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de Barbacena. Barbacena, Gonorrhoeae ¢ Clamydia trachomatis respectivamente, a transmissao ¢ realizada por contato sexual ou
Minas Gerais - Brasil perinatal. Os pacientes do sexo masculino sintomdticos, podem apresentar secregio purulenta uretral e
algtria, j4 em pacientes sintomdticas do sexo feminino, sio comuns queixas de corrimento vaginal, dor

INTRODUGCAO: A gonorreia e a clamidia sio infecgdes bacterianas frequentes causadas pela Neisseria

A abdominal e dispareunia, em ambos os sexos hd a possibilidade de complicagoes mais graves podendo
utor correspondente: nfertilidade a denender da evolucio da d E 4 gl . . o
; causar infertilidade a depender da evolugio da doenca. Entretanto, hd também pacientes assintomdti
Amanda Chereze Gladi- cos considerados de alto risco para adquirir e transmitir infecgoes sexualmente transmissiveis (IST"s)
no. E-mail: amanda_che- que podem ser triados por testes de amplificagio de 4cido nucleico (NAATS), baseando-se em com-
rezel2@outlook.com  portamentos de risco (exemplo: miiltiplos parceiros sexuais ou parceiro com diagnéstico de IST’s) e
histérias pregressas de outras IST’s. RELATO DE CASO: Paciente procura atendimento para realizar
teste rdpido apds término de relacionamento, relata o uso de preservativo durante o ato sexual com o
ex-parceiro(a), com excegio do sexo oral, sendo informado dos riscos de contrair IST s mesmo nes-
sa modalidade. Foi informado pelo paciente, um nimero significativo de exposi¢oes no tltimo ano
(comportamento de risco), por isso foi recomendada a profilaxia pré-exposicio (PREP) como forma
complementar associada ao uso do preservativo. Néo apresentava sintomas no momento da consulta
ou tratamento prévio para alguma IST. Foi encaminhado para a testagem, apresentando teste positi-
vo para gonorreia e negativo para clamidia, sendo assim, foi instalado o tratamento para gonorreia.
DISCUSSAO: Diante desse caso e com dados da Organizagio Mundial da Satide (OMS) que estima
que em 2020 mais de 1 milhdo de pessoas contrairam alguma IST curdvel, dentre elas a gonorreia e a
clamidia, nota-se que a estimativa desse niimero de pessoas contaminadas, nao é totalmente condizente
com a realidade de muitos locais onde nio sio realizadas as testagens e tratamentos corretos, seja por
falta de informacao, recursos ou pessoas assintomdticas que nio procuram atendimento. Por isso, é
imprescindivel ressaltar que o rastreio de pessoas assintomdticas com gonorreia desempenha um papel
crucial na prevencio da propagacio da doenca, na reducio de complicagoes para a satde individual
e coletiva, ¢ na preservagio da eficicia dos tratamentos disponiveis. Identificar individuos infectados
mesmo antes do aparecimento de sintomas permite que sejam tratados precocemente, interrompendo
assim a cadeia de transmissdo da infecgao. O desenvolvimento de resisténcia antimicrobiana também
¢ um importante tema a ser levado em consideragio, visto que com o aumento do uso indiscriminado
de antibidticos, as cepas de Neisseria Gonorrhoeae e Clamydia trachomatis, tém mostrado crescente
resisténcia aos tratamentos convencionais. O rastreio e o tratamento precoce podem ajudar a reduzir a
pressdo seletiva sobre as bactérias, diminuindo assim o desenvolvimento de resisténcia antimicrobiana.
Esforcos continuos para promover o rastreio e o diagnéstico precoce da gonorreia, clamidia e outras
IST s, sdo essenciais para enfrentar esse desafio de satide publica e melhorar os resultados de satide para
a populagdo em geral.
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INTRODUCTION: Gonorrhea and chlamydia are common bacterial infections caused by Neisseria
Gonorrhoeae and Chlamydia trachomatis respectively, transmission is carried out through sexual or
perinatal contact. Symptomatic male patients may present with purulent urethral secretion and alguria,
whereas symptomatic female patients have complaints of vaginal discharge, abdominal pain and dyspa-
reunia, in both sexes there is the possibility of more serious complications which may cause infertility.
depending on the evolution of the disease. However, there are also asymptomatic patients considered
at high risk for acquiring and transmitting sexually transmitted infections (STIs) who can be screened
by nucleic acid amplification tests (NAATS), based on risk behaviors (example: multiple sexual part-
ners or partner diagnosed with ST1Is) and previous histories of other STIs. CASE REPORT: Patient
seeks care for a quick test after ending a relationship, reports using a condom during sexual intercourse
with his ex- partner, with the exception of oral sex, being informed of the risks of contracting STTs
himself in this modality. The patient reported a significant number of exposures in the last year (risk
behavior), which is why pre-exposure prophylaxis (PREP) was recommended as a complementary form
associated with condom use. He had no symptoms at the time of consultation or previous treatment
for any STI. He was sent for testing, testing positive for gonorrhea and negative for chlamydia, there-
fore, treatment for gonorrhea was implemented. DISCUSSION: Given this case and with data from
the World Health Organization (WHO) which estimates that in 2020 more than 1 million people
contracted some curable STI, including gonorrhea and chlamydia, it is noted that the estimate of this
number of people contaminated, is not fully consistent with the reality of many places where correct
testing and treatments are not carried out, either due to lack of information, resources or asymptomatic
people who do not seck care. Therefore, it is essential to emphasize that screening asymptomatic people
with gonorrhea plays a crucial role in preventing the spread of the disease, reducing complications for
individual and collective health, and preserving the effectiveness of available treatments. Identifying
infected individuals even before symptoms appear allows them to be treated early, thus interrupting the
infection transmission chain. The development of antimicrobial resistance is also an important topic to
be taken into consideration, since with the increase in the indiscriminate use of antibiotics, strains of
Neisseria Gonorrhoeae and Chlamydia trachomatis have shown increasing resistance to conventional
treatments. Early screening and treatment can help reduce selective pressure on bacteria, thereby de-
creasing the development of antimicrobial resistance. Continued efforts to promote screening and early
diagnosis of gonorrhea, chlamydia and other STTs are essential to address this public health challenge
and improve health outcomes for the general population.
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INTRODUGAO: O cincer de mama ¢, entre as mulheres, a neoplasia mais frequente e a maior causa
de morte por cincer no mundo. Ao diagnéstico, 30% das pacientes apresentam metdstases a distdncia.
Nesse cendrio, concomitante a progressio da doenga pode haver infiltracio da pele por células proce-
dentes do tumor, predominantemente por invasio linfitica ou hematogénica, gerando um quadro de
carcinomatose cutinea. Esse tipo de metdstase acomete de 0,7% a 10,4% de todos os pacientes com
cancer e pode surgir de forma simultinea as metdstases incidentes em outros 6rgaos ou até mesmo
como o primeiro sinal a indicar a presenca de neoplasia maligna subjacente e oculta. RELATO DE
CASO: Paciente do sexo feminino, 70 anos de idade, apresenta multiplas lesdes ulcerovegetativas e
hemorrdgicas, com aspecto eritematoso, dor local e odor fétido. Inicialmente, o quadro surgiu como
um nédulo doloroso e endurecido na regido axilar esquerda e com crescimento répido (figura 1). Pro-
gressivamente, as lesoes se estenderam de toda a parede tordcica esquerda para a regido infraclavicular
e parte superior do braco que, por sua vez, apresentava aumento global de volume devido a linfedema
cronico (figura 2 e 3). Como antecedentes prévios, a paciente referia cincer de mama esquerda diagnos-
ticado hd dez anos e tratado 4 época por quimioterapia e radioterapia neoadjuvante, mastectomia total
a esquerda e linfadenectomia do mesmo lado. Sete anos apds o diagnéstico, houve recidiva linfonodal
e progressio da doenga. O estudo anatomopatoldgico mostrou a presenca de um adenocarcinoma in-
vadindo e ocupando toda a derme. A imunomarcagio foi positiva para HER2, negativa para receptores
de estrogenos e de progesterona, com Ki-67 de 60%, indicando se tratar de metdstase de carcinoma
ductal invasivo da mama. Foram realizadas novas sessoes de quimioterapia até a quinta linha, com
pouca resposta. Atualmente a paciente segue com acompanhamento pelo setor de cuidados paliativos,
visando principalmente o controle da dor e do sangramento das lesoes. DISCUSSAO: A carcinoma-
tose cutinea obedece, em geral, ao principio de localizagio segundo a regido topogréfica préxima aos
sitios primdrios , que sio com maior frequéncia, tumores de mama, trato gastrointestinal e pulmao.
Clinicamente, o padrio de apresentacdo ¢ varidvel, sendo mais comum lesées sélidas papulosas ou
nodulares, em ndmero varidvel, normocromicas ou eritematosas. O diagndstico é baseado na anilise
clinica, histopatolégica e imuno-histoquimica. Nio hd consenso sobre o tratamento, porém, de modo
geral, deve ser direcionado ao tumor primdrio. Como na maioria das vezes indica doenga avancada, a
terapia sistémica antineopldsica geralmente é a opgao terapéutica escolhida. Quanto ao progndstico,
devido aos avancos na terapia do cAncer, a expectativa de vida dos pacientes com metdstases cutineas
aumentou, mas continuam a ser um fator determinante de mau progndstico.

Palavras-chave: Carcinomatose cutdnea. Cancer de mama. Metdstases. Lesoes de pele. Disseminagio.

Figura 1: apresentagio inicial da lesdo. Figura 2 e 3: evolugio da lesdo.
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INTRODUCTION: Among women, breast cancer is the most common neoplasm and the biggest
cause of death from cancer in the world. At diagnosis, 30% of patients present distant metastases. In
this scenario, concomitant with the progression of the disease, there may be infiltration of the skin by
cells originating from the tumor, predominantly through lymphatic or hematogenous invasion, gene-
rating a condition of cutaneous carcinomatosis. This type of metastasis affects 0.7% to 10.4% of all
cancer patients and can appear simultaneously with metastases in other organs or even as the first sign
to indicate the presence of an underlying and occult malignancy. CASE REPORT: Female patient,
70 years old, presents with multiple ulcerovegetative and hemorrhagic lesions, with an erythematous
appearance, local pain and a foul odor. Initially, the condition appeared as a painful, hardened nodule
in the left axillary region that grew rapidly (figure 1). Progressively, the lesions extended from the
entire left chest wall to the infraclavicular region and upper part of the arm, which, in turn, presented
a global increase in volume due to chronic lymphedema (figures 2 and 3). As a previous history, the
patient reported left breast cancer diagnosed ten years ago and treated at the time by neoadjuvant
chemotherapy and radiotherapy, total mastectomy on the left and lymphadenectomy on the same
side. Seven years after diagnosis, lymph node recurrence and disease progression occurred. The anato-
mopathological study showed the presence of an adenocarcinoma invading and occupying the entire
dermis. The immunostaining was positive for HER2, negative for estrogen and progesterone receptors,
with Ki-67 of 60%, indicating that it was metastasis from invasive ductal carcinoma of the breast. New
chemotherapy sessions were carried out up to the fifth line, with little response. Currently, the patient
continues to be monitored by the palliative care sector, mainly aimed at controlling pain and bleeding
from the injuries. DISCUSSION: Cutaneous carcinomatosis generally follows the principle of locali-
zation according to the topographic region close to the primary sites, which are most frequently tumors
of the breast, gastrointestinal tract and lung. Clinically, the pattern of presentation is variable, with
solid papular or nodular lesions being more common, in variable numbers, normochromic or erythe-
matous. Diagnosis is based on clinical, histopathological and immunohistochemical analysis. There is
no consensus on treatment, however, in general, it should be directed to the primary tumor. As it most
often indicates advanced disease, systemic antineoplastic therapy is generally the therapeutic option
chosen. Regarding prognosis, due to advances in cancer therapy, the life expectancy of patients with
cutaneous metastases has increased, but they continue to be a determining factor in poor prognosis.
Keywords: Cutaneous carcinomatosis. Breast cancer. Metastases. Skin lesions. Dissemination.

Figure 1: initial presentation of the injury. Figure 2 and 3: evolution of the lesion.
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INTRODUCAO: O citomegalovirus (CMV) ¢ um herpesvirus, constitui uma infecgio comum que
afeta todas as idades e possui espectro clinico diversificado, dependente do estado imunoldgico do hos-
pedeiro. Criangas imunocompetentes sio frequentemente assintomdticas, contudo, podem apresentar-
-se com sindrome semelhante & mononucleose, com febre significativa e prolongada, além de sintomas
sistémicos e adenomegalia de instalagio abrupta, sendo imprescindivel diagndstico diferencial com o
virus Ebstein-Barr. Geralmente, é autolimitado e evolui sem sequelas, logo, hd cuidados de suporte. O
diagndstico parte da suspeicio clinica e da realizagio de testes sorolégicos. Alguns pacientes evoluem
com linfadenite heterogénea, uma manifestagdo rara e com poucos estudos conclusivos. Dessa forma,
o presente relato objetiva descrever um caso de CMV agudo com linfadenite epitroclear. RELATO
DE CASO: Paciente, masculino, 6 anos, compareceu a0 pronto atendimento pediétrico com queixa
de febre e dor no membro superior esquerdo, hd 10 dias. Ao exame fisico, foi constatado edema e calor
na regido interna do braco esquerdo, associado a dor & mobilizagio, além de linfonodomegalia axilar
de aproximadamente 1 cm, mével e dolorida 4 palpagdo. Em uso de amoxicilina + clavulanato h4 4
dias. Apresentava leucocitose e marcadores inflamatérios tocados. Demais exames sem alteragoes. Foi
encaminhado para internagio hospitalar em uso de ceftriaxona e oxacilina por 10 dias e azitromicina
por 5 dias, considerada a possibilidade de abscesso epitroclear, em virtude de celulite local, aventada
hipétese de infecgio bacteriana. Ultrassonografia epicondilar esquerda evidenciou linfadenite epitro-
clear, com pequena colecdo inflamatéria adjacente, e tomografia computadorizada apresentou colegao
epitroclear. Diante disso, pesquisou-se provével etiologia fingica, doenga da arranhadura do gato e
esporotricose, com resultados negativos. Solicitou-se sorologia para as principais infec¢des congénitas
que se enquadram no diagndstico diferencial da sindrome mono-like (grupo TORCHS - toxoplas-
mose, rubéola, CMYV, herpes, sifilis e outros), que possuem apresentagio inicial indistinguivel. Ao
resultado, IgM positivo para CMYV, caracterizando infeccio aguda. Apds 14 dias da alta hospitalar, nao
houve melhora do aspecto do linfonodo no epicondilo esquerdo ao uso do antibidtico, somente apds a
drenagem local, corroborando para a confirmagio do quadro de CMV. Posteriormente, continuou em
acompanhamento ambulatorial com sintomdticos e vem evoluindo com resolugio dos sintomas. DIS-
CUSSAOQ: Na maioria dos casos, a infeccdo pelo CMV, quando sintomdtica, exibe-se com a sindrome
mononucleose-like, com febre prolongada, sudorese, mialgia, hepatomegalia, exantema, adenomegalia
e linfocitose. A presenca da linfonodomegalia é mais comum na regido cervical e mais rara na regiio
epitroclear. A apresentagio da linfadenite, que consiste nio apenas no aumento dos ganglios linféticos,
como também na inflamacio deles, ocasionando edema, dor, calor ¢ rubor, ¢ rara no citomegalovirus.
Ademais, a linfadenite pode vir a apresentar abscesso, com colegdo de pus. As pesquisas que envolvem
o0 achado da linfadenite no CMV sio escassas, desconhecendo-se a frequéncia desse achado. Acredita-se
que tal inflamacio linfonodal no CMV ocorra tanto em pacientes imunocomprometidos como em
imunocompetentes. Destarte, a exibicio da infec¢ao pelo CMV com predominio de linfadenite é um
fator que pode tornar a busca pelo diagnéstico um desafio, tendo em vista que foge dos achados usuais.
Palavras-chave: Citomegalovirus. Diagndstico. Linfadenite.
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INTRODUCTION: Cytomegalovirus (CMV), a herpesvirus, is a common infection that affects all
ages and has a diverse clinical spectrum, depending on the host's immune status. Immunocompetent
children are often asymptomatic, however, they can present a syndrome similar to mononucleosis,
with significant and prolonged fever, as well as systemic symptoms and abrupt adenomegaly, making
differential diagnosis with Ebstein-Barr virus essential. It is usually self-limiting and evolves without
sequelae, so supportive care is available. Diagnosis is based on clinical suspicion and serological tests.
Some patients develop heterogeneous lymphadenitis, a rare manifestation with few conclusive studies.
This report aims to describe a case of acute CMV with epitrochlear lymphadenitis. CASE REPORT: A
6-year-old male patient came to the pediatric emergency department complaining of fever and pain in
the left upper limb, for 10 days. Physical examination revealed edema and warmth in the inner region
of the left arm, associated with pain on mobilization, as well as axillary lymph node enlargement of
approximately 1 cm, mobile and painful on palpation. He had been taking amoxicillin + clavulanate
for 4 days. Presendeted leukocytosis and altered inflammatory markers. Other tests were unchanged.
The patient was referred to hospital for ceftriaxone and oxacillin for 10 days and azithromycin for 5
days, considering the possibility of an epitrochlear abscess due to local cellulitis, a bacterial infection
was suggested. A left epicondylar ultrasound showed epitrochlear lymphadenitis, with a small adjacent
inflammatory collection, and a CT scan showed an epitrochlear collection. In view of this, the probable
fungal etiology, cat scratch disease and sporotrichosis were investigated, with negative results. Serology
was requested for the main congenital infections included in the differential diagnosis of mono-like
syndrome (TORCHS group - toxoplasmosis, rubella, CMV, herpes, syphilis and others), which have an
indistinguishable initial presentation. Presented IgM positive for CMV, characterizing acute infection.
After 14 days in hospital, there was no improvement in the appearance of the lymph node on the left
epicondyle when antibiotics were used, only after local drainage, corroborating the confirmation of
CMV. Subsequently, he continued to be followed up as an outpatient with symptomatic drugs and his
symptoms have resolved. DISCUSSION: Mostly, CMV infection, when symptomatic, presents with
a mononucleosis-like syndrome, with prolonged fever, sweating, myalgia, hepatomegaly, exanthema,
adenomegaly and lymphocytosis. The presence of lymph node enlargement is more common in the
cervical region and rarer in the epitrochlear region. The presentation of lymphadenitis, which consists
not only of enlarged lymph nodes, but also their inflammation, causing edema, pain, heat and redness,
is rare in cytomegalovirus. In addition, lymphadenitis can lead to abscesses, with collections of pus.
Research involving the finding of lymphadenitis in CMYV is scarce and the frequency of this finding is
unknown. It is believed that lymph node inflammation in CMV occurs in both immunocompromised
and immunocompetent patients. Thus, the presence of CMV infection with a predominance of
lymphadenitis is a factor that can make the search for a diagnosis a challenge, as it differs from the
usual findings.

Keywords: Cytomegalovirus. Diagnosis. Lymphadenite.
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INTRODUGAO: A sindrome coronariana aguda (SCA) é uma das principais causas de morbimortalidade na
populagio idosa. Diante disso, ¢ de suma importincia estimar o risco de evolugio adversa dos pacientes idosos com
suspeita de SCA. Dentre os vdrios instrumentos propostos para se avaliar o risco cardiovascular nesses pacientes,
o escores Global Registry of Acute Coronary Events (GRACE) e Thrombolysis in Myocardial Infarction (TIMI) tém
sido utilizados na prdtica clinica como uma estratégia rdpida, vélida e confidvel. Entretanto, poucos estudos tém
investigado a relagdo direta desses escores com varidveis clinicas relevantes tais como idade, pressio arterial e dados
laboratoriais. Do conhecimento dos autores, esse ¢ o primeiro estudo a investigar a relagio dos escores GRACE/
TIMI com parimetros clinicos em idosos com suspeita de SCA. OBJETIVO: Verificar a correlagio dos escores de
risco cardiovascular GRACE/ TIMI com parametros clinicos em pacientes idosos com suspeita de SCA. METODO:
Estudo observacional transversal que incluiu por conveniéncia uma amostra de 104 pacientes idosos (=60 anos) com
suspeita de SCA admitidos no Servigo de Cardiologia do Hospital Ibiapaba em Barbacena-MG. Os dados foram
coletados por meio de um questiondrio multidimensional entre os meses de setembro/2021 e setembro/2022. Foram
incluidos pacientes adultos de ambos os sexos com suspeita de SCA, cujos prontudrios contivessem informagoes
necessdrias para aplicacio dos escores de risco cardiovascular GRACE/ TIMI. Foram excluidos pacientes com infarto
agudo do miocdrdio que apresentassem supradesnivelamento do segmento ST, devido a necessidade de intervengio
hemodinimica imediata. Os escores GRACE e TIMI variam entre 0—7 ¢ 0-266 pontos, respectivamente. Quanto
maior a pontuagdo, maior o risco cardiovascular. O coeficiente de Spearman foi utilizado para avaliar a correlagio
de ambos os escores com os seguintes parAmetros clinicos: idade (anos), Classe Killip (I-1V), pressao arterial sistolica-
PAS e diastdlica-PAD (mmHg), frequéncia cardiaca-FC (bpm) e creatinina sérica (mg/dL). O estudo foi aprovado
pelo Comité de Etica em Pesquisa da Faculdade de Medicina de Barbacena (parecer-4.883.660). RESULTADOS:
A maioria dos participantes era do sexo masculino (63,5%). A média de idade foi de 69,3%6,6 (variando entre 60
€ 92) anos. Para o escore GRACE, foram obtidas as seguintes correlagdes significativas: positivas e moderadas com
idade (0,43), Classe Killip (0,54) e FC (0,50); positiva e fraca com creatinina sérica (0,34); e negativa e fraca com
PAS (-0,25) (Quadro 1a). Para o escore 7/MI, foram obtidas as seguintes correlagoes significativas: positivas e fracas
com idade (0,24) e PAD (0,30) (Quadro 1b). Conclusio: Os achados do presente estudo evidenciam a importancia
de se conduzir de forma cuidadosa a propedéutica semioldgica e laboratorial de pacientes idosos com suspeita de
SCA. Destaca-se a relagao do escore GRACE com a grande maioria dos parimetros clinicos investigados, sobretudo,
idade, Classe Killip e FC. Médicos devem estar muito atentos quando esses parimetros sao/estio aumentados em
pacientes idosos com suspeita de SCA. O escore 7M1 parece ter uma relagdo incerta com os pardmetros clinicos
aqui avaliados. Estudos longitudinais futuros sao necessdrios para corroborar a associacao entre o escore GRACE e
varidveis semioldgicas e laboratoriais que sdo de uso clinico rotineiro em idosos com suspeita de SCA.
Palavras-chave: Risco Cardiovascular. Sindrome Coronariana Aguda. Idoso.

Quadro 1. Correlagdo dos escores de risco cardiovascular GRACE e TIMI
com parametros clinicos em uma amostra de pacientes idosos com suspeita
de sindrome coronariana aguda (n=104).

a) GRACE Correlacio de Spearman (rfio)
vs Fraca Moderada Forte 2
Parametro (0,00-0,39) | (0.40-0,69) (=0,70)
Idade - 043 — <0,001°
Classe Killip - 0.54 — <0.001
PAS -0.25 - = 0,012*
PAD -0,10 - - 0,308
FC 0,50 - <0.001"
Creatinina sérica 0,34 - - 0,001°
b) TIMI
s
Parimetro
Idade 0.24 = - 0,013"
Classe Killip 0,13 - - 0,205
PAS 0,18 - - 0,061
PAD 0,30 — = 0,002°
FC 0,15 - - 0,119
Creatinina sérica 0.16 - - 0.115
GRACE: Global Registry of Acute Coronary Events; PAS: pressiio arterial sistolica; PAD:
pressdo arterial diastélica; FC: frequéneia cardiaca; TIMI: Thrombolysis In Myocardial
Ilnfarction, "p<0,05
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CORRELATION BETWEEN TWO CARDIOVASCULAR RISK
SCORES AND CLINICAL PARAMETERS IN OLDER ADULTS WITH
SUSPECTED ACUTE CORONARY SYNDROME

Juliano Bergamaschine Mata Diz' , Andréia de Fitima Gongalves Quintao ! ,
Ricardo Bageto Vespoli ! , TAnia Maria Gongalves Quintio Santana'

' Faculdade de Medicina INTRODUCTION: Acute coronary syndrome (ACS) is one of the main causes of morbidity and mortality in the
de Barbacena. Barbacena, older population. In this sense, it is extremely important to estimate the risk of adverse outcomes in older patients
with suspected ACS. Among the various instruments proposed to assess cardiovascular risk in these patients, the
Global Registry of Acute Coronary Events (GRACE) and Thrombolysis in Myocardial Infarction (TIMI) scores
have been used in clinical practice as a quick, valid, and reliable strategy. However, few studies have investigated

. the direct relationship of these scores with relevant clinical variables such as age, blood pressure and laborato
COI‘l‘CSp Ondlng author: data. To the authors' inowledge, this is the first study to investigate the relationsﬁip betwee[r)l GRACE/TIMI scor?s]
]uliano Bergamaschine and clinical parameters in older adults with suspected ACS. OBJECTIVE: To verify the correlation of GRACE/
Mata Diz. F-mail: TIMI cardiovascular risk scores with clinical parameters in older patients with suspected ACS. METHOD: Cross-

Lo . ) sectional observational study that included a convenience sample of 104 older patients (=60 years) with suspected

)UhaHOdlZ@gmall-Com ACS admitted to the Cardiology Service of Hospital Ibiapaba in Barbacena-MG. Data were collected through a
multidimensional questionnaire between the months of September/2021 and September/2022. Adult patients of
both sexes with suspected ACS who contained information necessary to apply the GRACE/TIMI cardiovascular
risk scores in their medical records were included. Patients with acute myocardial infarction who presented with ST-
segment elevation were excluded, due to the need for immediate hemodynamic intervention. GRACE and TIMI
scores range between 0~7 and 0-266 points, respectively. The higher the score, the greater the cardiovascular risk.
The Spearman coefficient was used to evaluate the correlation of both scores with the following clinical parameters:
age (years), Killip Class (I-IV), systolic blood pressure-SBP and diastolic blood pressure-DBP (mmHg), heart
rate-HR (bpm) and serum creatinine (mg/dL). The study was approved by the Research Ethics Committee of the
Faculdade de Medicina de Barbacena (parecer-4.883.660). RESULTS: The majority of participants were male
(63.5%). The mean age was 69.3+6.6 (ranging between 60 and 92) years. For the GRACE score, the following
significant correlations were obtained: positive and moderate with age (0.43), Killip Class (0.54) and HR (0.50);
positive and weak with serum creatinine (0.34); and negative and weak with SBP (-0.25) (Table 1a). For the TIMI
score, the following significant correlations were obtained: positive and weak with age (0.24) and DBP (0.30)
(Table 1b). CONCLUSION: The findings of the present study highlight the importance of carefully conducting
semiological and laboratory investigations of older patients with suspected ACS. The relationship between the
GRACE score and most clinical parameters investigated stands out, especially age, Killip Class and HR. Physicians
should be very alert when these parameters are increased in older patients with suspected ACS. The TIMI score
appears to have an uncertain relationship with the clinical parameters evaluated here. Future longitudinal studies
are needed to corroborate the association between the GRACE score and semiological and laboratory variables that
are in routine clinical use in older adults with suspected ACS.
Keywords: Cardiovascular Risk. Acute Coronary Syndrome. Aged.
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Quadro 1. Correlagdo dos escores de risco cardiovascular GRACE e TIMT
com parametros clinicos em uma amostra de pacientes idosos com suspeita
de sindrome coronariana aguda (n=104).

a) GRACE Correlacio de Spearman (riz0)
vs Fraca Moderada Forte P
Parimetro (0,00-0,39) | (0,40-0,69) (=0,70)
Idade = 0,43 — <0,001"
Classe Killip = 0,54 = <0,001°
PAS -0,25 = = 0,012°
PAD -0.10 = = 0,308
EE 0,50 — <0,001"
Creatinina sérica 0,34 = - 0,001"
b) TIMI
vs
Parimetro
Idade 0,24 = = 0,013"
Classe Killip 0,13 = = 0,205
PAS 0,18 = = 0,061
PAD 0,30 = = 0,002*
EC 0,15 = = 0,119
Creatinina sérica 0,16 — e 0,115
GRACE: Global Registry of Acute Coronary Events; PAS: pressdo arterial sistolica; PAD:
pressdo arterial diastolica; FC: frequéncia cardiaca; TIMI: Thrombolysis In Myocardial
Infaretion; “p<0,05
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INTRODUGAO: A dacriocistite aguda consiste na inflamagio do saco lacrimal devido 4 obstrugio
da via de drenagem e consequente oclusio do canaliculo comum. A causa da obstrugio pode
ser primdria, definida por etiologia idiopdtica, ou secunddria, devido & infec¢des, inflamagées,
traumatismos, neoplasias e iatrogenias. Os agentes etioldgicos mais frequentes sio: Staphylococcus
aureus, Streptococcus beta-hemolitico, Pneumococcus e Haemophilus influenzae. Além disso, possui maior
incidéncia em mulheres ¢ caucasianas, fatores relacionados com o didmetro menor do canal dsseo
do ducto nasolacrimal. Nesse cendrio, visto que ¢ considerada como uma urgéncia oftalmoldgica, se
faz necessdrio o seu correto manejo e o tratamento adequado, considerando as opgdes terapéuticas.
APRESENTACAO DO CASO: Paciente do sexo feminino, 39 anos, comparece 4 unidade basica
de satde (UBS) com queixa de edema periorbital unilateral hd 4 dias, acompanhado de dor, eritema
e prurido (Figura 1). Nega alergias e comorbidades. Suspeitando-se de um quadro de blefarite,
foi prescrito antibioticoterapia com doxicilina 100 mg, de doze em doze horas, por quatorze dias
¢ orientado a realizagio de compressas mornas no local. Apds um més, a paciente retornou a UBS
relatando a recorréncia do quadro, complicado com celulite pré-septal no olho direito (Figura 2).
Desse modo, foi necessdrio encaminhar a paciente para o centro oftalmoldgico de referéncia para
realizacio de exames direcionados. Através da tomografia computadorizada (T'C) com contraste das
érbitas e seios da face foi feito o diagndstico de dacriocistite aguda. O tratamento foi transformado
para amoxicilina com clavulanato de potdssio 875 + 125 mg, de oito em oito horas por dez dias,
tendo a paciente apresentado evolugio satisfatéria (Figura 3). DISCUSSAO: Clinicamente, o paciente
acometido por essa patologia apresenta um quadro de inflamagio intensa acometendo a regido do saco
lacrimal, comumente unilateral. Cursa com edema indolor no canto medial, tumefagio e dor local,
acompanhada ou nio de saida de secre¢io mucdide ou purulenta pelos pontos lacrimais. Ademais,
pode haver queixa de turvagio visual devido ao aumento da espessura do filme lacrimal. O diagndstico
¢ clinico, no entanto a literatura orienta considerar TC em casos graves e atipicos. J4 o diagndstico
diferencial se faz com abscessos cutaneos, etmoidite anterior aguda, dacriolitiase ¢ mucocele de saco
lacrimal. O tratamento ¢ feito com antibidticos sistémicos para combater bactérias gram-positivas, tais
como amoxicilina com clavulanato em casos afebris e cefuroxima venosa em casos febris e mais graves.
Deve-se considerar o uso de analgésicos e compressas mornas para auxiliar na drenagem do abscesso
que se forma no saco lacrimal. Obrigatoriamente indica-se dacriocistorrinostomia apds a regressio da
inflamacao aguda, porém nio ¢é indicada de cardter emergencial.

Palavras-chave: Dacriocistite aguda. Celulite Pré-septal. Doengas do aparelho lacrimal. Obstrugao
dos ductos lacrimais.

Figura 1: Apresentacao inicial do quadro.
Figura 2: Recorréncia complicada com celulite pré-septal.
Figura 3: Resolucio do quadro.
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ACUTE BACTERIAL DACRIOCYSTITIS: A CASE REPORT

Ana Clara Martins Quirino! , Tamara Lacerda Mesquita , Bruno Eduardo Freitas Gontijo®

' Faculdade de Medicina INTRODUCTION: Acute dacryocystitis consists of the inflammation of the lacrimal sac due to obs-
de Barbacena. Barbacena,  truction of the drainage pathway and consequent occlusion of the common canaliculus. The cause of
Minas Gerais - Brasil  obstruction can be primary, defined by idiopathic etiology, or secondary, due to infections, inflamma-
2 Universidade de Ttatina,  tion, trauma, neoplasms and iatrogenesis. The most common etiological agents are: Staphylococcus
aureus, beta-hemolytic Streptococcus, Pneumococcus and Haemophilus influenzae. Furthermore, it has a
higher incidence in women and Caucasians, factors related to the smaller diameter of the nasola-
crimal duct bone canal. In this scenario, since it is considered an ophthalmological emergency, its
correct management and appropriate treatment are necessary, considering the therapeutic options.
Corresponding author: CASE REPORT: Female patient, 39 years old, presents to the basic health unit (UBS) complaining
Ana Clara Martins  ©f unilateral periorbital edema for 4 days, accompanied by pain, erythema and itching (Figure 1).
.. . Denies allergies and comorbidities. Suspecting a case of blepharitis, antibiotic therapy with 100 mg of
Quirino. E-mail: doxycillin was prescribed, every twelve hours, for fourteen days and advised to apply warm compresses
anaclaraquirino00@gmail. o the area. After a month, the patient returned to the UBS reporting a recurrence of the condition,
com complicated by preseptal cellulitis in the right eye (Figure 2). Therefore, it was necessary to refer the
patient to the reference ophthalmological center for targeted examinations. Using contrast-enhanced
computed tomography (CT) of the orbits and sinuses, the diagnosis of acute dacryocystitis was made.
Treatment was changed to amoxicillin with potassium clavulanate 875 + 125 mg, every eight hours
for ten days, with the patient showing satisfactory evolution (Figure 3). DISCUSSION: Clinically, the
patient affected by this pathology presents with intense inflammation affecting the lacrimal sac region,
commonly unilateral. It presents with painless edema in the medial corner, swelling and local pain,
accompanied or not by the release of mucoid or purulent secretion through the tear points. Further-
more, there may be complaints of blurred vision due to the increase in the thickness of the tear film.
The diagnosis is clinical, however the literature recommends considering CT in severe and atypical
cases. The differential diagnosis is made with skin abscesses, acute anterior ethmoiditis, dacryolithiasis
and lacrimal sac mucocele. Treatment is with systemic antibiotics to combat gram-positive bacteria,
such as amoxicillin with clavulanate in afebrile cases and intravenous cefuroxime in febrile and more
severe cases. Consideration should be given to the use of analgesics and warm compresses to help drain
the abscess that forms in the lacrimal sac. Dacryocystorhinostomy is mandatory after the regression of

acute inflammation, but it is not indicated as an emergency.

Itatina, Minas Gerais —
Brasil

Keywords: Acute dacryocystitis. Pre-septal cellulitis. Diseases of the lacrimal apparatus. Obstruction
of the tear ducts.

Figure 1: Initial presentation of the case.
Figure 2: Recurrence complicated with preseptal cellulitis.
Figure 3: Resolution.
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INTRODU(;AO: A polipose nasal se define por uma doenca cronica inflamatéria, que gera maltiplos
polipos, sendo em sua maioria benignos, indolores e bilaterais, que se originam da mucosa nasal ¢ seios
paranasais. Apresenta-se com supetficie brilhante, semi translicida e de contetido gelatinoso. Possui
causa multifatorial e controversa, mas estudos relatam que em sua fisiopatologia, caracteriza-se por um
desequilibrio entre o individuo e sua resposta imune e inflamatdria, somando-se a fatores ambientais,
genéticos e microbianos, muitas vezes apés uma infecgio inicial. Os pacientes acometidos apresentam
clinicamente obstrucdo, congestio e rinorreia nasal, além de hiposmia ou anosmia. O tratamento
objetiva eliminar sintomas e os pélipos, melhorando a respiragio e olfato do paciente com intervengio
farmacoldgica e/ou cirtrgica, incluindo corticoides tépicos e sistémicos, antibidticos, anti-histaminicos,
antileucotrienos (ALT) e antifungicos. RELATO DE CASO: Paciente sexo masculino, 34 anos,
procurou otorrinolaringologista queixando de obstrugio nasal, rinorreia, hiposmia e rinossinusites de
repeticio, sendo persistente e refratdrio a tratamentos medicamentosos. Nega tabagismo, etilismo, sem
comorbidades e quadros semelhantes na familia. Na rinoscopia anterior foi observada a presenca de
uma massa tumoral a direita, extravasando o vestibulo nasal, e a esquerda a presenca de massa tumoral
que invadia a 4drea 1 nasal, impossibilitando a realizacdo da nasofibroscopia, optando-se por realizar
uma tomografia computadorizada da face indicando velamento total de fossas nasais e seio maxilar
esquerdo e parcial direito, com sinusopatia e alteragées compativeis com polipose nasossinusal, além de
oroscopia sem nenhum achado. Feita a hipétese diagndstica de polipose nasossinusal, com indicagio de
remogio cirtrgica, pois o paciente ja havia realizado tratamentos ambulatoriais anteriormente, mas sem
melhora clinica. Foram realizados procedimentos cirtrgicos de polipectomia bilateral, sinusectomia e
turbinectomia. Foi necessdria a utilizacdo de tampao com gaze embebida em pomada Hipoglés por
24 horas. Acompanhamento continuo e uso de corticoide topico nasal. H4 chances de recidiva do
quadro. DISCUSSAO: A polipose difusa ou polipose nasossinusal afeta todos os scios da face, ao
contrério do pélipo nasal tnico, que é bem delimitado, a malignizacio da patologia ¢ rara, sendo mais
comum quando se apresenta em pdlipo nico. Apresenta prevaléncia de 1 a 4% na populagio geral,
afetando majoritariamente homens e adultos. As queixas do paciente devem ser foco de investigacio,
como rinossinusites de repeticdo, pois sio fatores de risco para pdlipos e interferirem na qualidade
de vida do individuo. A tomografia computadorizada ¢ o exame de escolha, pois aponta de forma
fidedigna a extensio dos seios paranasais comprometida. CONCLUSAO: A polipose nasal, impacta
diretamente na qualidade de vida do paciente, devido sua sintomatologia nasal, que limita a satde
fisica, mental e social do individuo, como exposto no relato de caso, evidenciando a necessidade de
diagndstico e tratamento eficientes, que colaborem para um bom progndstico, minimizando assim
evolugoes desfavordveis.

Palavras-chave: Polipose nasal. Polipectomia. Rinossinusite.
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Polipose nasossinusal: um relato de caso REVISTA MEDICA DE MINAS GERAIS

Imagem 01 - Mdltiplos pdlipos retirados da cavidade nasal do paciente apés polipectomia bilateral.

Imagem 02 — Tomografia computadorizada evidenciando obstrucio em cavidade nasal.

Imagem 03 — Tomografia computadorizada evidenciando obstrugio em seios maxilares.
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INTRODUCTION: Nasal polyposis is defined as a chronic inflammatory disease, which generates
multiple polyps, most of which are benign, painless and bilateral, which originate from the nasal mu-
cosa and paranasal sinuses. It has a shiny, semi-translucent surface and a gelatinous content. It has a
multifactorial and controversial cause, but studies report that its pathophysiology is characterized by
an imbalance between the individual and their immune and inflammatory response, combined with
environmental, genetic and microbial factors, often after an initial infection. Affected patients clinically
present with obstruction, congestion and nasal rhinorrhea, in addition to hyposmia or anosmia. Tre-
atment aims to eliminate symptoms and polyps, improving the patient's breathing and sense of smell
with pharmacological and/or surgical intervention, including topical and systemic corticosteroids, an-
tibiotics, antihistamines, antileukotrienes (ALT) and antifungals. CASE REPORT: Male patient, 34
years old, sought an otorhinolaryngologist complaining of nasal obstruction, rhinorrhea, hyposmia and
recurrent rhinosinusitis, which was persistent and refractory to drug treatments. During anterior rhi-
noscopy, the presence of a tumoral mass was observed on the right, extending beyond the nasal vesti-
bule, and on the left, the presence of a tumoral mass that invaded the nasal area 1, making it impossible
to perform nasofibroscopy. total covering of the nasal cavities and left and partial right maxillary sinus,
with sinusopathy and changes compatible with sinonasal polyposis, in addition to oroscopy without
any findings. The diagnostic hypothesis of sinonasal polyposis was made, with indication of surgical
removal, as the patient had already undergone treatments outpatients previously, but without clinical
improvement. Surgical procedures of bilateral polypectomy, sinusectomy and turbinectomy were per-
formed. It was necessary to use a gauze pad soaked in Hipoglés ointment for 24 hours. Continuous
monitoring and use of topical nasal corticosteroids. There is a chance of recurrence. DISCUSSION:
Diffuse polyposis or sinonasal polyposis affects all the sinuses of the face, unlike a single nasal polyp,
which is well delimited, malignancy of the pathology is rare, being more common when it presents as a
single polyp. It has a prevalence of 1 to 4% in the general population, mainly affecting men and adults.
The patient's complaints should be the focus of investigation, such as recurrent rhinosinusitis, as they
are risk factors for polyps and interfere with the individual's quality of life. Computed tomography is
the test of choice, as it reliably indicates the affected extent of the paranasal sinuses. CONCLUSION:
Nasal polyposis directly impacts the patient's quality of life, due to their nasal symptoms, which limit
the individual's physical, mental and social health, as explained in the case report, highlighting the
need for efficient diagnosis and treatment, which collaborate for a good prognosis, thus minimizing
unfavorable developments.

Keywords: Nasal polyposis. Polypectomy. Rhinosinusitis.
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Nasosinusal polyposis: a case report

Image 01 - Multiple polyps removed from the patient's nasal cavity after bilateral polypectomy.

Image 02 — Computed tomography showing obstruction in the nasal cavity.

Image 03 — Computed tomography showing obstruction in the maxillary sinuses.
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INTRODUGCAO: O hemiespasmo facial é caracterizado por contracées ténico-clnicas involuntarias
que, na maioria das vezes, ocorrem por compressio mecinica da raiz do nervo facial ipsilateral. Os
espasmos persistem durante o sono, podem ser desencadeados pelos movimentos da face e exacerbados
por alteragoes psiquicas como ansiedade. RELATO DE CASO: Paciente de 72 anos, sexo masculino,
relata que hd 12 anos apresentou espasmos em musculos da face, mandibula e regido cervical, do lado
direito, levando a alteracoes funcionais como a apraxia ocular unilateral. Os episédios aumentavam sua
frequéncia e intensidade devido a quadros de labilidade emocional do tipo ansiedade. H4 2 anos iniciou
tratamento com toxina botulinica do tipo A, em aplicacdes trimestrais, nos musculos orbicular dos olhos,
orbicular da boca, risério, zigomitico, platisma e frontal, e ocorreu melhora significativa dos espasmos
com o tratamento farmacolégico injetdvel. DISCUSSAQ: Descrito pela primeira vez por Campbell e
Keedy em 1947, o hemiespasmo facial ocorre pela compressio de estruturas vasculares, como o nervo
facial. Seu diagndstico ¢ primariamente clinico, o aparecimento dos sintomas ocorre de forma gradual
e comumente a identifica¢do ¢ feita retroativamente, 2 medida que as manifestacoes clinicas avangam
e interferem nas atividades cotidianas. Estes sintomas podem ser agravados por fatores ambientais
como luz, estresse e interagdes sociais. Terapias alternativas estio disponiveis, mas a toxina botulinica
¢ considerada o tratamento preferencial dessa patologia. Dessa forma, conclui-se que, o espasmo
facial unilateral é caracterizado por contragoes faciais involuntdrias decorrentes, principalmente, da
compressio do nervo facial. O relato de caso destaca a eficdcia do tratamento com a toxina botulinica
tipo A, melhorando os espasmos e as fungoes faciais. O diagndstico clinico, quando feito precocemente,
e o tratamento adequado podem aliviar significativamente os sintomas, melhorando a qualidade de
vida dos pacientes. Pesquisas continuas e terapias inovadoras podem contribuir para uma gestio mais
eficaz dessa condigao neuromuscular.

Palavras-chave: Hemiespasmo facial. Toxina botulinica tipo A. Apraxia ocular.
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Relato de caso: hemiespasmo facial REVISTA MEDICA DE MINAS GERAIS
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Imagem 1 — face direita comprometida
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Imagem 2 — face esquerda preservada
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Figura 1 - locais de aplicagdo da toxina botulinica do tipo A (no paciente a aplicagao foi feita apenas nos musculos do lado direito)
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INTRODUCTION: The facial hemiespasm is characterized by involuntary tonic-clonic contractions
which, in a majority of times, occur by mechanical compression of the root of the ipsilateral facial nerve.
Espasms continue during sleep, may be triggered by facial movements and exacerbated by psychic
alterations such as anxiety. CASE REPORT: 72 years old male patient claims that, 12 years ago,
presented espasms in facial muscles, jaw and cervical region, on the right side only, which culminated
in functional alterations such as unilateral oculomotor apraxia. The episodes increased in frequency and
intensity due to emotional lability, namely anxiety. 2 years ago, initiated treatment with botulinum
toxin type A to be applied on each trimester, in the following muscles: orbicularis oculi, orbicularis
oris, risorius, zygomaticus, platysma and frontalis. Occurred significant improvement of the espasms
following the implementation of injectable pharmacological treatment. DISCUSSION: Described for
the first time by Campbell and Keedy in 1947, the facial hemiespasm happens by the compression of
vascular structures, such as the facial nerve. The diagnosis is primarily clinical, with symptoms appearing
in a gradual way; it is common for identification to be made retroactively, as clinical manifestations
advance and start to interfere on daily activities. The symptoms can be aggravated by environmental
factors such as light, stress and social interactions. Some alternative therapies are available, but
botulinum toxin is considered to be the preferential treatment for the condition. Therefore, it can be
concluded that unilateral facial espasm is characterized by involuntary facial contractions which are a
primary result of the facial nerve compression. This case report highlights the efficiency of the treatment
with botulinum toxin type A, showing improvement of the espasms and facial functions. The clinical
diagnosis, when it is made prematurely, alongside adequate treatment, can significantly aliviate the
symptoms, improving the patient’s quality of life. Continuous research and inovative therapies can
contribute to a more efficient handling of this neuromuscular condition.

Keywords: Facial hemiespasm. Botulinum toxin type A. Oculomotor apraxia.
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Case report: facial hemiespasm
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Image 2 — preserved left side of the face
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Picture 1 - sites of application of botulinum toxin type A
(in the aforementioned patient, the injections were made on the right side muscles only)
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INTRODUQAO: A sindrome de Sjogren-Larsson ¢ uma doenga neurocutinea autossdmica recessiva
com 100% de penetrancia provocada por um erro inato do metabolismo da oxidagio de dlcool graxo,
devido a deficiéncia da nicotinamida-adenina dinucleotideo oxidorredutase. O processo de mieliniza-
¢ao neuronal é incompleto, envolvendo principalmente o corpo caloso e o tronco cerebral, tendo uma
incidéncia de 1:1.100.000, acometendo mais caucasianos e sem prevaléncia entre os sexos. A clinica se
d4 pela trfade cldssica, caracterizada por ictiose congénita, tetraplegia/paraplegia e prejuizo cognitivo,
podendo se associar com outras manifestagoes clinicas. O objetivo deste trabalho é relatar o caso de um
paciente portador de Sindrome de Sjogren-Larsson, a fim de tornar essa condi¢ao rara mais conhecida
na drea médica e instigar a realizacio de um diagnéstico precoce. RELATO DE CASO: Paciente, sexo
masculino de 26 anos, diagnosticado com sindrome de Sjogren Larsson apés nascimento, apresenta-se
ao ambulatério de neurologia com prejuizo cognitivo, grande comprometimento da fala, diplegia es-
pastica de membros inferiores e hiperreflexia global, associado a clonus inesgotdvel bilateral. Apresenta
epilepsia do tipo focal disperceptiva com generalizagio secunddria de inicio na infincia, com ultima
crise sendo desencadeada por fotofobia. Atualmente controlado com anticonvulsivante, barbittrico,
antiepiléptico, vitamina B e C e acompanhamento multiprofissional. Ao exame apresenta ictiose vulgar
congénita, com pele dspera e descamativa, doen¢a também presente em parente de segundo grau, diple-
gia de membros inferiores, com retracio fibrotendinea, hipotrofia muscular impedindo a deambulacio,
bradicinesia eldstica, com “sinal do canivete”. Possui também constipagio, episodios de hipoglicemia,
prostragio e lesdo axilar recorrente e diminuigio da acuidade visual, devido a maculopatia cristalina.
DISCUSSAO: A sindrome de Sjogren-Larsson, além da triade cldssica, pode se associar com diferen-
tes doencas, piorando o progndstico, fazendo necessdrias intervengoes médicas periddicas. A doenca
também se manifesta com sindrome piramidal e espasticidade, principalmente em membros inferiores,
epilepsia, fotofobia, diminuicio da acuidade visual e a maculopatia cristalina, como presentes neste
paciente, que também apresenta baixa estatura, hipertelorismo, diastema e cifoescoliose, fatores ca-
racteristicos da sindrome que comprometem gravemente a qualidade de vida. O diagndstico deve ser
precoce e depende da atuagio de uma equipe multidisciplinar, sendo confirmado pela presenca da
triade, exame de fundo de olho e andlise enzimdtica, evidenciando a deficiéncia da enzima aldeido graxo
desidrogenase. Trata-se de uma doenca cronica, devendo obter tratamento precoce baseado no controle
sintomatoldgico. Para o acometimento cutineo, sio usados retindides orais e cremes a base de ureia, ji
a espasticidade é abordada com cirurgias, injegoes de toxinas botulinicas e baclofeno oral ou intratecal.
Além disso, deve haver uma atengao com as doencas associadas, como a epilepsia, j& que a Sindrome de
Sjogren-Larsson faz parte de um importante diagndstico diferencial com a paralisia cerebral. Trata-se
de uma afec¢io que necessita ter suas caracteristicas clinicas mais difundidas na drea médica e o conhe-
cimento da sua associagio com outros diagnésticos para que haja um tratamento precoce, como forma

de aumentar a expectativa e melhorar a qualidade de vida do paciente.
Palavras-chave: Sindrome de Sjogren Larsson. Doenga neurocutinea. Ictiose congénita. Epilepsia.

Figuras 1, 2 e 3: Ictiose congénita em membro superior direito, orelha direita e membro inferior
esquerdo.
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INTRODUCTION: Sjégren-Larsson syndrome is an autosomal recessive neurocutaneous disease with
100% penetrance caused by an inborn error of fatty alcohol oxidation metabolism, due to nicotinamide-
adenine dinucleotide oxidoreductase deficiency. The process of neuronal myelination is incomplete,
mainly involving the corpus callosum and the brain stem, with an incidence of 1:1,100,000, affecting
more Caucasians and with no prevalence between the genders. The clinical condition is characterized
by the classic triad, characterized by congenital ichthyosis, tetraplegia/paraplegia and cognitive
impairment, which may be associated with other clinical manifestations. The objective of this work
is to report the case of a patient with Sjogren-Larsson Syndrome, in order to make this rare condition
better known in the medical field and encourage early diagnosis. CASE REPORT: A 26-year-old male
patient, diagnosed after birth with Sjogren Larsson syndrome, presented to the neurology outpatient
clinic with cognitive impairment, severe speech impairment, spastic diplegia of the lower limbs and
global hyperreflexia, associated with bilateral inexhaustible clonus. He presents focal dysperceptive
epilepsy with secondary generalization that begins in childhood, with the last seizure being triggered
by photophobia. Currently controlled with anticonvulsants, barbituric, antiepileptic, vitamin B and
C and multidisciplinary treatment. On examination, he presents congenital ichthyosis vulgaris, with
rough and scaly skin, a disease also present in a second-degree relative, diplegia of the lower limbs,
with fibrotendinous retraction, muscular hypotrophy preventing walking, elastic bradykinesia, with
“penknife sign”. He also has constipation, episodes of hypoglycemia, prostration and recurrent axillary
lesion and decreased visual acuity, due to crystalline maculopathy. DISCUSSION: Sjogren-Larsson
syndrome, in addition to the classic triad, can be associated with different diseases, worsening the
prognosis, making periodic medical interventions necessary. The discase also manifests itself with
pyramidal syndrome and spasticity, mainly in the lower limbs, epilepsy, photophobia, decreased
visual acuity and crystalline maculopathy, as present in this patient, who also presents short stature,
hypertelorism, diastema and kyphoscoliosis, characteristic factors of the syndrome, that seriously
compromise quality of life. The diagnosis must be early and depends on the work of a multidisciplinary
team, being confirmed by the presence of the triad, fundus examination and enzymatic analysis,
highlighting the deficiency of the enzyme fatty aldehyde dehydrogenase. It is a chronic disease and
requires early treatment based on symptom control. For cutaneous involvement, oral retinoids and
urea-based creams are used, while spasticity is addressed with surgery, injections of botulinum toxins
and oral or intrathecal baclofen. Furthermore, attention must be paid to associated diseases, such as
epilepsy, as Sjogren-Larsson Syndrome is part of an important differential diagnosis with cerebral palsy.
It is a condition that needs to have its clinical characteristics more widespread in the medical field and
knowledge of its association with other diagnoses so that there is early treatment, as a way of increasing
expectations and improving the patient's quality of life.

Keywords: Sjégren-Larsson syndrome. Neurocutaneous disease. Congenital ichthyosis. Epilepsy.

Figures 1, 2 e 3: : Ictiose congénita em membro superior direito, orelha direita e membro inferior
esquerdo
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INTRODUGCAO: As lesoes do manguito rotador representam uma causa comum de dor e disfungio
do ombro, afetando significativamente a qualidade de vida, podendo ser, principalmente por trauma ou
degeneragio dos tendées. O manguito rotador é composto por quatro musculos, sendo: supraespinhal,
infraespinhal, subescapular ¢ redondo menor, responsdveis pela estabilidade ¢ mobilidade do ombro.
Nesse relato de caso, serd analisado o manejo de uma paciente idosa submetido 2 artroscopia, devido a
degeneragio cronica do manguito rotador. RELATO DE CASO: Mulher, 67 anos, queixava-se de dor
em ombro esquerdo iniciado a cerca de 3 (trés) meses, principalmente noturna, que a impossibilitava
realizar atividades didrias que necessitavam de elevacio do MMSS. Relata uso de antinflamatérios
nio esteroidais (AINES) e analgésicos para alivio da dor e incoémodo, sem sucesso. Descreveu uma
lesdo nodular em regido anterior de ombro esquerdo, que apareceu sucessivamente a dor. Em exame
fisico apresentava teste de Jobe positivo, teste de Patte positivo, teste de Gerber negativo e teste de
Neer positivo. Paciente hipertensa, apresentando também hipotireoidismo e insonia. Realizada
ressonincia magnética do ombro esquerdo que evidenciava tendinopatia supra e infraespinhal com
rotura parcial transfixante em toda espessura na transi¢io supra/infra. Foi submetida a artroscopia
do ombro esquerdo, com reparo labral e capsuloplastia térmica, tenotomia do biceps e tenodese com
técnica de Rocambole, além do reparo do tendio supra e infraespinhal com 2 (duas) 4ncoras montadas
de titAnio e 2 pontos de Mason-Allen. Paciente estdvel em sala de recuperagio pds-anestésica, com
curativo limpo e seco, sem déficits, com alta no mesmo dia. Recebeu Cefalexina 1g para profilaxia de
infeccoes e 4 (quatro) semanas de uso de tipoia, em conjunto com acompanhamento com a fisioterapia.
DISCUSSAO: A sindrome do manguito rotador ¢ uma condigio muito comum na rotina de um
médico ortopedista. Lesoes repetitivas, envelhecimento, trauma agudo e fatores anatémicos so fatores
causais. O tratamento se baseia em fisioterapia, AINES, analgésicos, injecoes de corticosteroides em
espaco sinovial e, em casos mais graves, artroscopia do ombro danificado. As ancoras de titAnio presas
com 2 (dois) pontos de Mason-Allen proporcionam ao paciente uma fixagao mais segura, mais forca e
estabilidade devido a resisténcia do material e menos reacio adversa gracas a sua biocompatibilidade.
CONCLUSAOQ: Com isso, consegue-se dizer que para melhor qualidade de vida do paciente, melhor
progndstico, as lesdes parciais de manguito rotador refratdrias a tratamento medicamentoso, serdo
submetidas a artroscopia do ombro.

Palavras-chave: Artroscopia. Manguito rotador. Ombro. Mason-Allen.
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INTRODUCTION: Rotator cuff injuries are a common cause of pain and dysfunction in the
shoulder, significantly affecting quality of life. These injuries often result from trauma or tendon
degeneration. The rotator cuff consists of four muscles: supraspinatus, infraspinatus, subscapularis,
and teres minor, which are responsible for shoulder stability and mobility. This case report analyzes
the management of an elderly patient who underwent arthroscopy due to chronic degeneration of the
rotator cuff. CASE REPORT: A 67-year-old woman complained of pain in her left shoulder, which
started about three months ago, particularly at night, severely hindering her ability to perform daily
activities that required lifting her upper limbs. She reported using non-steroidal anti-inflammatory
drugs (NSAIDs) and analgesics for pain relief without success. She described a nodular lesion in the
anterior region of her left shoulder that appeared subsequent to the pain. On physical examination,
she tested positive for Jobe's test, Patte's test, and Neer's test, but negative for Gerber's test. The
patient also had hypertension, hypothyroidism, and insomnia. Magnetic resonance imaging of the left
shoulder showed supraspinatus and infraspinatus tendinopathy with a full-thickness partial tear at the
supraspinatus/infraspinatus transition. She underwent left shoulder arthroscopy, which included labral
repair, thermal capsuloplasty, biceps tenotomy and tenodesis using the "Swiss roll" technique, and
repair of the supraspinatus and infraspinatus tendons with two titanium anchors and two Mason-Allen
stitches. The patient was stable in the post-anesthesia recovery room, with a clean and dry dressing,
no deficits, and was discharged the same day. She received 1g of Cephalexin for infection prophylaxis
and was prescribed four weeks of sling use, along with follow-up physiotherapy. DISCUSSION:
Rotator cuff syndrome is a very common condition in the routine of an orthopedic physician.
Repetitive injuries, aging, acute trauma, and anatomical factors are causal factors. Treatment is based
on physiotherapy, NSAIDs, analgesics, corticosteroid injections into the synovial space, and, in more
severe cases, arthroscopy of the damaged shoulder. The titanium anchors secured with two Mason-
Allen stitches provide the patient with more secure fixation, increased strength, and stability due to the
material's resistance and less adverse reaction thanks to its biocompatibility. CONCLUSION: It can
be concluded that for improved quality of life and prognosis, partial rotator cuff injuries refractory to
medical treatment should undergo shoulder arthroscopy.

Keywords: Arthroscopy. Rotator cuff. Shoulder. Mason-Allen.
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INTRODUCAO: Lesoes fibroepiteliais sdo neoplasias mamdrias com aspectos clinicos semelhantes, as
quais pertencem o Fibroadenoma e o Tumor Phyllodes (TP). O Fibroadenoma é alesao epitelial benigna
mais comum, tem crescimento lento, tende a regredir com a menopausa e sem risco de recorréncia ou
metdstase. O TP ¢ raro, apresenta crescimento rdpido, massa geralmente palpdvel no exame fisico e
pode ser classificado em benigno, borderline ou maligno. Em seu espectro benigno, tem similaridade
morfoldgica com o fibroadenoma, porém com acentuadas celularidade estromal e arquitetura similar
a uma folha. A subestimacio apds core bigpsy é, em média, de 20% (variando entre 8-39%). Este
trabalho relata o caso de uma evolugio de lesao fibroepitelial, seu diagndstico e a resolugio cirtrgica.
RELATO DE CASO: Paciente sexo feminino, compareceu a consulta de mastologia em 04/07/2019,
62 anos, relatando nédulo na mama direita (MD) hd 5 anos, sem doengas prévias, menopausa aos 45
anos, nega terapia de reposico hormal e tabagismo. Exames complementares: Mamografia (MMG) -
05/02/2019: BIRADS-2; Ultrassonografia (USG) - 21/05/2019: MD: nédulo ocupando o quadrante
superolateral (QSL), contetido heterogéneo e pequenas dreas cisticas, medindo 53,8x28,9mm e
multiplos nédulos circunscritos na mama esquerda (ME) BIRADS-4A; Core Biopsy (11/06/2019):
lesdo fibroepitelial benigna, sugestiva de fibroadenoma no QSL da MD, orientado seguimento
radiolégico. Apés dois anos paciente retorna ao ambulatdrio apresentando MD muito volumosa,
contornos irregulares, sinais flogisticos e lesio nodular ulcerada ocupando toda a mama (Imagens 1 ¢
2). Em 10/09/2021 foi submetida & Mastectomia direita sem abordagem axilar, com fechamento por
Retalho Cutineo Abdominal Lateral, sem complicacdes (Imagem 3); Bidpsia cirtrgica (22/09/2021):
TP benigno, margens livres; encaminhada 4 oncologia, sem proposta de tratamento adjuvante.
Atualmente em controle clinico semestral e radioldgico anual, dltima consulta em 29/07/2023, sem
queixas clinicas e exame fisico sem sinais de recidiva, com MMGME (16/06/2023): BIRADS-2 e
USGME (26/12/2022): 7 nddulos hipoecdicos, circunscritos, estdveis desde USG de 01/2022.
DISCUSSAO: O diagnéstico diferencial entre os tumores fibroepiteliais é essencial para a terapéutica.
Esta se define pelo tripé diagndstico: clinica, exames de imagem e a patologia. O aspecto histolégico
do TP ¢ caracterizado pela arquitetura fibroepitelial, semelhante ao fibroadenoma, mas diferente deste,
exibe padrio intracanalicular exagerado em formato de folidceo saliente, sem espagos cisticos dilatados,
acompanhado de hipercelularidade estromal. As taxas de recorréncia local para TP sio entre 10-17%
para benignos e apenas os TP malignos tém potencial metastdtico. As orientagdes do NCCN 2.2024
sdo ressecgoes amplas com pelo menos 1 cm de margem cirtrgica, sem abordagem axilar, para todos
os tipos de TP. Devido ao tamanho da lesio apresentada pela paciente, nio foi possivel uma proposta
cirtrgica conservadora na MD, sendo indicada mastectomia direita, sem possibilidade de sintese
primdria, utilizando retalho cutineo lateral do abdome para fechamento. Por tratar de TP benigno,
nao houve recomendagio de terapia adjuvante, pois hd baixa taxa de recorréncia e metastizagio.
Palavras-chave: Neoplasias da Mama. Tumor Filoide. Retalhos Cirtrgicos. Mastectomia.
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da mama: relato de caso

Figura 1: Mama direita volumosa em perfil evidenciando tumoragio e ulceragio cutinea, com sinais flogisticos.
Figura 2: Mama direita anterior comparada & mama esquerda, apresentando contornos irregulares, extensa drea nodular, ulceragio
cutinea e sinais flogisticos em QSL.

Figura 3: Pés-cirtrgico imediato da paciente. Realizada mastectomia direita com fechamento em retalho abdominal lateral.
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INTRODUCTION: Fibroepithelial lesions are breast neoplasms with similar clinical aspects, to which
Fibroadenoma and Phyllodes Tumor (PT) belong. Fibroadenoma is the most common benign epithe-
lial lesion, it grows slowly, tends to regress with menopause and has no risk of recurrence or metastasis.
PT is rare, rapidly growing, with a mass that is usually palpable on physical examination and can be
classified as benign, borderline or malignant. In its benign spectrum, it has morphological similarity to
fibroadenoma, but with marked stromal cellularity and architecture similar to a sheet. Underestimation
after core biopsy is, on average, 20% (ranging from 8-39%). This work reports the case of an evolution
of a fibroepithelial lesion, its diagnosis and surgical resolution. CASE REPORT: Female patient, atten-
ded a mastology consultation on 07/04/2019, 62 years old, reporting a lump in the right breast (MD)
for 5 years, no previous illnesses, menopause at 45 years old, denies replacement therapy hormones and
smoking. Complementary exams: Mammography (MMG) - 02/05/2019: BIRADS-2; Ultrasonogra-
phy (USG) - 05/21/2019: MD: nodule occupying the superolateral quadrant (QSL), heterogeneous
content and small cystic areas, measuring 53.8x28.9mm and multiple nodules circumscribed in the
left breast (ME) BIRADS-4A; Core Biopsy (06/11/2019): benign fibroepithelial lesion, suggestive of
fibroadenoma in the MD QSL, radiological follow-up advised. After two years, the patient returned
to the outpatient clinic presenting a very large MD, irregular contours, phlogistic signs and an ulce-
rated nodular lesion occupying the entire breast (Images 1 and 2). On 09/10/2021 she underwent a
right mastectomy without an axillary approach, with closure by a Lateral Abdominal Cutaneous Flap,
without complications (Image 3); Surgical biopsy (09/22/2021): benign PT, free margins; referred to
oncology, without a proposal for adjuvant treatment. Currently undergoing semi-annual clinical and
annual radiological control, last consultation on 07/29/2023, without clinical complaints and physi-
cal examination without signs of recurrence, with MMGME (06/16/2023): BIRADS-2 and USGME
(12/26/2022 ): 7 hypoechoic, circumscribed nodules, stable since USG on 01/2022. DISCUSSION:
Differential diagnosis between fibroepithelial tumors is essential for therapy. This is defined by the
diagnostic tripod: clinic, imaging exams and pathology. The histological appearance of PT is charac-
terized by fibroepithelial architecture, similar to fibroadenoma, but different from it, exhibiting an
exaggerated intracanalicular pattern in the shape of a protruding leaflet, without dilated cystic spaces,
accompanied by stromal hypercellularity. Local recurrence rates for TP are between 10-17% for benign
and only malignant TP have metastatic potential. NCCN 2.2024 guidelines are wide resections with
at least 1 cm surgical margin, without an axillary approach, for all types of PT. Due to the size of the
lesion presented by the patient, a conservative surgical proposal was not possible in MD, and right
mastectomy was indicated, without the possibility of primary synthesis, using a lateral abdominal skin
flap for closure. As it deals with benign PD, there was no recommendation for adjuvant therapy, as
there is a low recurrence rate and metastasis.
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Figure 1: Enlarged right breast in profile showing tumor and skin ulceration, with phlogistic signs.
Figure 2: Anterior right breast compared to the left breast, showing irregular contours, extensive nodular area, skin ulceration and

phlogistic signs in QSL.

Figure 3: The patient’s immediate post-surgery. Right mastectomy was performed with lateral abdominal flap closure.
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INTRODUGCAO: Os cinceres adenoides cisticos sio neoplasias malignas raras que afetam princi-
palmente as glindulas salivares, comumente parétidas e submandibulares. O tratamento de escolha ¢
geralmente cirdrgico, mas existem evidéncias de que a radioterapia ¢ uma opgao vidvel para preservagio
do paciente e regressio neopldsica.O objetivo deste trabalho ¢ relatar um caso de neoplasia adenoidea-
na irressecdvel devido sua localizacdo atipica, que apresentou reversio local completa apds tratamento
radioterdpico. RELATO DE CASO: Paciente de 74 anos, sexo feminino, h4 cerca de 1 ano apresentava
otalgia bilateral, zumbido auditivo e odinofagia. Realizada ressonincia magnética em julho de 2023,
que evidenciou lesdo sdlida na regido posterior da lingua, medindo cerca de 2,9 cm x 2,0 cm. A andlise
imunohistoquimica confirmou adenoide cistico das glandulas salivares menores da tonsila lingual na
base da lingua. Exames de imagem evidenciaram metdstases pulmonares com nddulos distribuidos
bilateralmente, o maior medindo cerca de 4cm x 2,8cm. O caso foi discutido entre a oncologia, radio-
terapia e cirurgia de cabeca e pescogo. Assim, optou-se pela radioterapia isolada para controle local e
vigilancia ativa das lesées pulmonares, jd que a paciente estava assintomdtica do ponto de vista respira-
torio. Realizadas 35 sessoes de radioterapia com a dose de 59,5 Gy em 35 fracoes ¢ 70 Gy em 3 fracoes
no tumor primdrio entre 20/11/2023 a 11/01/2024.Apés tratamento radioterdpico, a paciente realizou
uma ressonincia magnética para avaliacdo da resposta, com auséncia de doenca local. Foi feito também
tomografia de térax revelando nédulos pulmonares reduzido em niimero e dimensées, os quais passa-
ram a medir cerca de 3,3cm x 2,2cm, sugerindo provével efeito abscopal. DISCUSSAOQ:Dessa forma,
a radioterapia isolada mostrou-se eficaz no tratamento do carcinoma adenoide cistico, promovendo res-
posta clinica completa no local e reduzindo os focos metastdticos. Assim, a abordagem menos invasiva
proporcionou preservacgio funcional, sendo particularmente adequada para pacientes que nao desejam
ou nio sao candidatos a intervengio cirdrgica agressiva.
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INTRODUCTION: Cystic adenoid cancers are rare malignant neoplasms that mainly affect the sal-
ivary glands, commonly the parotid and submandibular glands. The treatment of choice is usually
surgical, but there is evidence that radiotherapy is a viable option for patient preservation and neoplasm
regression. The aim of this study is to report a case of an adenoid neoplasm that was unresectable due
to its atypical location, which showed complete local reversal after radiotherapy treatment. CASE RE-
PORT: A 74-year-old female patient had presented with bilateral otalgia, tinnitus and odynophagia for
about a year. An MRI scan was carried out in July 2023, which showed a solid lesion in the posterior
region of the tongue, measuring around 2.9 cm x 2.0 cm. Immunohistochemical analysis confirmed
a cystic adenoid of the minor salivary glands of the lingual tonsil at the base of the tongue. Imaging
tests showed lung metastases with bilaterally distributed nodules, the largest measuring around 4cm
x 2.8cm. The case was discussed between oncology, radiotherapy and head and neck surgeon. Radio-
therapy alone was chosen for local control and active surveillance of lung lesions, as the patient was
asymptomatic from a respiratory point of view. The patient underwent 35 sessions of radiotherapy with
a dose of 59.5 Gy in 35 fractions and 70 Gy in 3 fractions in the primary tumor between 20/11/2023
and 11/01/2024. After radiotherapy treatment, the patient underwent an MRI scan to assess the re-
sponse, with no local disease. A chest CT scan was also performed, revealing pulmonary nodules re-
duced in number and size, which began to measure around 3.3cm x 2.2cm, suggesting a probable
abscopal effect. DISCUSSION: Radiotherapy alone proved to be effective in the treatment of adenoid
cystic carcinoma, promoting a complete clinical response at the site and reducing metastatic foci. Thus,
the less invasive approach provided functional preservation and is particularly suitable for patients who
do not wish or are not candidates for aggressive surgical intervention.
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Rev Med Minas Gerais 2025;35 (Supl 6): S01-S120 98


mailto:laislanatielle@gmail.com
mailto:laislanatielle@gmail.com
https://orcid.org/0009-0001-7830-2653
https://orcid.org/0009-0003-4252-2923
https://orcid.org/0009-0008-5668-1227
https://orcid.org/

Resumo

REVISTA MEDICA DE MINAS GERAIS

PSEUDOLINFOMA CUTANEO: UM RELATO DE CASO

Flavia Moreira Silva! , Mileny Belo de Campos! , Rafaella Mendes de Souza Santiago! R

1Faculdade de Medicina
de Barbacena, Barbacena,
Minas Gerais — Brasil

Autor correspondente:
Sarah Oliveira Figueiredo
- Figueiredo.olv@gmail.
com

Sarah Oliveira Figueiredo® , Larissa Alvarenga Cambraia'

INTRODUGCAO: O Pseudolinfoma Cutineo (PCL) ou também nomeado de Hiperplasia Linfoide
Cutinea, define-se por uma reacio linfoproliferativa benigna que tem em sua composi¢ao infiltrado de
células B e/ou T na derme papilar e reticular, acometendo em sua maioria adultos do sexo feminino.
Como o préprio nome sugere, simula histologicamente um linfoma que representa neoplasias malignas
originadas de tecidos linfoides, porém o PCL cursa com bom prognéstico. Dessa forma, a importincia
deste relato estd no fato de servir como instrumento para que novas hipdteses diagnésticas, ainda que
escassas na literatura, sejam feitas; além disso, ilustra a importancia de se realizar diagndsticos diferenciais,
buscando sempre uma conduta mais assertiva. RELATO DE CASO: Paciente, sexo feminino, 53
anos, leucoderma, apresentou-se ao consultério com queixa de nédulos eritematosos, bem delimitados,
localizados em regido masseteriana direita, medindo cerca de 2,5cm de didmetro e nédulo eritematoso
com centro atréfico e de coloragio amarelada, localizado na mesma regiao. Relatava ainda prurido nas
lesoes, sem fator de melhora e com piora ao aumento da temperatura. Como hipéteses diagnésticas
foi interrogado a possibilidade de linfoma de células B, tuberculose cutinea e dermatose neutrofilica.
A conduta inicial foi a biépsia cujo resultado se mostrou inconclusivo, partindo para o estudo imuno-
histoquimico. Num segundo momento, a paciente retornou ao consultdrio com o resultado do exame,
mostrando derme com infiltrado linfocitdrio superficial e profundo, vagamente nodular e sem atipias.
Constatou-se ainda uma populag¢ao linfoide mista, com linfécitos B (CD20 +) e linfécitos T (CD3 +),
de morfologia e distribuicao usuais. As caracteristicas macroscépicas da lesao, somadas ao resultado
da bidpsia sugeriam uma hiperplasia linfoide reacional ou pseudolinfoma cutineo. O tratamento
foi realizado com corticoide oclusivo e infiltraciao de corticoide intralesional em consulta posterior,
havendo melhora significativa do quadro. DISCUSSAO: O PLC pode ser decorrente de diversos
estimulos como dermatite de contato, infecgoes virais, paniculitelipica, tatuagens e vacinas. Quanto a
fisiopatologia, o que se sugere é que hd um recrutamento de células imunes que, ao migrarem, liberam
diversas substincias como citocinas inflamatérias, que colaboram para a migracio de mais células
imunes, resultando na formagio de algo similar a um linfoma. Comumente, a lesio se apresenta na
forma de nédulos solitdrios, pdpulas e placas infiltrativas decorrentes de infiltracao linfocitdria, como no
caso em questdo, gerando duvida diagndstica. Além disso, embora nao haja uma manifestacao clinica
tipica que ajude a diferenciar lesao maligna de benigna, a presenca de multiplos nédulos ou placas
fundamentam a suspeita de um linfoma maligno; a linfadenopatia também é mais sugestiva de linfoma,
no entanto, o tipo misto de pseudolinfoma de células B e T também pode mostrar linfadenopatia.
Sendo assim, evidencia-se a importincia da correlagio entre histéria clinica, histopatologia e imuno-
histoquimica para adequado diagnéstico da lesdo, visto que diferentes diagnésticos compartilham as
mesmas caracteristicas entre si. O tratamento de escolha vai desde medidas mais conservadoras como
o uso de corticoide tépico, agentes sistémicos, modalidades fisicas, até a excisio cirtrgica. Ademais,
¢ importante lembrar, da necessidade de acompanhamento do paciente devido a possibilidade
de transformacio da lesio para linfoma maligno, garantindo um diagndstico precoce e tratamento
definitivo.

Palavras-chave: Pseudolinfoma. Imuno-Histoquimica. Diagndstico.

Imagem 01- Les6es do pseudolinfoma cutineo.

Rev Med Minas Gerais 2025;35 (Supl 6): S01-S120 99


https://orcid.org/0009-0004-2598-2618
https://orcid.org/0009-0004-4115-0619
https://orcid.org/0009-0000-2383-4209
https://orcid.org/0009-0002-3094-0434
https://orcid.org/0009-0005-6304-4777

Abstract

REVISTA MEDICA DE MINAS GERAIS

CUTANEOUS PSEUDOLYMPHOMA: A CASE REPORT

Flavia Moreira Silva! , Mileny Belo de Campos! , Rafaella Mendes de Souza Santiago! R

'Faculdade de Medicina
de Barbacena, Barbacena,
Minas Gerais — Brasil
Corresponding author:
Sarah Oliveira Figueiredo
- Figueiredo.olv@gmail.
com

Sarah Oliveira Figueiredo® , Larissa Alvarenga Cambraia'

INTRODUCTION: Cutaneous pseudolymphoma (CPL), also known as cutaneous lymphoid hyper-
plasia, is defined as a benign lymphoproliferative reaction that presents infiltration of B and/or T cells
in the papillary and reticular dermis, mainly affecting female adults. As the name suggests, it histolo-
gically simulates a lymphoma that represents malignant neoplasms originating from lymphoid tissues,
but CPL has a good prognosis. Thus, the importance of this report lies in the fact that it serves as an
instrument for new diagnostic hypotheses, although scarce in the literature, to be made; in addition, it
illustrates the importance of performing differential diagnoses, always seeking a more assertive approa-
ch. CASE REPORT: A 53-year-old female patient with leucoderma presented to the outpatient clinic
complaining of well-defined erythematous nodules located in the right masseter region, measuring
approximately 2.5 cm in diameter, and an erythematous nodule with an atrophic center and yellowish
coloration, located in the same region. She also reported pruritus in the lesions, with no improvement
factor and worsening with an increase in temperature. The diagnostic hypotheses were B-cell lym-
phoma, cutaneous tuberculosis and neutrophilic dermatosis. The initial procedure was a biopsy, the
result of which was inconclusive, and an immunohistochemical study was performed. The patient then
returned to the outpatient clinic with the results of the examination, presenting dermis with superficial
and deep lymphocytic infiltrate, vaguely nodular and without atypia. A mixed lymphoid population
was also observed, with B lymphocytes (CD20+) and T lymphocytes (CD3+), of usual morphology
and distribution. The macroscopic characteristics of the lesion, together with the biopsy results, sug-
gested reactive lymphoid hyperplasia or cutaneous pseudolymphoma. Treatment was performed with
occlusive corticosteroids and intralesional infiltration of corticosteroids at a later consultation, with
significant improvement in the condition. DISCUSSION: PLC can be caused by several stimuli,
such as contact dermatitis, viral infections, panniculitis, tattoos and vaccines. Regarding the patho-
physiology, it is suggested that there is a recruitment of immune cells that, when migrating, release
several substances such as inflammatory cytokines, which contribute to the migration of more immune
cells, resulting in the formation of something similar to lymphoma. The lesion commonly presents as
solitary nodules, papules and infiltrative plaques resulting from lymphocytic infiltration, as in the case
in question, generating diagnostic doubt. Furthermore, although there is no typical clinical manifes-
tation that helps to differentiate malignant from benign lesions, the presence of multiple nodules or
plaques supports the suspicion of malignant lymphoma; Lymphadenopathy is also more suggestive of
lymphoma; however, the mixed type of B-cell and T-cell pseudolymphoma may also present with lym-
phadenopathy. Therefore, the importance of the correlation between clinical history, histopathology,
and immunohistochemistry for the proper diagnosis of the lesion is evident, since different diagnoses
share the same characteristics. The treatment of choice varies from more conservative measures such as
the use of topical corticosteroids, systemic agents, physical modalities, to surgical excision. In addition,
it is important to remember the need for patient monitoring due to the possibility of the lesion trans-
forming into malignant lymphoma, ensuring early diagnosis and definitive treatment.

Keywords: Pseudolymphoma. Immunohistochemistry. Diagnosis.

Imagem 01- Lesions of cutaneous pseudolymphoma.
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INTRODUGCAO: A Sarcoidose é uma patologia de etiologia ainda desconhecida e de acometimento
sistémico, atingindo sobretudo o pulmio, onde surgem as primeiras manifestagoes clinicas, no Brasil,
10 a cada 100.000 habitantes terao essa doenca. Em menos de 1% dos casos hd acometimento do
trato gastrointestinal, principalmente esofago, estomago e dudodeno, dentre esses, 0 mais frequente
¢ o estdmago, agredindo principalmente o antro, através da infiltracio na mucosa, lesdes exofiticas
endoluminais, envolvimento do plexo mioentérico ou compressoes extrinsecas. As manifestagoes
clinicas sao poucas, apesar de persistentes, como dor abdominal, nduseas, anorexia, dentre outras,
sendo facilmente confundidas com outras patologias, como doencas cronicas e neoplasias, além de ser
autolimitada. RELATO DE CASO: Mulher, 57 anos, residente de Belo Horizonte-MG compareceu
ao ambulatério com queixa de dor epigdstrica persistente, pirose, nduseas ¢ disfagia, exacerbada pela
ingesta de medicamentos, como anti-inflamatdrios e d4gua, com piora relatada apds uso de corticoides
¢ hidroxicloroquina. Foi feita uma Endoscopia Digestiva Alta (EDA) com bidpsia, que revelou gastrite
cronica granulomatosa nao necrotizante, com pesquisas para fungos e bactérias negativas. A paciente
apresentava também cdlcio sérico e PTH suprimidos, que é uma caracteristica adicional da sarcoidose.
A paciente era portadora de hipertensio arterial sistémica, osteopenia, Sindrome de Sjogren, doenga do
refluxo gastroesofdgico (DRGE), incidentaloma adrenal e sarcoidose pulmonar com linfadenomegalia
generalizada. DISCUSSAO: Os sintomas gastrointestinais apresentados sio comuns a vdrias patologias,
por isso o diagnéstico foi feito através da exclusio e a confirmagio com exames complementares, no caso
da paciente, EDA com biépsia que excluiu doengas infecciosas (fingicas e tuberculose) e autoimunes
(Doenca de Crohn). Estudos indicam que a hipercalcemia ocorre em até 10% dos pacientes com
sarcoidose por uma produ¢io excessiva de vitamina D nos macréfagos ativados nos granulomas,
corroborando o quadro clinico observado, com cdlcio sérico ¢ PTH suprimidos. J4 o tratamento se
baseia na melhora sintomdtica, com uso de corticoides, como primeira linha de escolha, e na falha desses
imunossupressores ou terapias bioldgicas. Ademais, o acompanhamento multidisciplinar é necessdrio
nessa patologia devido as manifestacoes sistémicas. Dessa forma, o acompanhamento da paciente faz
com que complicagdes, como insuficiéncia respiratoria, cirrose hepdtica e arritmias cardiacas, possam
ser evitadas, o tratamento deve ser ajustado individualmente para uma melhor resposta terapéutica,
como no caso a paciente relatou piora sintomdtica apés uso de corticoides, levando os médicos a
considerarem o uso de imunossupressores ou terapias bioldgicas, com o agente anti-TNF, que tem tido
resultados promissores em casos refratdrios. CONCLUSAO: E vilido ressaltar que a sarcoidose gdstrica
¢ uma patologia com poucas pesquisas relacionadas, o que dificulta o diagndstico, o tratamento ¢ o
prognéstico do paciente. Além disso, ¢ de extrema relevancia o acompanhamento multiprofissional
do caso e que seu quadro clinico seja avaliado regularmente para um manejo adequado a evolugio
da patologia e sintomas associados, em beneficio de um bom prognéstico que promova a melhora na
qualidade de vida e bem-estar da paciente.
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INTRODUCTION: Sarcoidosis is a condition of unknown etiology with systemic involvement,
primarily affecting the lungs, where the first clinical manifestations typically occur. In Brazil,
it is estimated that 10 out of every 100,000 inhabitants will develop this disease. Gastrointestinal
involvement occurs in less than 1% of cases, mainly affecting the esophagus, stomach, and duodenum,
with the stomach being the most common site. It primarily impacts the antrum through mucosal
infiltration, endoluminal exophytic lesions, involvement of the myenteric plexus, or extrinsic
compressions. Clinical manifestations are generally few but persistent, including abdominal pain,
nausea, and anorexia, often easily confused with other conditions such as chronic diseases and
neoplasms, and it is typically self-limiting. CASE REPORT: The patient, LM.S.R., a 57-year-old
resident of Belo Horizonte-MG, presented to the clinic with complaints of persistent epigastric
pain, heartburn, nausea, and dysphagia. Symptoms were exacerbated by the intake of medications,
such as anti-inflammatories and water, with worsening reported after the use of corticosteroids and
hydroxychloroquine. An upper gastrointestinal endoscopy (UGI) with biopsy revealed non-necrotizing
chronic granulomatous gastritis, with negative tests for fungi and bacteria. The patient also exhibited
suppressed serum calcium and parathyroid hormone (PTH) levels, which are additional characteristics
of sarcoidosis. Her medical history included systemic hypertension, osteopenia, Sjogren's syndrome,
gastroesophageal reflux disease (GERD), an adrenal incidentaloma, and pulmonary sarcoidosis with
generalized lymphadenopathy. DISCUSSION: The gastrointestinal symptoms presented are common
to various conditions; therefore, the diagnosis was made through exclusion and confirmation with
complementary tests. In this patient's case, the upper gastrointestinal endoscopy (UGI) with biopsy
excluded infectious diseases (fungal infections and tuberculosis) and autoimmune conditions (such as
Crohn's disease). Studies indicate that hypercalcemia occurs in up to 10% of sarcoidosis patients due
to excessive vitamin D production by activated macrophages in granulomas, which corroborates the
clinical picture observed, alongside suppressed serum calcium and PTH levels. Treatment primarily
focuses on symptomatic relief, with corticosteroids as the first-line choice. In cases of treatment failure,
immunosuppressants or biological therapies may be considered. Furthermore, multidisciplinary
follow-up is essential due to the systemic manifestations of the disease. Regular monitoring helps
prevent complications such as respiratory failure, liver cirrhosis, and cardiac arrhythmias. Treatment
should be individually tailored for optimal therapeutic response; in this case, the patient reported
worsening symptoms after corticosteroid use, prompting physicians to consider immunosuppressants
or biological therapies, such as anti-TNF agents, which have shown promising results in refractory
cases. CONCLUSION: It is important to emphasize that gastric sarcoidosis is a condition with
limited related research, which complicates the diagnosis, treatment, and prognosis for patients.
Additionally, multidisciplinary follow-up is crucial, and regular clinical evaluations are necessary for
proper management of disease progression and associated symptoms. This approach aims to ensure a
favorable prognosis that enhances the patient's quality of life and well-being.
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INTRODUCAO: A manutengio do acesso venoso ¢é crucial durante procedimentos anestésicos,
especialmente em cirurgias ortopédicas de grande porte, onde a estabilidade hemodinimica do
paciente pode ser comprometida. A raquianestesia, técnica comum em cirurgias de membros inferiores,
apresenta desafios no manejo vascular, principalmente em pacientes com fatores de risco como
alcoolismo crdnico e desnutrigao. Este relato de caso descreve um episédio critico de perda do acesso
venoso imediatamente apds a raquianestesia em um paciente submetido a tratamento cirtrgico de
fratura de fémur, destacando as dificuldades enfrentadas e as estratégias adotadas para restabelecer o
controle hemodinimico de forma eficaz. RELATO DE CASO: Um paciente masculino de 42 anos,
com indice de massa corporal de 18, foi admitido para tratamento cirtrgico de fratura de fmur
direito. Durante a avaliagio pré-anestésica, identificou-se alcoolismo cronico e desnutri¢io, mas sem
outras comorbidades relevantes. Os exames pré-operatdrios estavam normais. No centro cirdrgico, o
paciente apresentava um acesso venoso periférico na mio esquerda (calibre 20G) e era monitorado
com oximetria de pulso, pressdo arterial ndo invasiva e eletrocardiografia continua. Apds a sedagio com
anestésico dissociativo, foi realizada uma pungio lombar em L3-L4 com agulha de Quincke, seguida
da injecdo intratecal de anestésico local 0,5% e opidide. Ao reposicionar o paciente em dectbito dorsal,
notou-se a perda do acesso venoso. Tentativas de estabelecer um novo acesso foram frustradas por um
declinio abrupto da pressao arterial de 130x80 mmHg para 100x60 mmHg. A administragio de um
estimulante adrenérgico nio surtiu efeito e a pressio arterial caiu para 90x50 mmHg. Optou-se entio
por um acesso venoso profundo, enquanto se providenciavam 0s materiais necessarios. Durante esse
periodo, foi administrada adrenalina, mas a pressao arterial continuou em queda, alcancando 80x40
mmHg. A puncio da veia jugular interna direita foi realizada com cateter 14G utilizando a técnica de
Seldinger, e iniciou-se a expansdo volémica répida com solu¢ao cristal6ide, estabilizando a condi¢io
do paciente. A pressdo arterial finalmente se estabilizou em torno de 150x100 mmHg ¢ a frequéncia
cardiaca aumentou em 50%. O paciente foi entdo transferido para a sala de recuperagio pés-anestésica,
recebendo alta apés 90 minutos com 9 pontos na Escala de Aldrete modificada. DISCUSSAOQ: Este
caso ilustra a importancia da preparagio e da répida interven¢io em situagées de perda de acesso venoso
durante procedimentos anestésicos. Fatores de risco como alcoolismo cronico e desnutri¢io podem
predispor a dificuldades no manejo vascular. A perda do acesso venoso periférico e a subsequente queda
da pressio arterial exigiram intervengées imediatas para evitar complicagoes. O acesso venoso profundo
foi vital para a répida administracio de fluidos e estabilizacdo do paciente. Embora o ultrassom seja
o padrio-ouro para inser¢io de cateteres venosos centrais, dominar técnicas de pungio guiada por
referéncias anatémicas é essencial. A administracao de estimulantes adrenérgicos e a busca por um novo
acesso foram cruciais para a manutencio da estabilidade hemodinimica, enfatizando a importincia de
estar preparado para abordagens alternativas em situagdes criticas.
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INTRODUCTION: Maintaining venous access is crucial during anesthetic procedures, especially in
major orthopedic surgeries where the patient’s hemodynamic stability may be compromised. Spinal
anesthesia, a common technique in lower limb surgeries, presents challenges in vascular management,
particularly in patients with risk factors such as chronic alcoholism and malnutrition. This case report
describes a critical episode of loss of venous access immediately after spinal anesthesia in a patient
undergoing surgical treatment for a femoral fracture, highlighting the difficulties encountered and the
strategies adopted to effectively restore hemodynamic control. CASE REPORT: A 42-year-old male
patient with a body mass index of 18 was admitted for surgical treatment of a right femur fracture.
During the pre-anesthetic evaluation, chronic alcoholism and malnutrition were identified, but no
other relevant comorbidities were noted. Pre-operative exams were normal. In the operating room, the
patient had a peripheral venous access in his left hand (20G) and was monitored with pulse oximetry,
non-invasive blood pressure, and continuous electrocardiography. After sedation with a dissociative
anesthetic, a lumbar puncture at L3-L4 was performed using a Quincke needle, followed by the
intrathecal injection of 0.5% local anesthetic and an opioid. Upon repositioning the patient to the
supine position, the loss of venous access was noted. Attempts to establish a new access were frustrated
by a sudden drop in blood pressure from 130/80 mmHg to 100/60 mmHg. The administration of an
adrenergic stimulant was ineffective, and blood pressure fell to 90/50 mmHg. A decision was made to
establish deep venous access while the necessary materials were gathered. During this time, epinephrine
was administered, but blood pressure continued to decline, reaching 80/40 mmHg. The right internal
jugular vein was punctured with a 14G catheter using the Seldinger technique, and rapid volume
expansion with crystalloid solution was initiated, stabilizing the patient's condition. Blood pressure
eventually stabilized around 150/100 mmHg, and heart rate increased by 50%. The patient was then
transferred to the post-anesthesia recovery room, being discharged after 90 minutes with a score of 9
on the modified Aldrete Scale. DISCUSSION: This case illustrates the importance of preparation and
rapid intervention in situations of loss of venous access during anesthetic procedures. Risk factors such
as chronic alcoholism and malnutrition may predispose patients to difficulties in vascular management.
The loss of peripheral venous access and the subsequent drop in blood pressure required immediate
interventions to avoid complications. Deep venous access was vital for the rapid administration
of fluids and stabilization of the patient. While ultrasound is the gold standard for central venous
catheter insertion, mastering puncture techniques guided by anatomical landmarks is essential. The
administration of adrenergic stimulants and the pursuit of a new access were crucial for maintaining
hemodynamic stability, emphasizing the importance of being prepared for alternative approaches in
critical situations.
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INTRODUGCAO: A tuberculose ganglionar ¢ uma forma de tuberculose extrapulmonar caracterizada
pelo acometimento dos linfonodos, sendo a manifestagao extrapulmonar mais frequente da infecgao
pelo Mycobacterium tuberculosis. No Brasil, a tuberculose extrapulmonar representou cerca de 16% dos
casos notificados de tuberculose em 2022, sendo frequentemente associada a condi¢cées como HIV e
diabetes, que aumentam a vulnerabilidade a formas nao-pulmonares da doenca (1,2). A apresentagio
clinica caracteriza-se por linfonodomegalias de crescimento lento, indolores e sem sintomas sistémicos
evidentes, o que frequentemente retarda o diagndstico. O diagndstico definitivo geralmente depende
de métodos invasivos, como a biépsia, que revela granulomas com necrose caseosa ¢ achados de pesqui-
sa direta do agente. O tratamento ¢ baseado no esquema antituberculoso recomendado pelo Ministério
da Satde do Brasil (3). RELATO DE CASO: Paciente acompanhada pela mae com histéria prévia de
paralisia cerebral e epilepsia, apresentou quadro de linfonodomegalia cervical direita hd cerca de trés
anos de evolucio, com crescimento gradativo. Refere que fez vdrias avaliagoes, inclusive com a Cirur-
gia de Cabeca e Pescoco, porém, sem elucidacio diagnéstica. Realizou ultrassonografia cervical que
evidenciou multiplas linfadenomegalias em regido parotidea ¢ submandibular de cardter inflamatério.
Irma refere que ao realizar procedimento odontoldgico e utilizar anti-inflamatério nao-esteroidal,
houve redugio de tamanho de linfadenomegalia. Negou emagrecimento,febre e perda de peso. Apés
avaliacdo com a cirurgia, foi realizada bidpsia de linfonodo e o laudo anatomopatoldgico identificou
necrose caseosa. Foi iniciado tratamento empirico antituberculoso e houve remissio completa dos
sintomas. DISCUSSAO: A tuberculose ganglionar cervical é a forma extrapulmonar mais comum de
infeccio por Mycobacterium tuberculosis. No Brasil, sua prevaléncia é notdvel em regioes de alta inci-
déncia de tuberculose e coinfecgio com HIV (5). Devido 4 inespecificidade dos sintomas, o diagndstico
muitas vezes ¢ tardio ou incorreto (4). A doenca surge da progressio dos focos bacilares, e, embora
possa afetar qualquer cadeia linfonodal, predomina na cadeia cervical anterior, com leve preferéncia
pelo lado direito. Inicialmente, os linfonodos crescem lentamente, sio indolores e méveis, progredindo
posteriormente com aumento de volume, coalescéncia e fistulizacio. A tomografia computadorizada ¢
uma ferramenta Gtil, permitindo a avalia¢ao simultinea do parénquima pulmonar e do abdome, além
de revelar caracteristicas especificas da lesdo linfonodal. O diagndstico pode ser confirmado pela puncao
aspirativa, com positividade para baciloscopia em 10% a 25% dos casos e cultura positiva em 50% a
85%. A bidpsia linfonodal ¢ decisiva em 91% a 96% dos pacientes, como no caso apresentado. O teste
tuberculinico costuma ser fortemente reativo, exceto em pacientes imunocomprometidos. Durante o
tratamento antituberculoso, os linfonodos afetados podem aumentar de tamanho ou novas linfonodo-
megalias podem surgir, refletindo uma resposta imunolégica & morte das micobactérias. Esse fendmeno
¢ comum, especialmente em pacientes com HIV, devido 4 reconstitui¢ao imunoldgica ap6s o inicio da
terapia antirretroviral (5).
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INTRODUCTION: Lymph node tuberculosis is a form of extrapulmonary tuberculosis
characterized by lymph node involvement, and is the most common extrapulmonary manifestation
of Mycobacterium tuberculosis infection. In Brazil, extrapulmonary tuberculosis accounted for about
16% of reported tuberculosis cases in 2022, and is often associated with conditions such as HIV
and diabetes, which increase vulnerability to non-pulmonary forms of the disease (1,2). The clinical
presentation is characterized by slow-growing, painless lymph node enlargement with no evident
systemic symptoms, which often delays the diagnosis. Definitive diagnosis usually depends on invasive
methods such as biopsy, which reveals granulomas with caseous necrosis, and findings from direct
investigation of the agent. Treatment is based on the antituberculous regimen recommended by the
Brazilian Ministry of Health (3). CASE REPORT: A patient followed by her mother with a previous
history of cerebral palsy and epilepsy, presented with right cervical lymph node enlargement for about
three years, with gradual growth. He states that he made several evaluations, including Head and
Neck Surgery, however, without diagnostic elucidation. Cervical ultrasonography showed multiple
inflammatory lymph node enlargements in the parotid and submandibular regions. Sister reports
that when undergoing a dental procedure and using non-steroidal anti-inflammatory drugs, there was
a reduction in the size of lymphadenomegaly. He denied weight loss, fever and weight loss. After
evaluation with surgery, a lymph node biopsy was performed and the anatomopathological report
identified caseous necrosis. Empirical antituberculosis treatment was initiated and there was complete
remission of symptoms. DISCUSSION: Cervical lymph node tuberculosis is the most common
extrapulmonary form of Mycobacterium tuberculosis infection. In Brazil, its prevalence is notable in
regions with high incidence of tuberculosis and co-infection with HIV (5). Due to the non-specificity
of symptoms, diagnosis is often late or incorrect (4). The disease arises from the progression of bacillary
foci, and, although it can affect any lymph node chain, it predominates in the anterior cervical chain,
with a slight preference for the right side. Initially, the lymph nodes grow slowly, are painless and
mobile, and later progress with increased volume, coalescence and fistulization. Computed tomography
is a useful tool, allowing simultaneous evaluation of the lung parenchyma and abdomen, in addition
to revealing specific characteristics of the lymph node lesion. The diagnosis can be confirmed by
aspiration puncture, with positive sputum smear microscopy in 10% to 25% of cases and positive
culture in 50% to 85%. Lymph node biopsy is decisive in 91% to 96% of patients, as in the case
presented here. Tuberculin skin testing is usually strongly reactive, except in immunocompromised
patients. During antituberculous treatment, the affected lymph nodes may increase in size or new
lymph node enlargement may arise, reflecting an immune response to the death of the mycobacteria.
This phenomenon is common, especially in patients with HIV, due to immune reconstitution after
initiation of antiretroviral therapy (5)
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INTRODUGCAO: A dengue é um problema de satide importante em muitos paises. Complicagoes en-
volvendo érgios especificos tem sido cada vez mais observado e parecem ter efeitos sobre a morbidade
e mortalidade relacionadas a dengue. A dengue ¢ uma doenca viral transmitida pelo mosquito Aedes
aegypti, sendo uma das principais causas de morbidade em regides tropicais e subtropicais. A Orga-
nizacdo Mundial da Satide (OMS) estima que aproximadamente 390 milhées de infec¢des ocorrem a
cada ano, sendo 96 milhées sintomdticas. A dengue grave acomete cerca de 6,0 a 6,7% dos pacientes,
entre os internados com dengue grave 3,3 a 4,8% desenvolvem IRA (Injiria Renal Aguda), dos quais
14,1% necessitam de didlise. RELATO DE CASO: Paciente 58 anos, sexo masculino, afirma que, hd
8 dias apresenta quadro de torpor e mialgia, associado a perda de peso, nega demais sintomas, nega
comorbidades prévias, durante a internagio foi evidenciado nédulo complexo em rim esquerdo, com
tomografia computadorizada (TC) com contraste sem definir caracteristicas sobre a tumoragio, além
disso na propedéutica inicial foi detectado sedimento urindrio com hematdria, proteintria acima de 3g
e relagdo proteina/creatinina 3,6. Paciente iniciou hemodidlise com cateter duplo limen e posterior-
mente recebeu transfusio sanguinea, sem intercorréncias, reinternado pds tratamento com recebeu alta
hospitalar e orientagoes sobre cuidados ao cateter. Apds 2 meses, retorna com febre e piora dos para-
metros laboratoriais, creatinina (2,28mg/dl), ureia (49 mg/dl), potdssio (3,6 mEq/L), teste RT-PCR
positivo para dengue. No entanto, 2 dias apds, a fungio renal do paciente deteriorou, com creatinina
(5,71 mg/dl) e ureia (128 mg/dl), o paciente apresentou sintomas urémicos e necessidade urgente de
retornar & hemodidlise. O acompanhamento foi ajustado, com a indicacao de reavaliagio de alteragées
laboratoriais e gestdo de niveis de potdssio. O paciente foi programado para novo implante de cateter
e retorno para hemodidlise continua. DISCUSSAO: O caso em questao suscita provdvel injuria renal
aguda pelo virus da dengue, que envolve diversos mecanismos fisiopatolégicos complexos, embora exis-
tam lacunas no entendimento completos desses mecanismos, a flutuagio hemodinimica ¢ uma das hi-
péteses, isso sugere que na dengue pode ocorrer alteragoes hemodinimicas, como choque e hipotensao,
que resulta em alteragbes da perfusdo renal. Ademais, a tempestade de citocinas ¢ outra possibilidade,
em que a infeccdo pelo virus da dengue provoca uma resposta inflamatéria intensa, acompanhada por
liberagao de vérias citocinas inflamatdrias, resultando em lesdo endotelial, aumento da permeabilidade
vascular, hemoconcetragio e comprometimento da fungio renal. Além disso tem-se outras teorias fisio-
patoldgicas acerca da lesao renal e a dengue, como a lesio direta pelo virus acompanhado de ativagao
do sistema imunolégico e a rabdomiélise, na qual a degradagio do tecido muscular, libera mioglobina
na corrente sanguinea, com possibilidade de ser toxico aos rins. A IRA associada a dengue, representa
uma complicagdo relevante, com diversos mecanismos fisiopatolégicos associados. O caso apresenta
a gravidade dessa condigio, destacando como o monitoramento e o manejo cuidadoso ¢ de extrema
importincia em pacientes com dengue.
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) ) dengue affects approximately 6.0 to 6.7% of patients; among those hospitalized with severe dengue,
drorossils@gmail.com 3.3 to 4.8% develop AKI (Acute Kidney Injury), of which 14.1% require dialysis. CASE REPORT:
A 58-year-old male patient reports that he has had numbness and myalgia associated with weight loss
for 8 days. He denies other symptoms and previous comorbidities. During hospitalization, a complex
nodule was found in the left kidney. Contrast-enhanced computed tomography (CT) revealed no
defining characteristics of the tumor. In addition, the initial workup detected urinary sediment with
hematuria, proteinuria above 3g, and a protein/creatinine ratio of 3.6. The patient started hemodialysis
with a double-lumen catheter and subsequently received a blood transfusion without complications.
He was readmitted after treatment and discharged from the hospital with instructions on catheter care.
After 2 months, he returned with fever and worsening laboratory parameters, creatinine (2.28mg/
dL), urea (49 mg/dL), potassium (3.6 mEq/L), and a positive RT-PCR test for dengue. However, 2
days later, the patient's renal function deteriorated, with creatinine (5.71 mg/dL) and urea (128 mg/
dL). The patient presented uremic symptoms and an urgent need to return to hemodialysis. Follow-
up was adjusted, with the indication of reassessment of laboratory alterations and management of
potassium levels. The patient was scheduled for new catheter implantation and return to continuous
hemodialysis. DISCUSSION: The case in question raises probable acute kidney injury by the dengue
virus, which involves several complex pathophysiological mechanisms. Although there are gaps in the
complete understanding of these mechanisms, hemodynamic fluctuation is one of the hypotheses,
this suggests that hemodynamic alterations, such as shock and hypotension, may occur in dengue,
resulting in alterations in renal perfusion. Furthermore, cytokine storm is another possibility, in which
infection by the dengue virus provokes an intense inflammatory response, accompanied by the release
of several inflammatory cytokines, resulting in endothelial damage, increased vascular permeability,
hemoconcentration and impaired renal function. In addition, there are other pathophysiological
theories about renal damage and dengue, such as direct damage by the virus accompanied by activation
of the immune system and rhabdomyolysis, in which the degradation of muscle tissue releases
myoglobin into the bloodstream, which can be toxic to the kidneys. AKI associated with dengue
represents a relevant complication, with several associated pathophysiological mechanisms. The case
presents the severity of this condition, highlighting how careful monitoring and management are
extremely important in patients with dengue.
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INTRODUCAO: A cardiomiopatia periparto (PPCM), é uma causa rara de insuficiéncia cardiaca (IC),
afetando mulheres no final da gravidez ou no inicio do puerpério. A Sociedade Europeia de Cardiologia
define PPCM a partir das trés condigoes a seguir: IC no final da gravidez, ou dentro de cinco meses apés
o parto; auséncia de outra causa identificdvel para a falha miocdrdica; disfungio sistdlica ventricular
esquerda (VE) com uma fracio de ejecio do VE de menos de 45%, com ou sem dilatagio do VE. Os
fatores de risco sio: idade superior a 30 anos; descendéncia africana; gestagio multipla; pré-eclampsia
prévia ou concomitante, eclaimpsia ou hipertensio pds-parto; abuso materno de cocaina; paridade 24.
Embora a multiparidade esteja associada @ PPCM, estudos mostraram que a maioria das pacientes
desenvolvem PPCM durante a primeira ou segunda gravidez, e geralmente, se apresentam durante
o primeiro més pds-parto. Sua apresentacio ¢ varidvel e semelhante a outras formas de IC sistdlica.
Ademais, sinais e sintomas de tromboembolismo sistémico ou pulmonar podem estar presentes. Os
exames mais utilizados para diagnéstico sio o eletrocardiograma (ECG) e o ecocardiograma. Nesse
sentido, o presente relato de caso descreve uma cardiomiopatia periparto, objetivando demonstrar o
histérico e a evolugdo dessa patologia, até o diagndstico final e seu tratamento. RELATO DE CASO:
Paciente do sexo feminino, 24 anos, G2P2A0, dltimo parto em 05/08/2023, sendo parto normal
¢ domiciliar. Apés o parto, procurou a Santa Casa de Misericérdia de Barbacena e recebeu alta em
06/08/2023. Retornou a Santa Casa em 07/08/2023 devido a sintomas como dispneia, dor tordcica,
hematémese e tosse. Foi cogitada a possibilidade de pneumonia e TEP, ficando internada por 7 dias para
tratamento. Quatro dias apds a alta, a paciente deu entrada no Hospital Ibiapaba em Barbacena, trazida
pelo SAMU, apresentando quadro de dispneia, tosse, crepitagoes bilaterais, B3, turgéncia jugular,
saturagio de 91%, FC de 120 bpm. Na anamnese, a paciente referiu dispneia paroxistica noturna e
ortopneia. Foi prescrito um diurético/anti-hipertensivo e um vasodilatador. Realizou ECOTT com
FEVE de 29%, RX de Térax que detectou cardiomegalia, aumento do 4trio esquerdo e sinais de
congestdo bilateralmente, sem outras alteraces. Logo, a hipétese diagnéstica foi de cardiomiopatia
pos-parto. Atualmente, encontra-se em tratamento e assintomdtica. DISCUSSAO: Por se tratar de
uma doenga de cardter epidemioldgico rara, cuja etiologia ainda nao é compreendida completamente, a
miocardiopatia pés-parto geralmente é diagnosticada tardiamente devido as suas diversas manifestagoes
clinicas serem atribuidas &s mudangas fisioldgicas da gravidez e do pds-parto. Pode se perceber que a
paciente apresentava apenas um fator de risco para a PPCM, sendo imprescindivel notar a auséncia de
antecedentes cardfacos, a excluir outras causas de ICC (como pré-eclampsia, infarto agudo do miocdrdio
e tromboembolismo pulmonar) e a confirmar de disfuncio ventricular esquerda por ecocardiografia
para que a paciente seja classificada como um caso de MCPP. Com o objetivo de otimizarmos o
progndstico estabelecido, ¢ imprescindivel o manejo clinico, implementando medidas terapéuticas,
que sdo principios gerais de outras formas de insuficiéncia cardfaca causadas por disfuncao sistdlica.
Palavras-chave: Cardiomiopatias. Cardiomiopatia Dilatada. Gravidez. Insuficiéncia Cardiaca.
Complicacoes Cardiovasculares na Gravidez.
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INTRODUCTION: Peripartum cardiomyopathy (PPCM) is a rare cause of heart failure (HEF),
affecting women at the end of pregnancy or at the beginning of the puerperium. The European Society
of Cardiology defines PPCM from the following three conditions: HF at the end of pregnancy, or
within five months after delivery; absence of another identifiable cause for myocardial failure; left
ventricular (LV) systolic dysfunction with a LV ejection fraction of less than 45%, with or without
LV dilation. Risk factors are: age over 30 years; African descent; multiple pregnancy; previous or
concomitant preeclampsia, eclampsia or postpartum hypertension; maternal cocaine abuse; parity
>4. Although multiparity is associated with PPCM, studies have shown that most patients develop
PPCM during the first or second pregnancy, and usually present themselves during the first month
postpartum. Its presentation is variable and similar to other forms of systolic HF. In addition, signs
and symptoms of systemic or pulmonary thromboembolism may be present. The most commonly
used tests for diagnosis are electrocardiogram (ECG) and echocardiography. In this sense, the present
case report describes a peripartum cardiomyopathy, aiming to demonstrate the history and evolution
of this pathology, until the final diagnosis and its treatment. CASE REPORT: Female patient, 24
years old, G2P2A0, last delivery on 05/08/2023, a normal home birth. Following delivery, she sought
care at the Santa Casa de Misericdrdia de Barbacena and was discharged on 06/08/2023. She returned
to Santa Casa on 07/08/2023 due to symptoms including dyspnea, chest pain, hematemesis, and
cough. Pneumonia and pulmonary embolism (PE) were considered, and she was hospitalized for
7 days for treatment. Four days after discharge, the patient was admitted to Hospital Ibiapaba in
Barbacena, brought by SAMU, presenting with dyspnea, cough, bilateral crepitations, B3, jugular
turgor, oxygen saturation of 91%, heart rate of 120 bpm. In the anamnesis, the patient reported
paroxysmal nocturnal dyspnea and orthopnea. She was prescribed a diuretic/antihypertensive and a
vasodilator. She underwent echocardiography with an ejection fraction of 29%, Chest X-ray detecting
cardiomegaly, left atrial enlargement, and signs of bilateral congestion, without other alterations.
Therefore, the diagnostic hypothesis was postpartum cardiomyopathy. Currently, she is undergoing
treatment and is asymptomatic. DISCUSSION: Due to its rare epidemiological nature, with its
etiology still not fully understood, postpartum cardiomyopathy (PPCM) is often diagnosed late due
to its various clinical manifestations being attributed to the physiological changes of pregnancy and
postpartum. It can be noted that the patient had only one risk factor for PPCM, making it essential
to note the absence of cardiac history, to exclude other causes of heart failure (such as pre-eclampsia,
acute myocardial infarction, and pulmonary embolism), and to confirm left ventricular dysfunction
by echocardiography for the patient to be classified as a case of PPCM. In order to optimize the
established prognosis, clinical management is essential, implementing therapeutic measures that are
general principles of other forms of heart failure caused by systolic dysfunction.

Keywords: Cardiomyopathies. Cardiomyopathy, Dilated. Pregnancy. Heart Failure. Pregnancy
Complications, Cardiovascular
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RELATO DE CASO: ESCLEROSE TUBEROSA - SINDROME DE
BOURNEVILLE-PRINGLE. UM RELATO DE CASO SOBRE OS
ACHADOS DA DOENCA, DIAGNOSTICO E TRATAMENTO

Isabela de Aragjo Belo Passos! , Samara Oliveira de Menezes! , Rafael Brum Gusmao!

'Faculdade de Medicina INTRODUCAO: Esclerose Tuberosa, também chamada de Sindrome de Bourneville-Pringle ¢ uma
de Barbacena, Barbacena, doenga autossdmica dominante, causada por mutagdes nos genes TSC1 ou TSC2, dos cromossomos
Minas Gerais — Brasil 9 e 16, com incidéncia de 1:10000 na populacio geral. Essa doenca incurdvel e degenerativa
Autor correspondente: pode s.er diagr.lostic?d.a ainda na gesfagio, tendo como si.ntomas o atrgso mental/acomp.anhado
Isabela de Aratiio Belo de autismo, hiperatividade e depressio, bem como astrocitomas da retina e de células gigantes,
sabela uj fibromas subungueais, arritmias, rabdomioma, enfraquecimento 4sseo, adenomas sebdceos, manchas
gueais, : , enfraq : :
Passos - belapassos.med@ hipocrémicas, nédulos subependimdrios, epilepsia, calcificagbes intracranianas, puberdade precoce,
gmail.com hipotireoidismo, neoplasias, angiomiolipomas renais e ependimoma, tendo nos tumores benignos a
hidrocefalia como consequéncia secundéria. O objetivo deste trabalho ¢ relatar o caso de um paciente
portador de Esclerose Tuberosa, a fim de tornar essa condi¢do rara mais conhecida na drea médica
para instigar um diagndstico precoce e tratamento adequado. RELATO DE CASO: Paciente, sexo
masculino, 27 anos, diagnosticado com Esclerose tuberosa aos 20 anos, apresenta-se ao ambulatdrio
de neurologia com reultado de Ressonancia Nuclear Magnética revelando alteracoes de seguimento
da doenca de aspecto raro e pouco descrito na literatura, evidenciando dreas focais de hipersinal
em T?2/flair cortico-subcorticais, com maior conspicuidade no lobo paracenral e médio direito, na
transicio temporo occipital a esquerda e no giro do cingulo deste lado, correspondendo a hamartomas
corticais, bem como hipossinal nos ventriculos laterais, compativel com nédulos subependimdrios.
Ademais, apresenta epilepsia do tipo focal disperceptiva com generalizagio secunddria de inicio aos
20 anos, atualmente controlada com o uso de anticonvulsivantes e antiepilépticos. Ao exame fisico
apresenta angiofibroma crescente e adenoma sebdceo no nariz e na testa, nevo hipocromico do tipo
miécula hipocromica em regido abdominal, hipocromia em formato de folha e segue em investigacao
de hamartoma retiniano, angiomiolipoma, alteragées cardiacas e gastrointestinais. Possui fracio de
¢jecdo de 66%, hipertrigliceridemia, esteatose hepdtica e neurofagomatose, com piora da qualidade
de vida e necessidade de acompanhamento multiprofissional. DISCUSSAQ: A Esclerose Tuberosa
¢ uma doenca multissistémica, tendo a trfade cldssica composta por epilepsia, deficiéncia mental e
adenoma sebdceo. A associagio dessa doenga com a neurofagomatose faz parte das doencas do grupo de
neuromesoectodermoses, predispondo a formagio de tumores benignos no cérebro, bem como maior
acometimento cutdneo e piora do progndstico. As manifestagoes da doenga estdo relacionadas com a
presenca de hamartomas, nédulos gliais subependimais e astrocitomas de células gigantes, bem como
lesdes neopldsicas benignas, principalmente no Sistema Nervoso Central, predispondo problemas
cognitivos, respiratdrios, pulmonares, cutineos, cardiacos e renais. O diagndstico ¢ confirmado
com a presenca de pelo menos um critério primdrio, composto por angiofibromas faciais, fibromas
subungueais, tubérculos corticais, astrocitoma de células gigante ou retinianos e nédulo subependimdrio
calcificado. Trata-se de uma doenga cronica e incurdvel que deve receber um tratamento sintomdtico
minucioso, feito geralmente com anticonvulsivantes e terapia ocupacional. Ademais, necessita ter suas
caracteristicas clinicas mais difundidas na 4rea médica e o conhecimento da sua associagio com outros
diagndsticos para que haja um tratamento precoce para aumentar a expectativa e melhorar a qualidade
de vida do paciente.
Palavras-chave: Esclerose Tuberosa. Diagndstico por Imagem. Doenca Cronica.
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Figura 2: Adenoma sebdceo.

Figura 3: Hamartomas corticais
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INTRODUCTION: Tuberous sclerosis, also known as Bourneville-Pringle syndrome, is an autosomal
dominant disease caused by mutations in the TSC1 or TSC2 genes of chromosomes 9 and 16, with
an incidence of 1:10,000 in the general population. This incurable and degenerative disease can be
diagnosed during pregnancy, with symptoms such as mental retardation accompanied by autism,
hyperactivity and depression, as well as retinal and giant cell astrocytomas, subungual fibromas,
arrhythmias, rhabdomyoma, bone weakening, sebaceous adenomas, hypochromic spots, subependymal
nodules, epilepsy, intracranial calcifications, precocious puberty, hypothyroidism, neoplasms, renal
angiomyolipomas and ependymoma, with hydrocephalus as a secondary consequence in benign
tumors. The aim of this study is to report the case of a patient with Tuberous Sclerosis, in order to
make this rare condition better known in the medical field to instigate early diagnosis and appropriate
treatment. CASE REPORT: A 27-year-old male patient diagnosed with Tuberous Sclerosis at the age
of 20 presented to the neurology clinic with a Nuclear Magnetic Resonance Imaging result revealing
rare disease-related alterations that have been little described in the literature, showing focal areas of
hyperintense signal on T2/cortico-subcortical flare, with greater conspicuity in the right paracentral
and middle lobe, in the temporo-occipital transition on the left and in the cingulate gyrus on this
side, corresponding to cortical hamartomas, as well as hypointense signal in the lateral ventricles,
compatible with subependymal nodules. Furthermore, the patient has focal dysperceptive epilepsy
with secondary generalization that began at age 20, and is currently controlled with anticonvulsants
and antiepileptics. Physical examination reveals crescentic angiofibroma and sebaceous adenoma on the
nose and forehead, hypochromic macular nevus in the abdominal region, leaf-shaped hypochromia,
and is undergoing investigation for retinal hamartoma, angiomyolipoma, cardiac and gastrointestinal
alterations. The patient has an ejection fraction of 66%, hypertriglyceridemia, hepatic steatosis, and
neurophagomatosis, with worsening quality of life and the need for multidisciplinary monitoring.
DISCUSSION: Tuberous sclerosis is a multisystemic disease, with the classic triad consisting of epilepsy,
mental deficiency, and sebaceous adenoma. The association of this disease with neurophagomatosis is
part of the neuromesoectodermosis group of diseases, predisposing to the formation of benign tumors
in the brain, as well as greater skin involvement and worsening of the prognosis. The manifestations
of the disease are related to the presence of hamartomas, subependymal glial nodules and giant cell
astrocytomas, as well as benign neoplastic lesions, mainly in the Central Nervous System, predisposing
to cognitive, respiratory, pulmonary, skin, cardiac and renal problems. The diagnosis is confirmed
with the presence of at least one primary criterion, consisting of facial angiofibromas, subungual
fibromas, cortical tubercles, giant cell or retinal astrocytoma and calcified subependymal nodule. This
is a chronic and incurable disease that must receive meticulous symptomatic treatment, usually with
anticonvulsants and occupational therapy. Furthermore, its clinical characteristics need to be more
widespread in the medical field and knowledge of its association with other diagnoses is needed so that
carly treatment can be provided to increase the patient's life expectancy and improve their quality of
life.

Keywords: Tuberous Sclerosis. Diagnostic Imaging. Chronic Disease.
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Case report: tuberous sclerosis

Figure 2: Adenoma sebaceum.

Figure 3: Cortical hamartomas
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SINDROME DE CAPGRAS NA ESQUIZOFRENIA PARANOIDE -
RELATO DE CASO
Isabela Cristine Cardoso! , Ana Carolina Siervo de Morais! , Maria Paula Damasceno Vieira! ,
Giovanna Moraes Mendes! , Térik Jabour Venuto?
1Faculdade de Medicina

INTRODUCAO: A Sindrome de Capgras é uma condigio rara e intrigante que afeta pacientes
de Barbacena, Barbacena, psiquidtricos e neuroldgicos em diferentes faixas etdrias e contextos culturais. E caracterizada pela
Minas Gerais — Brasil presenca de um delirio monotemdtico, no qual o individuo acredita que uma pessoa préxima, como

um parente, conjuge ou amigo, foi substituida por um impostor idéntico. Embora esse delirio

.. eralmente envolva pessoas, ha relatos de que o transtorno se estende a objetos, animais de estimacio

2Faculdade de Medicina  © b ’ 9 JEL0s, o

da Universidade Federal condig¢oes chamadas Sindromes de Falsa Identificacdo Delirante, cujas manifestacoes psicopatoldgicas,
de ]uiz de Fora, ]uiz de  embora comumente associadas esquizofrenia, podem ocorrer em outros disttrbios psiquidtricos e
Fora, Minas Gerais —  neurolégicos. RELATO DE CASO: Paciente do sexo masculino teve sua primeira admissao psiquidtrica
Brasil devido a quadro de mutismo, alucina¢des auditivas de comando ("enfiar a faca na prépria barriga"),

lugares e eventos emocionalmente significativos. A Sindrome faz parte de um grupo maior de

delirios persecutdrios em relagdo aos vizinhos, hipobulia/apragmatismo e isolamento social. Ao exame
do estado mental, apresentava aparéncia descuidada, atitude indiferente, afeto embotado; curso,
Autor corr CSpondentC: forma e contetido do pensamento nio foram avaliados devido ao mutismo e postura catatoniforme.
Isabela Cristine Cardoso  Iniciou com "cismas" e percepgio de que: "os nervos se encontravam endurecidos”. Apds quatro
_ ; ; anos, apresentou crencas delirantes de cunho paranoide e alucinagdes auditivas e cenestésicas ("passou
belacrlscardoso@gmall. uma faca em sua barriga, pois havia uma cobra dentro dela"). Refere consumo de maconha e 4lcool
com ao longo da vida, porém com intensidade e frequéncia nio especificadas. Durante a internacéo,
apresentou diversos episodios de heteroagressividade motivados por alucinagoes auditivas de comando,
nio acompanhados de agitacio psicomotora. Também apresentou significativos sinais de sintomas
extrapiramidais, além de persecutoriedade, com atitude desconfiada em relagio  esposa, questionando
sua identidade e considerando-a uma sésia, afirmando que a verdadeira havia morrido. Tal postura
se estendeu a funciondria do hospital: "se parece com uma juiza, me d4 medo". Foi realizada extensa
propedéutica laboratorial e exame de neuroimagem, ambos sem alteracoes. A hipétese diagnéstica foi
de Esquizofrenia Paranoide, quadro refratdrio ao uso de medicamentos. DISCUSSAOQ: Na Sindrome
de Capgras, o paciente reconhece a pessoa, mas mantém a certeza de que ela foi substituida por um
impostor idéntico, mesmo reconhecendo a semelhanca fisica. No entanto, o duplo nio recebe qualquer
identidade prépria, sendo visto como uma falsificagio. E importante destacar que essa condi¢io nio
envolve alucinagoes, ilusoes ou disttrbios de meméria. A descri¢io de sindromes psicopatolégicas como
a de Capgras ¢ de extrema relevincia, especialmente porque manuais como o0 DSM-5 nio a abordam
de forma especifica. Para o diagndstico adequado dessa sindrome, é necessdrio um exame psiquico
detalhado, complementado por uma propedéutica laboratorial e de neuroimagem, j4 que grande parte
das causas estd relacionada a condi¢ées organicas. No caso relatado, o paciente apresentou uma resposta
parcial aos medicamentos, o que estd em conformidade com a literatura. Pacientes com esquizofrenia
associada & Sindrome de Capgras tendem a apresentar maior resisténcia ao tratamento antipsicético, o
que reforca a necessidade de intervencées terapéuticas individualizadas e cuidadosas.
Palavras-chave: Sindrome de Capgras. Esquizofrenia Paranoide

Rev Med Minas Gerais 2025;35 (Supl 6): S01-S120 115


https://orcid.org/0009-0009-7940-9901
https://orcid.org/0009-0005-1940-4085
https://orcid.org/0009-0008-0686-0534
https://orcid.org/0009-0004-8424-6725
https://orcid.org/0009-0008-0346-9986
mailto:belacriscardoso@gmail.com
mailto:belacriscardoso@gmail.com

REVISTA MEDICA DE MINAS GERAIS

Abstract
CAPGRAS SYNDROME IN PARANOID SCHIZOPHRENIA -
A CASE REPORT
Isabela Cristine Cardoso! , Ana Carolina Siervo de Morais! , Maria Paula Damasceno Vieira! ,
Giovanna Moraes Mendes! , Térik Jabour Venuto?
1Faculdade de Medicina

de Barbacena, Barbacena,
Minas Gerais — Brasil

2Faculdade de Medicina
da Universidade Federal
de Juiz de Fora, Juiz de
Fora, Minas Gerais —
Brasil

Autor correspondente:
Isabela Cristine Cardoso
— belacriscardoso@gmail.
com

INTRODUCTION: Capgras Syndrome is a rare and intriguing condition that affects psychiatric and
neurological patients in different age groups and cultural contexts. It is characterized by the presence of
a monothematic delusion, in which the individual believes that a close person, such as a relative, spouse
or friend, has been replaced by an identical imposter. Although this delusion usually involves people,
there are reports that the disorder extends to objects, pets, places and emotionally significant events. The
Syndrome is part of a larger group of conditions called Delusional Misidentification Syndromes, whose
psychopathological manifestations, although commonly associated with Schizophrenia, can occur in
other psychiatric and neurological disorders. CASE REPORT: The male patient's first psychiatric
admission was due to mutism, auditory command hallucinations ("sticking a knife in his belly"),
persecutory delusions about neighbors, hypobulia/apragmatism and social isolation. On examination
of his mental state, he had a sloppy appearance, an indifferent attitude, dulled affect; the course, form
and content of his thoughts were not assessed due to his mutism and catatonic posture. He began with
"schisms" and the perception that: "his nerves were hardened". After four years, he presented delusional
beliefs of a paranoid nature and auditory and coenesthetic hallucinations ("he put a knife through his
stomach because there was a snake inside it"). He reported using marijuana and alcohol throughout his
life, but with unspecified intensity and frequency. During hospitalization, he had several episodes of
heteroaggression motivated by auditory command hallucinations, not accompanied by psychomotor
agitation. He also showed significant signs of extrapyramidal symptoms, as well as persecutoriness,
with a suspicious attitude towards his wife, questioning her identity and considering her a double,
claiming that the real one had died. This posture extended to the hospital employee: "she looks like
a judge, she scares me". Extensive laboratory tests and neuroimaging exams were carried out, both
without alterations. The diagnostic hypothesis was Paranoid Schizophrenia, a condition refractory to
the use of medication. DISCUSSION: In Capgras Syndrome, the patient recognizes the person but
remains certain that they have been replaced by an identical imposter, even though they recognize the
physical resemblance. However, the double is not given any identity of its own and is seen as a fake. It
is important to note that this condition does not involve hallucinations, illusions or memory disorders.
The description of psychopathological syndromes such as Capgras' is extremely important, especially
since manuals such as the DSM-5 do not address it specifically. To properly diagnose this syndrome,
a detailed psychological examination is required, complemented by laboratory and neuroimaging
propaedeutics, since most of the causes are related to organic conditions. In the case reported, the
patient showed a partial response to medication, which is in line with the literature. Patients with
schizophrenia associated with Capgras Syndrome tend to be more resistant to antipsychotic treatment,
which reinforces the need for individualized and careful therapeutic interventions.

Keywords: Capgras Syndrome. Schizophrenia, Paranoid
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INTRODUCAO: A atrofia de multiplos sistemas (AMS), ¢ uma doenga neurodegenerativa esporddica
e progressiva no adulto, caracterizada por gravidade varidvel e de caracteristicas parkinsonianas, ataxia
cerebelar, faléncia autondmica disfuncio urogenital e distarbio corticoespinhal. A etiologia ¢é incerta,
pode ter relagio com fatores ambientais, como exposi¢dao a solventes orgnicos, aditivos pldsticos,
pesticidas e metais. A AMS ¢ estimada para a taxa de incidéncia em 0,6 casos por 100.000 pessoas-
ano, enquanto a taxa de prevaléncia ¢ incluida entre 1,86 e 4,9 casos por 100.000. O diagnéstico ¢
baseado em informagoes clinicas, exames de imagem e achados patolégicos, podendo ser classificado
como definitivo quando hd comprovacio neuropatoldgica. RELATO DE CASO: Paciente sexo
feminino, 78 anos, com perda de forca muscular hd 7 anos. Atualmente, semidependente para as
atividades bésicas de vida didria (AVDB) e dependente parcial para atividades instrumentais (AVDI).
Durante a avaliagio apresentava sinais e sintomas que corroboram com a suspeita diagndstica de AMS,
como: incontinéncia urindria, bradicinesia, tremor e instabilidades postural, ataxia de marcha, disartria
atdxica e ataxia de membros e respostas plantar extensora com hiperreflexia. Para o Parkinsonismo foi
iniciado a terapia com Prolopa, mas sem sucesso terapéutico. DISCUSSAO: Na apresentagio clinica,
a paciente apresenta todos os sinais que corroboram com o diagnéstico de AMS, como Parkinsonismo,
disfungao cerebelar, e disfungio corticoespinhal, sendo que os sinais de disautonomia surgem com
intervalo inferior a 2 anos em relagio aos sinais motores. O diagnéstico diferencial com doenca de
parkinson ¢ descartado jd que, na AMS hd predominio da bradicinesia e rigidez, com tremor pouco
exuberante, além do tratamento realizado na paciente com Prolopa ter sido ineficaz. Para diagndstico
definitivo, deve-se realizar o estudo patolégico. No entanto, o uso de critérios clinicos sao suficientes
para o diagnéstico de AMS e condugio do caso. CONCLUSAO: Conclui-se que, a AMS é uma
doenga progressiva neurodegenerativa, e sem tratamento efetivo. Nao existe nenhuma intervencio
terapéutica com capacidade de modificar a histéria natural da doenca, mas os sinais clinicos podem ser
amenizados com terapias coadjuvantes, que foque na melhora da funcionalidade e qualidade de vida.
E de suma importincia observar a progressio natural da doenga, que inevitavelmente incluird sintomas
relacionados 2 disautonomia e apresentard uma evolugio no aspecto motor.

Palavras-chave: Atrofia de Multiplos Sistemas. Geriatria.
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INTRODUCTION: Multiple System Atrophy (MSA) is a sporadic and progressive neurodegenerative
disease in adults, characterized by variable severity and parkinsonian features, cerebellar ataxia,
autonomic failure, urogenital dysfunction, and corticospinal tract disorder. The etiology is uncertain
and may be related to environmental factors such as exposure to organic solvents, plastic additives,
pesticides, and metals. MSA is estimated to have an incidence rate of 0.6 cases per 100,000 person-
years, while the prevalence rate is between 1.86 and 4.9 cases per 100,000. Diagnosis is based on clinical
information, imaging tests, and pathological findings, and can be classified as definitive when there is
neuropathological confirmation. CASE REPORT: Female patient, 78 years old, with muscle weakness
for 7 years. Currently, she is semi-dependent for basic activities of daily living (BADL) and partially
dependent for instrumental activities of daily living (IADL). During the evaluation, she presented
signs and symptoms consistent with the suspected diagnosis of MSA, such as urinary incontinence,
bradykinesia, tremor, postural instability, gait ataxia, ataxic dysarthria, limb ataxia, and extensor
plantar responses with hyperreflexia. Parkinsonism treatment was initiated with Prolopa, but there
was no therapeutic success. DISCUSSION: Clinically, the patient presents all the signs supporting the
diagnosis of MSA, such as parkinsonism, cerebellar dysfunction, and corticospinal tract dysfunction,
with signs of dysautonomia appearing less than 2 years after motor symptoms. The differential diagnosis
with Parkinson's disease is excluded since, in MSA, bradykinesia and rigidity predominate, with less
prominent tremors, in addition to the patient's Prolopa treatment being ineffective. For a definitive
diagnosis, a pathological study must be conducted. However, clinical criteria are sufficient for the
diagnosis of MSA and the management of the case. CONCLUSION: It is concluded that MSA is a
progressive neurodegenerative disease with no effective treatment. There is no therapeutic intervention
capable of altering the natural course of the disease, but clinical signs can be alleviated with adjuvant
therapies that focus on improving functionality and quality of life. It is extremely important to observe
the natural progression of the disease, which will inevitably include symptoms related to dysautonomia
and will present an evolution in the motor aspect.
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