
 

4/15/2020 Learning Points 
Allen: Vertigo 

1. Peripheral vertigo tends to have ear related symptoms (tinnitus, 
decreased hearing). Central vertigo with headache, other neuro deficits. 

2. Peripheral vertigo nystagmus is both eyes and doesn't change directions, 
if it changes directions then it's central vertigo. 

3. Pure vertical or torsional nystagmus is almost always central vertigo, 
peripheral has mixed directionality.  
 

Christina: Dementia 
1. For people who are at risk of dementia such as those with subclinical 

Alzheimers, it is unclear if control of vascular risk factors  such as HTN and 
cholesterol affects the incidence of dementia. In 4 studies, only 1 study 
showed clear benefit and 1 other study showed less impressive benefit. 

2. To diagnose NPH, need significant gait improvement after a single large 
volume LP (30cc drained) or more prolonged indwelling CSF catheter 
monitoring and drainage up to 3 days. Usually treatment is placement of 
a diversion catheter, but this typically only helps gait, not cognition. 

3. Treatment of AD- cholinesterase inhibitors in minor stage and add NMDA 
receptor modifiers (memantine) in moderate stage.  

 
Nick: CKD 

1. Patients with CKD ‘should’ maintain a daily protein intake of 0.8g/kg body 
weight 

2. Diltiazem and Verapamil have been shown to DECREASE proteinuria 
development and progression of CKD. 

3. Treating bicarb that is chronically reduced <22 has been shown to slow 
progression to ESRD and reduces mortality. 

 
Reema: Lipids 

1. PCSK9 inhibitors are monoclonal antibodies that prevent PCSK9 from 
binding to LDL receptors in the liver, typically resulting in 50% or more 
reductions in LDL-C levels. They are indicated in patients with very high risk 
clinical ASCVD or familial hypercholesterolemia when additional LDL 
lowering is needed despite statin and ezetimbe therapy.  

2. Consider starting a statin in patients with diabetes between the ages of 
20-39 only if they have had T1DM for >20 years, T2DM > 10 years, or 



 

complications of diabetes (retinopathy, neuropathy, ABI <0.9, eGFR <60, 
albuminuria). 

3. The coronary artery calcium is an independent risk factor for ASCVD risk, 
and can guide decision-making when risk is borderline, or either the 
clinician or patient is reluctant to start pharmacotherapy in a patient at 
intermediate risk. If the CAC score is zero, it is reasonable to withhold statin 
therapy. If the CAC score is 1-99 and the patient is 55 or older, statins are 
recommended. If the CAC score is 100 or higher, or at the 75th percentile 
for age or higher, statins are recommended regardless of age. 

 
Kusuma: Anemia 

1. Multiple myeloma can cause a hypoproliferative normocytic anemia. 
2. Spherocytes on peripheral smear in patient with anemia should make you 

think of hereditary spherocytosis or immune-mediated hemolysis. To 
distinguish between these, a direct antibody test can be ordered - it is 
positive in immune-mediated hemolysis and negative in hereditary 
spherocytosis.  

3. Patients with beta thalessemia minor have increased Hbg A2 and Hgb F 
levels compared to normal patients on hemoglobin electrophoresis.  

 
Ibrahim: Anemia 

1. In alpha thalessemia, hemoglobin electrophoresis is normal. In Beta 
thalassemia, there will be an increase in hemoglobin A2 and hemoglobin 
F levels. 

2. Sideroblastic anemia is either congenital (rare; usually X-linked) or 
acquired. Acquired sideroblastic anemia may be idiopathic, associated 
with myelodysplastic syndrome, or due to medications, toxins, or 
nutritional deficiencies (copper, pyridoxine). 

3. Thymoma should be excluded in all patients presenting with idiopathic 
pure red cell aplasia, since about 10% of PRCA cases have been 
associated with this disorder. 

 

Sai: Osteoporosis 

1. Guidelines for DEXA are women >65 yo and men >70 yo. Screen younger 
postmenopausal women and men if they have risk factors (chronic steroid 
use, smoker, family history, low body weight) as indicated by the FRAX 
score (>3% risk of hip fx or >20% risk of major fx) 



 

2. Patients on steroids for 3 mo and dose of prednisone >5mg/day should 
get a DEXA. No consensus on treating patients <50 yo with 
bisphosphonate 

3. Secondary causes of osteoporosis include hyperthyroidism, 
hyperparathyroidism, malabsorption, hypogonadism, medications 

 
Neena: Evaluation of vaginitis 

● Diagnosis not made on particular signs/symptoms, need office 
microscopy of vaginal swab 

● pH paper can be helpful if microscopy does not provide diagnosis. pH>4.5 
BV. pH<4.5 candida, chemical vaginitis 

● NAAT tests superior to office microscopy, not always available (e.g. 
trichomonad, GC, chlamydia) 

● recommend testing for cervicitis as well (GC/chlamydia can be done 
from vag swab, although 10% lower sensitivity from cervix swab) 

● BV: Metronidazole 500 mg PO BID x 7 days, Metronidazole gel (0.75%) one 
applicator per vagina qHS x 5 days, Clindamycin ovules 100 mg, one per 
vagina qHS x 3 days 

● Trichomonas: metronidazole and tinidazole, both given orally in a single 
2-g dose - avoid EtOH 

○ tinidazole if resistant to metronidazole 
● Candida: oral or topical azole - e.g fluconazole 150mg single dose 

 
Neena: Pre-op evaluation 

● RCRI: risk factors include HF, DM w insulin, CAD, stroke, CKD 
● Beta blockers - continue if already taking, consider starting if >/=3 RCRI, or 

intermediate or high-risk ischemia on pre-op testing 
● Cont ACE/ARB, hold diuretics 
● Hold oral DM meds, cont basal insulin (may reduce 20% if high risk for 

hypoglycemia) 
● Cont statins, start if planning vascular surgery 
● ASA may be continued (and should be continued if recent stents 

present). discuss w surgeon and cards re:risks/benefits 
● Cardiac risk assessment 

○ Postpone elective surgery >/=60 days post-MI 
○ If bare metal stent placed w/o MI, 30d 



 

○ If DES placed, 6-12 mo 
○ Delay or cancellation of elective surgery if 

■ Unstable angina, recent MI 
■ Decompensated HF 
■ symptomatic arrhythmia 
■ symptomatic valvular disease 

Jake Asthma 

1. Obstructive lung disease is diagnosed based upon PFTs revealing 
FEV1/FVC ratio of <70% of predicted value 

2. Asthma is a heterogenous disorder with variable phenotypes but is 
diagnosed based on the following criteria: 

1. episodic symptoms that can be explained by airway obstruction 
and/or hyper-responsiveness AND 

2. airflow obstruction that is at least partially reversible with 
bronchodilators AND 

3. exclusion of alternative diagnoses 
3. Classification of asthma (intermediate, mild persistent, moderate 

persistent, severe persistent) guides treatment; these classifications 
contain multiple criteria and an official table should be referenced to 
classify asthmatics 

Lester: Asthma 
Asthma: Diagnosis and Classification 

1. Diurnal Variation of Peak Expiratory Flow (PEF) in Asthma 
a. PEF is generally lowest upon awakening in the morning and highest 

in the afternoon between 2-4pm. In cases where patients are still 
suspected to have asthma despite normal spirometry, a diurnal 
assessment can be done, where you compare morning and 
afternoon PEFs and see if there's a 20% variability. 

2. Controller Therapy and Assessing Control 
a. Anyone having more than intermittent asthma symptoms should be 

on a controller medication for persistent symptoms. Once on a 
controller, the level of symptom control should be assessed at each 
clinic visit. Symptoms are considered "well controlled" if they are not 
exceeding the same thresholds used for intermittent asthma. 

3. Flow Volume Loops 
a. Examiners always seem to like testing on the flow volume loop that 

is blunted on the top and bottom of the loop. This represents a fixed 



 

upper airway obstruction, which can be from post-intubation or 
post-tracheostomy tracheal stenosis, goiter, and endotracheal 
neoplasms. 

 
Ken Immunizations: 
1) Live-virus vaccines are contraindicated in all individuals with HIV who have a 
CD4 <200 cells/ μL. If the CD4 count is higher, live-virus vaccines are ok in the 
presence of an indication for vaccination. 
  
2) For healthy adults, give PCV 13, at age 65 followed by a dose of PPSV 23 one 
year later; those who've already received PPSV 23 should also receive a dose of 
PCV 13. In patients who are immunocompromised, start at age 19 or older with 
PCV 13, then give PPSV 23 eight weeks later. 
  
3) MMR is contraindicated in pregnancy (or patients expected to become 
pregnant within 4 weeks of vaccination) or patients who are 
immunocompromised. 
  
Alex: eyes 

1. Eye screening guidelines: 

-patients treated with Hydroxychloroquine should be screened at baseline and then 

annually beginning five years into therapy when the risk of macular damage increases. 

-Diabetic retinopathy is screened for annually, unless retinopathy is seen by the 

ophthalmologist. 

-African-Americans should be screened for glaucoma every 2-4 years (ages 40-50), and 

annually if over age 50. (Note: African-Americans are much more likely than Caucasians 

to develop primary open-angle glaucoma; the reverse holds for age-related macular 

degeneration.)  

-no specific screening recommendations for macular degeneration 

2.  Systemic effect of topical ocular meds: Ocular medications can cause systemic side effects 

because of the pattern of drainage through the punctual openings, including the common 

canaliculus, the nasolacrimal duct, and beneath the inferior meatus into the nasal mucosa. 

From the nasal mucosa, the drug can be rapidly absorbed into the systemic vasculature, where 

it bypasses first-pass hepatic metabolism.  Of all the ocular medications, beta-blockers (used to 

treat glaucoma) are the most likely to cause systemic side effects (e.g., bradycardia, 

bronchospasm). Systemic corticosteroids are the most likely to cause ocular side effects (e.g., 

glaucoma, cataracts). 



 

 

3. Treatment of diabetic retinopathy:  Injections of intravitreal anti-vascular endothelial growth 

factor (anti-VEGF) agents are now the treatment of choice for diabetic macular edema. 

Ranubizumab, bevacizumab, and aflibercept are the anti-VEGF drugs most commonly used. 

They are also useful for treatment of neovascular glaucoma and macular edema due to retinal 

vein occlusion. Both anti-VEGF injections and panretinal laser photocoagulation are first-line 

options for proliferative retinopathy.  Both anti-VEGF injections and panretinal laser 

photocoagulation are first-line options for proliferative retinopathy.  Usually 6-8 injections are 

given over the first year, with decreasing frequency over the next 3-4 years although the 

frequency of anti-VEGF injections and the particular drug used is individualized for each patient.  

 
 
Armando: CAP 
 

1. HIV testing should be performed on all patients presenting with CAP (ages 
13 to 75) in a medical setting 

2. Reminder that first line CAP outpatient treatment is doxycycline OR a 
macrolide, but if they have had recent antibiotic use or any significant 
comorbidities its a respiratory quinolone OR macrolide + beta-lactam 
(amoxicillin/augmentin)’ 

3. Reviewing the of when its recommended to test for Legionella or S. 
pneumo urine antigens (I feel it is usually an after thought at least in my 
experience): Recommended if patient failed outpatient antibiotics, hx of 
alcohol abuse, or pleural effusions are noted 

 
 
Cathy: URIs 

1. Zinc lozenges might be helpful for pharyngitis, but you have to use them 
Q2H while awake. Vitamin C and Echinacea are useless. 

2. Relevant fact...Coronaviruses are the 2nd most common cause of the 
common cold. Also >50% of adults believe antibiotics are effective 
against viral infections, which is sad. 

3. Clinical history of avian flu (H5N1): fever, watery diarrhea, and leukopenia, 
followed by pneumonia is 7 days later which can rapidly progress to ARDS. 

4. Also sketched a quick review of antigenic drift vs shift: 



 

 



 

 
 
 
Joe: Rheum 
JSR Hopkins Modules Learning Points – Rheum  

1. Arthritis vs Athralgia  
a. 'Arthritis' signifies joint inflammation or structural damage. And 

swelling in a joint is a cardinal clinical feature of arthritis.  
b. 'arthralgia' indicates joint pain only – with no evidence of joint 

inflammation or structural damage. 
c. Mono – 1 joint,  Oligo – 2-4 joints, Poly - >5 joints  

2. Causes of arthralgia  



 

  
3. History taking to pinpoint joint pain 

a. Continued on next page 



 

b.  
   



 

 
4. Joint Aspiration:  

 
5. Differential:  

 
 
   

 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   



 

 

 
4/8/2020 Learning Points 

Ibrahim: GERD 
-While failure to control GERD with twice-daily PPI therapy is considered an 'alarm' 
symptom, failure to taper off twice-daily PPI therapy is not. Also, long duration of 
disease is not an indication for endoscopy. (discussion on categorical vs progressive 
model, Montreal group favored the categorical model being more likely after review of 
the evidence). 
-H pylori testing is indicated in patients with unexplained immune thrombocytopenic 
purpura. 
-CCB, nitrates, diphenhydramine and bb can worsen GERD due to increased relaxation 
of the lower esophageal sphincter. The first two would improve symptoms from 
esophageal smooth muscle contractions such as seen in the nutcracker syndrome 
-If you are unable to wean a patient with GERD but without complications off a PPI, 
consider obtaining 24H ambulatory esophageal pH monitoring. If GERD symptoms do 
not correspond to esophageal pH, tapering off the PPI is recommended. 
 
Reema: HCV 

● Most people with acute HCV infection are asymptomatic, but 
symptomatic acute HCV infection is associated with higher rates of 
spontaneous viral clearance than in those without symptoms. Most 
individuals who clear HSV spontaneously do so within 6 months, so chronic 
hepatitis C is defined as positive HCV RNA for greater than 6 months. 

● Immunocompromised patients and patients suspected of having acute 
hepatitis have a higher risk of false-negative HCV antibody screening test 
and should have simultaneous HCV Ab and RNA testing for screening. 

● Patients with a sustained virologic response after treatment with 
direct-acting antivirals have significant reduction, but patients who 
pretreatment had advanced fibrosis should continue to be screened 
indefinitely for HCC with liver ultrasound every six months, regardless of 
regression of fibrosis score. 

Alex: Vertigo 

1. The importance of open-ended history questions:  If patients volunteer a 
description of spinning or movement, the positive predictive value of this 
finding for diagnosing vertigo is 95%.  If one asks a patient if they feel 



 

spinning directly, the positive predictive value for diagnosing vertigo drops 
to 75%.  

2. The indications for neuroimaging: 
- Symptoms of central vertigo (e.g., falls to either side while walking; no 
change throughout day 
-Any focal neurologic signs on physical exam 
-Risk factors for stroke (particularly hypertension) when the history and 
physical exam are not classic for a peripheral source of vertigo 
- New or severe headache accompanying vertigo 
MRI is preferable to CT scan because the posterior fossa needs to be 
adequately visualized to eliminate the most worrisome etiologies that 
cause central vertigo, and MRI is superior at visualizing the posterior fossa 

3. Drugs can cause central vertigo. The most common culprits are 
anticonvulsants, antidepressants, HCTZ, alpha-blockers, beta-blockers, 
calcium-channel blockers, NSAIDs, benzodiazepines, and muscle 
relaxants. Drugs can cause both persistent or acute intermittent forms of 
vertigo. 

 

Kusuma: HIV 
1. routine HIV screening should begin at 13 years old per CDC guidelines 
2. HIV RNA PCR is the test of choice to diagnose acute HIV infection 
3. PEP has been shown to reduce HIV infection in exposed patients if started 
within 72 hours after exposure 

Allen: Bioterrorism 
1. Botulism is opposite of guillain barre syndrome, top down paralysis. Early 
anti-toxin administration is important, recovery usually prolonged -> months. 
2. Small pox vaccine is only known treatment and can be given early in 
clinical course ideally 1-4 days but can give later. Live attenuated virus.   
3. Southwestern U.S. is endemic for bubonic plague 😮. Usually animal 
exposures vs bioterrorism, pneumonic plague more deadly and from 
aerosolized yersinia, person to person via droplet. Streptomycin is treatment, 
however gentamicin can be used. 

Joe: Bioterrorism 
1. Small pox 
a. -person-to-person spread (inhalation vs contact) and does not have an 
animal reservoir 



 

b. prodrome = fever, malaise, backache, headache (severe) lasts 2-4 days. 
rash of smallpox begins as macules, predominantly on the oropharynx, 
face, and upper extremities; all lesions are at the same stage of progression 
throughout the disease course. 
c. Treatment – supportive, early vaccination, cidofovir 
2. Anthrax 
a. Gram pos rod, produces edema toxin and lethal toxic (results in cytokine 
storm) 
b. Cutaneous – non-painful ulcer, spores enter via skin breakdown, can 
have tender LAD 
c. Inhalation – hemorrhagic mediastinitis and pleural effusions, mediastinal 
LAD 
d. Tx = (cipro or doxy) + (vanc, penicillin, clinda) 

Jake: CAP 

1. IDSA criteria diagnosis of CAP 
○ New pulmonary infiltrate on CXR AND 
○ Two of the following symptoms (cough, fever, dyspnea, chest pain) 

■ Patient should not have been hospitalized in last 90 days, iHD, institutionalized, IV 
abx/chemo/wound care in last 30 days -> HCAP 

 
2. CURB-65 is still considered a useful and valid tool in determining outpatient vs inpatient management of 
CAP 
 
3. Azithromycin or doxycycline are appropriate empiric outpatient regimens in uncomplicated CAP; 
respiratory fluoroquinolone OR beta-lactam PLUS macrolide are appropriate outpatient regimens in higher 
risk patients (medical co-morbidities vs recent abx use)  

Lester: CAP 

#1. Should always think about 2 particular screening tests for patients presenting with 
CAP: 1) HIV screening for any patient between 13-75 yo p/w CAP and 2) TB screening 
for anyone with risk factors (eg, from endemic area, PMH incarceration, etc) 
 
#2. There are 2 urine assays that exist which can potentially diagnose the bacteria 
behind the PNA: Legionella and S. Pneumoniae. Ideally, both of these should be 
ordered and tested if the patient is sick enough to be admitted AND has a history of 
outpatient antibiotic failure, alcohol abuse, a pleural effusion on CXR, or sick enough to 
go to the ICU. 
 
#3. 1st line outpatient antibiotics for CAP are doxycycline or a macrolide if there has 
been no recent antibiotic use (within the past 3 months) and if the patient does not 



 

have significant co-morbidities such as chronic organ failure, immunosuppression, 
malignancy, or asplenia. Otherwise, patient will need to be prescribed fluoroquinolone 
(moxi or levo, but not cipro) or beta-lactam + macrolide combination. 

 

 

Christina: Asthma 
1.Difference between asthma and COPD 
Asthma: bronchodilator responsive, normal to elevated DLCO, waxing and 
waning, normal O2 
COPD: not bronchodilator responsive, decreased DLCO, chronic, may 
have decreased O2 
2.With intrathoracic obstruction, airflow is limited during exhalation 
With extrathoracic obstruction, airflow is limited during inhalation 
3.Restrictive lung disease: FVC<80% and TLC<90% 

Nick: Asthma 
- Tiotropium has actually been shown to be noninferior to LABA for use in 
conjunction with ICS. Adding it on has also been shown to be BETTER than 
doubling the ICS dose alone. 
- There are NO Category A medications for asthma in pregnancy. However 
several ICS, and leukotriene inhibitors are Category B. LABAs are Category 
C. 
- Omalizumab has been shown to reduce ED visits and exacerbations. 
However only useful in patients with atopic/eosinophilic endotype asthma 
and IgE levels 30-700 IU/mL. 

Sai: MSK-back pain 
1. Red flag signs of back pain – lasting more than 4-6 weeks, unresponsive to 
therapy, worse at night, worse when lying down, unexplained weight loss 
2. Spinal stenosis is relieved by sitting or leaning forward and made worse by 
lying back. Classic symptom of spinal stenosis is pseudo claudication (pain in 
calves). 
3. Causes of anterior/inguinal hip pain include iliopsoas bursitis, inguinal hernia, 
vascular insufficiency, and renal colic 
 
Christine: Back pain 



 

1. NEJM study of asymptomatic patients with no back pain demonstrated that 52% 
of patients have at least one bulging desk and 27% had protruding discs. 
2. 90% of cases will resolve in 4-6 weeks so based on these two stats we really 
shouldn’t be imaging until 6 weeks out 
3. Interestingly. They also discussed how physical therapy was not shown to be 
better than handed out pamphlets in reduction of pain. It was really only helpful if 
there were asymmetries noted. Like gait, posture, balance etc. I find that commonly 
we are referring patients to physical therapy when we don’t have an answer for 
their back pain but unfortunately it doesn’t seem like the data is really there to 
support that being a good use of the patient’s time 
 
Cathy: gyn/ophtho 

1. For women who are unscreened or underscreened (such as immigrant or 
lack of health insurance) the upper "age limit" of 65 yrs for Pap smear 
screening does not apply. 

2. In the future we might do HPV testing only (no Pap smear), since it has 95% 
sensitivity for cervical dysplasia vs only 55% for cytology. 

3. (Relevant due to COVID haha) => Patients taking hydroxychloroquine are 
at risk for macular damage and need baseline eye screen, then annually 
until 5 years 

Ken: Ophtho 
1) Hydroxychloroquine causes macular damage (not cataracts); patients should be 
screened at baseline and then annually beginning five years into therapy when the risk 
increases. 
2) Oral antiviral therapy is the treatment of choice for ocular zoster and its 
complications (dermatitis, uveitis), but unlike with herpes simplex, more aggressive use 
of topical steroids is often required. 
3) In patients with acute angle closure glaucoma, prophylactic iridectomy should be 
done in the opposite eye. 
  
 
 
Diane: Joint Pain 
1.Learned how to better workup joint pain and how you should first look at periarticular 
vs. articular joint involvement. Periarticular joint pain consists more of bursitis, tendonitis, 
and enthesitis whereas articular joint pain includes arthralgias and true arthritis. 
2. How important it can be to distinguish between symmetric and asymmetric joint 
involvement. Symmetric joint involvement includes RA, SLE, viral arthritis and asymmetric 
focuses more on osteo, sarcoidosis, psoriatic arthritis, and reactive arthritis. Similarly 
small joints vs. large joints can change the differential. With small joints you think of RA, 



 

psoriasis, SLE, viral arthritis and with large joints you think of septic arthritis, osteo, trauma, 
, lyme, hemophilia, polymyalgia rheumatica. 
3. Useful figure that helps with localization of joint pain: 

 

 

 

 

Armando: PreOp 
1) Preop EKG is not indicated in any asymptomatic patient undergoing a low risk 
surgery (even those with known cardiac PMH) 
2) Even patients with severe valvular disease can undergo elective surgery as 
long as they are asymptomatic (Echo within the last year recommended) 
3) If patient is asymptomatic and has known good functional status (performs 4 
METS) you can proceed with surgery without further work up (exception is echo 
within last year for history of HFrEF or mod/severe valve disease). If functional 



 

status bad or unknown, should use risk calculator to decide if stress test 
indicated (if estimated risk is >1%) 
 
Mike: Perioperative medication adjustments: 

● Antihypertensives: hold diuretics, continue others 
● Oral Hypoglycemics: hold 
● Insulin: hold prandial, give basal w/ 20% reduction, or if BID give 1/2 AM 

dose 
● Statins: consider adding if elevated CV risk getting high-risk or vascular srg 
● ASA: continue w/ stents or with high CV risk (risk/benefit) 
● Sedatives: hold 
● Lithium: check level, hold 
● Levodopa/carbidopa: hold 
● Estrogen: hold until ambulating post-op 
● Steroids: plan stress doses of steroids (e.g., hydrocortisone 100mg 

intravenously every 8 hours) perioperatively if the patient received at least 
two to three weeks of corticosteroids at a dose of >5mg/day in the year 
leading up to surgery. 

 
Delay elective Surgery post-MI/PCI: 

● POBA: 2 weeks 
● metal stent: 1 month 
● MI: at least 60 days 
● DES: 6-12 months (3 months OK if necessary based on risk/benefit) 

 



 

 

 

 


