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A 29-year-old female patient with a past medical history of 
asthma and iron deficiency anemia presented to the internal 
medicine clinic for on-going constipation and abdominal 
fullness. Patient reported progressively worsening constipation 
for the past four years with increased urinary frequency. She 
reported early satiety, weight gain, and dizzy spells which had 
worsened over the last few months. The patient also reported 
rapid abdominal fullness which was increasingly noticeable. 
During her office visit, patient was found to be consistently 
hypertensive in the 160s/90s with her baseline blood pressure 
being in the normal range. A urine pregnancy test was negative. 
An abdominal ultrasound was completed which showed a large 
cystic mass measuring 15.1 x 10.9 x 23.8 cm. Patient underwent 
an MRI which confirmed the presence of a large thin-walled 
cyst, likely originating from the right ovary. These findings were 
compatible with a serous or mucinous cystadenoma or 
cystadenocarcinoma. Additionally, the cyst was generating a 
mass effect on the venous return of her IVC, restricting blood 
flow to the renal arteries: this finding may have explained her 
progressively increasing blood pressure. Blood work for tumour
markers were reassuring and the patient was referred to 
OBGYN. The following month, patient underwent a laparoscopic 
resection of the cyst with 2L of mucinous fluid drained and a 
partial right oophorectomy. Patient’s blood pressure had 
returned to baseline (normotensive) at her surgical follow up 
appointment.
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Case Discussion

Symptoms Uncommon cause

Hypertension • Primary aldosteronism
• Renovascular hypertension 
• OSA
• Pheochromocytoma
• Cushing syndrome
• Coarctation of the aorta 
• Primary kidney disease
• Prescription medications

• OCP
• NSAIDS
• Corticosteroids
• Stimulants 

(methylphenidate)

Constipation
Neurogenic causes: DM, MS, spinal 
cord injury, Parkinson disease
Non-neurogenic causes: obstruction, 
pregnancy, hypothyroidism, slow 
transit constipation

Abdominal fullness/pain
Ascites, CHF, constipation, bowel 
obstruction, mass

Ovarian cysts are  commonly discovered incidentally on physical 
exam or imaging. They are either simple or complex in 
structure. Ovarian cysts can cause non-specific symptoms and 
can make diagnosis difficult. However, growth of the cyst 
generally causes increased severity of symptoms over time 
which prompts workup. Depending on the size and constitution 
of the cysts, life threatening complications may arise, including 
torsion, rupture and hemorrhage.  

This case highlights the significance of women’s health in 
internal medicine and the awareness internists must have to 
manage common conditions such as ovarian cysts. The patient’s 
cyst was impressive in size and her symptoms led her to seek 
treatment. Ovarian cysts are common in ovulating women and 
are largely benign. However, in post-menopausal women, these 
same cysts are much more likely to be malignant. Treatment 
depends on size, cellular makeup of the mass, and the 
menstrual maturity of the patient. 

Work-up
• Abdominal Ultrasound 

and Transvaginal 
• MRI with and without 

contrast 
• ROMA score: CA125, 

Human Epididymis Protein 
4

• LDH, Inhibin B

Abdominal Ultrasound:
Large cystic mass likely rising from 
the right ovary measuring up to 22 
cm. 
Cystadenoma/cystadenocarcinoma 
cannot be excluded and gynecologic 
consultation is recommended. If 
indicated, pre and post contrast 
gynecologic protocol MRI could be 
performed for further assessment.
22.0 x 19.6 x 9.3 cm

MRI with and without contrast: 
Large thin-walled cyst demonstrated within the pelvis in abdomen likely originating from the right 

ovary. Findings are compatible with a serous or mucinous cystadenoma or cystadenocarcinoma. No 
discrete solid enhancing components identified.

15.1 x 10.9 x 23.8 cm
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A 59-year-old female with a past medical history of COPD and 
systolic heart failure presented to the emergency room with 
shortness of breath and new-onset heart palpitations. On 
admission, her EKG showed atrial fibrillation and flutter with 
rapid ventricular response. Multiple medication strategies 
including beta-blockers, Amiodarone, and digoxin were 
attempted with minimal success. Eventually patient returned to 
sinus rhythm. 

However, during her month-long stay, she was in sinus rhythm 
less frequently than she was in symptomatic atrial flutter. During 
her prolonged hospitalization cardiology was consulted, 
recommending, and executing multiple approaches for rate 
control. Unfortunately, she continued to have a rapid response 
despite the measures taken. She underwent five rounds of 
Amiodarone loading bolus with a continuous drip and transited 
to an oral taper with minimal success. Concurrently, the patient 
was treated for COPD exacerbation and underwent diuresis. As 
patient’s respiratory status waxed and waned, a thoracentesis 
procedure was completed by pulmonology which provided 
temporary relief of her hypoxic respiratory failure. 

After multiple attempts to control her atrial fibrillation and 
wean her off the oxygen, she was seen by EP cardiology and 
consideration of an ablation procedure was initiated. After 
failing Amiodarone chemical conversion multiple times, the 
patient was taken for an ablation procedure; she, however, went 
into PEA arrest after induction with propofol. She was 
resuscitated, intubated, and cardioverted. The decision was 
made to abort the ablation procedure due to patient instability.  
She was successfully extubated the following day, but converted 
to atrial fibrillation/flutter within hours. Patient continued to do 
relatively poorly and did not wean off her oxygen: patient failed 
to improve functionally or in any meaningful way. Ultimately the 
patient requested comfort care measures with analgesia and no 
further procedures. She was made comfortable on high flow 
oxygen and in the end passed away.

Initial EKG: SVT with a rate of 199
Echo: Left ventricular systolic function is moderately reduced with 
an ejection fraction grossly estimated to be around 35 to 40% with 
moderate global hypokinesis and a severe dyssynchronous 
contraction pattern consistent with a conduction abnormality but 
no obvious focal wall motion abnormality.
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Types of atrial flutter

Typical 

Atypical

Reverse typical 

Case

Work-up

Significance
As the most common cause of arrythmia and the leading 
cardiogenic cause of stroke, atrial fibrillation is diagnosed 
throughout the United States daily. In most cases, rate control has 
been considered the corner stone of management of symptomatic 
atrial fibrillation and flutter. This case reflects the shortcomings of 
current treatments while exploring the difficulty in cardioverting 
atrial arrhythmias. 

What? 
Fast, regular contractions  

Who?
80 % of flutter patients are male; commonly see in elderly patient 

with co-morbidities including hypertension, diabetes, chronic 
obstructive lung disease, excessive alcohol consumption

An abnormal circuit 
which involves the cavo-

tricuspid isthmus (the 
region of tissue between 
the orifice of the IVC and 
the tricuspid valve). This 

circuit presents as the 
classic “sawtooth” 

appearance in EKG leads 
II, III and aVF. 

An abnormal circuit which does not involve the cavo-
tricuspid isthmus but rather can involve any other part 
of the heart. Typically these are caused by scar tissue 

from innate or intrinsic heart disease.  

Clockwise rotation of the 
same circuit as typical  is 

called “reverse” and is 
presented by positive 

(“flipped” sawtooth) on 
leads II, III and aVF. 
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