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ORAL CASE SUMMARY

CONTENT AREA

3.5, Cardiovascular, Congestive Heart Failure

3.8, Cardiovascular, Hypertensive Emergencies
SYNOPSIS OF CASE 

A middle-aged man with high blood pressure, who is non-compliant with his medications, presents with headache, breathlessness, and nondescript chest pressure.   He is significantly hypertensive with acute, decompensated heart failure.  His ECG has non-specific ST-T wave changes, but his ECG changes and his chest pain improve with lowering of the blood pressure. 

SYNOPSIS OF HISTORY
Patient stopped medications for high blood pressure several days ago and has gradually developed symptoms of worsening congestive heart failure and of poorly controlled hypertension (headache, chest pressure).  He now presents to the ED in moderate respiratory distress with decompensated congestive heart failure and malignant hypertension.

SYNOPSIS OF PHYSICAL

Exam shows jugular venous distention, rales, flame hemorrhages, cotton wool spots on fundi, and peripheral edema.  Patient has a blood pressure of 250/135 mmHg, a respiratory rate of 32 minute, and room air pulse oximetry of 90%.  He is in moderate respiratory distress.   Chest x-ray shows pulmonary edema and cardiomegaly.

CRITICAL ACTIONS

1. Obtain ECG, chest x-ray (DA) 

2. Treat congestive heart failure and chest pain (PM)

3. Treat hypertension (PM)

4. Monitor urine output and/or place indwelling bladder catheter (PM, IR)

5. Admit to Intensive Care Unit (PM)

SCORING GUIDELINES
(Critical Action No.)

2a. If fail to administer oxygen, patient becomes more breathless and oxygen saturation drops.

2b. If only treat high blood pressure, heart failure symptoms persist despite lowered blood pressure 
3. Score down for inappropriate medication or oral route

4. Score down if doesn’t place indwelling bladder catheter or doesn’t explain procedure

5. Score down if admits to non-intensive care setting
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Case Decompensated CHF/Malignant HTN
PLAY OF CASE GUIDELINES
(Critical Action No.

2.
a. Administer supplemental oxygen to keep oxygen saturation above 94%; 4 liters/minute by nasal cannula will suffice


b. Administer sublingual nitroglycerin:  0.4mg x 3, then start an intravenous drip at 10-30 mcg/min drip; drip is preferable over paste since it will need to be titrated to more than 50 mcg/min before the blood pressure responds appropriately 


c. Intravenous furosemide (Lasix®) 1 mg/kg IV 


d. Intravenous enalaprilat (Vasotec®) 2.5 mg OR sublingual captopril (Capoten®) 12.5 mg


e. Oral aspirin 81 – 325 mg po


f. Intravenous morphine sulfate 2 – 4 mg every 5 min is CONTROVERSIAL but acceptable; patient’s chest pain can be relieved after 4mg 


g. Intravenous nesiritide (Natrecor® bolus of 2 mcg/kg followed by a continuous infusion of 0.01 mcg/kg/min CONTROVERSIAL but acceptable alternative to nitroglycerin and furosemide.   Nesiritide cannot be given with furosemide through the same intravenous line.

3. Treat hypertension: consultants are not available until the mean arterial pressure (MAP) is lowered and chest pain resolves.


a. In this scenario, nitroglycerin is the best first choice as an antihypertensive.   Sublingual nitroglycerin 400 mcg x 3 will relieve mild chest pain and reduce MAP about 5-10%, but an additional antihypertensive is needed to adequately reduce MAP.


b. Intravenous nitroprusside started at 0.5 mcg/kg/min and titrated is an acceptable second line agent but should be started after the chest pressure resolved in order to prevent the theoretical coronary-steal effect.  If the candidate starts nitroprusside first, it is acceptable to pass the case since this is a controversial area; as long as the MAP is reduced and the patient’s chest pain is addressed with other interventions.  The patient’s headache will resolve once the MAP is reduced 20-30%


c. Intravenous labetalol is an acceptable second line agent once the candidate realizes that nitroglycerin is insufficient to lower the MAP (20 mg slow IV push; then 40-80mg IV q 10 min up to 300mg or IV drip of 0.5 – 2.0 mg/min)

4. Monitor Urinary Output: indwelling bladder catheter preferred; must explain to patient prior to placement).
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Case Decompensated CHF/Malignant HTN

Critical Actions
1. 

Obtain ECG, chest x-ray


This critical action is met by the candidate ordering and correctly acting on the abnormal chest x-ray and interpreting no significant ST elevations on the ECG.

Cueing Guideline: None

2.
Treat congestive heart failure and Chest Pain

This critical action is met by the candidate appropriately addressing substernal chest pain and shortness of breath consistent with congestive heart failure.

Cueing Guideline: Patient becomes more short and requires non-invasive ventilation with BiPAP (or intubation) if congestive heart failure not addressed.   Chest pain becomes steadily worse if hypertension is not controlled or if the patient is not given nitroglycerin and/or oxygen.

3. 
Treat Hypertension

This critical action is met by the candidate properly lowering the mean arterial pressure (MAP) by 20-30% with appropriate medications via the appropriate routes.

Cueing Guideline: Nurse tells candidate that patient’s blood pressure is going up and patient’s headache is worsening until an antihypertensive is administered properly.

4.
Monitor urine output and/or place indwelling bladder catheter


This critical action is met by the candidate measuring urinary output.

Cueing Guideline: Patient says “I have to pee, doc!!” if catheter not placed.  Patient yells in pain/surprise if candidate doesn’t explain procedure.  Intensivist asks what the urinary output in the ED has been since treated started.

5. 
Admit to ICU

This critical action is met by the candidate-admitting patient to an intensive care setting and a “rule out acute myocardial infarction” protocol.
Cueing Guideline: Internist asks if ICU more appropriate setting if candidate attempts to place on ward with monitor.  Nurses explain ABEM’s stepdown unit can’t handle all the vasoactive drips if candidate tries to place there.

  History Data Panel
Onset of Symptoms: 4 days ago
Description of Complaint:  A 48-year-old man presents with a chief complaint of shortness of breath and headache.  He states that he has a history of non-insulin dependent diabetes and high blood pressure, for which he has not taken his medicine due to financial reasons.  He was in his usual state of health until 4 days ago when he developed mild exertional shortness of breath and dyspnea on exertion, which has worsened daily since then.  He had 2-3 pillow orthopnea last night.  He developed a generalized, band-like headache this morning was awakened from sleep with shortness of breath just prior to arrival.   He also complains of nondescript substernal chest pressure unlike his previous angina.  This started last night and is non-radiating and 2/10 in severity without associated nausea.

Past Medical History

Surgical:  Cholecystectomy 1995

Medical: NIDDM, HTN, CVA 1999, cardiac catheterization with stent placement 2002

Injuries: none

Allergies: NKDA

Medications:   GlipiZIDE® (glyburide);  Lopressor ® (metoprolol);  HCTZ,  potassium supplement,  Adalat® (nifedipine)

Habits

Smoking: 2 ppd

Drugs: none

Alcohol: minimal

Family Medical History
Father: negative

Mother: negative

Siblings: negative

Social History
    Married: yes

    Children: yes

    Employed: no

    Education: high school

Physical Data Panel

Patient:  Bill Moe
General Appearance:  Middle aged obese white male, leaning forward on gurney with anxious look in moderate respiratory distress, slightly diaphoretic

Vital Signs:  

BP:



240/135 mmHg
Pulse:


138 /minute
RR:


38 / minute

Temperature:
98.9o (oral)

Pulse Ox:

90% on room air

Head:  normal

Eyes: 
Funduscopic exam:  cotton wool patches and blurred disc margins / papilledema

Ears:  


normal

Mouth:  

normal

Neck: 


JVD noticeable @ 30o to angle of mandible, neck supple
Skin: 


cool, clammy

Chest: 

bilateral rales more than halfway up back

Heart:  

tachycardic, regular without murmur, positive S3 if asks for it

Abdomen: 
soft non-tender, no pulsations or masses; hepatojugular reflux is present

Extremities:

pitting edema, strong / bounding distal pulses

Rectal:  

negative for blood, good tone

Neurological:  
normal

Mental Status:
normal
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Case Lab Data Panel
	Stimulus #2 - Hematology

Complete Blood Count


WBC
9.7/mm3

Hgb
14g/dL


Hct
43%


Platelets
255/mm3
Differential


Segs
75%


Bands
4%


Lymphs 
18%


Monos 
2%


Eos 
1%

Stimulus #3 - Chemistry


Na+ 
132mEq/L


K+ 
4.9mEq/L


CO2 
18mEq/L


Cl- 
101mEq/L


Glucose 
198mg/dL


BUN 
44mg/dL


Creatinine 
1.7mg/dL

Troponin I:  0.40 ng/ml

Stimulus #4 - Urinalysis


Color 
yellow


Sp gravity 
1.021


Glucose 
2+


Protein 
1+


Ketone 
(-)


Leuk. Est. 
(-)


Nitrite 
(-)


WBC 
1


RBC 
2


	Stimulus #5 – EKG #1 (arrival)
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Stimulus #5 – EKG #2 (no CP, MAP lowered)
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Stimulus #6 – CXR
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VERBAL REPORTS
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Stimulus Inventory

# 1
Emergency Admitting Form

# 2
Hematology


# 3
Chemistry

# 4
Urinalysis

# 5
EKG #1

# 6
EKG #2

# 7
CXR

# 8


# 9


#10
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Stimulus #1

ABEM General Hospital


Emergency Admitting Form

Name:
Bill Moe

Age:
48 years

Sex:
Male

Method of Transportation:
Wife

Person giving information:
Wife

Presenting complaint:
shortness of breath, headache, and chest pain

Background:  Wife transported patient herself and is in room and able to answer most questions.  Patient too dyspneic to speak more than 1-2 words initially; can answer questions later after therapy. 

Vital Signs

BP:


240/135 mmHg
Pulse:


138 /minute
RR:

38 / minute

Temperature:
98.9o (oral)

Pulse Ox:
90% on room air

