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Diagnostic/Laboratory Evaluation: 

Ancillary Testing 
EKG: sinus tachycardic
Echocardiogram unremarkable
Renal ultrasound: renovascular disease

Case Presentation

Ø Mercury toxicity difficult diagnosis to reach due to its variable manifestations.
Ø Direct contact with mercury not needed to produce toxicity. 
Ø Not only harmful to the health of vulnerable populations - pregnant women and 

children but toxic to ordinary adults in various ways. 
Ø Chronic exposure at low concentration can cause cardiovascular toxicity, neurotoxicity, 

nephrotoxicity and carcinogenicity.
Ø Mercury toxicity is not often included in the list of different diagnosis with common 

complaints such as fatigue, anxiety, depression, paresthesia, weight loss, or  myalgias.
Ø Given the ability of the various form of mercury to deposit in most part of the human 

body, range of symptoms is quite large. 
Ø Levels are checked in blood, urine and/or hair levels although these do not often 

correlate with the total burden and can offer little diagnostic value. 
Ø Uncommonly associated with autoimmune or neurological disorder (see table 1)

Discussion

HPI:
Seventeen-year-old male presents to ED with severe headaches, musculoskeletal pain, and 
25-pound weight loss over 6 weeks. 
Intermittent skin rash of 2 months duration. 
Hyperhidrosis, insomnia, constipation and fluctuating blood pressures.
Seen and treated twice for Strep Pharyngitis with amoxicillin but only took 4-days of 
treatment. 
History of a brief episode of “seizure”, sudden onset palpitations, and chills.
Reportedly lost consciousness few minutes, hypotensive and tachycardic during that time.
Episodes of visual hallucination and confusion. 
Seen at his primary care clinic, urgent care and various ER’s.
Initially diagnosed with febrile seizures, although no reported history of fever. 

ROS:
Loss of appetite, 25-pound weight loss, and constipation. 
Severe diffuse muscle aches and spasms. 
Musculoskeletal pain widespread, unclear muscular versus articular.  
Pruritic rash throughout his body.

PE:
Hemodynamically stable, no distress, Orthostatic +  (BP 150/110 supine, 125/98 standing).
Gen: comfortable and cooperative.
Chest: tachycardic, regularly rhythm, CTAB/L
Abdomen: soft, non tender, normal bowel sounds.  
Musculoskeletal exam: normal muscle bulk and tone, tenderness over the back and 
shoulders, ROM limited secondary to pain, no inflammatory joint changes.
Neurological examination: CN II-IX intact, sensations intact.
Skin: maculopapular rash which involved the arms, chest and upper abdomen. 

Results
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Differential Diagnosis
Working diagnosis: Dysautonomia

Ø Kawasaki disease 
Ø Syphilis 
Ø Scarlatina
Ø Vasculitis
Ø Heavy metal poisoning

Image A,B,C: Maculopapular rash palms, interdigital folds.
Image D: Maculopapular rash anterior lateral left foot 

Hospital Course

Extensive lab and radiologic workup completed to rule out vasculitis, infection, 
endocrine, neurologic and psychologic disorders. 

Mercury blood and urine levels tested upon revelations of  after secondary cases.
Index case never directly contacted mercury, raising question of indirect spread.

2nd Case: thirteen-year-old male with similar symptoms to index case - myalgias, back 
pain, diaphoresis, photosensitivity and a 15-pound weight loss for the duration of 3 weeks. 
Patient lived near index case and had a casual contact with the patient’s sibling. 
Patient was symptomatically much worse and progressed rapidly to severe motor 
impairment. 

3rd Case: eighteen-year-old female also with similar symptoms. 
Patient is older sibling as index case. 
Symptoms for almost 3 months. 

Further history Index case sibling found mercury solution in mason jar.
Broken upon handling.
Mercury distributed on surface of the room.

Index case mom cleaned mercury although did not develop symptoms.
Mother tested negative for mercury.
Sibling who had contact with mercury found to have elevated levels although 
asymptomatic. 

Referred to a tertiary care center for further neurologic evaluation. 
Patient found to have significantly elevated mercury levels in blood and urine.
Ultimately diagnosed with Mercury poisoning leading to complications of Isaac and Stiff-
man syndrome.

Environmental Protection Agency involved, took control of family’s home
Everything from walls to personal belonging tested and subsequently destroyed.
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Ø CMP: Unremarkable
Ø ESR/CRP normal
Ø ANA, UDS, RPR neg
Ø Antibodies to Bartonella, Rickettsia, EBV 

negative.
Ø + Rapid strep with anti streptolysin levels 

>200. 
Ø Complement levels of C3 and C4 were 

decreased at 68 and 10, respectively.
Ø Elevated normetanephrine and total 

metaneprhine levels at 1117 and 1292, 
respectively. 

Contact
Sabah Ahmed, MD
Louisiana State University/Lake Charles Memorial Hospital Family Medicine Residency 
Email: Drsabahag@gmail.com
Phone: 718- 510 -3680(Cell), 337-494-6767 (Work)
Website: https://www.lcmh.com/Residency-Program/Residents.aspx
AAFP ID: 9232821

Sign Isaac Syndrome Stiff-Man Syndrome
Age 5-50 years old Usually 30-40’s

Onset Subacute/chronic Chronic

Immune mediated peripheral 
motor neuron disease

Neurological disorder mimics 
autoimmune disease

Course Progressive Progressive

Clinical Features Muscle stiffness, myotonia, 
myokymia. Can have. 
Hyperhidrosis, insomnia, 
weight loss, encephalopathy 
and autonomic dysfunction

Muscle rigidity and spasm. 
Difficulty ambulating. Any 
stimulus trigger spasms. 
Multiple variants

Pathophysiology Ion channel dysfunction Anti-GAD antibody mediated

EMG Spontaneous activity Absence of spontaneous 
activity

Table 1: Comparison between Isaac Syndrome and Stiff-Man Syndrome
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