
PMH: —

Meds: —
Creatine supplements
Doxy course 

Fam Hx: none

Social Hx: long time 
smoker 40 p/y, active. 
Socially EtOH

Allergies: amoxicillin

Vitals: nl    T: 99.6 F    BP: 150/80
Exam:  Gen: looks well
ER -> exam: fingertips look dark, eschars on tips, tender to palpation, 
no drainage / erythema. Palms and proximal fingers warm. Palpable 
pulses bl. Dopplers: nl. No motor / sensory deficits.  

Otherwise normal. No arthritis / synovitis / rashes / sclerodactyly. 

Notable Labs & Imaging:

US with Duplex: all major arteries normal

CTA UE: nl  Photoplethysmography: finger pressures slightly low

BCx: neg    CXR: nl    UA: nl   UCx: neg                  TTE: nl  

ANA: (+) 1:80

CBC: WBC: 13.8 [N predominant]   Hgb: 10.9    Plt: 240    MCV: nl

Chemistry: Cr: 1.4 -> 2.8 [no bl], otherwise nl

ESR: 90  CRP: 12 (nl 1)

Repeat UA: 3+ blood, 3+ protein    UPCR: 1600 g

ENA panel: neg     C3: borderline low   C4: nl

HIV, hepatitis screen, TB, Histo / Blasto / Cocci serologies: neg

c-ANCA +, PR3 +, MPO neg. RF +, CCP neg      CK: 558

-> pulse dose steroids

CT chest: emphysema     Delayed UDS: neg

Renal Bx: IC mediated GN     BCx: MRSA     TEE: vegetation 

Final Dx: subacute MRSA IE

Problem Representation: A 66 y/o gentleman with rich exposure Hx presented with 
subacute acral ischemia syndrome, neutrophilia and GN with nl C3/C4. Initial BCx 
and TTE neg. c-ANCA +, PR3 +. Renal Bx showed IC mediated GN. Repeat BCx -> 
MRSA, TEE -> vegetation. Final Dx: subacute MRSA IE mimicking AAV. 
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https://clinicalproblemsolving.com/present-a-case/

Scribing (CPS Fan): 
CC: 66M with black fingertips
HPI: Finger pain for 2-3 weeks, now dusky and 
necrotic fingertips on both hands. 

Came back from California. Walking barefoot 
on beach, ate oysters, new tattoo, hike in 
desert, THC exposure. 

ROS: myalgia

Teaching Points (Renzo)
- Time Frame guides us. 2 weeks (acute) of vascular compromise 

to rule out limb threatening etiologies. 
- Long standing smoking history in a elderly patient  → Peripheral 

artery disease. 
- Macrovascular disease is spared. Next step to rule out is 

microvascular disease, small vessels vasculitis can explain 
abnormalities. Other consideration would be Raynaud 
phenomenon. 

- Bilateral upper extremity compromise make us think about a 
systemic process. Endocarditis, despite less likely, would be 
worth it to rule it out. 

- AKI dilemma without a baseline creatinine. Contrast and 
creatine supplementation can mask the cause of AKI. 

- AKI work up → UPCR and UA. This can guide us if there is a GN 
process. Look for infections and other autoimmune panels. 
Serologies for ANCA and infections (HIV, HB, HC, TB, Blasto)

- ANA positive or other autoimmune serologies. How can it 
change our diagnostic process? Do not anchor on autoimmune 
diagnosis if something does not fit. 

- If history suggest endocarditis. Pursue a TEE if TTE is negative,
- Endocarditis is a big mimicker of autoimmune diseases and vice 

versa  


