
PMH: 
HTN, HLD
Meds:
Prilosec 20mg
Rosuvastatin 20mg
Tamsulosin 0.4mg
Previously on HCTZ lisinopril 
20-12.5 but not taking since 
abd pain 

CC:  weakness, abd pain, low BP

HPI:  53yo M w/ weakness, 
fatigue, intermittent low BP w/ 
dizziness/light-headedness, mid 
abd pain radiating to R flank. 
Abd pain for 3 months located 
in epigastrium and in RUQ 
radiates to lower abdomen. 
6/10 pain when first came in 
improved to 1-2/10 w/ 
morphine. Burning in quality, 
aggravated by sitting/standing. 
Lightheadedness but resolved 
in ED. Weight loss 30lbs over 3 
months due to poor appetite. 
Thirsty, drinking lot of water. 
Took NSAID for pain for 6-8 
wsks. ROS: no fever, chills, CP, 
dyspnea, 
n/v/diarrhea/constipation

Vitals: T:36.6C HR:86 BP:supine 100/68 sitting 101/70 standing 64/45 RR:13 
Exam: Gen: awake, alert, no distress, generalized weakness 
HEENT: sclera anicteric, pink conjunctiva, MMM, CV: RRR, no murmurs, Pulm: CTA b/l, 
Abd: soft, NTND, BS wnl, no pain on superficial/deep palpation, Extremities/Skin: no 
edema, ROM wnl 

Notable Labs & Imaging: Hematology: WBC: 9.47 Hgb: 19.3 Hct 55 Plt: 355k    
Chemistry: Na: 129  K: 3.2 Cl: 91  CO2: 29.2 BUN: 18 Cr: 1.01 glucose: 120 Ca: 7.8 Phos: 
wnl, AST: 77 ALT: 33 Alk-P: 160 T. Bili: 1 Albumin:  2.2 (3 months ago: 4.5), Total protein: 
4.7, Coagulation profile: wnl, Thyroid: TSH 11.4, FT4: 0.66, FT3: 1.5 
UA: spec grav >1.06, 2+ heme, 3+ protein, +hylaine casts, 16 RBCs, 21 WBC
Serum osm: 289, urine Na: 50, urine OSM 530, serum uric acid: 5.5
Imaging: US abdomen: hepatic cysts, small ascites, cholelithiasis, nonspec gallbladder 
wall thickening, negative sonographic murphy sign. CT a/p w/ contrast: no pulm 
emboli, small pleural effusions + ascites. Multiple small gallstones, no acute inflam 
changes in abd/pel
CT angio: c/f pancolitis (infectious > inflammatory), pericholecystic fluid c/f 
cholecystitis, benign liver cysts and L renal cysts. Thickening of gallbladder wall w/ 
enlarged prostate. Pt started to have maroon-colored stool. 
Upper endoscopy: mass in pylorus bleeding that extended to 1st portion in duodenum. 
Biopsied. Chronic gastritis, Colonoscopy: seldom polyps 
Renal fcn declines: non-oliguric ATN,=, uremic, 24hr urine protein: 15.6 g
HIV antigen/ab: non-reactive, hep b/c wnl . immune work-up: neg
Neg PLA2R antibodies, ANA daDNA, CRP, ANCA, C3C4 neg
SPEP: no monoclonal protein, serum IF no monoclonal protein, no M protein 
UPEP: monoclonal protein present. Monoclonal disorder of free lambda light-chain 
type. Peak of restricted mobility in the lambda lane without a corresponding heavy 
chain-peak (IgG, IgM) 
Bone marrow biopsy: 10% cellularity w/ plasma cells. Congo red stain neg
Kidney biopsy: renal amyloidosis AL lambda type and acute tuber injury
GI biopsy: chronic gastritis, no H pylori, no intestinal metaplasia, pylorus: foveolar 
hyperplasia and mucosal change. Mass tested: congo red + for GI amyloidosis 
Final DX: nephrotic syndrome due to renal amyloidosis, AL lamda light chain. MM and 
GI amyloidoma 

Problem Representation: 53yo M p/w 3 months of epigastric pain, 
significant weight loss, and striking orthostatic hypotension.  

Teaching Points (Debora):
- Anchor point → multiple CC. Fatigue: Non specific, you can have when you don't sleep. Dizziness: 
If is the only concern you should be worry about it. Emergency of management: Low BP can make 
you feel fatigue, weakness and dizziness.
- Abdominal pain → hypotension. Shock: Hypovolemia, Obstructive, Distributive and cardiogenic. 
Flank pain: you cannot miss Aortic dissection. 
Tempo: Subacute. Anatomic of epigastric: Gastritis, Gastroparesis, Constipation, Colitis.  
- Weight loss 30 pounds: Inflammatory, infection, malignancy or autoimmune. Celiac disease, 
pancreatitis → can cause malabsorption. Other cause: Peptic ulcer disease. 
- Drinking a lot of water: Hyponatremia in psychiatric patients, or the patient can be hypovolemic 
and drink a lot of  water to compensate. Explore if the patient has poliuria.
- N/V + epigastric pain: Think about Adrenal insufficiency. 

- Orthostatic hypotension: 
1 Look at the medication. BP: Cardiac Output x  Vascular Resistance. Anything that 
affect the CO can cause hypotension. E.g. Beta blocker, diuretic.
2 Volume: The patient have been vomiting, had diarrhea, is peeing a lot? Look for a 
cause that he can hypovolemic.
3 Autonomic System: Most common diabetes, less common amyloidosis, parkinson. 
- Hypovolemic → high Hb. Plasma is concetring the Hb, hypoalbuminemia  and protein loss Can be 
vascular leak that cause Hb concentration.
- Nephrotic + orthostasis: DBT nephrogenic, amiloidosis (can infiltrate the nerves and kidney)
- Hyponatremia: ADH apropaply + intrinsic renal disease. Can be adrenal insufficiency? High bicarb 
and low K make less possible but order cortisol to be sure.
- Glomerulonephritis can cause AKI, hypotension. Repeat UA in this case.
- Ascites and pleural effusions → pan inflammation  3I: Inflammatory bowel disease, infection 
colitis, infiltrate: malignancy (e.g. lymphoma) Prioritize malignancy!
- Nephrotic syndrome: Edema is characteristic! Dx: Edema, uAlb > 3.5g/24h and sAlb < 3.0 g/dl. 
When you get the urine studies and serum albumin, biopsy is the next step. 

- AML amyloid can infiltrate the nerves, GI tract. 
- MM: CRAB → But in this case the creatinine normal, Hb elevated. Don't rule out 
because doesn’t fit the mnemonic!
-  MM + policitemia = Its not usual! Is a red flag!! A malignancy is a possible cause.
- Hypothyroidism: Can be because of the nephrotic syndrome that produce leak all the 
hormone. 
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