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— Special contribution —
To which journal should generalists submit

a clinical case report?

Masaki Tago MD, PhD"”*  Takashi Watari MD, DTMH, MS, MCTM?
Kiyoshi Shikino MD, PhD® Yosuke Sasaki MD, PhD¥ Hiromizu Takahashi MD, PhD®
Taro Shimizu MD, PhD, MPH, MBA®

1) Department of General Medicine, Saga University Hospital

2) Postgraduate Clinical Training Center, Shimane University Hospital

3) Department of General Medicine, Chiba University Hospital

4) Department of General Medicine and Emergency Care, Toho University School of Medicine
5) Department of General Medicine, Faculty of Medicine, Juntendo University

6) Department of Diagnostic and Generalist Medicine, Dokkyo Medical University
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Table 1 The target journals for case reports written by Japanese generalists

PubMed IF T Type of Open Limit number Word limit Word limit Word limut Limit number of

Title Poblisher Indexed (2018) Article access of authors of main text of title of abstract pictures (figures)

American Journal International Scientific

. Yes NA (Case Report Yes NA NA NA 250 words NA
of Case Reports Information, Inc.
Clinical
e N s el s £ (e muMATICR O Yes NA 650 words NA Not required NA

of Medicine to the Editor

(Case Report)

_ .. Images in... No 4 500 words NA Not required NA
BM] Case Reports ol (?Ut;hbhmg Yes NA {Open access
sroup Case Report options available) 4 2,000 words NA 150 words NA
. . Cleveland Clinic No
Cleveland Clinic 3 p . = A ) . . . . . . .
. . Educational Yes 1885 The Clinical Picture {Required NA 500 words NA Not required NA
Journal of Medicine . .
Foundation free account)
IF, OA, FHFIIR. FEEL. HFREL. IRBHRELIFRBR—TURL, APCHE
. . . . « IRTMARAE X N (- S
Fioure Article
e gen d Rreferences Journal URL Instructions to authors URL Submission URL publication
g Charges
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authorinfo AJM/default.aspx
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IMAGES IN CLINICAL MEDICINE

Journal of General and Family Medicine

WILEY

Idiopathic mesenteric phlebosclerosis associated with herbal
drugs presenting with asymptomatic fecal occult blood

Yosuke Sasaki MD?*
Hiroaki Zai MD* | Yoshihisa Urita MD, PhD*

| Manabu Saito MD? | Yumi Koshiba MD? |

‘Deparlmenl of General Medicine and Emergency Care, Toho University, School of Medicine, Tokyo, Japan

2Toho University Medical center Omori Hospital, Tokyo, Japan

Correspondence

Yosuke Sasaki, Department of General Medicine and Emergency Care, Toho University School of Medicine, Omori Hospital, Tokyo, Japan.

Email: yousuke sasaki@med.toho-u.ac.jp

KEYWORDS: gardenia fruit, genipin, geniposide, ischemic colitis, Sanshishi

We report a case of idiopathic mesenteric phlebosclerosis (IMP) pre-
senting with asymptomatic fecal occult blood. This case underscores
the importance of recognizing IMP as a cause of asymptomatic fecal
occult blood in countries where herbal drugs are used often.

A 77-year-old man visited our hospital for evaluation of asymp-
tomatic fecal occult blood that was found during his annual public
health checkup. He had undergone left total hip arthroplasty and was
receiving treatment for hypertension, nonvalvular atrial fibrillation,
and erythromelalgia. He had been simultaneously prescribed multi-
ple Chinese herbal drugs that were manufactured by Tsumura & Co.,
Japan, including Oren-gedoku-to (TJ-15), Kami-shoyo-san (TJ-24),
Keishika-ryukotsu-borei-to (TJ-26), and Bakumondo-to (TJ-29), for
various symptoms such as pain and paresthesia of the extremities due
to erythromelalgia and chronic cough.

Colonoscopy showed dark-purple, edematous mucosa and di-
lated veins at the ascending colon, which are typical findings of IMP
(Figure 1). A computed tomography scan showed multiple linear calci-
fications distributed on the right-side mesenteric veins (Figure 2, red
circles). In light of the typical combination of endoscopic and radiolog-
ical findings, we diagnosed the patient with IMP and advised him to
immediately discontinue the herbal drugs. Despite the discontinuation
of the causative agents, the patient developed anemia due to a colonic
ulcer associated with chronic ischemia of the right side of the colon
three months after the IMP diagnosis. He was conservatively treated
and scheduled for regular endoscopic and radiological observation.

IMP is a rare syndrome caused by chronic ischemic changes of

the colon due to calcification of the veins of the colon and adjacent

peritoneum1 Most cases have been reported from Asian countries,
especially Japan and Taiwan, which have strong associations with
the use of herbal drugs." Previous studies clarified that herbal drugs
containing gardenia fruit (Sanshishi) are one of the major causes of
IMP. The currently assumed etiology of IMP is as follows: Geniposide,
a component of gardenia fruit, is hydrolyzed to genipin by bacteria

FIGURE 1 Colonoscopy of the patient showed dark-purple,
edematous mucosa and dilated veins at the ascending colon, which
are typical findings of idiopathic mesenteric phlebosclerosis
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Joumal of General and Family Medicine

2016, vol. 17, no. 4, p. 336-337.

Images in Clinical Medicine

Supraclavicular Fat Pads as the Chief Complaint
of Cushing’s Syndrome

Yosuke Sasaki, MD"? and Yosuke Miyachi, MD**

1

Department of Internal Medicine, Okinawa Yaeyama Hospital, Okinawa, Japan

> Department of General Medicine and Emergency Care, Toho University School of Medicine, Tokyo, Japan

3 Department of Surgery, Okinawa Yaeyama Hospital, Okinawa, Japan

Department of Surgery, Okinawa Chubu Hospital, Okinawa, Japan

Keywords: supraclavicular fat pads, Cushing’s syndrome, cervical mass

We report on a case of a woman who sought medical
assistance for bilateral supraclavicular fat pads due to

Cushing’s syndrome. Our case underscores the im-

portance of recognizing the cosmetic manifestations of

Cushing’s syndrome as a chief complaint and a trigger
for diagnosis.

A 62-year-old, previously healthy woman, visited our
office with the chief complaint of masses at the bilateral
supraclavicular fossae (Figure 1). She noticed that the
mass had gradually grown over the previous few
months. She also complained of a general fatigue that
had lasted for several months. She denied any pain or
tenderness around the mass, dyspnea, recent weight
gain, or fat accumulation at other sites. She had never
been diagnosed as obese at previous health checks. At
her first hospital visit, her height was 159 cm, body
weight was 60.5 kg, and body mass index (BMI) was
23.9kg/m> Physical examinations revealed non-ten-
der, symmetric, soft lumps filling the supraclavicular

fossae, and bipedal edema. Careful examination

Figure 1.

revealed mild fat accumulation at the nuchal area to
the bilateral shoulder, which suggested a “buffalo
hump™; however, “moon face” was not observed.
Laboratory examination revealed elevated serum corti-
sol at rest and 24-hour urinary free cortisol and loss of

diurnal variation of serum cortisol with low serum
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Case Rep

Accessory axillary breasts versus axillary tumours:

W) Cneck for upastes

diagnostic challenge

Masaki Tago,” Naoko E Katsuki, Shu-ichi Y

DESCRIPTION

A 35-year-old woman with no medical history
noticed swellings in both axillary regions 9 months
previously. She visited another hospiral because she
had a slighr fever and axllary discomfort due to
gradual growth of the swellings dunng the last 3

oK She had no history of weight loss, apperite
loss, nocrurnal sweating, pregnancy or varianon io
the size of the swellings with her menstrual cycle.

the first visit to other breast surgery clinuc, labo-
ratory examinations revealed no abnormalitie
mflammarory responses and arn uclear annbody
were neganve, and thyroid function was normal
Mammograp and breast ultrasonography
performed at the clnuc revealed no abpormalines o
her normally posiioned breasts without detecring
accessory axillary breast tssues e was then
referred ro our department for a thorough exanuna-
non. Physical e
malines in 0org v posiuoned breast mssues or
systemuc lymphaden
nated ele thour tend
present in both antenior axulary areas, which were
difficulr ro derect as masses on palpaton (figure 1)
Ultrasonography of the axullary areas revealed
apparently normal breast structures
(figure 2). MRI of the left axullary area also showed
a normal breast structure without any abnormalines
characteristic of umours or inflammatory diseases
ifigure 3). The panent was consequently diagnosed
with accessory axulary breases.

The incidence of supernumerary or 3cCessory

unanon did not sho

ed lesio

ess were

hererotopic,

breasts 1s reportedly aboutr 1% and 3% men
and women respecuvely, which s lower than those

Figure 1 Findings of both anterior axillary areas (A-D)
Soft and poorly marginated elevated leslons are present
for axfilary areas, w were difficult to
detect a5 masses on paipation (arrowheads). (A, O An
2s50ry nipple s present on the right side (arrows)

Figure 2 Ultrase of the b
Right side, (B} Lefts
sides of anterior axd
apparently norma

of supernum cessory mupples.’
pumerary breast nssues are usually found along
nding from the aalla ro pubic
cases of accessory breasts were

the
regio
pathologically diagnosed after surgical resecuion;
r had been suspected to be lipomas because
of their increase mn se - Pathological
changes such as mastins, fibrocysuc disease, or even
carcnoma, which is rare, can occur i Accessory

[ om

reasts even in the presence of normal hisrological
breast scructures.”

of T2-welghted image rew
left axillary area, and its appe
of normal breast str
T2-weighted and fat
density lesion (arrowheads), which Is co
findings o

» Accessory axiliary breasts are uncommon and
can often be a diagnostic challenge.

» Carcinoma can occur In accessory axillary
breasts, though such case s rather rare.

» Some cases of accessory breasts were
pathologically diagnosed after surgical
resection; they had been initially suspected to
be fipomas.
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European Journal of Internal Medicine

Intermnal Medicine Flashcard
Unilateral abdominal bulge with sharp pain

Masaki Tago *, Hidetoshi Aithara, Shun Yamashita

Deparrment of Ceneral Medione, Sagn University Hospital, Saga Urdversity, Sag, j@p o

ARTICLE INFO

Antcle maory

Received 12 January 2017
Accepted 19February 2017
Available online 24 February 201

2017 European Federagon of Internal Medicine. Published by Elsevier B V. All rights réserved

1. Indication

A 64-year-old man presented with sharp pain and progressive bulg
ing in his right lower quadrant of the abdomen for three days (Hg. 1 ). He
was smoker and he underwent appendicectomy about 50 years ago
There were no visible skin lesions, no paresthesia, anxd no bowel chang
es. The bulge increased in size with increased abdominal pressure, it
seemed to be caused by abdominal paralysis. The remainder of the

physical exam was normal. The patient did not have diabetes mellitus,
and neither abdominal computed tomography nor spinal magnetx
resonance imaging revealed abnormahities. One week later, the patient
developed three vesicular and encrusted rashes in the area innervated
by the ninth thorxic nerve

2. What is the diagnosis?
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Milian's ear sign of erysipelas

Department of General
Medicine, Chiba University
Hospital, Chiba, Japan

Correspondence to
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Medicine, Chiba University
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W) Check for updates

© Author(s} {or their
employer(s)) 2020. No
commercial re-use, See rights
and permissions, Published

by BMI.
To cite: Shikino K, lkusaka
M. Postg, d J Epub

ahead of print: [please
include Day Month Year].
doi:10.1136/
postgradmed-2020-137713

Kiyoshi Shikino ¢, Masatomi Ikusaka

A 65-year-old woman presented with 2days of
acute onset fever, with left pinna pain, swelling and
erythema (figures 1 and 2). She had no significant
medical history. Physical examination revealed a
body temperature of 38.0°C, facial rash sparing the
nasolabial fold and Milian’s ear sign. Laboratory
data showed neutrophilic leucocytosis. Erysipelas
was diagnosed and treated with oral amoxicillin
(1500 mg/day). Within 10 days, the patient’s symp-
toms improved.

Erysipelas is a common infection involving the
upper dermis and lymphatics, whereas cellulitis
involves the deeper dermis and subcutaneous fat.'
Facial erythema spreading to the pinna is known
as Milian’s ear sign, a specific finding that differ-
entiates erysipelas from cellulitis.'"” The pinna
has no deeper dermis and subcutaneous tissue so
redness there cannot be cellulitis."™ The ear lobe
contains fat and may develop cellulitis, but it does
not typically spread to the cartilage in the rest of
the auricle (helix, scapula, antihelix and so on).
Erysipelas spares the nasolabial fold because the
nasolabial fold has no upper dermis and lymphatics.

Facial rash sparing the nasolabial fold.

Figure 1

Figure 2 Swelling and redness of the left ear (Milian’s
ear sign).

Z AR

1T

Ear redness is generally associated with other disor-
ders, including relapsing polychondritis. Relapsing
polychondritis causes inflammation in the cartilage,
resulting in auricle erythema.
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o Clinic Proceedings (7.199)

Split Hand Syndrome and Syndrome of
Inappropriate Antidiuretic Hormone

Kiyoshi Shikino, MD, PhD, and Masatomi lkusaka, MD, PhD

n 81-year-old man presented with a

2-year history of slowly progressive

weakness of both hands. He had
exhibited exertional dyspnea and dysphagia
for the past 6 months. Manual muscle testing
indicated motor weakness (abductor pollicis
brevis [APB], 1/1; first dorsal interossei [FDI],
2/2; abductor digiti minimi [ADM], 2/4).
Muscle wasting was noted in the APB and the
EDI of the left hand, whereas muscle sparing
was noted in the ADM; this condition was
termed split hand syndrome (Figure). The
patient exhibited exaggerated reflexes in all
limbs, along with the Babinski reflex and fascic-
ulations, which indicated a diagnosis of amyo-
trophic lateral sclerosis (ALS) based on the
Airlie House criteria. His arterial blood gas
measurements were Pco, of 70 mm Hg, Po,

FIGURE. Palmar and dorsal aspects of both
hands: the left hand revealed marked wasting of
the thenar muscle and the first dorsal inteross-

eous muscle, but sparing of the hypothenar
muscle. This condition is also known as split
hand syndrome.

of 60 mm Hg, and HCO3~ concentration of
42 .4 mmol/L. Pulmonary function tests indicated
a mean vital capacity percentage of 34.4%,
suggesting type Il respiratory failure due to
respiratory muscle dysfunction. Laboratory
data revealed a serum sodium level of 125
mEq/L, urinary sodium level of 25 mEq/L,
serum osmotic pressure of 251 mOsm/L,
urine osmotic pressure of 483 mOsm/L, and
antidiuretic hormone level of 4.4 pg/mL.
Renal, liver, adrenal gland, and thyroid func-
tions were normal. Thus, we diagnosed the
patient with syndrome of inappropriate anti-
diuretic hormone (SIADH).

Split hand syndrome involves wasting of the
FDI and the thenar complex, but sparing of the
hypothenar muscle. The FDI, thenar, and
hypothenar muscles are innervated by C8-Th1,
and the FDI and hypothenar muscles are inner-
vated by the ulnar nerve. The dissociated
involvement of the hand muscles cannot be
anatomically explained. Split hand syndrome
has a moderate sensitivity (52%) and a high spec-
ificity (87%) for the detection of ALS and can
serve as a useful clinical clue for its early diag-
nosis." In addition, ALS is rarely accompanied
by SIADH.” Severe restrictive ventilator impair-
ment may cause SIADH in patients with ALS.”

ACKNOWLEDGMENTS
Yuta Hirose, Kazutaka Noda, and Yoshiyuki
Ohira were involved in managing the patient.

Correspondence: Address to Kiyoshi Shikino, MD, PhD,
Department of General Medicine, Chiba University Hospital,
1-8-1, Inohana, Chuo-ku, Chiba, Chiba Prefecture, Japan
(kshikino@gmail.com).
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CLINICAL PICTURE

Shiitake dermatitis

An 81-year-cld Japanese man presented with gradual onset of
extensive pruritic skin eruption. He had well-controlled diabetes
and he denied any systemic symptoms or recent exposure to
new medication. The patient reported eating a large amount of
half-cooked shiitake mushroom  [Lentinula  edodes) as an
ingredient of Sukiyaki in 12h before developing the cutaneous
lesions. On physical examination, pruritic erythematous to viol-
aceous streaks were distnibuted in a flagellate pattern symmet-
rically mainly on the trunk without mucesal lesions (Figure 1.
Based on the typical history and the specific rash resembling a
whiplash mark, he was diagnosed with shiitake dermatitis
caused by shiitake mushrooms. Shiitake is the second most con-
sumed mushroom in the world and its intake can cause shiitake

dermatitis about 5-60h after consumption of raw or half cooked.
Typical linear flagellated erythema is usually self-limited and
anly requires symptomatic treatment with antihistamines.

Photographs and text from: T. Watard, Postgraduate
Chnical Training Center, Shimane University Hospital,
Shimane, Japan; Y. Tokuda, Okinawa Murbushi Project for
Teaching Hospitals, Urasoe City, Okinawa, Japan. email:
wataritari@gmail com

Conflict of interest: None declared.

Watari T, Tokuda Y. Shiitake dermatitis. QJM. 2017 Aug 23.

doi: 10.1093/gjmed/hcx173.
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MRI thermal burn injury: an unrecognized

consequence of wearing novel, high-tech

undergarments -
T. Watari’ and Y. Tokuda?® '
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CASE REFORT
Aeromonas enteritis: a great mimicker of acute
appendicitis

K. Kishimoto and T. Watari

From the Postgraduate Clinical Training Center, Shimane University Hospital, Shimane, Japan

Address correspondence to Takashi Watari, Postgraduate Clinical Training Center, Shimane University Hospital, 8%-1, Enya-che, Izumo-shi, Shimane
693-8501, Japan. email: wataritari@grail.com

(a)

Learning point for clinicians

Aeromonas lnfections are mostly community acquired due
to exposure to freshwater or from eating raw fish, and
usually develop in patients with hepatic disease. It can
cause enterocolitis and potentially mimic appendicitis
[pseudoappendicitis), resulting in unnecessary surgery.

Case report

A 69-year-old man with a history of alcohol abuse was admitted
to the emergency department complaining of diarrhoea and
mild abdominal pain. He reported of a 5-day history of worsen-
ing continuous watery diarthoea (more than 10 times per day)
and colicky abdorninal pain after eating raw fish with Japanese (b)
Sake. He stated that the mild abdominal pain which was
initially generalized had radiated to his left side. His general
appearance was good; blood pressure was 140v34 mmHg, heart
rate was B8 beats/min, oxygen saturation was 98% on room air,
respiratory rate was 23 breaths/min, and body temperature was
35.8°C. There were no abnormal findings in the patient's ab-
deminal physical examination, including rebound tenderness,
cough signs, tapping pain, heel drop sign, Murphy sign, psoas
sign, or tendermess of McBurney's point and Lanz point
Laboratory data showed normal findings of liver and renal func-
tion tests, a white blood cell count of 96607k, and C-reactive
protein level of 8.83mg/dl. He was diagnosed with acute bacter-
ial enteritis, and prescribed probiotics with fellew-up in 5 days.
However, he presented to another hospital due to prolonged
mild abdominal pain and was referred to our hospital 2 days
later. On admission, abdominal examination revealed moderate
tenderness of the right lower quadrant without peritoneal signs.
Abdominal computed tomography (CT) showed wide wall
thickening of the caecum to the ascending celon and the

cascum bo the

lymph node

) Improving ileocascitis and sh
i the 15th hospital day)

age of the
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