
A55-year-old Hispanic man with
obesity presented to the emer-

gency department with chest pain
and shortness of breath for the past
month which worsened in the last
two days. He described the chest
pain as intermittent, sharp, subster-
nal, and non-radiating. It increased
with exertion and was associated
with shortness of breath. He denied
other symptoms, including fevers,
chills, abdominal pain, diarrhea, con-
stipation, blood in urine, or stool. He
had smoked cigarettes for the last 20
years, consumed alcohol rarely, and
had not used recreational drugs. Re-
garding preventive care, he had never
had a colonoscopy in the past. He
was married and lived at home with
his wife. Family history was negative
for hypertension, diabetes, cardiac
disease, or autoimmune disease.

The clinical evaluation of chest
pain involves careful history-taking
and physical exam, as causes for
chest pain range from benign to life-
threatening. This patient’s presenta-
tion of typical chest pain and
longstanding history of tobacco use
place him at a greater risk for having
underlying coronary artery disease
and therefore next steps should in-
clude EKG and cardiac enzymes.

In the ED, the patient was hemo-
dynamically stable and was in no
acute distress. His conjunctivae were
normal, neck had a normal-sized thy-
roid, and no jugular venous disten-
sion. His cardiac exam revealed
regular rate and rhythm, his skin was
without pallor, lesions, or discol-

and well differentiated neuroen-
docrine or carcinoid tumor. Antipari-
etal cell and intrinsic factor antibodies
were both negative. Colonoscopy re-
vealed grade II internal hemorrhoids.

Although it is often associated
with pernicious (macrocytic) anemia,
AIG can present with microcytic
anemia, as a result of achlorhydria,
which impairs iron absorption. Up
to 27% of patients with IDA are
diagnosed with AIG.6 In later stages,
patients may develop severe cobal-
amin deficiency leading to neurologi-
cal symptoms and atrophic glossitis.
Approximately 5% of patients with
AIG will develop a gastric carcinoid
tumor.7

A review of records showed that
the patient had a hemoglobin of 12.7
and MCV of 106.9 two years prior
during an overnight admission for
evaluation of syncope. On this ad-
mission, folate level was normal but
vitamin B12 was <109 (ref range
210-910) and TSH was 19.015.

Although free T4 and antithyroid
antibodies were not collected in this
patient, in a person with an autoim-
mune-mediated disease process liv-
ing in the United States with
sufficient dietary iodine, autoim-
mune thyroiditis was most likely the
cause of his elevated TSH. Fifteen
percent of patients with autoim-
mune thyroid diseases have a con-
comitant autoimmune disease, most
commonly AIG at 39% of cases.2

The findings of AIG and autoim-
mune thyroiditis in this patient sug-
gest an underlying polyglandular
autoimmune syndrome (PAS) type

oration. His extremities showed no
clubbing, cyanosis, or edema. He
was neurologically intact, and his rec-
tal exam revealed no blood in the
stool. Initial troponin was 0.12, but
EKG showed no new ischemic
changes or prior infarcts. Labs were
remarkable for Hgb 6.1 g/dL, Hct
23.8%, RBC 3.6 M/uL, MCV 66.1 fL,
RDW 22.4%. He was transfused 2
units of packed red blood cells and
transferred to the cardiac intensive
care unit for further management.

A type II NSTEMI refers to is-
chemia due to either increased oxy-
gen demand or decreased supply,
and may be due to coronary va-
sospasm, coronary embolism, ane-
mia, arrhythmia, hypertension, or
hypotension. Treatment is aimed at
treating the underlying cause. In this
case, microcytic anemia is the likely
cause. Anemia is defined as a reduc-
tion in hemoglobin concentration,
hematocrit, or red blood cell count.
Given the high RDW in this case, an
iron panel should be obtained.

His iron level of 10, total iron
binding capacity of 448, iron % satu-
ration of 2, and ferritin of 3 were con-
sistent with diagnosis of iron
deficiency anemia (IDA).

In males in developed countries,
digestive disorders tend to be the
most common cause for IDA.

Patient underwent an EGD that
showed an 8-mm polypoid lesion
with ulcerated center in the mid-gas-
tric body of greater curvature and
ileal ulcerations without signs of
bleeding. Pathology revealed chronic
atrophic (autoimmune type) gastritis
(AIG) with focal intestinal metaplasia
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IIIB. PAS was first described by
Thomas Addison in the 19th century
in patients noted to have adrenocor-
tical failure and pernicious anemia.
In 1980, Neufeld and Blizzard devel-
oped the first classification of PAS:
Type I and II. PAS type III was later
described which is further subclassi-
fied into IIIA, IIIB, and IIIC.5 PAS IIIB
involves autoimmune thyroiditis and
pernicious anemia or AIG.

The prevalence of PAS type III in
Hispanic males is unclear. It is esti-
mated that 5% of women in the
world are affected with PAS type
III compared to 1.5% of men.1

Hashimoto’s thyroiditis is most preva-
lent among white women. It may ap-
pear that Hispanic men are less likely
to have PAS type III due to the low
likelihood of developing autoimmune
thyroid disease. However, based on
research by Genta, Allen, and Rugge
using a nationwide database of ~1
million people with upper endoscopy
specimens in the United States, AIG
was more than twice as common in
subjects of Hispanic ancestry as in
non-Hispanics and non-Asian Ameri-
cans. AIG did not appear to correlate
with the prevalence of H. pylori, indi-
cating that autoimmune-mediated
processes should be considered in
Hispanic patients with atrophic gastri-
tis despite the high prevalence of H.
pylori in that population.4

Our patient required three units of
pRBCs transfused during hospitaliza-
tion. He received IV B12 and iron
supplementation. Transthoracic
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echocardiogram showed normal left
ventricular function and no regional
wall motion abnormalities. Five days
after presentation, symptoms of chest
pain and shortness of breath resolved
and patient was discharged home
with follow up with primary care and
gastroenterology as an outpatient.

Our patient had a well differenti-
ated G-cell tumor that was resected
at endoscopy (<1cm) with no evi-
dence of metastatic disease on
imaging (Type 1). Gastric carcinoid
tumors are rare (2-3% of all carci-
noids) and are very rarely function-
ing with a good overall prognosis.1 A
surveillance endoscopy was planned
at time of discharge.

This case demonstrates late and
dramatic presentation of PAS in a
Hispanic middle-aged male. As
such, PAS should be considered as
a group of syndromes that occur be-
yond the population of young white
women. As autoimmune diseases
often coexist in an individual, it is
important to consider secondary au-
toimmune processes in a patient
with a known autoimmune condition
presenting with new symptoms.
Close follow up and vigilant surveil-
lance is required for all patients
with PAS.
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