing remediation, is influenced by multiple factors outside of a
learner’s medical knowledge, including burnout (West et al 2011) and learning
styles (Olanipekun et al 2020). To isolate and address medical knowledge or
clinical reasoning deficits in a timely manner, more targeted assessments are
needed.
During intern orientation (Spring 2021), 25 categorical and primary care
PGY1s were asked to complete a new online clinical reasoning module
developed by our program. Every intern then reviewed the module with a
chief resident prior to the start of their clinical rotations, with the goal of
identifying and prioritizing early individual learning plan (ILP) action items.
DESCRIPTION: A clinical reasoning module was assembled using a
Qualtrics (Provo, UT) survey with branching logic to allow interns to “choose
their own adventure” as they navigated three fictional cases. At key junctures
in the cases, interns were asked to submit problem representations, list differ-
ential diagnoses, and choose next steps in management. Following completion
of the module, interns met for 15-20 minutes with an assigned chief resident to
reviewmodule responses and commit to 1-2 action items to meet knowledge or
clinical reasoning skills gaps identified by the module.
EVALUATION: Following completion of the IM-ITE (Fall 2021), intern
module responses were analyzed in two groups—PGY1s achieving scores at
the 40th %ile and above (N=17), and PGY1s falling below that %ile (N=8). T-
tests were used to compare averages between these groups for: multiple choice
question correct response %, self-rated confidence scores, priority scores for
ILP action items, and time spent on the module. Program APDs reviewed
intern progress on ILP action items during initial semi-annual reviews.
DISCUSSION / REFLECTION / LESSONS LEARNED: No significant
difference between IM-ITE score groups was seen in average time spent on the
module (P=0.44); confidence scores for creating (P=0.38) and editing (P=0.53)
problem representations and creating (P=0.80) and editing (P=0.80) differen-
tial diagnosis lists; and multiple choice question %correct. The lower IM-ITE
score group were more likely to prioritize medical knowledge action items for
their ILP, and less likely to prioritize items forcused on organizational skills.
Per chief resident feedback, the quality of submitted problem representations
and differentials were revealing of more significant knowledge or clinical
reasoning skills gaps than multiple choice question responses, and a standard-
ized grading rubric for these free text responses may yield a more robust
predictor of IM-ITE performance on repeated use of the module. Interns
identified the module as a helpful tool to jumpstart their independent learning
plan, and action items generated by the module review were often achieved by
the time of their fall semi-annual review.
ONLINE RESOURCE URL: Module: https://uky.az1.qualtrics.com/jfe/
form/SV_0Al9exyjVOzf9no

PREPPING RESIDENTS FOR PREP
Josiah Strawser1; Allie Dakroub2; Ken Ho3

1Internal Medicine / Pediatrics, UPMC, Pittsburgh, PA
2General Internal Medicine, University of Pittsburgh, Pittsburgh, PA
3Infectious Disease, University of Pittsburgh, Pittsburgh, PA. (Control ID
#3707481)

SETTING AND PARTICIPANTS: Pre-exposure prophylaxis (PrEP) is ef-
fective in reducing HIV transmission among high-risk patients. However, rates
of PrEP prescribing among primary care physicians are suboptimal. Resident
physicians are in a prime position to improve PrEP utilization in primary care
as they are refining their practices. In this study, combined internal medicine /
pediatrics (med-peds) residents at the University of Pittsburgh Medical Center
participated in medical education training on PrEP use in primary care.
DESCRIPTION: The study was a single arm pre-post interventional study. A
one-hour interactive presentation on PrEP for primary care physicians was
disseminated during didactic medical education time. An anonymous survey
regarding knowledge, attitudes, and comfort with PrEP was distributed to
residents both prior to and six months post educational intervention; these data
were paired for statistical analysis.
EVALUATION: Fourteen residents responded from themed-peds program to
both pre and post surveys. All trainees (14/14) were familiar with PrEP and
indicated that primary care providers have a responsibility to be comfortable
prescribing PrEP to patients, although only 14% (2/14) had prescribed PrEP
previously. Six months after the intervention, 36% (5/14) responded that they
had prescribed PrEP. The most common barriers to PrEP prescription were
identified as lack of knowledge (12/14), lack of information to provide to
patients (13/14), and concern for side effects (4/14). Resident comfort with
prescribing PrEP improved significantly after the interventionwith Likert scale
average (from 1-5) increasing from 2.86 to 3.93 (p-value 0.0003). Resident
comfort increased with indications for PrEP (3.21 to 4.07, p-value 0.040),
adverse effects (2.36 to 3.5, p-value 0.009), and lab monitoring (2.57 to 3.71,
p-value 0.026).
Resident knowledge was assessed via multiple choice questions. Correct
answer rates improved for questions regarding indications and lab monitoring
but were not statistically significant. Answers also improved for adverse effects
(58.2% to 73.5%, p-value 0.033). Familiarity with patient resources increased
for both informational resources (2.38 to 3.36, p- value 0.024) and financial
resources (1.79 to 2.79, p-value 0.009). Most residents indicated that PrEP
education affected their patient interactions (10/14), with several residents
indicating this allowed them to prescribe PrEP when they were previously
not comfortable doing so (4/14).
DISCUSSION / REFLECTION / LESSONS LEARNED: PrEP is an
underutilized primary prevention method by primary care providers. Residents
agreed that primary care providers should be comfortable prescribing PrEP; how-
ever, they had low personal prescription rates and indicated barriers including a lack
of knowledge and discomfort with PrEP. As demonstrated in this study, brief
educational interventions for resident physicians can increase comfort and knowl-
edge with PrEP, thereby affecting interactions among providers and patients
regarding HIV prevention in a longitudinal fashion.

PRIMARY CARE ANYWHERE: A RESIDENT-LED PODCAST
Elena Gibson1; Josephine Wright1,2; Alekses Clifton1
1Internal Medicine, University of Utah Health, Salt Lake City, UT
2Internal Medicine, Intermountain Healthcare, Salt Lake City, UT. (Control ID
#3709633)

SETTING AND PARTICIPANTS: Internal Medicine residents at the Uni-
versity of Utah
DESCRIPTION: The COVID-19 pandemic has presented unique challenges
in delivering high-quality educational experiences in outpatient medicine.With
social distancing measures in place, educational sessions are now often deliv-
ered virtually or asynchronously, generating a need for creative, engaging
ways to deliver our ambulatory medicine curriculum.
Our Internal Medicine residency program created a resident-led podcast called
“Primary Care Anywhere.” This was integrated within ambulatory medicine
rotations as an optional assignment to complete with protected academic time.
Podcast episode topics consisted of high-yield topics in primary care.
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Residents were invited to contribute in a variety of ways: create and record a
segment, host the episode, generate show notes and design an infographic. A
review article and instructions for each task were provided. Residents worked
on contributions independently and these were then compiled into one cohe-
sive episode. The Primary Care Anywhere podcast is free and available to the
general public.
Episodes average 500-700 downloads.
EVALUATION: We observed that residents readily volunteered for this
optional activity and were very enthusiastic about participating during ambu-
latory rotations. A total of 40 residents have participated since its initiation in
August of 2020, with contributions from faculty and medical students as well.
When asked about the primary motivation for participating, 29% hoped to
improve primary care knowledge, 21% wanted experience with podcast pro-
duction, 29% wanted protected academic time and 14% wanted to build their
CV. Residents who created and recorded segments felt that it was a very
worthwhile experience, specifically that this type of content creation made
them more accountable to learning the topic and, by the end, they felt like
experts on their sub-topic. When participants were asked to identify which
aspect of the experience they found most beneficial, 64% noted improved
knowledge of the topic discussed and 21% cited their gained experience with
podcast production. Resident contributors appreciated the opportunity to con-
tribute to free, open-access medical education (FOAMed), and listeners felt it
was a valuable supplement to their outpatient education.
DISCUSSION / REFLECTION / LESSONS LEARNED: Especially in the
setting of a pandemic, podcasts seem to be a popular way to learn among
medical trainees. While many of our Internal Medicine residents report learn-
ing through listening to existing Internal Medicine podcasts, the vast majority
had never had an opportunity to contribute to a podcast. Creating a resident-led
podcast provided a creative new learning opportunity for residents to actively
engage in content creation and peer education while improving clinical knowl-
edge, gaining a new skill in podcast production and building their CV. This is a
project that could be easily adopted by other residency programs.
ONLINE RESOURCE URL: https://podcasts.apple.com/us/podcast/prima-
ry-care-anywhere/id1528861897

PRIMARY CARE ESSENTIALS: DEVELOPING CLINICIAN
EDUCATORS THROUGH A NEAR-PEER LED CORE AMBULATO-
RY CURRICULUM SUPPORTED BY DIGITALLY AVAILABLE
TEACHING MATERIALS
Meara Melton2; Benjamin Trefilek1; Kathryn Guinn2; Yasmin Sacro1;
Brandon Fainstad2
1General Internal Medicine, Denver Health, Denver, CO
2Internal Medicine, University of Colorado, Aurora, CO. (Control ID
#3715743)

SETTING AND PARTICIPANTS: A key component of Internal Medicine
(IM) residency training is developing the expertise and skills to practice and
teach ambulatory medicine. Prior work by our institution showed that a
majority of our IM residents intend to incorporate teaching into their careers,
but rarely get the chance to develop teaching skills in an ambulatory setting. To
create more opportunities to develop clinician educator skills in a primary care
setting, we implemented a novel core curriculum of primary care topics with
resident-teacher opportunity to utilize prepared digital teaching materials for
educational didactics. These didactics were delivered by upper-level residents
at a large academic medical institution across two continuity clinic sites (one
VA and one safety net system).
DESCRIPTION: Six core ambulatory topics were identified: 1) Cancer
screening, 2) Preventative health, 3) Hypertension, 4) Chronic obstructive
pulmonary disease, 5) Type 2 Diabetes, and 6) Depression/Anxiety. Standard-
ized teaching materials labeled “Primary Care Essentials” (PCE) were devel-
oped by ambulatory chief residents and core faculty and published on
TeachIM.org, a free and publicly available online platform for teaching
materials. Upper-level trainees were assigned teaching topics and delivered
content to their peers at the beginning of the academic year either using the
prepared teaching module, their own content, or both. Resident educators and
learners participated in surveys at the completion of PCE to evaluate attitudes
and acceptability of the content and teaching method.

EVALUATION: Of the 70 residents who participated (24 interns and 46
upper level), 77% agreed that opportunities to teach during a continuity clinic
block are important and 90% valued near-peer teaching. Ninety-three percent
of residents valued having access to digitally available teaching materials and
94% of those who taught a didactic utilized the prepared materials. Ninety-
three percent felt that the PCE curriculum was a valuable learning experience
and 86% of upper-level residents felt that it was non-inferior to faculty
delivered content of similar topics from prior years. The majority (96%) of
first year residents look forward to developing their own medical education
skills by teaching PCE didactics in subsequent years.
DISCUSSION / REFLECTION / LESSONS LEARNED: Opportunities to
develop clinician educator skills in the outpatient setting are limited. This work
showed a near-peer led core primary care curriculum using prepared materials
is well-accepted by trainees, allows for development of skills as clinician
educators, and is received as non-inferior to faculty teaching by trainees at a
large academic Internal Medicine training program.

PROMOTING MENTORSHIP AND SCHOLARSHIP AMONG
UNDER-REPRESENTED MINORITY (URM) STUDENTS IN THE
COVID-19 ERA AND BEYOND
Pinky Jha, Gifty Marfowaa, Abdul-rahman Abdel-rehmeen, Joni S. Williams
Department of Medicine, Medical College of Wisconsin, Milwaukee, WI.
(Control ID #3715335)

SETTING AND PARTICIPANTS: This innovative program included Un-
derrepresentedMinority (URM)Medical students, faculty and medical student
peer mentors at the Medical College of Wisconsin (MCW) by using virtual
platform of Zoom and communication through emails.
DESCRIPTION: Mentorship and scholarship are crucial for success in aca-
demic medicine. URM students often have difficulty finding adequate men-
torship support to aid in their scholarly productivity and professional develop-
ment. This challenge has been compounded by the COVID-19 pandemic.
Acknowledging the challenge, our team created a platform for URM students
to get early and easy access to dedicated mentors who are devoted to their
academic success, share similar backgrounds, and will support scholarly
productivity.
A pilot program was successfully completed in the academic year of 2020-
2021 andwas expanded to academic year of 2021-2022. The program included
URM medical students at MCW. The interested students completed a survey
prior to the session indicating their past research experience and their expec-
tation from the participation in the program.
Students with research experience participated as peer mentors whereas Fac-
ulty were recruited based on their interest in mentoring URM students. A
virtual workshop was held to introduce the cohort of students to the platform
and explore the various means of scholarship including writing case report and
letter to the editor. It was attended by 16 URM students with 6 student peer
mentors and 9 faculty mentors. After the workshop, we created a Mentor-
Mentee model where medical students(M1/M2) were paired with a peer
mentor(M3/M4) and a faculty mentor to create teams to work on 15 scholarly
projects(mainly case reports). Kern Institute is providing financial assistance
for dissemination.
EVALUATION: For the academic year of 2020-2021, two faculty and two
peer mentors were connected virtually with four URM medical students. The
students completed three case reports that were presented at National SHM
meeting and one letter to the editor during the two-month pilot program.
Overall student feedback was remarkably positive regarding increased men-
torship and scholarly opportunities.
Based on the feedback, we developed the program including URM medical
Students and faculty mentors. Students in the cohort were involved in at least
one scholarly project and this program was successful in submitting 15 case
reports to National meetings (ACP/SHM/SGIM) and students were able to
secure research opportunities. There was exponential growth in scholarly
productivity and collaboration from the previous year.
DISCUSSION / REFLECTION / LESSONS LEARNED: Our URMmen-
torship program has highlighted the crucial role of mentorship in promoting
scholarly productivity among URM students. Despite minimal prior research
experience, creating a platform with dedicated mentors and mentees can create
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supportive environment to facilitate scholarly productivity in a short time
frame. We aim to expand this platform for diverse specialty-oriented
opportunities.

REDUCING A1C AMONG PATIENTS WITH FOOD INSECURITY
IN AN URBAN PRIMARY CARE CLINIC
Raul Chibas Sandoval1; Juan F. Vasquez Mendez2; Tamara Goldberg3
1Internal Medicine, Icahn School of Medicine at Mount Sinai, New York, NY
2Internal Medicine, Icahn School of Medicine at Mount Sinai Department of
Medicine, New York, NY
3Internal Medicine, Mount Sinai St. Lukes West, New York, NY. (Control ID
#3707110)

SETTING AND PARTICIPANTS: This initiative seeks to improve health
outcomes and self-management skills for patients with both aHgA1c ≥ 5.7 and
food insecurity at a Federally Qualified Health Center in NewYork City which
serves as a primary care training site for our internal medicine residents.
DESCRIPTION: Food insecurity is associated with poor glycemic control
and disproportionately affects Black and Hispanic individuals who are eco-
nomically marginalized. While individualized programs via smartphone apps
have been shown to reduce A1c and improve self-care, they have not been
studied in low-income, food-insecure diabetic populations, even though most
low-income individuals in the U.S. are equipped with smartphones and are
more likely to be dependent on them for internet access. Our resident clinic’s
patient population consists largely of Black and Hispanic patients with the vast
majority living at less than 100% FPL.
We hypothesize that encouraging resident provider-driven discussions about
the use of a budget-friendly, dual English- Spanish language self-management
app, followed by a complimentary 12-month subscription to the app, will lead
to improved diabetes-related outcomes among our patients.
All residents in the clinic were introduced to the project in 8 weeks.
Announcements were made during each huddle about the connection between
food insecurity and diabetes and the need to screen such patients. Providers
were asked to notify the project lead of any patients interested in participating
in the project. Once screened, patients were scheduled for an in-person visit for
app download and to answer any questions. Institutional IRB approval was
obtained.
EVALUATION: Metabolic outcomes (HgA1c, BMI), as well as patient-
perceived self-efficacy in lifestyle management, will be tracked quarterly.
Over 300 patients with an HgA1C ≥ 5.7 were identified. To date,11 patients
have enrolled in the initiative. 3 of 11 participants were screened in and
enrolled in by a non-medical team member, and 8 were screened in by
physicians. We anticipate that by March 2022 we will have completed at least
one cycle of data collection via survey response.
DISCUSSION / REFLECTION / LESSONS LEARNED: Results to date
suggest that when screening patients for health app enrollment, physicians had
a more significant impact on a patient’s decision to participate than a non-
medical research teammember. This supports the idea of provider-patient trust
when navigating chronic disease management. In addition, provider outreach
calls to patients resulted in addressing unmet care needs for patients such as
appointments, lab draws, and medication refills. suggesting a physician’s
interpersonal communication skills play an important role in a patient's man-
agement decisions.
Objective metabolic outcomes and survey responses will be available as of
January 2022.

REKINDLING CONNECTION AND PASSION FOR PRIMARY CARE
DURING A PANDEMIC: A PRIMARY CARE TRACK WORKSHOP
AT AMEDIUM-SIZED CATEGORIAL IM RESIDENCY PROGRAM
Kaleb Keyserling1,2; Christopher P. Terndrup2; Katherine A. Iossi1,2
1Department of Hospital and Specialty Medicine, Portland VA Medical Cen-
ter, Portland, OR
2General Internal Medicine and Geriatrics, Oregon Health & Science Univer-
sity, Portland, OR. (Control ID #3715758)

SETTING AND PARTICIPANTS: The COVID 19 pandemic has reshaped
how we approach medical education. A need to care for the surge of hospital-
ized patients and abide by social distancing guidelines to protect our workforce
have both limited the time and ability to hold traditional in person teaching
sessions. In addition, a focus on caring for these critical sick patients has taken
the focus away from chronic disease management and primary care in general.
In the setting of the above stressors, increasing physician and resident burnout
have affected mental wellbeing and limited our band-width to partake in
nonrequired learning.
Our internal medicine program had our inaugural primary care workshop in
March of 2021. We had to modify our curriculum significantly in order to fit
within institutional social distancing policies and ensure the safety of all
participants. The workshop was designed for eleven internal medicine resident
in our primary care track at a mid-sized IM program.
DESCRIPTION: Using a combination of virtual and in-person sessions, we
were able to cover a variety of primary care topics and provide an opportunity
for comradery and reflection for our primary care track residents during this
single day event. The morning was a completely virtual session over the
Webex platform that included an initial icebreaker/narrative medicine exercise.
This was followed by an advocacy panel discussion and an update on the state
of immigrant health in Oregon. The afternoon was an in-person event in a large
room that allowed for adequate social distancing. It included an outpatient
injection and ultrasound practice session followed by a two hour introduction
to Medical Improve. We concluded the day with a Nexplanon training and
certification session.
EVALUATION: On a post-course survey using Likert scales ranging from 1
to 5 (1=not well at all and 5=extremely well) residents reported the workshop
increased the sense of a primary care community within the residency program
(mean 4.7, SD 0.45), expanded general knowledge in primary care (mean 4.6,
SD 0.48), and increased understanding of varied career paths with in the field
(mean 4.3 SD 0.75). All residents reported the workshop made them feel more
excited about primary care.
DISCUSSION / REFLECTION / LESSONS LEARNED: We believe the
ingredients that led to a successful workshop included time for reflection and
sharing of experiences, hands-on skills practice, mini-lectures in areas in which
our residents had requested further training, and team building through a
Medical Improv course.
Through organizing the workshop, we have identified the importance of
obtaining program support early on in the process and finding the right mix
between virtual and face-to-face sessions. We believe surveying current
residents and alumni was crucial to determining our agenda and invited
speakers.
In addition to specific lectures, it is imperative to include activities that foster
engagement and community building during workshops, especially during a
time in which it has been challenging to build relationships.

RELAX: IMPLEMENTATIONOF EQUITY, LEADERSHIP AND AD-
VOCACY TRAINING FOR RURAL PROVIDERS
Stephanie Sun1; Jason Beste2; Sachita Shah2; Matthew Tobey1; Sangeeta
Tripathi3
1Division of General Internal Medicine, Massachusetts General Hospital,
Boston, MA
2University of Washington, Seattle, WA
3University of San Francisco, San Francisco, CA. (Control ID #3707648)

SETTING AND PARTICIPANTS: Participants included fellows from four
rural and global health fellowships: The MGH Rural Health Leadership
Fellowship, The UW Global and Rural Health Fellowship in Internal Medi-
cine, the UW Global Emergency Medicine and Rural Health Fellowship, and
the UCSF HEAL Initiative. Participants included 25 total fellows in AY 20-21
(80% physician, 20% NP) and 32 total fellows in AY 21-22 (63% physician,
13% nursing, 19% public health, 6% pre-med). This curriculum consisted of
monthly online synchronous sessions supplemented with asynchronous
activities.
DESCRIPTION: RELAX began in AY 2019-2020 as a curriculum in rural
health leadership and advocacy for early- career physicians practicing in rural
communities. Using feedback from participants and faculty, the curriculum
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was subsequently revised to place a greater emphasis on health equity and peer
learning. The goal of RELAX is to bring together fellows working in rural
communities to 1) create a vibrant monthly learning exchange between rural
fellows, and 2) expose fellows to best practices and role models in rural health
leadership and management.
EVALUATION: Annual pre- and post-intervention surveys of participants
using 5-point Likert scales and free-form short answers evaluated participants'
beliefs about their abilities and readiness for responsibilities in leadership,
advocacy, and promoting gender and racial equity in rural health leadership.
Surveys also solicited participants' learning preferences: didactics vs case
discussions, speakers with front-line experience vs institutional leaders,
connecting with learners, and homogeneity vs heterogeneity of participants.
In AY 21-22, participants were surveyed on their leadership challenges and
career concerns.
DISCUSSION / REFLECTION / LESSONS LEARNED: Four areas for
improvement were identified: 1) Engagement - balancing didactics and group
discussion, incorporating check-in and wrap-ups; 2) Community - incorporat-
ing retreats, a minimum attendance commitment, an opt-in structure, defining
jargon, and asynchronous activities; 3) Curriculum cohesion - session themes
were coordinated and revisited regularly; 4) Diversity - the importance of
exposing physicians to perspectives outside their own disciplines to develop
emotional intelligence, identify biases in power and privilege, and to model
health equity. The target audience was expanded beyond U.S.- based
physicians working in communities they are not from to include international
sites, participants who are from the communities they work in, and non-
physicians. Speakers were prioritized to those with on-the-ground experience
working and living in rural communities. Participants reported facing similar
leadership challenges despite working across diverse disciplines and sites. We
have identified three major competencies of particular interest to learners: 1)
defining leadership (i.e. authority vs influence), 2) assets-based thinking, and
3) finding mentors and building networks.

SCHOLARS INHEALTHEQUITY: THEPROMISEOFCENTERING
HEALTH EQUITY THROUGH STRUCTURED FACULTY
DEVELOPMENT
Susana Morales1; Cristina M. Gonzalez2; Jeffrey Ring3; Musarrat Nahid1
1Medicine, Weill Cornell Medicine, New York, NY
2Medicine, Albert Einstein College of Medicine/Montefiore Medical Center,
New Rochelle, NY
3University of Southern California, Los Angeles, CA. (Control ID #3706238)

SETTING AND PARTICIPANTS: Despite academic medicine’s call for
addressing health inequities, structured faculty development programs focused
on integrating health equity into curricula are virtually nonexistent. To address
this gap, we created the Faculty Scholars in Health Equity (FSHE) program, a
year-long faculty development program in health equity education. To date,
two cohorts of a total N=16 interdisciplinary, multiracial faculty members
selected through a competitive application process have completed the pro-
gram at Weill Cornell Medical College. Participants have included residency
program directors, and are involved in pre-health, undergraduate and graduate
medical education.
DESCRIPTION: Fourteen two-hour monthly sessions were delivered to each
cohort. Internal and external faculty guided learners through various topics
related to medical education and health equity including adult learning theory,
curriculum development, implicit bias, social determinants of health, racism
and oppression, and collaborating with community partners. Participants learn
about the material and also begin to learn how to teach the material in their
professional contexts. Participants engaged in reflections, small group
discussions, and the production of logic models and a capstone project to be
implemented at the undergraduate, graduate, or continuing medical education
curriculum throughout the health system.
EVALUATION: Sessions were highly rated by participants with a mean
score of 4.57 (with 1= poor, 3 = fair, to 5=outstanding). At the end of each
cohort, a focus group was conducted by an external facilitator to solicit
feedback from participants using the plus/delta model; course leaders also

debriefed to identify areas of improvement. The focus group was recorded,
transcribed, de-identified, and analyzed through thematic content analysis.
Four themes emerged from the data analysis: 1) Participation is empowering;
2) Professional growth exceeded expectations; 3) Future opportunities abound;
and 4) Lessons learned.
DISCUSSION / REFLECTION / LESSONS LEARNED: The Faculty
Scholars in Health Equity is an innovative program that resulted in a cohort
model approach for faculty development. Strengths included its interdisciplin-
ary nature, creating a space to help address feelings of isolation participants felt
while working to advance health equity within their departments, advancement
of participants’ skills to integrate health equity into their teaching contexts, and
the opportunity for participants to envision their scholarship as part of a larger
approach within the social determinants of health, health equity, and commu-
nity health framework. Objective measures included grant support, participant
promotions and institutional and curricular leadership positions, including
appointments as course directors. Lessons learned included need to identify
ways to protect faculty time to develop and deliver their capstone projects. The
program continues to be revised and enhanced based on participant feedback.

SCREENING FOR FOOD INSECURITY IN INTERNAL MEDICINE
RESIDENCY TRAINING CLINIC - A PILOT
Dipal R. Patel1; Natasha Rastogi1; Melisa Damcevska2; Jennifer Yanowitz2
1Department of Medicine, Englewood Health, Englewood, NJ
2Department of Population Health, Englewood Health, Englewood, NJ. (Con-
trol ID #3711908)

SETTING AND PARTICIPANTS: The Internal Medicine residency clinic
at Englewood Health is located in a federally qualified health care facility
(FQHC) and provides care for a diverse, underserved population in Northern
New Jersey.
DESCRIPTION: Food insecurity (FI) is defined as inadequate access to food
and is associated with adverse health outcomes. While FI screening is standard
of care in pediatric residencies, this is infrequently done in Internal Medicine
residency clinics. The rates of FI in the Internal Medicine Residency clinic at
Englewood Health are unknown.
EVALUATION: Internal Medicine residents were surveyed on their knowl-
edge and experience screening for social determinants of health (SDOH). Of
39 Internal Medicine residents, 26 completed the survey. Of these, 11.5%
(n=3) felt moderately prepared or very prepared to discuss FI with patients.
Only one resident had ever screened a patient in the clinic and one was aware
of the community resources available to patients.
Screening was implemented with the Hunger Vital SignTM questionnaire to
assess the baseline rates of FI in the patient population. Patients were screened
by undergraduate summer interns during 4 out of 6 resident clinic sessions. After
6 weeks, rates of screening increased to 78% (n= 194/245). Positive screening
rate was 40% (n = 78). These patients were subsequently referred to county
specific food banks. Of the 57 patients referred to the Center for Food Action in
Bergen County (CFA), 33 patients enrolled in bi-weekly food package services.
To date, 9 patients have received 3 or more packages of food from the CFA.
DISCUSSION / REFLECTION / LESSONS LEARNED: Food insecurity
contributes to adverse health outcomes including diabetes mellitus, hyperten-
sion, obesity, anxiety and depression. Through this pilot, we have determined a
need for continued screening for FI and knowledge and skills gaps for our
residents. We showed that patient engagement with a local food bank is a
sustainable intervention. A potential barrier uncovered was time spent enroll-
ing patients who screened positive.
A Quality Improvement project with the goal of linking patients to resources is
addressing the gaps in resident knowledge through culturally competent train-
ing on screening for SDOH. A second outcome measure is to improve the
workflow in the clinic by including an electronic medical record template of
the Hunger Vital SignTM. Further investigations are needed in strategies to
improve patient engagement with the local food bank. Other limitations
include the lack of data from food banks outside of Bergen County. Through
these endeavors, we hope to make food insecurity screening a standard of care
in our clinic.
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SERVING ON A GRADUATEMEDICAL EDUCATION DIVERSITY,
EQUITY, INCLUSION, AND JUSTICE COMMITTEE - EXPLORING
A JOURNEY OF GROWTH AND HEALING
Curtis Wright1; Areeba Kara1; Levi Funches2; Francesca Williamson2; Ralph
A. Hicks2; Timothy A. Sutton2; Zeina Nabhan2
1Internal Medicine, Indiana University School of Medicine, Indianapolis, IN
2Indiana University School of Medicine, Indianapolis, IN. (Control ID
#3706357)

SETTING AND PARTICIPANTS: Our institution is one of the largest US
medical schools and graduate medical education (GME) sites with 102
ACGME-accredited programs. GME programs across the country are working
to dismantle discriminatory infrastructures which contribute to the underrep-
resentation of Black and Latinx members in the physician workforce. Many
GME programs have created committees to deliver on their diversity, equity,
inclusion and justice (DEIJ) responsibilities.
Our GME DEIJ committee is comprised of 22 faculty members (17 special-
ties), 6 resident/fellows, 1 program coordinator, 1 administrator, and 1 project
manager. The committee charge was to develop strategies to address the DEIJ
needs of our GME programs and the ACGME core program requirements on
diversity and health care disparity teaching.
DESCRIPTION: DEIJ committees have distinct challenges related to the
complexity, sensitivity, and emotions inherent in the subject. Little is known
about how committee members perceive this work. Our goal was to describe
the experiences of members of a GMEDEIJ committee. These descriptions can
help us learn how to foster psychologically safe environments and maximize
the creativity and productivity that is needed to do this work.
EVALUATION: We created an open-ended survey in REDCap and distrib-
uted it electronically. Questions addressed the motivation to join the commit-
tee, challenges and fulfillment from membership, and the facilitators and
barriers to work.
Eighteen of 31 members (58%) responded. Two-thirds of respondents were
women. Five (27.7%) identified as Black and 5 (27.7%) as immigrants.
Members described multiple motivators to joining, including recognition of
the lack of diversity on campus, improving patient care, enhancing trainee
education, and enriching their personal growth.
Challenges to participation often revolved around lack of dedicated time.
Members also described a unique set of challenges, which included the self-
examination that resulted from participation. The emotional cost was described
as both draining and uplifting. One participant noted: "This role is very
emotionally taxing. We got to hear about most of the racist things that occur
in our community and relive some of our own trauma.” Members described
being encouraged by the committee’s tangible achievements and uplifted by
finding a group of like-minded individuals with shared goals. Effective lead-
ership was identified as a facilitator of the work achieved.
DISCUSSION / REFLECTION / LESSONS LEARNED: These explor-
atory findings provide us with novel insights into the experience of serving on
a DEIJ committee within a GME program. Our work has implications for the
infrastructural and institutional support successful DEIJ committees may need-
including protected time and embedded DEIJ specialists. Anticipating the
emotional toll and barriers, understanding what is perceived as valuable, and
fostering facilitators as gleaned from this work may help advance committees
focused on DEIJ efforts.
ONLINE RESOURCE URL: https://redcap.link/Theexperienceo
fservingonaGMEDEIJcommittee

STRUCTURAL COMPETENCY: A FACULTY DEVELOPMENT
CURRICULUM FOR ANTI-RACISM IN MEDICAL EDUCATION
Shani Scott1; Iman Hassan2; Cristina M. Gonzalez3
1Medicine, Albert Einstein College of Medicine, Bronx, NY
2Internal Medicine, Montefiore Health System, Bronx, NY
3Medicine, Albert Einstein College of Medicine/Montefiore Medical Center,
New Rochelle, NY. (Control ID #3715711)

SETTING AND PARTICIPANTS: Structural racism is defined as the
cumulative effects of policies, institutional practices, cultural representations,

and other norms that work together to perpetuate racial inequity. This phe-
nomenon extends to academic medicine and is exposed through how we teach,
learn, and evaluate patients, students, trainees, and faculty physicians. Thus,
the authors created a faculty development series to establish a knowledge of
structural competency as a framework for teaching and to change participants'
attitudes and confidence. Our participants consisted of clinician-educators
(N=122) including internal medicine (generalists and subspecialists), pediat-
rics, psychiatry, and surgery who participated in sessions rooted in structural
competency. The authors developed and facilitated the sessions over Zoom.
DESCRIPTION: In the wake of Black Lives Matter protests following the
killing of George Floyd, and in light of alarming health disparities uncovered in
the COVID-19 pandemic, our institution, like many across the country, real-
ized the importance of actively training providers to address racism and its
downstream effects. Despite this, there are few examples of curricula for
clinician-educators. Structural competency offers a framework for practicing
anti-racism in medical education. We developed a faculty development work-
shop series consisting of four 90-minute workshops administered in the spring
and summer of 2021 and developed or adapted associated tools that could be
directly applied to teaching. Session Developed Tools
Introduction to Structural Competency & Revising Existing Curricula Struc-
turally competent and anti-racist rubric for revising existing didactics
Transforming Resident Report and Case-Based Presentations Using the Struc-
tural Differential Step by step guide for building a structural differential with
learners
Ambulatory Teaching: The Structurally Competent Preceptor
Structurally competent adaptations of the One Minute Preceptor and SNAPPS
precepting models
Inpatient Teaching: Structurally Competent Hospital-Based Medicine Struc-
turally competent inpatient discharge checklist
EVALUATION: Preliminary results showed significant improvements in
overall faculty attitudes and confidence on pre-and post-intervention surveys
(M=1.92, SD=2.29, p= 0.01; M=4.36, SD=3.32, p=.0.00) respectively. Addi-
tional results will evaluate whether there are improvements in faculty knowl-
edge and behavior by tracking faculty use of the structural competency rubric
and comparing faculty clinical documentation practices before and after the
curriculum.
DISCUSSION / REFLECTION / LESSONS LEARNED: The potential
next step is to integrate into a faculty development program aimed to bolster
structurally competent communication with diverse patients, strengthen effi-
ciencies in clinical data gathering, and deepen patient trust in treatment plans.
Future investigations will center on the validation of a survey tool to assess
anti-racism within an institution’s teaching faculty and apply the workshop to
various institutional settings.

TACKLING CHALLENGES IN THE EVALUATION OF FACULTY
DEVELOPMENT PROGRAMS: STRATEGIES TO ASSESS TEACH-
ING SKILLS AND PROGRAM IMPACT
Anne Dembitzer2,1; Carrie Mahowald2,1; Verity Schaye1; Cole Schwartz1
1Medicine, NYU Langone Health, New York, NY
2VA New York Harbor Healthcare System, New York, NY. (Control ID
#3713330)

SETTING AND PARTICIPANTS: The Education for Educators (E4E)
program is a year-long faculty development program (FDP) designed to
enhance teaching and assessment skills, facilitate lifelong learning, and create
an educator community. The program includes two Group Observed Structure
Teaching Experiences (GOSTEs) for practice and skill development, three
workshops that combine educational skill learning and mentoring, and two
workplace peer to peer observations (P2P). 81 clinician educators (CE) partic-
ipated in three cohorts over four years: 43 subspecialists and 38 generalists
with 6.4 average years of practice.
DESCRIPTION:Assessing the impact of FDPs in medical education beyond
satisfaction and confidence remains a challenge. We applied the Kirkpatrick
model for assessing program impact: reaction, learning, behavior, and results.
Reaction: We assessed learner satisfaction of the FDP. Learning: We assessed
change in general teaching confidence using pre/post-program surveys and
workshop-specific teaching skills using retrospective pre/post surveys.
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Behavior: To assess self-reported teaching behavior change, participants com-
pleted commitment to change (CTC) statements at each workshop and were
followed up within 8 weeks. To provide insight into observed teaching skills,
participants completed P2P observations with detailed written feedback.
Results (impact on organization): At program conclusion we debriefed
participants on the impact of E4E and thematically analyzed their comments.
EVALUATION: We present combined assessments for 3 cohorts unless
otherwise specified. Reaction: Overall program satisfaction was high. Learn-
ing: Teaching confidence, workshop-specific teaching confidence, and skills
increased significantly overall domains in the pre/post program surveys and
retrospective pre/post assessments.
Behavior: In the most recent cohort, 23 participants created an average of 9
CTC goals (range 4-12) over the 3 workshops. Most reported partial success
with implementation (4% fully, 89% partly, 7% did not implement). P2P
observations provided key insight into an individual's observed teaching
behavior in their educational setting through written feedback. Results: Qual-
itative analysis of the program debrief resulted in two themes related to impact
on the individual: change in role function as CE and sense of educator
community.
DISCUSSION / REFLECTION / LESSONS LEARNED:We offer strate-
gies for program evaluation via the Kirkpatrick model that can be replicated by
other programs. Teaching behavior can be assessed by self-reported CTCs and
by direct observation of teaching skills through P2P. We advocate for
expanding the Kirkpatrick model’s measure of results to incorporate impact
on the individual.

TEACHIM: ENHANCING RESIDENT-LED EDUCATION WITH AN
FREE ONLINE TOOL
Yilin Zhang1; Brandon Fainstad2
1Valley Family Medicine, Valley Medical Center, Renton, WA
2Medicine, University of Colorado, Denver, CO. (Control ID #3716131)

SETTING AND PARTICIPANTS: Senior residents often serve as the
primary educator for medical students and interns on their inpatient medicine
rotations. The act of teaching enhances the resident’s own knowledge acqui-
sition and retention. Although residents desire to teach more, insufficient time
is a barrier to preparing and providing teaching.
Thus, senior residents require adequate resources to deliver effective teaching
on the wards.
TeachIM.org was first created and used at the University ofWashington (UW)
Medical Center to address this need. It is now used in the inpatient and
outpatient education of internal medicine (IM) and family medicine residents
at University of Colorado and UW affiliated hospital, Valley Medical Center.
DESCRIPTION: We created TeachIM, an open-access online platform, to
facilitate resident-led teaching on inpatient internal medicine rotations. Core
internal medicine topics were identified from the blueprint for the American
Board of Internal Medicine (ABIM) certification exam. All materials include
key elements of high-quality teaching material - active learning objectives,
clear take-home points, interactive teaching methods, and visually-appealing
diagrams and images - that were determined from literature review and
prioritized by the editors in content development. All materials are evidence-
based, reference primary literature, developed with the input of a topical expert
and are peer-reviewed by a group that incorporates both resident and generalist
input as well as subspecialty expertise.
Teaching scripts are available as chalk talks, clinical images (ECG, CXR,
point-of-care ultrasound (POCUS), and dermatology), or procedural training.
Each format has a specified target length, however, scripts are readily
customizable and contain optional teaching points that can be tailored to the
available time and target learner. The site relaunched in November 2020 with
an increased focus on chalk talk based content based on analysis from prior
data suggesting that chalk talks were the preferred teaching method.
EVALUATION: From November 2020 to October 2021, TeachIM attracted
1928 views/month, 604 users/month. The majority of users are from the US,
representing nearly 70% of all users, followed by China with 5% of all users. In

the US, 17.5% of users were from Colorado and 14.4% of users were from
Washington state. Chalk talks remain the most popular content, representing
three of the four most viewed pages on the website. The POCUS workshop on
deep vein thrombosis now represents the third most viewed page.
DISCUSSION / REFLECTION / LESSONS LEARNED: The review
process that integrates feedback from a range of learners ensures clinical
relevance and presentation of materials in a way that is universally digestible
and adaptable to many educational environments. We are also seeing a shift to
increased viewership of imaging content. With many IM programs emphasiz-
ing POCUS in their curricula, we anticipate there will be increased demand for
this imaging and procedural content in the future.
ONLINE RESOURCE URL: TeachIM.org

TEACHING ANTI-OPPRESSION IN MEDICINE: A PILOT OF A
NOVELHEALTHEQUITYELECTIVEFOR INTERNALMEDICINE
RESIDENTS
Ryan Abe, Elizabeth Westling, Gabrielle Berger, Bessie Young, Daniel
Cabrera
Department of Medicine, University of Washington Department of Medicine,
Seattle, WA. (Control ID #3715897)

SETTING AND PARTICIPANTS: This was a 4 week non-clinical health
equity elective piloted with 3 internal medicine (IM) residents at the University
of Washington (UW).
DESCRIPTION: After a formal needs assessment of UW IM residents
demonstrated the desire for more education on the root causes of health
inequities and skill-building for change, we designed a pilot curriculum with
the goal of empowering residents to include health equity in their roles as
physicians. The curriculum was two-part: 1) Introducing residents to anti-
oppressive frameworks developed in other fields (e.g. Critical Race Theory,
Queer Theory, Disability Justice) to help them analyze the structural causes of
inequities; and 2) Exposing residents to skills that can be used to advance
change at the societal, institutional, and interpersonal levels, (e.g. community
organizing, equity-driven quality improvement, critical reflexivity). During
this curriculum, the residents were able to engage in a wide variety of
discussion-based, experiential, and reflection sessions as well as collaborate
on multiple projects.
EVALUATION: To assess the effectiveness of the curriculum at achieving
our learning objectives, we conducted a pre- and post-survey asking
participants to rate their comfort with various health equity skills on a scale
from 1, “Poor” to 5, “Creative”. Due to the small group size during this pilot,
we also conducted individual audio-recorded interviews before the curriculum
and one focus group interview after the curriculum to gather richer data about
the resident’s experiences and lessons learned.
Both the pre- and post-surveys had a participation rate of 100% (n = 3). After
the curriculum, 100% of residents (n = 3) “Strongly Agreed” that they were
well equipped to combat health inequities in their role as a physician compared
to 0% (n = 0) who “Strongly Agreed” before the curriculum. Furthermore,
100% of the residents (n = 3) “Strongly Agreed” that: the curriculum had a
positive impact on their medical education and career goals, the curriculum
improved their ability to care for all patients, and they would highly recom-
mend this curriculum to a colleague
DISCUSSION / REFLECTION / LESSONS LEARNED: Our survey data
confirm that this curriculum was valuable to our residents’ education and im-
proved their ability to provide equitable care to patients. More data is needed to
evaluate statistical differences in specific skills before and after the curriculum.
However, our interview responses were overwhelmingly positive, and all
residents subjectively felt that they were able to achieve their learning goals.
One major limitation to implementing this curriculum is resources; we are
currently only able to offer this elective to a maximum of four residents per year
due to budgetary constraints. However, we plan to build this curriculum into a
longitudinal experience for selected IM residents over two years to have a greater
impact on these learners. Other groups in our program are also working to
incorporate elements of this elective into our standard residency curriculum.
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TEACHING ANTIRACISM TO PROVIDERS: AN EDUCATIONAL
CLINICAL WORKSHOP
Hasib Yousufzai1; Nicholas Wang1; Ryan Abe2
1Internal Medicine, University of Washington Department of Medicine,
Seattle, WA
2Department of Medicine, University of Washington Department of Medicine,
Seattle, WA. (Control ID #3708643)

SETTINGANDPARTICIPANTS: There is a growing need to further equity
in medicine requiring a bolstering of our education to trainees about health
equity. This requires real-time practice, discussion, and reflection to solidify
learning goals, thus, we believe a case-based approach through small groups is
one of the more effective ways to disseminate this content compared to
traditional didactics.
DESCRIPTION: The Residency Diversity Committee at the University of
Washington Internal Medicine program created a two-hour workshop on
antiracism in clinical medicine focused on the use of race in medicine,
recognition of implicit bias, and dismantling white supremacy culture through
case-based learning and small group discussions. In addition to disseminating
information and teaching, the workshop provided practical skills for providers
to use clinically. The workshop was run twice over a two-year period with a
total of 21 second and third year-residents in the Clinician Educator Pathway
with pre- and post-surveys were collected from the participants.
EVALUATION: Pre-survey and post-surveys had a participation rate of
90.5% and 100%, respectively. Post-survey data showed that 90.5% of learners
(n = 19) agreed that the workshop helped prepare them to feel more comfort-
able incorporating equity-focused objectives into their traditional clinical
teaching and that the workshop improved their confidence in being able to
notice and call out white supremacy culture in a clinical context. Furthermore,
95.2% of participants (n = 20) participants agreed that they felt more
empowered after the workshop to foster an inclusive, anti- racist clinical
environment for patients and 81% felt confident in teaching how to make
equitable clinical decisions compared to just 37% before the session. Most
strikingly, prior to the session, only 11% of participants were able to identify 3
strategies to address white-supremacy characteristics compared to 81% after.
DISCUSSION / REFLECTION / LESSONS LEARNED: Our workshop
was effective in imparting antiracism education through a reproducible method
that is applicable to clinicians at various levels of practice or training. More-
over, the workshop increased comfort in the participants’willingness to discuss
antiracist topics and incorporate it into their practice. Notable limitations
include its small size and aggregate data collection, limiting the ability to test
statistical significance between survey responses. A larger study could better
stratify effectiveness of the workshop and the level of understanding amongst
providers.While there is a growing interest in the intersection of antiracism and
medicine, it’s not yet considered a core and integral part of graduate medical
education. Additionally, health equity work is underreported as it’s challenging
to have it recognized and published. This workshop is a small step in that
direction while highlighting the need for larger studies. It is not just about
meeting the moment–it is also about undoing systemic and institutional
inequities that exist within the field of medicine.

TEACHING PRACTICE-BASED LEARNING AND IMPROVEMENT
AND DIGITAL HEALTH THROUGH EPIC SELF-REPORTING
TOOLS TRAINING
Jenny J. Xiang1; Jakob Park1; Jennifer McCann2; Andrew Loza1; Aliza M.
Cook1; Naseema Merchant3,1; Paul Bernstein1; Shawn Ong1
1Internal Medicine, Yale School of Medicine, New Haven, CT
2Joint Data Analytics Team, Yale NewHavenHealth System, NewHaven, CT
3Internal Medicine, VA Connecticut Healthcare System - West Haven Cam-
pus, West Haven, CT. (Control ID #3709617)

SETTING AND PARTICIPANTS: Residents of all PGY levels (n=114) at
an academic internal medicine program during ambulatory educational half
day sessions.
DESCRIPTION: The ACGME requirements include a practice-based learn-
ing and improvement core competency and patient care milestone on effective

electronic health record (EHR) use for quality metrics and population health
management. As a result, we developed a novel, virtual ambulatory half day
session to train internal medicine (IM) residents to use two Epic EHR self-
service reporting tools: Reporting Workbench (RWB) and SlicerDicer (SD).
RWB generates customizable clinical and quality reports and SD enables data
exploration and visualization of patient populations. The training session
included 1) a 30-minute introduction to data analysis with examples of real-
world applications of RWB and SD in IM clinical operations, panel manage-
ment, and quality improvement, 2) a 60-minute tutorial on accessing and using
RWB and SD by a local expert, and 3) 75-minute small group training sessions
facilitated by RWB and SD coaches using IM case-based scenarios to apply
RWB and SD to their clinical practice.
EVALUATION: A total of 93 and 86 residents anonymously completed pre-
and post-session surveys, respectively. On a 5-point Likert agreement scale,
there was no difference pre- and post-session in resident response to the
statement that panel and hospital level patient information is helpful for patient
care (4.06 vs 4.28, p=0.0984). Compared to pre- session, there were significant
increases post-session in resident understanding of using Epic systematically to
find information about the residents' own outpatient panels (2.32 vs 4.2,
p<0.0001), as well as population health-based metrics on inpatient services
(2.64 vs 3.95, p<0.0001). There were also significant increases in their under-
standing of population data analysis using RWB (1.69 vs 4, p<0.0001) and SD
(1.69 vs 4.1, p<0.0001).
DISCUSSION / REFLECTION / LESSONS LEARNED: A dedicated
half-day training session significantly increased resident-reported abilities to
access and use EHR self-service reporting tools to review quality metrics and
detailed data for their patient populations. The structure of our session aided in
resident engagement by establishing the need for and importance of practice-
based learning and improvement through real-world applications and hands-on
practice using case-based scenarios under the guidance of trained experts.
Using these EHR tools, residents gain the technical skills needed to systemat-
ically analyze their practices and develop potential quality improvement
projects.

TEACHING SOCIAL AND HEALTH SYSTEMS SCIENCE IN UN-
DERGRADUATE MEDICAL EDUCATION THROUGH A GEO-
GRAPHIC INFORMATIONSCIENCEMAPPINGONLINEMODULE
Zachary Boggs1; Gary L. Beck Dallaghan3; Sarah E. Smithson4; Yee Lam2

1Internal Medicine, University of Virginia School of Medicine, Charlottesville,
VA
2Family Medicine, University of North Carolina at Chapel Hill School of
Medicine, Chapel Hill, NC
3Educational Scholarship, University of North Carolina at Chapel Hill School
of Medicine, Chapel Hill, NC
4Internal Medicine, University of North Carolina at Chapel Hill School of
Medicine, Chapel Hill, NC. (Control ID #3706786)

SETTINGAND PARTICIPANTS: The educational intiative involved final-
year medical students at the University of North Carolina School of Medicine.
DESCRIPTION: Many institutions in undergraduate medical education
(UME) have developed unique curricula to teach social determinants of health
(SDOH). Geographic information science (GIS) mapping is one tool which
learners could use to understand our built environment and its correlation with
health outcomes through data analysis, visualization and active learning. At the
University of North Carolina School of Medicine, medical students participate
in a 4-year longitudinal curriculum on social and health systems science (SHS)
with the final year dedicated to self- directed learning through online modules.
The new course incorporates a GIS-based online module as one method for
teaching SDOH. Students create online maps of the local community with
simulated patient data and identify “hotspots'' using ArcGIS software. Students
then add map overlays specific to SDOH data, e.g. food deserts, social
vulnerability indices, proximity to healthcare. Students submit their maps
and write reflections based on their experience. Thematic analysis identified
patterns within the narrative data.
EVALUATION: From March 2020 to February 2021, 148 fourth-year med-
ical students participated in the GIS learning module. Analysis of narrative
comments (30 records) resulted in 44 unique codes, coalescing into five
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themes: Explored Social Determinant Topics, Inclusion of Geomapping in
Curriculum, Utility of Geomapping in Healthcare, Future Application of
ArcGIS for Personal Use, Impressions of ArcGIS Software. Students showed
engagement and interest in the exercise and responses were overall positive.
Students demonstrated applied knowledge of social determinants of health and
appreciated the utility of geomapping to address health disparities. Many
students could imagine how GIS mapping could be used in the future. The
most common frustration was the difficulty in finding appropriate or reliable
mapping layers. Few commented that the ArcGIS online software was not
user-friendly, whereas most other students found it to be intuitive.
DISCUSSION / REFLECTION / LESSONS LEARNED: A self-directed,
active-learning online exercise using GIS mapping offers a generally popular,
eye-opening and unique method for teaching SDOH in UME. Students learned
about contextual factors which contribute to health through data analysis and
visual representation. Students explored methods in population health to make
inference regarding health care disparities in their local community. Studentswere
able to engage with data using map layers which were personally interesting to
them. In the future, more structure and guidance will be provided to help students
find reliable mapping layers. An additional reflection question will be included to
help learners think about validity of data and limitations of geomapping.
ONLINE RESOURCE URL: https://media.med.unc.edu/tec/ind/SHS5-
ArcGIS-Module/story_html5.html

TEAM-BASED LEARNING AS A VEHICLE FOR INTEGRATING
STRUCTURAL COMPETENCIES INTO PRE-CLINICAL
EDUCATION
Aaron Kuang, Latia Skerving, Alexandra Belzie, Wajiha Kazmi, Andrea
Martinez, Kelsey Sklar, Christopher Roman
SUNY Downstate Health Sciences University College of Medicine, New
York, NY. (Control ID #3708682)

SETTING AND PARTICIPANTS: Two pilot studies were conducted at
Downstate College of Medicine with medical student volunteers (n=17). A set
of four clinical vignettes was administered over Intedashboard software with
one student facilitator for each case.
DESCRIPTION: Patient health outcomes are largely tied to upstream social
factors such as socioeconomic status, education, and lived experience with
race. As a result, medical schools are increasingly including topics such as
social determinants of health as part of their curriculum. However, current
implementation varies broadly between schools and discussions on health
equity may ultimately be restricted to a few didactics without opportunities
to properly assess effectiveness of teaching. Siloed didactic formats also
preclude students from integrating knowledge of structural competencies in
the pathology of their patients.
In contrast, team-based learning (TBL) exercise modalities have proven to be
an interactive and effective format for student-centered education. We propose
a novel TBL exercise that teaches patient pathology with a structural compe-
tency framework over the course of four clinical cases. Students begin with a
10-minute Individual Readiness Assurance Test to assess preliminary under-
standing of learning objectives. They are then placed in teams of 4-6, given a
clinical scenario, and asked to answer a mixture of medical knowledge and
healthcare disparities questions in multiple choice and open-ended format (15
minutes per case). Students then reconvene with the facilitator for a brief
discussion (10 minutes) before heading into the next clinical scenario. Esti-
mated session time is 120 minutes.
EVALUATION:We obtained qualitative feedback from participants. Common
themes included appreciation for open discussion on health inequities and greater
confidence in identifying social and structural determinants of health and how
they contribute to patient presentation. Proposed mechanisms for assessing
individual students’ levels of structural competency include post-session
assignments for a 5th vignette to be followed up in weekly small groups.
Students would be evaluated based on their demonstrated ability to highlight
social and structural factors affecting the patient’s outcome as well as incorporate
outside references on how to best address the patients’ needs. Alternatively,
questions may be drafted from the session for summative assessment.
DISCUSSION / REFLECTION / LESSONS LEARNED: Limitations of
our current pilots are a lack of pre-session data, as well as lack of ability to track

each individual student’s learning progress. For evaluation purposes, we
propose future assignments similar to vignettes done in TBL, which can allow
for individual assessment as well as allow students the opportunity to incor-
porate outside social resources and understand policies involved in patients’
outcome. Despite current limitations, there remains a need for a teaching
modality that allows for open discussions on determinants of health and allows
for proper assessment of objectives learned.

TELEMED: MEDICAL STUDENT TRAINING IN THE AGE OF
TELEMEDICINE
Tiffany Merlinsky1,2; Christopher Babu1,2; Nicolas J. Blobel1; Hyejin Kim1;
Ashita S. Batavia3,1; Pamela Charney4,1
1Weill Cornell Community Clinic,Weill Cornell Medicine, East Meadow, NY
2These authors contributed equally, Weill Cornell Medicine, New York, NY
3Medicine, Weill Cornell Medicine, New York, NY
4Internal Medicine, Weill Cornell Medical College, New York City, NY.
(Control ID #3713428)

SETTING AND PARTICIPANTS: A quality improvement study was
performed through the Weill Cornell Community Clinic’s (WCCC) newly
formed telemedicine clinic, by administering an online survey designed to
evaluate student clinicians’ (SCs) comfort and attitudes toward their ability to
conduct a virtual care visit. The survey was administered to SCs after the
conclusion of a virtual encounter using a confidential online form. Data
pertaining to eliciting the medical history, physical exam, and treatment and
counseling strategies were collected and analyzed using descriptive statistics.
DESCRIPTION: Medical student-run free health clinics represent a unique
paradigm inmedicine that both provide healthcare services to disadvantaged or
uninsured individuals, while also allowing SCs early opportunities to interact
with an interdisciplinary care team. Several studies have been published
describing the function of student-run free health clinics in various community
settings, including the realms of preventative health, acute care, and the
management of chronic disease. However, there is a paucity of information
related to the provision of healthcare via telemedicine. In the context of the
COVID-19 pandemic, WCCC, a medical student-run health clinic in New
York City transitioned to a primarily telemedicine-based model. In this study,
we sought to describe the experience of SCs in this clinic and assess the
strengths and weaknesses of this platform.
EVALUATION: A total of 33 SCs were surveyed. On average, SCs spent 38
minutes with patients during each virtual encounter. Compared to in-person
encounters, SCs reported spending the same amount of time gathering the
patient’s history of present illness and past medical history during telemedicine
visits. SCs reported spending less time on the physical exam, including
measurement of vital signs. A total of 66.7% (n=22) of SCs attempted parts
of the physical exam, but only 55% (n=11) of respondents believed the
findings they elicited were reliable. SCs cited technological barriers (55%,
n=16), environmental factors (17%, n=5) and patient specific factors (17%,
n=5) as limiting the physical exam. Online clinical resources were used by
52% (n=15) of SCs, with the majority stating the use of these tools improved
diagnostics and the development of a treatment plan.
DISCUSSION / REFLECTION / LESSONS LEARNED: In this single
student-run free health clinic experience, SCs reported difficulty performing an
accurate virtual physical exam but stated access to online clinical resources in
real- time is beneficial. Telemedicine is a rapidly evolving platform with
tremendous potential to improve healthcare access. Additionally, telemedicine
is a valuable complement to in-person clinics, and it is important for SCs to be
exposed to the application of telemedicine, as well as its limitations, in serving
uninsured patient populations. Future studies can use SCs experiences with
telemedicine to improve medical training.

TELEPHONIC PATIENT OUTREACH TO REDUCE DISPARITIES
IN COVID-19 VACCINE ACCESS AS A VALUE-ADDED ACTIVITY
Julia M. Bosco1; James F. Wu2; Nathalie Albenzoa5; Lana M. Minshew6,7;
Anna Beckius2; Mandy Kastner2; Brian C. Hilgeman3; Martin Muntz4
1Medical College, Medical College of Wisconsin, Milwaukee, WI
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2Medicine, Medical College of Wisconsin, Milwaukee, WI
3General medicine, Medical College of Wisconsin, Milwaukee, WI
4Internal Medicine, Medical College of Wisconsin, Milwaukee, WI
5Department of Medicine and Psychiatry, The University of Texas Southwest-
ern Medical Center, Dallas, TX
6Robert D. and Patricia E. Kern Institute for the Transformation of Medical
Education, Medical College of Wisconsin, Milwaukee, WI
7School of Pharmacy, Medical College of Wisconsin, Milwaukee, WI. (Con-
trol ID #3710863)

SETTING AND PARTICIPANTS: Our General Internal Medicine Clinic
incorporated medical student volunteers in telephonic outreach to patients over
65 years old without patient portal access. This value-added medical education
activity broadened vaccine access and education in high-risk, underserved
populations. Forty medical students volunteered; 1575 patients received out-
reach calls.
Students completed a survey that included demographics and Likert-scale and
open-ended questions following participation. Queries aimed to gather student
expectations, lessons learned, and interest in additional telephonic outreach
activities. Open response analysis involved inductive coding of data by three
team members. A coding audit using 20% of the data showed 80.1% inter-
coder agreement. A thematic summary for each category was created by
condensing individual codes into broader themes.
DESCRIPTION: In value-added activities, medical students complete tasks
that enrich learning while also adding value to patient care. Studies highlight
those potential activities should focus on communication with patients, coor-
dinating care, and patient education. These activities may build learners'
confidence and combat feelings of being a burden. Multi-site surveys show
pre-clerkship U.S. medical students agree they should engage in such activi-
ties. But in the global pandemic, students' opportunities for engagement have
decreased. This project highlights value-added activities in a population health
project that provided telephonic outreach to high-risk patients while reducing
exposure risk and PPE use.
EVALUATION: Of 40 student volunteers, 33 responded to the survey. Pre-
clinical students' comfort in Epic documentation(P<0.001), providing
telehealth(P<0.001), counseling patients on healthcare myths(P=0.001), hav-
ing difficult conversations(P=0.002), cold-calling patients(P=0.004), and de-
veloping trusting relationships with patients(P=0.039) increased. Qualitative
data showed communication, the role of trustedmessengers, open-mindedness,
and meeting patients where they are as crucial in productive dialogue. Over
45% of students cited interest in a telephonic outreach elective and felt such
outreach benefits patients.
DISCUSSION / REFLECTION / LESSONS LEARNED: Students devel-
oped key skills from this value-added activity, contributed to ending the
pandemic, and enriched patient care. Overall, students developed skills to
become empathetic, caring physicians. They learned patient-centered commu-
nication, engaged with patients with differing opinions, and respected patient
decisions while understanding people have their own lived experiences.
Students also practiced patience, empathy, and vulnerability to understand a
patient's vaccine rejection. They learned first-hand the critical role healthcare
professionals have in combating the pandemic of misinformation and trusted
messengers. As the U.S. health system engages in more value-based and
population-based care, we should remember students and how they can add
to this impactful work.

THE CENTER FOR HEALTH OUTCOMES IN MEDICINE SCHOL-
ARSHIP AND SERVICE (HOMES): FOSTERING AND SUPPORTING
PHYSICIAN-INITIATED RESEARCH IN INTERNALMEDICINE
Martin C. Fried1; Sean Riley2; Daniel E. Jonas3; Karen O. Moss4,1; Janet E.
Childerhose2; laura j. miles6; Seuli B. Brill5
1Division of General Internal Medicine, The Ohio State University Wexner
Medical Center, Columbus, OH
2Internal Medicine, The Ohio State University Wexner Medical Center,
Columbus, OH
3Internal Medicine, The Ohio State University, Columbus, OH
4The Ohio State University College of Nursing, Columbus, OH

5Internal Medicine, Ohio State University College of Medicine, Columbus,
OH
6General internal Medicine, The Ohio State University, Columbus, OH. (Con-
trol ID #3715841)

SETTING AND PARTICIPANTS: The Center for Health Outcomes in
Medicine, Scholarship, and Service (HOMES) was launched at The Ohio State
University Wexner Medical Center in 2020 to support physicians with a desire
to participate in health outcomes research. The eight HOMES research faculty
are sub-divided into core groups: biostatistics, end-of-life/palliative care, and
bioethics. Each core is led by multidisciplinary faculty with expertise in
qualitative, quantitative, and mixed-methods research designs. Though housed
in General Internal Medicine (GIM), anyone within the Department of Internal
Medicine – clinical faculty, residents, or fellows – are eligible to apply for
HOMES consulting to accomplish their research goals.
DESCRIPTION: A GIM needs assessment was conducted in February 2021
to refine HOMES services. Interested clinical faculty apply for HOMES
support via a centralized email address and application form. The clinical
faculty is then paired with HOMES faculty member in the core group that best
fits the content area and research methodology, and project oversight is
provided by HOMES leadership and administrative staff. In addition to direct
mentoring, HOMES established several faculty development initiatives. This
includes a lecture series with regular research-in- progress meetings and faculty
journal clubs, an online research toolkit using curated open-access content
addressing research skills, and the HOMES Research Toolkit podcast that
features our research faculty providing brief lessons on specific research skills.
EVALUATION: A qualitative analysis of the needs assessment revealed that
department faculty desire research- specific mentorship, a larger pool of senior
research faculty, and more pathways to contribute to existing projects. In Year
1, HOMES supported 28 faculty from seven Divisions (20 GIM, 2
Hematology/Oncology, 2 Palliative Medicine, 1 Hospital Medicine, 1 Cardi-
ology, 1 Infectious Diseases, 1 Pulm/Crit) within the Department of Internal
Medicine on 74 projects. This included mentoring on 22 grant submissions to
major foundations and the National Institutes of Health.
GIM faculty supported by HOMES secured $2.6 million in research funding
from federal agencies and disseminated research findings at major scientific
meetings.
DISCUSSION / REFLECTION / LESSONS LEARNED: The early expe-
rience with HOMES demonstrates that academic clinicians can increase schol-
arly contributions with a research infrastructure that pairs mentorship with a
research skills curriculum. Next steps include broadening collaborations across
the medical center, expanding the pool of senior level research faculty, further
developing clinical faculty research training and building on early successes by
solidifying stable extramural funding sources
ONLINE RESOURCE URL: https://medicine.osu.edu/departments/homes

THE IMPACT OFMEDICAL JOURNALISMON GRADUATEMED-
ICAL TRAINEE PROFESSIONAL DEVELOPMENT
Jessica N. Holtzman1; Gurleen Kaur8; Thomas M. Das5; Devesh Rai4; Karan
P. Desai7; Saman Nematollahi6; Wael Jaber3; Daniel Ambinder2; Amit Goyal3
1Internal Medicine, University of California San Francisco, San Francisco, CA
2Medicine, Johns Hopkins Medicine, Baltimore, MD
3Cardiology, Cleveland Clinic, Shaker Heights, MD
4Rochester Regional Health, Rochester, NY
5Cleveland Clinic, Cleveland, OH
6Banner University Medical Center Tucson, Tucson, AZ
7Cardiology, University of Maryland School of Medicine, Baltimore, MD
8Internal Medicine, Brigham andWomen's Hospital, Boston, MA. (Control ID
#3711124)

SETTING AND PARTICIPANTS: Trainees are encouraged to pursue self-
directed learning via routine engagement with the academic literature. The
CardioNerds Medical Journalism (CNMJ) program is comprised of internal
medicine residents and cardiology fellows from across the United States
involved with the CardioNerds platform. The CardioNerds is an educational
platform with the mission to democratize cardiovascular education. In
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May 2021, the CardioNerds launched a novel program entitled CardioNerds
Medical Journalism. “CardioNerds Correspondents” were recruited from na-
tionally accredited Graduate Medical Education programs (64.7% university-
based) to participate in this program.
DESCRIPTION: Through the CNMJ Program, participants synthesize evolv-
ing cardiovascular medical literature. The correspondents review the primary
literature, news outlets, and FDA activity to identify high impact research. The
correspondents collectively publish 4+ brief articles (<400words) monthly that
summarize key findings related to cardiovascular medicine, peer-reviewed by
senior fellows for accuracy. These summary articles are published online
(DocWire News), providing readers access to curated content relevant to daily
practice. The Correspondents use Twitter to further disseminate articles to the
medical community.
EVALUATION:Correspondent and non-correspondent teammembers (35 in
total) were surveyed at baseline prior to program launch and at 6 months after
launch to identify the value of participation in the CNMJ program. Twenty-six
CardioNerds members involved with digital medical education but not in the
medical journalism program served as a comparator group to the 9
Correspondents. The survey was disseminated using Qualtrics and anonymity
was preserved by using de-identified numeric codes. Survey questions sought
to answer four aims: 1) to describe current trainee engagement with medical
literature; 2) to assess trainee passion for and professional identity within a
primary field of interest; 3) to identify the role that social media plays in
networking within a field of interest; and 4) to analyze the impact of the CNMJ
program upon interaction with primary literature. We will use descriptive
statistics to define the population as well as conventional statistical tools to
reach our aims.
DISCUSSION / REFLECTION / LESSONS LEARNED: It has been
reported that more than 2 million academic articles are published each year.
Though incorporation of evolving research is of paramount importance to
clinical practice, keeping abreast of the growing body of literature poses a
challenge to trainees. GME training programs lack a standard pedagogical
approach for promoting effective engagement with the primary literature. The
CardioNerds Medical Journalism program provides an immersive experience
that augments regular interaction with the primary medical literature, provides
valuable clinical context, increases trainee commitment to a given specialty
field, and aims to enhance a sense of professional identity and network.
ONLINE RESOURCE URL: https://www.cardionerds.com/correspondents/

THE PATIENT/CAREGIVER VOICE IN CONTINUING MEDICAL
EDUCATION: NIHIL DE NOBIS, SINE NOBIS/NOTHING ABOUT
US WITHOUT US
Sandra Tilmon, Kathryn S. West, Karen K. Lee, Daniel Johnson
Pediatrics, University of Chicago Division of the Biological Sciences,
Chicago, IL. (Control ID #3716349)

SETTING AND PARTICIPANTS: There is a lack of specialty care avail-
able to much of the US, the burden of which will continue to fall on the least
served US populations.1–9 Based on Social Cognitive, Situated Learning, and
Community of Learning Theories, 10,11 Project ECHO (Extension for Com-
munity Health Outcomes) was founded in 2003 to expand capacity among
community health centers to manage common, chronic physical and mental
health disorders by bringing together specialist subject matter experts (SMEs)
with community-based providers.11 Short didactic lectures are followed by
participant-led case presentation discussions. The University of Chicago
Medicine’s ECHO-Chicago program is the longest-running urban ECHO
program in the world.
DESCRIPTION: Our serious mental illness (SMI) community advisory
board suggested that ECHO-Chicago incorporate a Patient or Caregiver Voice
Representative (Voice Rep) into some of our series. During the 20-minute
Voice Rep portion of the SMI session, the Voice Rep shared their personal
experiences both with mental illness and the medical and psychiatric care they
have received. The Voice Rep was then expanded to our Opioid Use Disorder
and Complex Pediatric Asthma series.
We conducted a qualitative inquiry of “What is the best way to include the
patient or caregiver voice in continuingmedical education?”A semi-structured
interview was developed, including: 1. Why Voice Reps take part; 2. The

outcomes on clinical practice; and 3. If participants feel less inclined to
participate with a Voice Rep present.12 There is scant research on the use of
patient Voice Rep in continuing medical education.13

EVALUATION:We interviewed five ECHO facilitators, 19 participants, and
three Voice Reps. Using grounded theory14, a coding dictionary was devel-
oped in NVivo 12. Codes were developed in conversation between the two
investigators and coding discrepancies discussed at weekly meetings. SMEs,
Voice Reps, and participants report positive experiences with the Voice Rep
segment. Voice Reps are motivated to take part due to desires to help and
educate others, as well as feelings of self-empowerment. Many participants
report a moment of impactful empathy.
ECHO participants often remembered the Voice Reps’ stable and positive
relationships with a clinician or clinical team, as well as past failures of care
and experiences of stigma. Participants did not report feeling hindered in their
session participation with a Voice Rep present. Lessons were learned in how to
find, prepare, and retain Voice Reps, as well as the qualities that make a
compelling Voice Rep and story.
Lessons learned with illustrative quotations will be presented.
DISCUSSION / REFLECTION / LESSONS LEARNED: Incorporating
the Patient or Caregiver Voice in ECHO sessions adds value to the providers’
learning experience. It expands their perspectives on the unique needs of
patients and inspires them to build a long-lasting and positive patient-
provider relationship.
ONLINE RESOURCE URL: N/A

THE W.H.O.L.E PATIENT PROJECT - WE HUMANIZE THE ONE-
LINER FOR EVERYONE
Asantewaa Ture1; Katherine McGee1; Aashish Didwania1; Brigid M. Dolan2
1Internal Medicine, Northwestern Memorial HealthCare Corp, Chicago, IL
2Medicine and Medical Education, Northwestern University Feinberg School
of Medicine, Chicago, IL. (Control ID #3715615)

SETTING AND PARTICIPANTS: Internal Medicine residents on general
medicine inpatient service in a large, urban academic medical center.
DESCRIPTION: Oral case presentations focus on reporting relevant data;
however, an overly narrow construction of relevance excludes social data –
often deemed unrelated to diagnosis or treatment. Such exclusion may hinder
patient- centered care, defined as “care that is respectful of…patient
preferences, needs, and values”. Building on this concept, we share a pilot
intervention where residents include social history in opening one-liners for
new patient presentations. We hypothesize this as a sustainable opportunity for
residents to connect with patients and to appreciate social/cultural factors that
impact health.
During the intervention, residents receive training, followed by daily “best
practice” emails the second week on service. Email reminders are discontinued
the final two weeks of the rotation, but residents can choose to continue using
social one-liners.
EVALUATION: Pre/post surveys evaluate resident attitudes and self-reported
behaviors. We measured feasibility by residents’ adoption of the social one-
liners; sustainability by continuation of social one-liners following the email
phase; and assessed attitudes regarding patient care relationships. We report
interim results after the 2nd of 5 pilot months.
In pre-testing, most residents (12/15) did not incorporate social history into the
one-liner (62% rarely; 19% never). A small number agreed presenting social
history would impact the overall care of patients (14%) and only 24% strongly
agreed that incorporating social history might enhance patient-care
relationships.
In post-testing, 8/10 residents reported including social history during the email
phase, and 20% continued the social one-liners after emails discontinued.
Regarding attitudes, 40% strongly agreed that incorporating social history
enhanced patient-care relationships and 30% felt patients were re-centered. In
open-ended feedback, residents noted social one-liners “[benefited] the dispo
plan” and “[emphasized] patient-centered…not problem-centered care”.
DISCUSSION / REFLECTION / LESSONS LEARNED: Preliminary data
analysis reveals that residents report increased incorporation of and positive
attitudes toward social one-liners. Of note, the pilot occurred during a COVID
surge, which likely contributed to findings. Nonetheless, the simple nature of
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the intervention supports ongoing effort and lends itself to implementation
elsewhere.

THE WELL-BEING RESIDENT ON CALL: ADDRESSING RESI-
DENT BURNOUT THROUGH A NOVEL SUPPORT ROLE
Natalie K. Munger, Catherine Waymel, Molly Perri, Daniela Anderson, Rita
Rossi-Foulkes
Medicine, The University of Chicago Medicine, Chicago, IL. (Control ID
#3715794)

SETTING AND PARTICIPANTS: This innovation is set in an urban,
academic medical center located on the South Side of Chicago. Participants
include sixteen resident trainees in the combined Internal Medicine-Pediatrics
residency program.
DESCRIPTION: Resident burnout is pervasive in medical education. In our
combined Internal Medicine-Pediatrics Residency, we examined results from
an anonymous internal program survey and determined that additional
resources are required to address resident burnout, exhaustion, and well-
being. Our residency well-being committee subsequently developed a novel
role, the Well-being Resident on Call (WROC), to provide logistical and
emotional support for residents, particularly when rotating on time-intensive
services that limit attendance of appointments and engagement in self-care.
The purpose of this role is to decrease rates of exhaustion and burnout, and to
strengthen the sense of community within our residency program. TheWROC
is a third- or fourth-year Med-Peds resident who rotates in the role for 2-weeks
at a time, two to five times per year. In this role, residents complete well-being
rounds in which they visit and check-in with residents, offer coverage for
appointments or personal issues, and bring program or rotation specific feed-
back to the program chiefs in a timely way.
EVALUATION: The WROC role commenced at the beginning of the 2021-
2022 academic year with a senior resident serving in the position during each
block to date. Refinement of the role throughout the 2021-22 academic year
will be guided by resident feedback solicited anonymously in survey format at
the mid-year mark, which is currently underway. Resident exhaustion and
burnout will be measured through an annual residency wide well-being survey.
DISCUSSION / REFLECTION / LESSONS LEARNED: To deliver safe,
quality care to patients, and foster professionalism and pride in our work, it is
essential that we measure, address, and reevaluate levels of resident burnout
and overall well-being. The WROC has been met with support and utilization
from ourMed-Peds program. It is common for residents to seek out theWROC
for both emotional and logistical needs, and has provided a new dimension of
support within our program.With a mid-year survey underway, we are eager to
identify ways to refine this intervention to make it more impactful on resident
health.

THREE CASES AND ONE ANSWER: UTILIZING ILLNESS
SCRIPTS TO PRIORITIZE A DIFFERENTIAL DIAGNOSIS
Brenna McElderry, Andrew Para, Megan McGervey
Internal Medicine, Cleveland Clinic, Cleveland, OH. (Control ID #3715533)

SETTING AND PARTICIPANTS: In our large academic medical center,
the internal medicine residency program hosts a monthly interactive clinical
reasoning conference (CRC) focused on recognizing bias and diagnostic error.
This conference incorporates a curriculum that provides clinical reasoning
tools that can be utilized for clinical care. Illness scripts are used during the
diagnostic process to create a differential diagnosis and can recognize gaps in
medical knowledge. This conference applied 3 cases of normotensive cardiac
shock to illustrate how a comprehensive illness script can identify uncommon
presentations of a common disease.
DESCRIPTION: Residents were split into groups of 6-8 participants with a
facilitator. The session began with defining illness scripts and illustrating how
they can be used. The residents worked through 3 consecutive cases using their
clinical reasoning skills to order a limited evaluation based on their differential
diagnosis. After the small group work up, the diagnosis and actual case workup
were revealed and an example differential using illness scripts for the cases was

presented. The session defined illness scripts, allowed residents to utilize
illness scripts using a real case, and illustrated how illness scripts could be
used to prioritize diagnoses. The conference concluded with reviewing the
cases on aspects of the presentation that both fit and did not fit with the illness
script of cardiogenic shock and an approach that could have been used to
discover the diagnosis.
EVALUATION: 68 residents attended the conference. Evaluation was
performed using word clouds via Poll Everywhere and artifact collection of
each group’s moderator guide including the initial diagnoses, workup, and
final diagnoses. The Poll consisted of the following two questions: 1) Prior to
working through case #, submit your top three diagnoses ranked from 1-3, and
2) For case #, submit your final diagnosis. The word cloud demonstrated that
initial diagnoses ranged between groups and all teams arrived at the correct
final diagnosis of cardiogenic shock.
DISCUSSION / REFLECTION / LESSONS LEARNED:Overall, this CRC
provided a useful format to explore the use of illness scripts to hone in on a
differential diagnosis and to compare and contrast 3 different presentations of an
uncommon presentation of a common disease. Groups were asked to recognize
the elements of each case that overlapped for the final diagnosis of cardiogenic
shock. An area for improvement is the use of the word cloud is limited by
individual words. Thus, themost popular answer was “cardiogenic shock” on the
artifact collected by the groups, but the cloud separated the terms creating
unnecessary words on the cloud. Lastly, this CRC structure was significantly
changed from prior sessions thusmore feedback from the participants on the new
structure would be important moving forward. As a whole, this new CRC
structure can continue to be a valuable educational tool to teach illness scripts.
ONLINE RESOURCE URL: https://drive.google.com/file/d/1_Ky-
apSPUp1kv Pd8tO7iWqB18DNUSt/view? usp=sharing

TRAINING FACULTY TO BRING AN ANTI-RACIST AND EQUITY
LENS TOMEDICAL EDUCATION
Amanda Jowell1; Aisha James2; Rashmi Jasrasaria2; Michael S. Kelly2; Mad-
eleine Matthiesen3; Darshali Vyas4; Jessica Zeidman5; Sherri-AnnM. Burnett-
Bowie6
1Medicine, Harvard Medical School, Boston, MA
2Medicine, Massachusetts General Hospital, Boston, MA
3Medicine, Pediatrics, Massachusetts General Hospital, Boston, MA
4Department of Medicine, Massachusetts General Hospital, Cambridge, MA
5Department of Medicine, The Massachusetts General Hospital, Chelsea, MA
6Medicine, Massachusetts General Hospital, Boston, MA. (Control ID
#3689329)

SETTING AND PARTICIPANTS: Since the Spring of 2021, the
Massachusetts General Hospital’s Department of Medicine Anti-Racism in
Education (DARE) Initiative has trained 34 Department of Medicine faculty,
staff, and internal medicine residents (DARE coaches) to support the delivery
of educational content using an anti-racism and equity framework. We aim to
describe the DARE training and to assess its effectiveness.
DESCRIPTION: Curricula that appropriately educate medical trainees about
racism, bias and other forms of oppression are key to advancing health equity.
There is a lack of peer-reviewed resources available to train medical educators
to incorporate these topics into existing educational content.
To address this resource gap, we developed and implemented the DARE
training. A comprehensive review of the literature identified 52 peer-
reviewed publications that were used as references to develop the DARE
training and checklist of best practices. The training and checklist were utilized
to revise and create educational material with an anti-racism and equity-
focused framework. DARE coaches engage in a three-part training to teach
them how to apply the DARE checklist. The DARE training is valuable for
educators who are hoping to improve their own content as well as those who
are supporting peers in doing the same.
The first portion of the training consists of watching two videos. The first video
(13 minutes), developed by the authors, introduces the checklist and reviews
key concepts such as definitions of racism and its impact on health equity. The
second video (8 minutes), developed by the Warren Alpert Medical School of
Brown University, reviews common manifestations of racism in curricula and
tools to address it.
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The second portion of the training is a 30-minute live virtual workshop, in
which participants practice utilizing the checklist to edit and improve sample
lecture slides.
In the third part of the training, coaches watch a 10-minute video, developed by
the authors, providing examples of slides that illustrate best practices for
teaching core internal medicine concepts while using an anti-racism frame-
work. EVALUATION: To assess DARE training effectiveness, coaches
completed pre- and post-training assessments where they edited a mock lecture
slide using the DARE checklist. The pre/post assessments are similar and
provide opportunities to use all checklist components. Thus far, 34 people
completed training (29 faculty, 1 residency staff member, 4 residents). Of those
trained, 27 completed the pre-test and 23 completed the post-test assessment.
Once training is complete, we will score slide revisions and use paired t-tests to
compare pre and post assessment scores.
DISCUSSION / REFLECTION / LESSONS LEARNED: The DARE
training is an innovative approach to teach educators to revise existing educa-
tional content using an anti-racist framework. The DARE training and check-
list provide tools by which to integrate equity and anti-racism into medical
education curricula.

USING A STANDARDIZED TEMPLATE IMPROVES ORAL CASE
PRESENTATION SKILLS FOR INTERNAL MEDICINE CLERK-
SHIP STUDENTS
Vishwanath Anekonda, Louis B. Polish, Halle G. Sobel, Emily Greenberger
Internal Medicine, University of Vermont College of Medicine, Burlington,
VT. (Control ID #3706131)

SETTINGAND PARTICIPANTS: Clerkship students at the Larner College
of Medicine at The University of Vermont participated in the curriculum
between May and June of 2021 during their inpatient medicine clerkship.
DESCRIPTION: Oral case presentations (OCPs) are a primary tool to com-
municate clinical information, and the Association of American Medical
Colleges (AAMC) lists OCPs as a core entrustable professional activity re-
quired for residency. However, OCPs are complex, requiring a high level of
organization and clinical reasoning. Prior studies have shown that students
often do not understand expectations for OCPs and struggle to differentiate
relevant from irrelevant data. Therefore, we created a standardized OCP
template to help students organize clinical information and assist in clinical
reasoning. Our OCP template was developed using input from internal med-
icine residents, faculty in the Division of Hospital Medicine, and internal
medicine clerkship directors at our institution. One of our investigators intro-
duced the OCP template to students in clerkship orientation for the first two
consecutive clerkship blocks of the year. Copies of the template were placed in
common work spaces, and it was emailed to students. According to the policy
defining research activities at our institution, this work was exempt from ethics
review.
EVALUATION: A survey assessing the frequency of template use and its
perceived usefulness was developed using RedCap and emailed to students at
the end of the clerkship. Surveys were returned by 22 of the 36 students
between May and June 2021, representing a 61% response rate. When asked
how often they used the template each week, with options being: never, rarely,
some days, most days, every day, the average response was between “some
days'' and “most days.” For remaining questions, agreement was assessed
using a standard 1-5 point Likert scale (5 = Strongly Agree). Respondents
reported improved confidence (mean 4.41, SD 0.80) and efficiency (mean
4.50, SD 0.60) using the template. Participants also reported an improved
ability to focus on pertinent clinical information (mean 4.18, SD 0.85) and
improved organization while rounding (mean 4.41, SD 0.59). Agreement was
lower for measures of improved clinical reasoning. Respondents reported that
the template helped with forming more precise problem representations (mean
3.95, SD 1.09) as well as with formulating and prioritizing problems (mean
3.95, SD 1.04).
DISCUSSION / REFLECTION / LESSONS LEARNED: Our novel tem-
plate shows promise as a tool for helping students organize their oral case
presentations. Major limitations of our study include a small sample size,
imperfect survey response rate, and a lack of pre and post-implementation

assessments by faculty. Future investigation may clarify the utility of our
template across different specialties and institutions.
ONLINE RESOURCE URL: https://docs.google.com/document/d/
1AY7Xrm9mrD7d- C0SuuXOKheAOCRJrETc/edit?usp=sharing&ouid=
102787293368437280314&rtpof=true&sd=true

USING INTERACTIVE VIRTUAL ESCAPE ROOMS TO TEACH
CLINICAL TOPICS IN THE INTERNAL MEDICINE CLERKSHIP
Theresa Emeli2; Kathryn Grace Kompa2; Khanh H. Le2; Jordan Santiago2;
Matthew Tucker2; Laura K. Snydman1
1Internal Medicine, Tufts Medical Center, Boston, MA
2Tufts University School of Medicine, Boston, MA. (Control ID #3715417)

SETTING AND PARTICIPANTS: 83 3rd year medical students from 12
different IM clerkship sites were split into groups of 3-6 students with one 4th

year medical student facilitator. Each group met online via Zoom and was
assigned 2 escape room cases to complete during the 1.5-hour session.
DESCRIPTION: We designed 3 interactive virtual escape rooms to enhance
and unify the IM clerkship core curriculum across sites. We developed 3 escape
rooms that covered core clerkship material (CAP, MI, and thyroid disease).
Students, working together as a group, answer questions and explore the
scenario to obtain codes and passwords that help them gain access to later
portions of the case. The facilitators are instructed to probe learners’ under-
standing of key concepts, emphasize teaching points, and only intervene if
there are technical problems. Facilitators end each case with learning
objectives, take-home points, and addressing any questions.
EVALUATION:On retrospective anonymous pre- and post-surveys, students
self-reported their comfort with and knowledge of pneumonia, STEMI, thyroid
storm, and insulin use on a 5-point Likert scale. Data analysis to date reveals a
trend towards greater improvement in comfort and knowledge in comparison
to students who did not participate in the relevant case.
Students also completed anonymous pre- and post-knowledge-based multiple-
choice quizzes on core concepts from all 3 “rooms.” Pre-test scores were
similar for all students (p > 0.05). Post-test scores trended towards higher
scores for students who participated in the relevant escape room versus those in
other rooms. 3 questions showed statistically significant differences between
groups with p values < 0.05. More students in the MI escape room correctly
identified that nitroglycerin should be avoided in a patient with an inferior MI
(84.6% to 44.2%, p < 0.00015). Further significant differences were related to
knowing the correct antibiotic regimen to treat outpatient CAP (33.3% to 12%,
p = 0.045) and which medication is not used to treat thyroid storm (64.3% to
11.5%, p < 0.00001).
Students found the virtual escape room format interesting (92.7%, n=76), fun
(98.8%, n=81), and educational (90.2%, n=74). Qualitative comments appre-
ciated the low-stakes, high-engagement learning, near-peer teaching, and the
right balance between entertainment and knowledge transfer.
DISCUSSION / REFLECTION / LESSONSLEARNED: The escape room
format encourages teamwork, builds communication and conflict resolution
skills, and cultivates a spirit of inquiry. We have completed this exercise twice
following a pilot and adjusted the content and level of difficulty of the
scenarios based on feedback. We have learned that assigning students to
perform different tasks, such as note-taker, narrator, PowerPoint controller,
and time-keeper, helps them stay engaged. The importance of training
facilitators to probe learners’ understanding of key concepts and emphasize
teaching points cannot be overemphasized. We have also found that having
detailed facilitator guides are helpful.

USING STANDARDIZED PATIENTS TO TEACH RESIDENTS TO
NAVIGATE MICROAGGRESSIONS IN PATIENT ENCOUNTERS
Maryam L. Famouri1; Sean Hernandez2; Rebecca Omlor2; Montez Lane-
Brown3; Sally Evans4; David McIntosh5; Nancy M. Denizard-Thompson2
1Internal Medicine, University of Wisconsin-Madison, Madison, WI
2Internal Medicine, Wake Forest University School of Medicine, Winston-
Salem, NC
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3Office of Inclusion and Diversity, Wake Forest Baptist Medical Center,
Winston-Salem, NC
4University of Louisville, Louisville, KY
5University of California Los Angeles David Geffen School of Medicine, Los
Angeles, CA. (Control ID #3702828)

SETTING AND PARTICIPANTS: The workshop took place at the Center
of Applied Learning (CEAL) center at Wake Forest Baptist Medical Center.
Participants included a total of 31 PGY-1 categorical and preliminary internal
medicine residents.
DESCRIPTION: Microaggressions are defined as the everyday, subtle, in-
tentional or unintentional behaviors that communicate bias toward historically
marginalized groups. Multiple studies have demonstrated the effect of
microaggressions on physician burnout, depression, decreased academic per-
formance, and decreased job satisfaction. Physicians and medical trainees who
identify as underrepresented in medicine (URM) or female experience higher
incidents of microaggressions during patient encounters. To combat
microaggressions in the clinical setting we designed, implemented, and eval-
uated an active bystander training workshop focusing on mitigating
microaggressions using standardized patients (SPs). The workshop was led
by internal medicine faculty members who had previously received
microaggression response training in order to effectively teach others.
Participants were provided with 3 interactive, case simulations with SPs
involving microaggressions from patients toward a member of the healthcare
team. Prior to the SP encounters, a brief presentation was given outlining
examples of microaggressions and reviewing the behavioral response frame-
work “WAKE”, which is an acronym that consists of:Work with who you are,
Ask questions/make direct statements, Involve key people, and Employ dis-
traction techniques. Participants were encouraged to use these response tools
while interacting with SPs. After each SP encounter, the residents debriefed
with an internal medicine faculty member and discussed questions related to
each case.
EVALUATION: All residents completed a survey before and after the activ-
ity, which asked the learners to rank their agreement with statements via a
Likert scale. Descriptive analyses and Wilcoxon rank sum tests were used to
analyze the pre and post-survey response data. Overall, the workshop was well
received. According to the post-activity survey, participants reported signifi-
cant improvement in recognizing microaggressions (11.5% reported increase,
p<0.01), improved ability to respond to patients who exhibit microaggressions
(22.7% reported increase, p<0.0001), and improved ability to debrief with
team members (19.5% reported increase, p<0.001). Furthermore, respondents
reported a 22% average increase in agreement that SPs are an effective
teaching method for microaggressions (p<0.01).
DISCUSSION / REFLECTION / LESSONS LEARNED: We present a
successfully implemented active bystander training workshop for medicine
residents using SPs. Our findings demonstrate that SP simulations may be an
effective modality for teaching microaggression response skills during clinical
encounters. Further studies are needed to determine this curriculum’s effect on
other types of learners in other settings as well as retention of skills over time.

USING THE ART OF OBSERVATION TO PROMOTE INTERPRO-
FESSIONAL COLLABORATIVE COMPETENCIES
Aleena Paul1,2; Nicholas Mercado3; Lauren Block4; Barbara DeVoe5; Nancy
Richner2; Gabrielle R. Goldberg3
1General Internal Medicine, Northwell Health, New Hyde Park, NY
2Donald and Barbara Zucker School of Medicine at Hofstra/Northwell,
Hempstead, NY
3Department of Science Education, Zucker School of Medicine at Hofstra/
Northwell, Hempstead, NY
4Medicine, Donald and Barbara Zucker School of Medicine at Hofstra/
Northwell, Lake Success, NY
5Nursing, Hofstra University, Hempstead, NY. (Control ID #3715235)

SETTING AND PARTICIPANTS: At Hofstra University, a faculty com-
mittee hosts an annual interprofessional educational session for learners from
the School of Medicine, School of Nursing & Physician Assistant Studies,

School of Health Professions & Human Studies, & St. John’s College of
Pharmacy. Previously, curriculum used a series of clinical cases to anchor
discussions. As faculty found it challenging to develop a clinical case that was
appropriate to the experiences of all learners and representative of the variety of
professions and specialties, faculty turned to the medical humanities as a
framework for discussions. An innovative visual arts-based observation activ-
ity was developed for over 400 learners in 2021.
DESCRIPTION: Two sequential 90-minute sessions of an art of observation
educational activity were conducted using the Zoom platform to accommodate
all learners. First, an art educator led learners through guided observation of
two works of fine art, using the chat and raise hand functions to facilitate
conversation. Then in breakout rooms, small groups of 8 interprofessional
learners and 2 trained facilitators, explored how their observations during the
guided visual arts activity were influenced by their personal and professional
identities, and how lessons could be applied to current and future clinical
practice. The post-session survey session included items adapted from the
Interprofessional Collaborative Competency Attainment Survey, a validated
assessment designed to assess for changes in interprofessional collaboration-
related competencies.
EVALUATION: 211 of the 407 (52%) learners who attended completed the
survey. 80% of the respondents agreed or strongly agreed with the statement
that the art of observation activity was an effective means of starting a
discussion with an interprofessional team. A significant improvement was seen
in the learners’ responses on the ICCAS survey in rating their interprofessional
collaborative abilities before (M = 45.73, SD = 8.05) and after (M = 51.46, SD
= 7.97) the learning activities using a paired t-test analysis, p < .001. Qualita-
tive analysis of learners’ takeaways from the session identified themes of open-
mindedness, hearing other opinions and perspectives, collaboration/teamwork,
patient- centeredness, and awareness of biases.
DISCUSSION / REFLECTION / LESSONS LEARNED: Learners indi-
cated that there was improvement in their abilities to collaborate in an inter-
professional manner following this educational activity and that using
observations of works of art was an effective anchor for their small group
interprofessional discussions. While there has been an expansion in the inte-
gration of the arts and humanities into medical education, many of these
curricular projects are still aimed at learners from a single educational program
or discipline. Our approach suggests that the integration of the visual arts into
interprofessional education activities with learners from diverse disciplines and
clinical experiences is both feasible and helpful for developing collaborative
competencies.

WITH HER: WOMEN’S HEALTH EDUCATION FOR INTERNAL
MEDICINE RESIDENTS. USING THE JIGSAW TEACHING METH-
OD TO ENHANCE IM RESIDENTS’ KNOWLEDGE AND CONFI-
DENCE IN CERVICAL HEALTH, BREAST HEALTH, AND PCOS
Caitlin Gauvin1; Ruth Abeles2; Kimberly A. Kranz3; Susan Lane4; Patricia
Ng5
1Internal Medicine, Stony Brook University, Stony Brook, NY
2InternalMedicine, University of California SanDiego School ofMedicine, La
Jolla, CA
3Internal Medicine and Geriatrics, Stony Brook University School of Medi-
cine, Stony Brook, NY
4Internal Medicine, Stony Brook Medicine, Stony Brook, NY
5Internal Medicine, Stony Brook University School of Medicine, Port
Jefferson Station, NY. (Control ID #3703213)

SETTING AND PARTICIPANTS: Our curriculum was delivered to 82
Internal Medicine (IM) residents of all PGY levels at a university-based
program in Stony Brook, NY.
DESCRIPTION: There remain few published Women’s Health (WH) cur-
ricula for IM residents despite long-term recognition of WH training gaps
(Hsieh et al. 2013; Zhang et al. 2019). Our residency performed a WH needs
assessment that revealed low knowledge and confidence in managing WH
concerns.We created a 3-year longitudinalWH curriculum that uses the jigsaw
teaching method, a cooperative learning strategy where peers teach specific
content in teams, to address this gap and this abstract includes results after third
year of implementation.

JGIM S661



We delivered a 2-hour jigsaw workshop to residents during 5 ambulatory
blocks in 2019-2020, which covered : 1. benign breast health, 2. average risk
breast cancer screening, 3. high-risk breast cancer screening, 4. cervical health,
and 5. polycystic ovarian syndrome (PCOS). Residents were placed into teams
of 5 (“home groups”), and each learner was assigned to 1 of the 5 selected
topics. Learners left their home group to join “expert groups,” where they
learned their assigned topic . Members then returned to their home groups to
collaborate with their team to solve patient cases. At the end, facilitators
reviewed answers and reinforced concepts using a free gameshow quiz.
EVALUATION: Participants completed pre- and post-workshop surveys
using Qualtrics to evaluateWHknowledge, confidence, and provideworkshop
feedback. Data analysis was completed using SAS v9.4. Seventy-one residents
completed the pre-survey (86.6%) and 60 (73.2%) completed the post-survey.
Overall median knowledge improved from 62.5 to 75 post-workshop (p =
0.0179), with the most statistically significant increase in median scores for
cervical cancer (pre=75 to post=100, p<0.0001) and breast cancer screening
(pre=50 to post=100, p<0.0001). Residents reported more confidence in
counseling patients on WH issues (p < 0.0001) and being more likely to
counsel on WH in the outpatient setting (p = 0.0465). 87% (n=60) were
satisfied/very satisfied with the curriculum, and 96% of participants endorsed
wanting to participate in additional WH workshops.
DISCUSSION / REFLECTION / LESSONS LEARNED: Our results
suggest that educational workshops utilizing the Jigsaw Teaching Method
can improve IM resident knowledge and confidence in managing medical care
for female patients. Future endeavors utilizing this method can be expanded to
procedure training workshops (ex. pelvic and breast exam workshops) to
further solidify technical skills and concepts. It can also be applied to virtual
platforms.

W O R K I N G T O G E T H E R B U T P H Y S I C A L L Y
SILOED—TELEHEALTH AND INTERPROFESSIONAL EDUCA-
TION AMONG MEDICINE CLERKSHIP STUDENTS
Brooke Lubinski, Amy Weinstein
Internal Medicine, Beth Israel Deaconess Medical Center, Boston, MA. (Con-
trol ID #3706033)

SETTING AND PARTICIPANTS: Prior to March 2020, most clinicians
had not received formal training in performing telehealth visits. Also, with
many providers working remotely, practices faced a new barrier to patient care
—physical distancing of interprofessional teammembers. This changing land-
scape presented an opportunity to train medical students on the logistics of
conducting a telehealth visit and developing a framework for incorporating
interprofessional education. Harvard Medical School students at Beth Israel
Deaconess Medical Center participated in a pilot during the 4-week outpatient
portion of the internal medicine clerkship between April and December 2021.
DESCRIPTION: As prework, students reviewed a slide deck describing a
framework for setting up telemedicine visits. During the first week of the
rotation, students participated in a 1 hour didactic which included telehealth
case discussions reviewing physical exam techniques and the roles and respon-
sibilities of interprofessional primary care team members. In the following
weeks, students practiced these skills in 2 observed telehealth encounters.
EVALUATION: A pre- and post-survey assessed students’ confidence in
setting up and conducting a telemedicine visit, and comfort in describing the
roles and responsibilities of interprofessional team members with a 4-point
Likert scale. 39 students participated. On the pre-survey (N=34), 79% of
students had participated in >3 telemedicine encounters prior to starting the
clerkship. On the post-survey (N=22), 100% observed and 95% conducted a
telemedicine visit during the clerkship. After participating in the curriculum,
students had a significant increase in confidence in setting up a telehealth visit,
obtaining a telehealth history and exam, determining a diagnosis during a
telehealth visit, and coordinating the appropriate tests and services after a
telehealth visit (p<0.01). Students demonstrated a significant improvement in
comfort describing the roles and responsibilities of interprofessional staff
(p<0.05).
DISCUSSION / REFLECTION / LESSONS LEARNED: Telehealth has
emerged as a major mode of healthcare delivery. Given the improvement we
saw in student confidence in conducting telemedicine visits, it appears that

more formal training for students in telehealth would be beneficial. Similarly,
within this new virtual landscape of medicine, collaborating with interprofes-
sional team members remains an important part of patient care. As suggested
from our results, formal education improved student confidence in understand-
ing the interprofessional roles and responsibilities within the practice. Future
directions may include focus groups to better understand the strengths of the
curriculum and/or a randomized trial.

YOUR PATIENT SAID WHAT?: A CURRICULUM FOR
ATTENDINGS TO RESPOND WHEN A TRAINEE EXPERIENCES
POTENTIAL BIAS
Maryam Zamanian1; Alda Maria Gonzaga2; Allison Dekosky3
1General Internal Medicine, University of Pittsburgh Medical Center,
Pittsburgh, PA
2Medicine, University of Pittsburgh, Pittsburgh, PA
3Medicine, University of Pittsburgh Medical Center, Pittsburgh, PA. (Control
ID #3715199)

SETTING AND PARTICIPANTS: This curriculum is being presented
virtually to faculty in internal medicine and pediatrics at a single institution.
DESCRIPTION: Trainee experiences with bias from patients is increasingly
recognized as an under-addressed issue. A needs assessment survey of faculty
in internal medicine at our institution identified that most faculty felt they
would benefit from additional training, particularly in responding to patients
and debriefing with trainees. We developed a virtual curriculum for faculty on
how to recognize and address patient bias against trainees.
We created interactive videos divided in 3 parts and hosted on EdPuzzle pop-up
free text question prompts for faculty to respond to throughout. The curriculum is
being presented during facilitated virtual hour-long sessions. During the intro-
duction to the session, faculty were provided with a link to the videos and
instructed to work individually through them at their own pace and return in
the final 10 minutes to the group virtual session. The 1st part provided back-
ground information, a broad overview of legal and ethical concerns and intro-
duced a framework for response. The 2nd part provided case-based examples for
faculty to work through the framework. The 3rd part focused on self-reflection
and debriefing with trainees individually as well as the team. On returning to the
larger facilitated group, faculty were provided with an opportunity to reflect on
prior experiences, discuss policies and ask questions.
EVALUATION: Evaluation of this curriculum is ongoing and being conducted
with pre and post-surveys. Pre-surveys were emailed 1 week prior to the
scheduled session to potential attendees while post-surveys were provided near
the end of the session. Analysis is planned of matched pre vs post surveys as well
as overall pre vs post surveys. Knowledge was assessed with multiple-choice
questions. Faculty attitudes pre vs post were assessed with a modified question-
naire from the literature adapted with permission from the authors. Faculty skills
were assessed with free text responses to case based examples. Responses are
being graded using a rubric by 2 individuals with plan to assess inter-rater
reliability between these individuals. Preliminary matched pre vs post compar-
ison of attitudes from the first 2 presentations of the curriculum demonstrated
significant changes in reported comfort intervening, knowledge in how to
intervene and in having an approach towards debriefing.
DISCUSSION / REFLECTION / LESSONS LEARNED: This curriculum
helps to meet an existing need for faculty develop these skills to create a
supportive learning environment for trainees who may be the targets of bias
and has received positive feedback. The interactive video-based curriculum
helped maintain engagement from faculty participants who may have felt less
comfortable responding in front of peers. Faculty reported highly variable time
to completion of the videos which led to some limitations in completion of the
post-surveys and may support providing this in an asynchronous format.

“I’MMORE RACIST THAN I THOUGHT I WAS”: DEVELOPMENT
AND EVALUATION OF A RESIDENT-LED ANTIRACISM
CURRICULUM
Asha Choudhury1; Ilana Garcia-Grossman1; Anita S. Hargrave1; Daniela
Maristany1; Adali Martinez1; Caroline Nguyen1; Kathleen M. Raskob1; Des-
tiny Roseman2; Brandon Scott1; Surabhi Nirkhe3
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1Medicine, University of California San Francisco, San Francisco, CA
2Medicine, VAMedical Center CorporalMichael J Crescenz, Philadelphia, PA
3Internal Medicine, University of California San Francisco, San Francisco,
CA. (Control ID #3704437)

SETTING AND PARTICIPANTS: Galvanized by the unjust murder of
George Floyd in May 2020, a group of Internal Medicine residents at an
academic medical center implemented and evaluated a novel antiracism cur-
riculum for resident physicians. Half of all senior residents (n=57) were granted
protected time during ambulatory rotations to attend a symposium in Spring
2021.
DESCRIPTION: Our group of trainees identified a need for antiracist edu-
cation that supported resident physicians in critically engaging with the legacy
of structural racism in medicine and identifying personal and institutional areas
of antiracist intervention. This curriculum was unique in that most published
antiracism curricula focus on interpersonal racism and target medical students
or faculty.
We partnered with faculty champions who secured access to institutional
resources such as curricular time, funding, and pedagogical support. We
designed a five-part series including four noon lectures open to the entire
residency and a daylong symposium attended by all senior residents on ambu-
latory rotations. The symposium consisted of a keynote address on the history of
racism in medicine followed by a primer defining structural racism and
antiracism. Resident participants self-sorted into resident-designed and faculty-
facilitated workshops on race in one of the three facets of academic medicine -
clinical medicine, medical education, or research. In each workshop, participants
reviewed seminal cases and engaged in an exercise to identify systemic causes of
inequity. The symposium ended with a collective debrief on lessons learned in
the workshops and optional facilitated reflection in race-based caucuses.
EVALUATION: Participants completed anonymous pre (n=56) and post
(n=30) surveys. We conducted parametric (Welch’s unpaired t-test) and non-
parametric (Mann-Whitney U) analyses of Likert statements assessing knowl-
edge, skills, and attitudes pertaining to antiracist praxis. 10 of 16 were associ-
ated with a significant increase in proficiency (p<0.05) from pre to post survey
including “I can identify systemic/structural areas of antiracist intervention in
my practice as a physician” and “Engaging in antiracist advocacy will be
relevant to my future practice of medicine.”
We used qualitative research methodologies to assess open-response fields
soliciting feedback on the symposium. We identified several common themes
regarding key “takeaways” from the symposium, including: tools for critical
analysis of structural racism in clinical research, limits of race-based medicine,
personal insight regarding racism, and increased knowledge of antiracist
practices in medicine.
DISCUSSION / REFLECTION / LESSONS LEARNED: This novel
antiracism curriculum resulted in significant changes in knowledge, skills,
and attitudes about antiracism among participants and has replicable
components that could be easily implemented at other institutions. Institutional
support of this resident initiative has allowed for sustainability by embedding it
in the longitudinal curricular footprint.
ONLINE RESOURCE URL: tinyurl.com/2021ARS

“MATCH.COM” – HOW VIRTUAL APPLICATIONS IMPACT RES-
IDENCY MATCH GEOGRAPHY
Isabella Aldana1; Ben Nelson1; Usman Hasnie1; Ammar Hasnie1; Carlos
Estrada1,2; Winter Williams1,2
1Medicine, University of Alabama at Birmimgham, Birmingham, AL
2VA Clinic Birmingham, Birmingham, AL. (Control ID #3714305)

SETTING AND PARTICIPANTS: Design: Cross-sectional. Setting/
participants: US graduating medical students.
Inclusion: US allopathic medical schools with publicly available match data of
individual students, 2018-2021.
Exclusions: Students matching into preliminary, transitional, combined, or
non-residency positions.
DESCRIPTION: The COVID-19 pandemic disrupted the 2021 residency
match with potential for significant geographic impact as students were unable
to attend away rotations or in-person interviews.

EVALUATION: Data sources: Association of American Medical Colleges
(AAMC; 2020), US News and World Report (USWNR) rankings (2020), and
official university websites (2018-2021). The unit of analysis was eachmedical
student.
Analysis: We used the US Census Region and Division of medical schools and
residency programs to calculate the match distance from medical school to
residency. ‘Match space’was defined bywhether an applicantmatched at their:
home school, home state, adjacent state, same census division, adjacent census
division, or skipped 1 or more census division. We defined competitive
specialty with a composite variable comprising of US senior fill rate, number
of positions, and salary. Ordinal logistic regression examined match distance
(dependent outcome) with school, specialty characteristics, and pre/post
COVID.
Results: 34,672 students representing 66 medical schools from 28 states
matched into 26 specialties in 50 states and Canada. 59% of students were
from public institutions, and 27% of schools ranked in the top 40 for research.
The mean percentage of in-state students by school was 60.3% (range 3-
100%).
Match space was lower after the pandemic (adjusted odds ratio [OR] 0.94, 95%
CI 0.90 – 0.98; p=0.006), from schools with higher percentage of in-state
matriculants (OR 0.74, 95% CI 0.72-0.76), from top NIH-funded institutions
(OR 0.88, 95%CI 0.85-0.92), from the Northeast (OR 0.71, 95%CI 0.67-0.75;
Midwest reference), and the West (OR 0.67, 95% 0.60-0.74).
Match spacewas higher for students graduating from private schools (OR 1.11,
95% CI 1.05- 1.19) or matching into more competitive specialties (OR 1.08,
95% CI 1.02-1.14).
DISCUSSION / REFLECTION / LESSONS LEARNED: After the
COVID-19 pandemic, students graduating from US allopathic schools
matched closer to their home institution. Students attending public schools
and schools with more in-state matriculants also matched closer. School
reputation, with research rank as a surrogate, showed a higher match distance
relative to those outside of the top 40 ranking. Our study adds insight into how
geographic match patterns were influenced by school, specialty choice, and the
pandemic.

“TICKETDROP!”: COMMUNITYBUILDING INRESIDENCYDUR-
ING A PANDEMIC
Amy Pugh1; Larissa Thomas2; Megan McGrath1; Andreas H. Mitchell1
1Internal Medicine, UCSF Medical Center, San Francisco, CA
2Department of Medicine, University of California, San Francisco at
Zuckerberg San Francisco General, San Francisco, CA. (Control ID
#3715474)

SETTING AND PARTICIPANTS: 180 residents in an internal medicine
residency program
DESCRIPTION: COVID-related restrictions on gathering have created
challenges to community-building during residency, an important way to
mitigate burnout. The ongoing stresses of the pandemic also have led to a
sense of “languishing,” which can decrease engagement with everyday activ-
ities. To promote community and support resident- driven ideas, we created an
innovative “ticket drop” and mini-grant program. Residents were invited to
submit ideas for either ticket-based events in the city, or for mini-grants to lead
a community-building activity. The Residency Well- Being Committee spon-
sored one event of each type per month based on evolving COVID guidelines.
The committee advertised the ticket drops to all residents, purchased tickets,
and allocated them by lottery to ensure equitable access.
The initiative was funded by a departmental allocation to the residency
program.
EVALUATION: Ticket drop and mini-grant events generated many ideas
from residents andwere well-attended. Residents submitted 23 ideas in the first
6 months of the initiative, and we have been able to fund 1-2 per month. Ticket
drop events to date included a professional baseball game, a special exhibit at
an art museum, and an evening at the science academy. Residents receiving
mini-grants have planned a ceramics night, an arcade game night, and a
kayaking event. The intervention is ongoing, and we will present final descrip-
tive data about participation as well as survey data about facilitators and
barriers to success of each event and the overall effects of this initiative on
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social cohesion in residency. Early feedback suggests that identifying a resi-
dent champion for each event increases enthusiasm, and that having events pre-
planned overcomes the low motivation that is widespread during the lingering
pandemic. Participants also noted learning about new cultural attractions in
their city, which deepened connection with the wider community outside
residency. Events were attended by residents at all levels of training and
promoted cohesion across residency classes. For many events, the impact
extended beyond tickets paid for by the residency, as other residents bought
tickets for themselves or for their partners.
DISCUSSION / REFLECTION / LESSONS LEARNED: Our residency
ticket drop program is a relatively low-cost, low-effort, moderate-impact
innovation that represents a sustainable way to increase connections in resi-
dency. A modest financial investment can have a large impact on community

building if events are targeted to meet resident-identified priorities. Nurturing
interests outside of medicine, such as in the arts, entertainment, or cultural
attractions, may allow residents to further connect as humans with diverse
interests as well as colleagues.
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