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Hey Med-Peds family! 

 
 

As I hang up my cleats and transition out of the Presidency role, I just want to thank everyone in our 
Med-Peds community for all the inspiration you have provided me over the past years. This last year 

especially highlighted all the reasons that I was initially drawn to this specialty; the advocacy, the stick-
to-itiveness, the collaboration, and the growth-mindset that seems to be ever prevalent in this 

community. I saw applicants come together and help each other out amidst a difficult interview 
season, program directors carving out time during evenings to participate in a fast-and-furiously 

created webinar series, residents and attendings reaching out and connect with applicants trying to 
better understand programs during a virtual interview season, program coordinators adapt and 

completely rewrite their entire interview day logistics, chief residents juggling often different, and 

constantly changing, policies between institutions while remaining fierce advocates for their residents, 
the list goes on… I challenge each of you to reach out to those individuals that you are grateful fo r and 

let them know. Send them a text, email, or letter. I know I don’t do that nearly enough. 
 

One of my greatest joys was also watching the growth of the members of our board. Despite increasing 
demands on their time, they took on amazing projects and impacted lasting change to our 

organization and the MP community. We have an entirely new website, we have a revamped 
Perspective newsletter (and an incredible showing of submissions from you all this past year!), we have 

our very own Med-Peds journal (MPAC), we have a newly formed DEI board leadership position and 
sub-committee, and so much more. I’m excited to watch Dr. Urban continue to grow and evolve 

NMPRA. 

 
To my “co-graduating” residents, congrats! Many of us crossed paths on the interview trail years ago, 

and will certainly cross paths again as we shuffle about the country. To the rising interns- you’ve got this!! 
Savor every moment of residency. You will face some of the most challenging moments of your life, but 

you will also experience some of the most rewarding experiences of your life, and will develop 
incredible relationships with both your colleagues and patients. You all had an incredible energy and 

presence this past year on the interview trail, MedTwitter, etc. The future is bright- never lose that energy 
or passion. Always know that there is an entire Med-Peds community that you can reach out to for 

whatever, whenever. If you don’t know who to reach out to, start with us (NMPRA)! 
 

 

#MP4L 

 

Maximilian Cruz 

NMPRA President 2020-2021 

President@medpeds.org 

 

President’s Welcome 



The Perspective 

   

3 
NMPRA                     medpeds.org 

 
 

 

WELCOME TO THE NEW NMPRA BOARD MEMBERS!! 

NMPRA Executive Board 2021-2022 

   
President-Elect 

Dr. Maria Siow 

  

Traditional Secretary 

Dr. Stephanie Cedeño 

  

Public Relations Secretary 

Dr. Bethany Summerford 

  

Treasurer 

Dr. Jonathan Phillips 

  
 

NMPRA Directors 2021-2022 

  

Director of Community Service and Outreach 

Dr. Sophie Sun 

 

Director of Diversity, Equity, and Inclusion (DEI) Subcommittee 

Dr. Adrianna Stanley 

 

Director of Health Policy 

Dr. Nicole Damari 

 

Director of Medical Students and Recruitment 

Dr. Chelsey Johnson 

 

Director of Professional Advancement 

Dr. Stephanie Lee 

 

Webmaster 

Dr. Alexis Tchaconas 

 

NMPRA Elections 
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The end of the Academic year 2020-2021 is upon us.  This year has been a challenging year.  We have had to 

make sacrifices.  We have had loss.  We have had to adapt.  We have been fortunate to have our extended 

families and friends to provide support.  Science and medicine have led the fight against COVID-19 and we are 

starting to see hope.  Our communities continue to need our support, and we can have a positive impact for 

these communities to make them thrive.  

 The Section of Med-Peds is here for you.  We continue to focus on aspects that are important to a broad 

range of our members.  This includes information for early physicians, providing mentoring via our website page, 

updating MOC requirements, and providing a diverse and inclusive section.  The AAP National Conference will be 

here before you know it.  Registration for NCE opens June 15 and you will be able to register for Live only, 

Virtual only, or both; see https://aapexperience.org/.  And don’t forget to submit your abstract to NCE!  The 

deadline to submit Med-Peds abstracts for the NCE meeting is July 9.  The abstract site is currently open; see 

https://aapexperience.org/abstracts/.  Finally, for those who are graduating, remember to continue your 

involvement with the Section of Med-Peds by continuing your AAP membership and selecting the Section on 

Med-Peds on your registration.   

 As we end this academic year, let us reflect where each of us will be 1 year from now or even 5 or more 

years from now. Take time to think how we can each accomplish some of these goals: 

1.  Give to others.  It can be your time, a talent or skill, money, or just being there in a time of need. 
2.  Practice patience.  Listen to one another.  Keep adding kindness and healing to the world. 
3.  Continue to learn.  Never stop learning; never stop asking questions.  
4.  Focus on Teamwork.  Acknowledge your team – such as nurses, NPs/PAs, therapists, or others who are part 

of your team. 
5.  Be kind and thoughtful.  A smile or kind word can brighten someone’s day. Never forget that medicine is an 

art as well as a science practiced by doctors who bring to the bedside not only science, technology, and training, 

but also their humanity, caring, and concern.   
 

Congratulations to all the Med-Peds graduates!! From the poem, Gaudemamus Igitur, “for this is the day of joy 

which has been fourteen hundred and sixty days in coming and fourteen hundred and fifty-nine 

nights.  Therefore, let us rejoice.” 
Be safe and stay safe. 

Jayne 

Jayne Barr MD MPH 
Chair, AAP Section on Med-Peds 
 

 

 

AAP Section on Med-Peds 

 

https://aapexperience.org/abstracts/
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Match Day 2021 
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Classifieds 

Introducing the new Med-Peds Academic Channel 

(MPAC)!! 

- Forum created to promote scientific advancement and

dissemination of knowledge in the field of Med-Peds 

- Peer-reviewed publications on various topics unique to the practice

of Med-Peds 

- Open to submissions including original articles, review articles, case

reports, technical reports, editorials, and posters!! 

Check out more details on the website: 

https://www.cureus.com/channels/med-peds 

**Please submit under “academic channels” to submit to MPAC rather than to cureus.com**

https://www.cureus.com/channels/med-peds
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Rush University Medical Center Med-Peds 

Submission by Sara London, Sr Coordinator for the Combined Internal Medicine – Pediatrics Residency Program at

Rush University Medical Center in Chicago, IL 

On Thursday, April 29th, 2021 at our annual program retreat, residents and faculty packed 286 

hygiene care packages that are now being be distributed to people experiencing 

homelessness and housing insecurity throughout Chicago by The Rush Street Medicine team in 

collaboration with The Night Ministry. Hygiene kits included shampoo, conditioner, soap, razors, 

toothbrushes, toothpaste and deodorant. Materials for the kits were sourced by The Night 

Ministry, donations from local businesses and supported by a GoFundMe that program 

residents and faculty raised over $1,000! 

Video recap of the event is below! 

Med-Peds Retreat 

2021 (2).mp4

Spotlight On 

https://drive.google.com/file/d/1t0NIeJfdApEJnuLJtZPir85dpY8KLHxf/view?usp=sharing
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Trisomy 21 and COVID-19 

Jeremy Sherer, MD 
University of Arizona 

Introduction 
Trisomy 21 is one of the most common genetic conditions cared for by both pediatric and internal medicine 
physicians. At the onset of the COVID-19 pandemic we began to see many case reports and case series describing 
complications and outcomes in indiv iduals with T21 who were affected by the COVID-19 v irus. It was speculated 
from these reports that those patients with T21 were experiencing worse outcomes due to their higher prevalence 
of preexisting comorbid conditions in addition to a higher predisposition to immune dysregulation (Vita et al., 2021). 
Recently, the Trisomy 21 Research Society (T21RS) and the United Kingdom International Severe Acute Respiratory 
Infection Coronav irus Clinical Characterization Consortium (UK ISARIC4C) published a detailed report of more than 
1,000 cases of COVID-19 in patients with T21 (Huls et al, 2021). In this summary we will discuss the data pertaining to 
T21 and COVID19 and its application to patient care. 

Presentation 
In the recent analysis of T21RS and ISARIC4C participants, it was found that the most common signs and symptoms 
related to COVID-19 in indiv iduals with T21 were fever, cough, and shortness of breath, similar to that of the general 
population.  

Case-control matching within each data set revealed some significant differences in patient presentation between 
those with and without T21. Patients with T21 were more likely to present with confusion and altered consciousness 
(controls: 18%, ISARIC4C: 33%, T21RS: 32%). They were less likely to present with joint pain or muscle aches (controls: 
29%, ISARIC4C: 5%, T21RS: 11%).  

Mortality 
There were notable differences in mortality following hospitalization for patients with COVID19 with and without T21 
despite being matched for age, gender, and ethnicity. Indiv iduals with T21 had dramatically increased mortality 
rates (controls: 14%, ISARIC4C: 40%, T21RS: 48%). Relative risk of mortality was 3.5 (95% CI 2.6-4.4) for ISARIC4C and 
2.9 (95% CI 2.1-3.8) for T21RS participants. Increased mortality risk remained significant after adjusting for obesity and 
other chronic diseases (RR 2.5, 95% CI 1.5-3.7).  

The independent variables that increased the likelihood of mortality in indiv iduals with T21 were age (OR 2.3, 95% CI 
2.0-2.9, per 10 years), male gender (OR 1.8, 95% CI 1.2-2.6), and dementia (OR 2.1, 95% CI 1.1-4.1). Age was the 
most significant risk factor for mortality in study subjects with T21, most notably after the age of 40. Mortality rate 
following hospitalization in those with T21 was 52% for participants who were 40 and older, and just 12% for those 
under the age of 40. 

Inflammatory Response  
Despite controlling for comorbid conditions, indiv iduals with T21 were demonstrating worse outcomes when 
compared to matched case-controls. Other investigators had prev iously postulated that indiv iduals with T21 have 
hyperinflammatory immune dysregulation that places them at risk for increased disease severity (Espinoza, 2020). 
One proposed mechanism is overexpression of the interferon receptor encoded on chromosome 21. This leads to 
increased expression of interferon receptors on multiple cells types, serv ing as a binding subunit for not only 
interferon ligand, but IL-10, IL-22, and IL-26 cytokines. 

Topics in Med-Peds 



The Perspective 

   

9 
NMPRA                     medpeds.org 

While the T21RS and ICARIC4C data analyses did not include inflammatory markers, a smaller study of twelve 
control-matched indiv iduals with T21 and COVID19 demonstrated no statistically significant differences in ESR and 
CRP (Malle et al, 2020).  
 
 
Data Limitations 
While recent publications have shared important information about the impact of COVID19 on indiv iduals with T21, 
there remains much to be learned. Despite the emerging data suggesting that T21 is correlated with worse 
outcomes, we do not have any available research regarding specific treatment options that could preferentially 
benefit patients with T21.  
 
 
Conclusions 
Based on recent data from T21RS and ICARIC4C it is clear that indiv iduals with T21 have increased mortality 
compared to the general population despite controlling for age, obesity, and other comorbidities. Based on recent 
publications it can be theorized that patients with T21 are at higher risk of developing an exaggerated 
hyperinflammatory response to COVID19. Based on current findings, it is imperative that prevention of COVID19 
should be the first-line priority for indiv iduals with T21.  
 
 
References 
Espinosa, J. M. (2020). Down syndrome and COVID-19: A perfect storm? Cell Reports. Medicine, 1(2), 100019. 
 
Hüls, A., Costa, A. C. S., Dierssen, M., Baksh, R. A., Bargagna, S., Baumer, N. T., … T21RS COVID-19 Initiative. (2021). 
Medical vulnerability of indiv iduals with Down syndrome to severe COVID-19-data from the Trisomy 21 Research 
Society and the UK ISARIC4C survey. EClinicalMedicine, 33(100769), 100769. 
 
Malle, L., Gao, C., Hur, C., Truong, H. Q., Bouv ier, N. M., Percha, B., … Bogunov ic, D. (2021). Indiv iduals with Down 
syndrome hospitalized with COVID-19 have more severe disease. Genetics in Medicine: Official Journal of the 
American College of Medical Genetics, 23(3), 576–580. 
 
Vita, S., Di Bari, V., Corpolongo, A., Goletti, D., Espinosa, J., Petracca, S., … INMI COVID-19 study groups. (2021). 
Down Syndrome patients with COVID-19 pneumonia: A high-risk category for unfavourable outcome. International 
Journal of Infectious Diseases: IJID: Official Publication of the International Society for Infectious Diseases, 103, 607–
610. 
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Maintaining Humanism and Compassion in Medical Training  
Kalei R.J. Hosaka1,2 

 

1University of Hawaii, John A. Burns School of Medicine, Honolulu, HI, USA 
2NIH Fogarty Global Health Fellow (Vanderbilt-Emory-Cornell-Duke consortium 2020-2021), Duke University-
Kilimanjaro Christian Medical Centre Collaboration, Moshi, Tanzania 

 

Prior to medical school, there were times I considered becoming a chaplain instead of 
a physician. There was something I found incredibly rewarding and inspiring about helping 

people find hope and meaning in the face of imminent or uncertain death—particularly in 
resource-limited settings. Although I ultimately pursued medicine so that I could meet patients’ 
physical needs, I also hoped to practice in a way a chaplain would—caring for patients’ 
psychosocial and spiritual needs as well. With this in mind, I began my third year of medical 
school with an almost a ministerial-like zeal to holistically care for my patients’ needs. “I finally 

get to participate in the care of patients,” I thought to myself. Third year was going to be the 

pinnacle of all of my years of preparation.  
Dozens of evaluation forms later (in addition to thousands of USMLE practice questions), 

I found that my passion for patient care began to wane. Somewhere in the middle of my third-
year clerkships, I realized I was operating out of a desire for the approval and recognition by 
attendings and upper-level residents. “Honors” was the badge I coveted.  

There was no specific moment I could point to; instead, it was the accumulation of 
minor critiques, feedback, praise, and conversation with peers. It was subtle comments like, “If 
you want to go to x residency, you need y (i.e., Honors, good evaluations, a better USMLE 

score, Honors Society membership, etc.).” What exactly went wrong? More importantly, how 
could I become more human again and strive to care for patients holistically?  

Social theorists have argued for some time that the process of medical education 
inherently trains students to distance themselves from the social realities of patients. In his Fresh 

Fruit and Broken Bodies, physician-anthropologist Seth Holmes argues that contemporary 
clinicians are trained in the clinical gaze, “one in which physicians are increasingly taught to 

focus on the isolated, diseased organs, treating the patient as a body or series of anatomical 
objects.”1  

Debrework Zewdie reminded graduates of the Icahn School of Medicine in her 
commencement address in 2018, “The poor and sick are human and not only deserve your 

empathy; they deserve your respect.”2 Yet in our world of medical training, respectfully caring 
for patients—particularly those who are poor and sick—is often less important than being 
competent and successful physicians. Without respect for our patients, they become a means 
to an end, not individuals with inherent dignity. 

In medical school, the drive to become competent and successful physicians can 

hinder us from treating the poor and sick with dignity and respect. For instance, we are 
shaped by visions of success propagated on online forums and residency websites in ways 
that shift our focus away from our patients. This year, fears of inadequacy and not reaching 

Essays 
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career goals have grown with USMLE STEP 1 and STEP 2 dates canceled, rotations suspended, 
away rotations minimized, and a virtual interview season due to the COVID-19 pandemic.  

We mitigate these fears through regimented test preparation, resume-building, and 
creating strategies to obtain best letters of recommendation. Through the process, many of us 
see the purpose of medical education as self-improvement, a step in the direction of a 

satisfying and high-status career. This kind of mindset shields us from having to think about 

realities of pain and suffering that we see in our patients. The irony is that while our decision to 
study medicine is based in the desire to help others, our career-driven medical education 
focuses on us. Narratives of success are embedded in our systems, language, and culture at 
large.   

So what do we do? How do we lead lives of solidarity with our patients, particularly 
those who come from resource-limited settings? I believe one way to do this is by cultivating 
routines that re-orient our lives with human dignity and compassion at the forefront. Last year, I 
began to re-cultivate routines that involve prayer, reading books, church, exercise, 

volunteering at community garden workdays at a local federally qualified health center, and 
cooking for and eating meals with my grandparents. These activities have reminded me that I 

am a part of family and communities larger than myself—the same kinds of social networks 
that the patients I care for come from.  

Respect for patients—particularly the poor and sick—is central to humanism and 
compassionate care. Medicine is a fundamentally human enterprise, one in which we 

encounter pain, joy, and injustice. Many of our patients live within complex and difficult social 
circumstances, and they deserve our utmost respect. However, because our system preys on 
fears of failure and insignificance, it is easy to lose sight of the world of our patients’ reality. I 
believe a commitment to compassionate care for our patients requires steadfastness and a 
commitment to solidarity.  
  
Acknowledgements:  

A former version of the piece received recognition in an essay competition (Spring 2020) 
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published on a local blog site.  
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Kalei R.J. Hosaka is from Hawaii and is a 4th year medical student at the University of Hawaii 
John A. Burns School of Medicine. He is an NIH VECD Global Health fellow (U.S. Scholar) 
spending the year working with youth living with HIV in Moshi, Tanzania. Kalei has an interest 

and background in qualitative and clinical HIV research—exploring the lived experiences of 

people living with HIV – and indigenous health advocacy. Prior to medical school, Kalei 
studied cultural anthropology (Wheaton College, IL) and lived in Delhi, India. Kalei enjoys 
writing at the intersection of medicine, global public health, culture, and theology.  
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They Gave 
 

in memory and honor of those who were part of the 
anatomical donor program at my medical school 

 
 
 

From first breath taking to last morn's waking, 
Fleeting moments pass us by. 

Dust thou art, to dust returning 

This we know, and so we try 
To make a difference by our living, 

To be a blessing, before we fly. 
For all who live here leave a shading, 

Of what they did, and for why. 

Some shades lighten, others darken, 
All continue on past death. 

Giving of themselves for science, these five knew not who I’d be.   

Yet what they gave past their last breath, 
Affects my life and all I touch. 

The mysteries of the human body, 

This wonder that not all may know, 
This is the gift they gave to us, 

Their bodies open that we might go 

Past the textbooks, past the pictures, 
To help us understand and so – 

For what they’ve given I would thank them, 

If they could hear my voice below. 
The years go quickly on from med school, 

Late lab sessions slipped by fast. 

My patients thank me and these thanks too 
Are owed in part to those long passed. 

And each time the knowledge they gave is used, 

Another day their legacy lasts. 
 

 
 

Elizabeth Ender 

Med-Peds Resident, PGY-4 
Marshfield Clinic Health System 
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Reflections on the Meaning of Med-Peds Training during the COVID-19 Pandemic 

 
Authors: Katie Butler, MD1; Erin Finn, MD2 
1Internal Medicine & Pediatrics Resident, University of North Carolina 
2Internal Medicine & Pediatrics Chief Resident, University of North Carolina 

----- 
In 1986, Drs. Greganti and Schuster wrote an article summarizing the model for medicine-pediatrics (med-
peds) training at the time. The article was filled with hope and challenges as well as positiv ity and uncertainty 
about the future of med-peds as a specialty. The authors believed our “long-term success” would “depend 

mostly on whether program graduates [could] demonstrate that they offer special talents to the academic 
institutions and in diverse clinical practice settings.”3 Now, as evident by the positive and unique impact we 
make during this pandemic, our med-peds community more than lives up to this dream. 
 

If we are all honest, career indecision is what first allows many of us to even consider a combined residency 
program, but truthfully, the career indecision we all experience as med-peds trainees is rooted in the desire to 
learn. We all aim to not let our medical knowledge be confined to arbitrary age-limitations, but instead to 
embody a more fluid model of medicine, where we can dive deeply into both internal medicine and 

pediatrics and provide the best care to complex patients of all ages.  
 
As the authors alluded, our training is anything but superficial, filled with ample subspecialty time and critical 
care experiences. We participate in both pediatric and internal medicine clinic, but more importantly, many 

programs over the last three decades established med-peds continuity clinics, staffed with med-peds 
graduates only. Graduates are entering the primary care workforce, combined subspecialty training 
programs, focusing on transitions of care of complex patients, leading ultrasound education endeavors, and 
practicing as true med-peds hospitalists. Most importantly, our training allows us to craft, with a little of this 

and a little of that, the perfect individualized career for each med-peds graduate. 
 
We are comfortable with the uncomfortable, perhaps from overcoming such challenges as combining six 

years of training into four, “leveling up” or becoming a senior resident at the same time as our categorical co-
residents with less categorical training, and surviving a dizzying number of switches from medicine to 
pediatrics and vice versa. Training and working outside of our comfort zone make us uniquely able to adapt 
and succeed in unknown times. 

 
The COVID-19 pandemic highlights the special talents we bring as residents and graduates of med-peds 
residency programs. At the start of the pandemic, many of us yearned to dive into the adult side to support 
our internal medicine colleagues as our hospitals began to fill with adult COVID-19 patients. As the pandemic 

progressed, we hovered between internal medicine and pediatrics, comfortably uncomfortable in the 
unknown the virus brought to our lives and our patient’s lives. Medicine and pediatrics were no longer 
separate worlds as the pandemic required us all to work together in a way we never had before. We were 
uniquely positioned to exchange ideas and study the management of the varying manifestations of COVID, 

embracing the fluidity of all aspects of medicine. When pediatric units expanded their care to adult patients, 
we again found our training prepared us to take care of acutely ill patients of all ages, no matter their 
location in the hospital.  

 
Our response to the COVID-19 pandemic highlights the “special talents” Drs. Greganti and Schuster 
referenced so many years ago.3 We continue to be inspired by our training and the unique career paths our 
colleagues and mentors forge for themselves. We have definitely found the long-term success we were 

searching for thirty-five years ago and we look forward to what else the future holds for our beloved 
profession.3 

 

 
3 Greganti MA, Schuster BL. Two combined residency programs in internal medicine and pediatrics. J Med Educ. 
1986 Nov;61(11):883-92. doi: 10.1097/00001888-198611000-00004. PMID: 3772964. 
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Healthy dose of Gratitude  

The quality of being thankful.  

Ready to express how grateful I am.  

As I transition from 3rd year medical student,  

giving myself time to reflect seemed especially prudent.   

Humbled by the pandemic.   

The ability to be resilient is quite magnetic.  

I internalize humanistic attributes every step of the way.  

Wow…I can’t believe it will have been a year in May.  

To my treasured preceptor.   

Providing me guidance into my next chapter,  

your clinical pearls are worth their weight in gold.  

The knowledge you have bestowed, I will forever hold.  

Cheers to the residents!  

Thanks for grabbing me for all the cool procedures.   

Awarding me reassurance and tips to keep mentally sound,  

with the help of lots of coffee and laughter around.  

Our training is unique.  

A lot of it comes down to paying if forward.  

The emotions of it all can be so complex,  

but I really can’t wait to see what comes next.   

Time to decide.  

What kind a physician will I be?  

Leader, mentor, and public health advocate comes to mind,  

with a healthy dose of gratitude intertwined.  

Vickie Sizemore, OMS IV  

Pacific Northwest University of Health Sciences  
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Med Peds- A Haiku 

Med Peds is my home 

Congenital and Chronic 
We span a lifetime 

 

 
 

 

 
 

 

 
Megan Miranda , OMS-IV 

Burrell College of Osteopathic Medicine 
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Pediatric Patients with Obesity 
Omar Jamil, MD 
Internal Medicine-Pediatrics, PGY3, University of Chicago Medicine 
omar.jamil@uchospitals.edu 
 
Intro 

The rising incidence of pediatric obesity in the United States is multifactorial.  Nearly 20% of adolescents have 
obesity and 7-10% of them have severe obesity1. The burden of disease continues to be large not only in pediatrics 
but also well into adulthood when patients with obesity will often develop comorbid conditions. Understanding how 
to diagnose pediatric patients with obesity and adequately treat their condition and comorbid conditions is 
essential to preserv ing their long-term health. Obesity is a disease that is not limited by age, and Med-Peds 
physicians are uniquely positioned to treat these physicians at every part of the spectrum.   
 
Case Description 

A fifteen-year-old male with a history of obesity (BMI 38.1) presents to the emergency room for lightheadedness. The 
patient describes being lightheaded for two weeks. During this time he has also noted increased urinary frequency 
and increased thirst. He suffers from mild abdominal pain and endorses difficult focusing during on-line school. Prior 
to this he was feeling well. He has no other medical or surgical history. He does not drink alcohol or use tobacco 
products; he is not sexually active and is an average student in school. He takes no medications and has no 
allergies. His family history is notable for obesity and hyperlipidemia in his mother and maternal grandmother and 
coronary artery disease in his maternal grandmother. The patient is afebrile, tachycardia with a pulse of 115, in no 
respiratory distress saturating 100% on room air. His mucus membranes are dry and acanthosis nigracans is noted on 
his neck. His exam is otherwise unremarkable. His laboratory studies are notable for hyponatremia to 131, 
hyperkalemia to 4.9, and an anion gap metabolic acidosis to 9 with an anion gap of 30. His UA is remarkable for 3+ 
glucose and 2+ ketones and his liver function tests show an elevated aspartate transaminase to 274 and alanine 
aminotransferase to 295. An arterial blood gas demonstrates a pH of 7.33 consistent with acidosis. The diagnosis of 
diabetic ketoacidosis is made and intravenous fluids with potassium supplementation and an insulin drip are 
initiated. Additionally laboratory workup demonstrates a hemoglobin A1C of 11.5%, normal insulin levels, normal c-
peptide and negative antibody panel for diabetes type 1. A diagnosis of type-2 diabetes is made. A liver 
ultrasound was concerning for increased echogenicity consistent with fatty liver infiltration.  A lipid panel 
demonstrated an elevated total cholesterol of 235 with an LDL of 202 consistent with hyperlipidemia.  After his anion 
gap closed, the patient was transitioned to subcutaneous insulin and began a regimen of long acting insulin, 15 
units in the morning and 45 units at night and mealtime insulin of 1 unit to 5 grams of carbohydrate. The patient was 
educated on and instructed to reduce his carbohydrate intake to 60 grams per day.  
 
Discussion 

Obesity in the pediatric population is diagnosed when BMI is greater than the 95th percentile, and severe obesity 
when the BMI is greater than the 99th percentile2. The diagnosis of obesity in children is of particular importance 
because most children with obesity will become adults with obesity. Older children that are overweight or obese 
become less likely to return to normal weight with each passing year3. Lifestyle intervention remains the first line of 
therapy and can consistent of home based interventions including limiting screen time, adequate sleep, family 
meals, and community based interventions with a nutritionist or exercise programs4, 5. While pediatricians have less 
obesity therapeutics at their disposal than internists, options exist and continue to grow. Bariatric surgery remains 
one of the most effective therapeutic options for obesity, and while insurance coverage is often a limiting factor, 
early referral for pediatric patients with obesity and comorbidities or severe obesity is recommended by the 
American Academy of Pediatrics 6-8. Glucagon-like peptide-1 (GLP-1) agonists continue to demonstrate benefits in 
weight loss and a variety of comorbidities in both children and adults and appear poised to become more 
ubiquitous in coming years9. For fatty liver disease, risk stratification remains the diagnostic priority and weight loss 
the therapeutic goal. In this case the patient was also found to have hyperlipidemia, however the ev idence for the 
use of statins in pediatrics is limited to familiar hypercholesterolemia10.   
 

Cases 
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Conclusion 

After discharge the patient followed up with endocrinology, hepatology and cardiology. At his endocrinology 
appointment the patient was started on metformin, 1500mg daily and liraglutide, a GLP-1 agonist. Over several 
visits his insulin needs decreased and the patient lost ten percent of his body weight. At hepatology the patient 
underwent vibration controlled transient elastography (VCTE) and liver biopsy. Both diagnostic tests were consistent 
with fatty liver infiltration in the absence of fibrosis. At cardiology the patient was evaluated with a transthoracic 
echocardiogram, which was normal, and given no additional medications.  
 
Take Home Points 

 Pediatric obesity is of particular importance because most children with obesity will continue to have 
obesity into adulthood.  

 Lifestyle interventions at home and through community based programs are the first line therapy.  

 Metformin and GLP-1 agonists are part of the limited toolbox a clinician has to tackle pediatric patients 
with obesity.  

 Early referral to bariatric surgery, when possible, should be considered.  

 Lifestyle interventions are the mainstay of treatment in fatty liver disease; biopsy and VCTE can be helpful 
for risk stratification.  

 Statins are generally not indicated in patients unless they have a history of familial hypercholesterolemia  
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A Rare Instance of Adult-Onset Food Protein-Induced Entercolitis Syndrome   
Elizabeth Ender and Priyanka Timothy 

Marshfield Medical Center, Internal Medicine-Pediatrics 

 

Intro 

Food protein-induced enterocolitis syndrome (FPIES) is a potentially severe non-IgE-mediated immune reaction 
to  certain foods, thought to be rare in adults, with a suspected prevalence of 0.28 percent overall, with a slight 
male  preponderance.1 Pathogenesis is not yet well understood, though it is speculated to involve possible T-cell 
mediated  inflammation of gastrointestinal tract, leading to inflammation and increased intestinal permeability, 
leading to fluid  shifts that result in the clinical picture of nausea, vomiting, lethargy, diarrhea. At least 15% of 
episodes result in  hemodynamic instability.2 FPIES is most commonly diagnosed before the age of 1 year, with 
cow’s milk, soy, and  rice the most common triggers. Adult-onset symptoms are more likely to occur in relation to 
fish, shellfish, or, more  rarely, egg. Clinical diagnosis can be made when a patient, infant or adult, meets the major 
criterion and >3 minor  criteria (Table 1). An Oral Food Challenge (OFC) may be considered if diagnosis remains 
unclear.   

This diagnosis should be on the differential whenever considering the following: IgE-mediated food-
related  hypersensitiv ity, including anaphylaxis, lactose intolerance, celiac disease, eosinophilic gastrointestinal 
disorders,  necrotizing entercolitis, v iral or bacterial gastrointestinal infections, and even intestinal obstruction or 
sepsis.2   

Treatment involves avoidance of trigger food. Acute episodes require rehydration, possibly with intravenous 
fluids,  ondansetron, and, in significantly severe cases concerning for shock, steroids and epinephrine.3 In infants, 
OFC may  be considered in 1-2 years to see if FPIES has resolved, and some studies have shown up to 90% resolution 
by the  age of 3.2,4 There is no data regarding timing of trials or resolution of FPIES in adults.   

 

Case Description 

This patient presented to allergy/immunology clinic after experiencing two episodes of significant reaction 
with  symptoms occurring after consumption of eggs. He had prev iously eaten eggs without symptoms for six 
decades.   

The first episode occurred four hours after ingestion of an omelet, with symptoms consisting of abdominal pain 
and  lethargy with 30 minutes of projectile vomiting. This resolved without intervention. Following ingestion 
of  scrambled eggs one week later, he again experienced the same symptoms four hours after eating. Neither 
episode  involved cutaneous, respiratory, or cardiovascular systems. Patient had no history of atopic dermatitis, 
nasal/ocular  allergies, or asthma. He was not on oral antihistamines. There was no family history of similar 
symptoms.   

Patient initially presented with concern for egg allergy, suspected to be IgE-related, but timeline (4 hours) 
and  description of symptoms were better correlated with the clinical features of FPIES, with abdominal pain, 
lethargy,  and projectile vomiting following 4 hours after egg ingestion on more than 1 occasion.   

Skin-prick testing to egg was performed and found to be negative with no sensitiv ity to eggs. There was no 
interest  in an OFC due to severity of symptoms, and the fact that patient had experienced these symptoms 
multiple times at  home following ingestion of eggs.   

Patient was adv ised to avoid consumption of egg, which he was pleased to do. He was prov ided with 
information  regarding his diagnosis, and with food avoidance, patient has had no recurrence of symptoms in 3 
months. He is to  follow up in Allergy Clinic in 1 year or sooner if interested in OFC.   

 

Discussion 

Our case highlights the need for a high index of suspicion for this disease process in an age group outside the 
typical  range and involv ing unusual food groups in that age group. An OFC performed in clinic would have 
added  diagnostic certainty to our clinical diagnosis, but the fact that the patient declined an observed challenge 
illustrates  another difficulty with diagnosis of adult-onset FPIES.  
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Rev iew of literature suggests lack of interest in OFCs is a common theme among adult patients, and, in fact, 
there  are only rare case reports of FPIES in adults that have been confirmed with an OFC, let alone adult cases 
associated  with eggs.5 This may make definitive diagnosis more difficult and certainly diagnosis requires a high 
clinical  suspicion and evaluation.  
Conclusion:  

De novo onset of FPIES in adults is thought to be quite rare. Pathophysiology remains poorly defined, though 
the  current understanding in both adults and infants may be summarized as in Figure 1. Further research into this, 
as  well as into any identifiable risk factors or associations with other, better defined syndromes, is needed to 
deepen  our understanding of FPIES, and will assist with validation and standardization of the diagnostic criteria 
noted in  Table 1.   

 

Take Home Points 

 Food protein-induced enterocolitis syndrome is a potentially severe non-IgE-mediated immune reaction 
to  certain foods   

 Most common diagnosis before the age of 1 year and triggered by cow’s milk, soy, or rice   Adult-onset 
symptoms thought to occur less often and tends to be triggered by fish or shellfish, but can be  triggered by 
other foods such as eggs   

 Diagnosis may be more easily missed in adults, and FPIES should be on the differential when 
considering  potential causes of gastrointestinal symptoms if there is a link to a specific food ingested   
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Another Tragic Case of Neonatal Disseminated HSV: Do Certain Populations Carry a Heavier 
Burden for this Disease? 

Author: Kimberly C.  Okafor1 
PGY-3 Internal Medicine-Pediatrics Resident, Prisma Health Update University of South Carolina-Greenville 

 

Introduction 

Herpes Simplex Virus (HSV) is a double-stranded DNA v irus that causes a primary infection in the  face, eyes and 
pharynx (more associated with HSV-1) or can cause lesions along the anogenital tract (more associated with HSV-
2) before it becomes latent in the sensory  ganglia of the autonomic nervous system with periods of periodic 
reactivation1,2 . However, both strains can cause infections in either area1. 

HSV rates of incidence vary significantly by socioeconomic status (SES) and other factors. By 5 yrs of age, 33% of 
children with lower SES and 20% of kids with higher SES are infected with orolabial HSV -11. By adulthood, the gap 
slightly widens in which the prevalence of HSV-1 is 80% and 60% of adults with lower and higher SES respectively1. 
While HSV-2 is primarily transmitted sexually or v ia vertical transmission, there is a significant increase in prevalence 
noted among African Americans and Mexican Americans compared to non-Hispanic White Americans1. Although 
less clearly studied, there is also a trend for groups of lower SES to have higher prevalence rates of HSV -2 and 
genital herpes (since HSV-1 and HSV-2 both cause genital lesions) 1,5. 

Of note, 85% of cases of neonatal herpes occurrs v ia the perinatal period 2. Risk factors that increase the risk for 
neonatal HSV transmission include mothers with primary genital HSV lesions near the time of delivery, prolonged 
rupture of membranes and vaginal deliveries2. Despite known risk factors, up to 70% of infants who develop 
neonatal herpes are born to asymptomatic mothers1. 

Once a neonate acquires HSV, it can manifest as an SEM infection (skin, eyes, mouth), CNS infection or 
disseminated disease with multisystem involvement. Unsurprisingly, disseminated disease has the most significant 
mortality with CNS disease associated with the highest morbidity with the mean age of presentation of 11 days of 
life 1,2.While outcomes have improved, 20% of infants with disseminated or  CNS manifestations of HSV will have 
long-term neurologic sequalae (ACOG). 

Despite the significant morbidity and mortality associated with this disease, there is no optimum prevention strategy 
available for the prevention of neonatal transmission of HSV. Universal maternal HSV screening has been proposed 
as a way to identify seropositive women and offer suppressive therapy or to identify seronegative women for which 
whose partners could be offered screening and counseling to reduce transmission during pregnancy. Based on 
ACOG guidelines, several analyses have been done to evaluated the cost-effectiveness of such strategy  and 
estimates have demonstrated this intervention to be incredibly expensive (estimates have varied widely from varied 
$200,000 to $4,000,000 required to prevent a single case of neonatal herpes)3. The cost is compounded by other 
perceived associated risks of universal screening such as societal stigma, increased anxiety and false 
reassurance  lead the ACOG and USPTF to recommend against routine screening 3,4. 

 

Case Description 

Maternal Course: 

A 27 y/o G2P2 mother who works in a warehouse with a past medical history significant for  anxiety and prev ious 
IUGR pregnancies  presents at 34weeks gestation with new right sided abdominal pain and fever. After influenza 
and COVID19 testing was negative, pyelonephritis was suspected so she was started on ceftriaxone.  RUQ 
ultrasound was unremarkable. Abdominal tenderness  intensified and she developed new onset fetal tachycardia 
suspicion was very high for listeria chorioamnionitis given her recent exposure to infected salami. Induction of labor 
was initiated but due to failure of progression, she underwent a cesarean-section. Her antibiotics were broadened 
to ampicillin/gentamycin and azithromycin  prepartum and then clindamycin replaced azithromycin post-partum. 
Pt remained on antibiotics for a few days before she was discharged on amoxicillin sertraline for her postpartum 
depression. In the outpatient setting, she continued to endorse epigastric pain and her baby was diagnosed with 
HSV meningoencephalitis so she was initiated on acyclov ir. Initial  labs revealed positive HSV I/II Ab IgM, HSV-2 IgG 
positive, HSV-1 IgG negative and CMV IgG was negative. Unfortunately, abdominal pain worsened and she 
presented again to the emergency department  for severe abdominal pain and nausea. CT abdomen significant 
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for multiple tiny hypodensities concerning for benign biliary hamartomas vs micro abscesses. Ceftriaxone, 
fluconazole and metronidazole were init iated but discontinued two days later when reexamination of CT confirmed 
likely diagnosis of benign biliary hamartomas. Abdominal pain resolved and she was discharged with an additional 
week of acyclov ir with plans to repeat CT Abdomen/Pelv is in the upcoming weeks. HSV PCR came back days later 
with very high titers of HSV-2. 

Neonatal Course: 

Pt is an AGA preterm infant boy born at 34weeks 5days  to a 27 year old  G2P2 mom v ia cesarean infection due to 
failure to progress and concerns for maternal listeria chorioamnionitis. Pregnancy was complicated by GDM and 
anxiety. Delivery was also complicated by PROM for three hours prior to delivery with a maternal fever up to 102.9 
degrees Fahrenheit. Prenatal labs significant for maternal O+  blood, Rh negative and all other infectious serologies 
and GBS status was  negative. Maternal blood culture at delivery was negative. Despite prematurity, no prenatal 
steroids were given due to concerns for sepsis. No genital lesions seen at delivery. 

 Upon delivery, APGARs were 8 and 8 at 1 and 5 min respectively but he did require CPAP for resuscitation in the 
delivery room, no surfactant was given. Infant was initially placed on ampicillin and gentamicin for 48 hours with 
negative blood culture final at 5 days. He remained well initially, unfortunately,  a further sepsis evaluation (with 
blood cultures, CBC and CSF studies) was initiated on DOL 5 due to new-onset skin mottling and desaturations and 
he was diagnosed with HSV meningoencephalitis. Acyclov ir was immediately initiated.  

On DOL6 he was transferred to Greenv ille Memorial Hospital due rapid escalation of respiratory support requiring 
intubation secondary  to worsening respiratory acidosis and new bilateral infiltrates seen on chest x-ray. This 
preceded his multisystem organ failure. 

On DOL 6, he also developed acute renal failure with anasarca, oliguria and hematuria. Pediatric nephrology 
attempted normal saline bolus and albumin chased by furosemide without any significant improvement. 
Furosemide drip was initiated and up titrated. On the same day, he also  developed acute fulminant liver failure 
with acute hepatitis (AST>5500, ALT>900) and new onset disseminated intravascular coagulopathy with INR > 12.8, 
fibrinogen <60, PT and PTT >100.  He was given multiple transfusions of fresh frozen plasma, cryoprecipitate and 
recombinant FVII. AST, ALT initially improved while synthetic liver function continued to deteriorate as shown by 
refractory coagulopathy, hypoglycemia and hypoalbuminemia. On DOL 6-7, some seizure-like activ ity, fortunately 
no seizures seen on EEG. 

On DOL 7, he developed persistent hypotension and started on hydrocortisone and dopamine. Despite significant 
volume expansion with various blood products, dopamine requirements significantly increased with minimal 
improvement on DOL 11. Pt developed ARDS as his clinical status worsened and the team attempted treatment 
with  HFOV, paralysis with vecuronium drip and inhaled nitric oxide without significant improvement. On DOL 11 his 
oxygen saturations dropped abruptly to 40% with severe bradycardia. He was not responsive to bagging. With the 
assistance of the palliative care team, the parents made the decision to withhold additional resuscitative measures. 
They held their child as he passed away and was pronounced dead later that morning.   

 
Discussion 

The infant’s outcome is utterly heartbreaking for the parents and for the entire medical teams caring for both mom 
and baby. Based on prev ious studies, the speed of symptoms onset and clinical deterioration was more rapid than 
average. Our hospital has the opportunity to serve a large portion of people with various vulnerabilities that places 
them at risk for worsened health outcomes, this includes patients with lower literacy rates, lower socioeconomic 
statuses and people who identify with the BIPOC community (black, indigenous and other people of color). While it 
is understood that there is no inherent difference in physiology that would explain the heav ier burden of disease in 
this population; this disease, like many others affects vulnerable populations  disproportionately. As demonstrated in 
the introduction, it is very difficult to recommend universal guidelines for HSV screening in the primary setting 
(regardless of testing in OB/Gyn office or primary care) given the increased associated cost and risks of screening 
with the relatively low perceived benefits. However, this raises the question of the utility of more selectively 
screening for HSV in populations with higher burdens of disease to hopefully reduce the risk of fatal transmission. 
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Conclusion 

Current recommendations do not offer guidance to primary care providers or OB/GYNs on how or if it is 
appropriate to prov ide additional screening for maternal HSV in populations with a suspected higher burden of 
disease. Investigation into tiered screening may create additional opportunities to prov ide counseling and 
guidance for how to reduce risk of transmission for those at highest risk 

 

Take Home Points 

1. There is still an opportunity to further investigate the role of asymptomatic HSV screening in pregnant patients 
either by their OB/GYN or their primary care prov ider to for those at higher risk 

2. In sick infants, there should remain a very high index of suspicion for diagnosing neonatal herpes, even in the 
absence of maternal symptoms or perceived risk factors  

3. Unfortunately, due to health care inequities among those who identify as  BIPOC (Black, Indigenous, People of 
Color) or of lower socioeconomic status, HSV infections still disproportionately affect these populations and they 
face a higher burden of disease. 
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NMPRA Notes 

New Initiative! Calling all interested residents, 

medical students, alumni and faculty! 
 

NMPRA is developing a subcommittee for 
Diversity, Equity, and Inclusion. The purpose of this 

subcommittee is to develop a pipeline program 

for under-represented minorities specifically in the 
field of Med-Peds. We aim to foster a community 

and safe space for those who identify as 

underrepresented in medicine (UiM) within our 
national Med-Peds network. Through this 

committee we hope to provide a protected 
space for discussions of justice, diversity, equity, 

inclusion, and representation. We will aim to 

promote visibility of UiM faculty and residents, 
strengthen mentorship across generations, and 

facilitate recruitment and retention of those who 

are UiM with the goal of creating a more diverse 
Med-Peds specialty across the nation.   

 

If interested in participating for the 2021-2022 

academic year please email our NMPRA Traditional 

Secretary Adrianna Stanley at 

secretary@medpeds.org or 

anstanley@mednet.ucla.edu! 

mailto:secretary@medpeds.org
mailto:anstanley@mednet.ucla.edu
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