
2008 ABSTRACT FORM - ASSOCIATES ORAL & POSTER COMPETITION 
 

  To ensure that your abstract is considered,  Must be at least 10-point font.  A sharp typeface will help reproduction. 

  complete all information below.    BE SURE TO SINGLE-SPACE AND STAY WITHIN BORDERS. 

  This form may be copied. 

    Please send 3 copies of this form, and 2 copies of your abstract, 

   Please check one.  First author is:    typed to fill an 8 ½ by 11 page to your program director by 
       August 29, 2008.  All abstracts must be forwarded by 

 Resident          program directors NO LATER THAN FRIDAY, 

       SEPTEMBER 5, 2008.  ABSTRACTS RECEIVED AFTER 
    Chief Resident     THIS DATE WILL NOT BE ACCEPTED. 

       Mail abstracts to: Adam Silverman, M.D. 

 Fellow         ACP Connecticut Chapter 
           30 Dwight Drive 
    Please check only one.  Abstract is submitted for:      Middlefield, CT 06455   

           
 Oral Abstract 

  
   Poster  (Research) 

 

 Poster (Clinical Vignette) 

 

 
    If, in conduct of these studies, human or 

   animal subjects were exposed to risks not 

   required by their medical needs, the author 

   affirms that the study was approved by an 

   appropriate committee, or, if no such committee 

   was available and informed consents was 

   needed, it was obtained in accordance with the 

   principles set forth in “The Institutional Guide 

  to DHEW Policy on Protection of Human 

  subjects” and the “Guide for the Care and use  

  of Laboratory Animals”, published by the NIH. 

 

  First Author Information (Please Type): 
 

   Name: _Jennifer Ongchin, DO_________ 

  ACP #: ______________________________ 

  Institution: _YNHH/Waterbury Hospital_____ 
  Home Address: 109 Church St, Apt 410_______ 

___New Haven, CT 06510_______________ 

  Tel:  (W)______________(H)______________ 

  Email: Jennifer.ongchin@yale.edu_________  

 

 
   Program Director’s Name: 
_Stephen J. Huot, M.D., Ph.D.___________________             

(Please Print) 

    
   Program Director’s Signature:         

_______________________________ 

 
  Hospital:Yale-New Haven and Waterbury Hospitals 

 

  Phone:_203-785-5644_____________________ 

 

  Email:_stephen.huot@yale.edu______________ 

 

 

 

 

X

Expect the Unexpected:  MSSA endocarditis and liver abscess with 
renal failure.  Jennifer Ongchin, Jaime Ruszkowski, Paul Pronovost. 
Yale Primary care Internal Medicine Residency, New Haven and 
Waterbury, CT.  
Learning Objectives:  Renal failure can be a common consequence in 
the setting of endocarditis due to various causes, such as septic 
emboli, immune complex glomerulonephritis (GN), or drug-induced 
acute interstitial nephritis (AIN) or acute tubular necrosis (ATN).  
Staph infections have been reported to cause a GN mimicking IgA 
nephropathy.  We will review the literature and describe its incidence 
and pathophysiology. 
Case:  A 74 year old female with history of diabetes mellitus type 2 
with neuropathy, hypertension and recent hospitalization for liver 
abscess and endocarditis, both positive for Methicillin Sensitive Staph 
Aureus (MSSA), on Ancef who presented with increasing shortness 
of breath and weakness.   She was found to be in acute renal failure 
with significant proteinuria and hematuria.  One month prior to 
admission, the patient had normal renal function.  She was initially 
admitted to the floor and the antibiotics to treat her MSSA was 
changed to Oxacillin. However, the patient was quickly transferred to 
the intensive care unit for acute respiratory failure secondary to 
noncardiogenic pulmonary edema.  Her renal function continued to 
worsen and the patient became anuric and was started on 
hemodialysis.  Renal ultrasound was negative.  ANA, hepatitis 
serologies, C-ANCA, P-ANCA, protein electrophoresis were negative.  
C4 was normal, but C3 was low, which was expected – given her 
presentation and history, the predominant thought was that the 
patient’s renal failure was due to immune complex GN.  Repeat C3, 
C4 was normal approximately one week later.   
Left renal biopsy was obtained and revealed immune complex GN 
with IgA deposits in the mesangium and endothelium. 
Immunosuppressants were not given due to the relationship of staph 
infection-associated GN mimicking IgA nephropathy. 
The patient was eventually extubated, completed a 6-week course of 
Oxacillin, and continued hemodialysis upon discharge.   
Discussion:  Renal failure in patients with underlying staph aureus 
infections, both MSSA and Methicillin-Resistant Staph Aureus 
(MRSA) have been associated with glomerulonephritis that mimicks 
IgA nephropathy.  It has been widely reported in Japan and has 
recently been more closely looked at in the United States.  One of the 
implications of these findings has been whether IgA nephropathy is a 
coincidental underlying condition in patients with staph infections and 
renal failure.  However, studies from several groups from Japan and 
the US have proposed possible mechanisms specific to staph 
infections that cause this mimicking of IgA nephropathy.  
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