




The heart is part of the:

A. Endocrine System
B. Gastrointestinal System
C. Cardiovascular System
D. Respiratory System
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The queen of the sciences is:

A. Biology
B. Physics
C. Theology
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Which of the following are to be shunned:

A.Mome Wraths
B. The Frumious Bandersnatch
C. Slithy Toves
D.Residents who inappropriately “Rec-in” their 

colleagues
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`Twas brillig, and the slithy toves
Did gyre and gimble in the wabe:

All mimsy were the borogoves,
And the mome raths outgrabe.

"Beware the Jabberwock, my son!
The jaws that bite, the claws that catch!

Beware the Jubjub bird, and shun
The frumious Bandersnatch!"

He took his vorpal sword in hand:
Long time the manxome foe he sought --

So rested he by the Tumtum tree,
And stood awhile in thought.

And, as in uffish thought he stood,
The Jabberwock, with eyes of flame,

Came whiffling through the tulgey wood,
And burbled as it came!

One, two! One, two! And through and through
The vorpal blade went snicker-snack!

He left it dead, and with its head
He went galumphing back.

"And, has thou slain the Jabberwock?
Come to my arms, my beamish boy!

O frabjous day! Callooh! Callay!'
He chortled in his joy





 According to 2010 Census:

 12.5% of Rhode Islanders are foreign born

 29.1% of population of Providence is foreign born

 Above often return to country of origin, host 
visitors

 Does not account for “undocumented” residents 
(? 30-35,000; cf Pew Hispanic Center, Politifact)





How the hell do you pronounce these things?

You get them by doing what???

Where???



 Angiostrongylus cantonensis: rat lung fluke; humans acquire by 
eating raw fresh water prawns; a cause of eosinophilic meningitis 
(SE Asia)

 Diphyllobothrium latum:  freshwater fish tapeworm, associated 
with B12 deficiency; up to 10 m. long; (N. Europe, Japan)

 Vampirolepis nana: “dwarf” tapeworm; acquired accidental 
ingestion of eggs; n/v/d, abd pain; neuropsych sx’s; (S. Asia, Middle 
East, S. America, SE US)

 Gnathostoma spinigerum: visceral larva migrans syndrome in 
humans; acquired from eating undercooked fish/frogs; (SE Asia, 
Japan, N. America)



 Ask the question.

 Wash your hands.

 Don’t put anything in your mouth your 
mother wouldn’t.

 Boil everything.



 25 year old male with no significant pmh 
presents with new onset seizures.  He is 
originally from Guatemala.  Has been in the 
US for five years.  No meds, allergies.  He is 
postictal but otherwise with normal vital 
sounds and normal exam including a full 
neurologic evaluation. CT is shown. 





This patient has:

A. Toxoplasmosis
B. Neurocysticercosis
C. Cryptococcis
D. Lymphoma
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 Most common tapeworm infection of the 
CNS; can also embed in muscle (possibly 
resulting in eosinophilia, myositis)

 Most lesions including CNS calcify and are 
generally asymptomatic unless becomes a 
focus of seizure

 Can cause hydrocephalus if cysts develop in 
the ventricles; also pathology in subarachnoid 
space, eye, subcutaneous tissue



 15-25% of patients have an active lumenal 
tapeworm infxn at presentation

 Treatment:
▪ Albendazole: 15mg/k/d up to 800mg/d divided bid

▪ Dexamethasone 6-12 mg/day initiated prior to 
albendazole

▪ Anti epileptics

▪ Shunting, cyst removal for hydrocephalus, intracranial 
hypertnsion



 32 year old male with acute myelogenous 
leukemia presents with neutropenia, fever 
and profuse dark watery diarrhea.  He also 
notes a erythemetous pruritic eruption over 
the left shoulder.  Physical exam and labs 
with the exception of neutropenia, anemia, 
thrombocytopenia are otherwise normal.  He 
is occult blood positive.



He most likely has which of the following:

A. Scabies
B. Strongyloidiasis
C. Pseudomonas bacteremia
D. Candidemia with cutaneous involvement
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 Infection typically occurs with innoculation of 
skin by infectious filiaform larva

 Migrate through tissue to lung where 
expectorated, swallowed and then develop in 
small bowel

 Initial infection may have no or only minor sx 
(Skin, Resp, GI)

 May transform into chronic, asymptomatic 
form via autoinfection with intermittent GI, 
skin sx (larva currens)



http://www.google.com/imgres?imgurl=http://www.visualphotos.com/photo/1x6068312/Cutaneous_larva_migrans_rash_on_womans_foot_m200148.jpg&imgrefurl=http://www.visualphotos.com/image/1x6068312/cutaneous_larva_migrans_rash_on_womans_foot&usg=__SjxbQZMd3Iy8KFrr2uHPE2Gkvrw=&h=355&w=480&sz=36&hl=en&start=3&zoom=1&tbnid=Cg3SheRLYU9cjM:&tbnh=95&tbnw=129&ei=uVUMT6SrOcbk0QHz7sycBg&prev=/search%3Fq%3Dlarva%2Bcurrens%2Brash%26hl%3Den%26gbv%3D2%26tbm%3Disch&itbs=1


 Seen with immunosuppression (typically abrupt in 
onset)*:

 Steroid (most common cause)

 Post Solid Organ Transplant

 Hematologic Malignancy

 HTLV-I (gram negative meningitis)

 DKA

 Leprosy

 Malnutrition (severe)

*association with HIV relatively weak



 Severe, bloody diarrhea with micro 
perforation

 Bactereial peritonitis with paralytic ileus
 GN sepsis
 Pulmonary exudates with hemoptysis, 

hypoxia
 Meningoencephalitis



 Stool microcoscopy

 Stool culture

 Duodenal aspirate

 Serology



 Ivermectin 200ug/kg/day x 3 days
 Albendazole 400 mg bid for 
 Reverse Immunosuppression
 Single case report of treatment with sq 

ivermectin
 Prolonged treatment ?

 Monthly ivermectin while immunosuppressed

 5-7 days

 Until symptoms resolve or cx’s negative



 2 year old previously well girl presents with 
fever.  She moved to the US approximately 
two weeks ago to join her father.  She has no 
pmh, is utd on immunizations.  Has a fever to 
102.4 but otherwise is nontoxic 
appearing/appropriately interactive with 
normal exam.  Weight, head circumference 
and development are all appropriate for age.





She is most likely to have infection with which 
of the following:

A. Plasmodium falciparum
B. Plasmodium vivax
C. Plasmodium marlariae
D. Plasmodium ovale
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 5 species infect humans; Plasmodium falciparum 
is the most pathologic and most common in 
Africa

 243 million cases/year worldwide in 2008
 863,000 deaths; most in children in Africa due to 

falciparum
 Pregnant women, naives, patients with HIV all 

are susceptible to severe disease
 Older children, adults and multigravids (>2) 

acquire immunity





 Severe:

 Artesunate

 Quinine or Quinidine (plus doxycycline or 
clindamicin)

 Uncomplicated:

 Coartemether (artemisinin and lumefantrine)

 Atovaquone/Proguanil

 Quinine plus doxycycline

 Mefloquine



25 year old PGY-1 with a h/o of irritable bowel 
goes camping in the Adirondacks.  She hikes 
for several days.  She relies on fast running 
streams and water falls for water.  She has a 
great trip and returns for her first month as a 
supervisor in the CCU in July.  She is a nervous 
person and develops diarrhea after her 
second call night.



She attributes her symptoms to anxiety and 
stress but they fail to go away for several 
weeks.  She has no fever and there is no 
blood in the stool.  Symptoms worsen when 
she is selected to be Chief Resident.  
Eventually she starts to lose weight.





She is most likely infected by which of the 
following:

A. Trichomonas
B. Cryptosporidium
C. Rotavirus
D. Giardia



She is most likely infected by which of the 
following:

A. Trichomonas
B. Cryptosporidium
C. Rotavirus
D. Giardia



 2nd most common parasitic infection in the 
US*

 2.5 million cases/year; 20/100,000 in NY state
 Food-, water-borne; may be person-to-

person spread

*#1=healthcare administrator



 Cysts can survive for prolonged periods of 
time in the environment if kept moist

 Children, travelers, immunocompromised at 
highest risk



 Infection may be asymptomatic
 Incubation 2-4 weeks
 Watery diarrhea without WBC’s or fever
 Often prolonged with cramping, bloating, 

malaise, fatigue, flatulence, eructation
 Weight loss common (50%) due to prolonged 

illness



 DX:  stool O&P, EIA

 RX: Metronidazole 250mg tid x 5 days

 Albendazole, Nitazoxanide also effective

 Recurrence can be treated with Metronidazole 750 
tid x 10 days



Above patient attends a diarrhea support 
group.  There she meets a handsome 25 year 
old native of Mexico.  He has had diarrhea for 
several months after a trip back home.  It is 
occasionally bloody.  They fall in love and 
decide to marry.  Your colleague refers her 
fiance to you for a premarital physical.  What 
do you do about the diarrhea?



A. Give and empiric course of cipro
B. Suggest controlling symptoms with 

antidiarrheal medications as this is likely IBS
C. Obtain stool for cx, o&p
D. Refer to a gastroenterologist for endoscopy 

as this is likely IBD
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 Common in the developing world
 Usually water- or food-borne; person-to-

person spread possible, especially sexually
 Increased risk with young age, pregnancy, 

steroid use, alcoholism, immunosuppression
 Relatively uncommon in travelers who spend 

>1 month in endemic area



 Can be asymptomatic to fulminant
 Incubation 1-3 weeks with relatively subacute 

onset
 Bloody diarrhea with crampy abdominal pain; 

maybe prolonged course
 Fever up to 40%
 Weight loss up to 50%



 Can develop toxic megacolon with necrosis, 
bowel perforation: .5% with associated 
mortality of 40%

 Can be complicated by extrainestinal abscess: 
liver, lung, brain



 DX:  Stool O&P (insensitive due to E. dispar 
and E. moshkovskii)

 Ag detection: several different methods
 Cx requires an experienced lab
 Serology: usually positive within 7-10 days



 Treatment:
Metronidazole 500-750 tid x 7-10 days

Alternatives include paromomycin, iodoquinol
Asymptomatic patients should be treated to 

avoid development of disease and for public 
health 



28 year old male returns from a trip to India 
with headache, fever, relatively mild 
abdominal pain and non-bloody diarrhea.  He 
has a pinkish, macular rash on the trunk.  He 
did not take any malaria prophylaxis or go to 
travel clinic prior to his trip.  He stayed with 
friends and was careful about food and water.





He is most likely infected with what organisms:

A. Campylobacter
B. Salmonella Typhi
C. Giardia
D. E. coli
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 E. coli
 Salmonella
 Campylobacter
 Shigella

 Vibrio
 Norovirus
 Rotovirus
 Giardia
 Entomoeba



 Multiple subspecies further divided into 
serotypes; subspecies 1 (enterica) accounts 
for most human pathogens

 Critical distinction is between  Typhi vs 
nontyphoidal salmonella; Typhi is the serovar 
of S. enterica, subspecies enterica which 
causes Typhoid Fever



 Cause of Typhoid (Enteric) Fever but can also 
cause self-limited gastro

 May be associated with bacteremia, 
endovascular infection

 Often non-specific in its presentation
 May result in chronic carriage
 Complications include bowel perforation



DX: culture of  stool, blood, bone marrow

RX: 3rd generation cephalosporin, cipro 
(increasing resistance to the latter, especially 
in S. Asia; resistance to 3rd gen cephs reported 
but rare)



 Abx, GU/biliary abnormalities increase the 
rate of chronic carriage

 Chronic carriers become a source of 
continued disease especially food-borne



 Usually results in a nonspecific gastroenteritis
 Associated with undercooked eggs, poultry; 

pet turtles, snakes, iguanas
 1.4 million cases in US/year
 Elderly, children, immunosuppressed may 

experience more severe illness


