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ORAL CASE SUMMARY

CONTENT AREA

Cardiology

Case #3- MI with 3rd degree Atrioventricular block

SYNOPSIS OF CASE
The case involves a 40 year old man who presents with 4 hours of chest discomfort, who has an infero-posterior myocardial infarction with a third degree atrio-ventricular block. The candidate must obtain an electrocardiogram, treat the chest pain, recognize both the myocardial infarction and the atrio-ventricular block. The candidate must also place a transvenous pacemaker and obtain capture, as well as arrange for definitive treatment, in the form of transfer to the cath lab. 

SYNOPSIS OF HISTORY
The patient presents with left sided chest pain that began while walking to the bus stop. It is associated with dyspnea and mild diaphoresis, but not nausea or vomiting. There is some minimal pain with deep inspiration and with palpation of the chest wall. The patient will complain of similar mild pains in the past few months.

SYNOPSIS OF PHYSICAL
Exam reveals a patient with bradycardia and borderline hypotension. The patient is obese and appears in mild discomfort. There are no murmurs, thrills or heaves. The lungs have bibasilar rales and late expiratory wheezes. Rectal examination is negative.

CRITICAL ACTIONS

1. Obtain ECG

2. Recognition of inferior wall MI (IWMI)

3. Recognition of 3rd degree atrioventricular block

4. Administration of aspirin

5. Institution of pacing

6. Arrange for transfer to the cath lab.
SCORING GUIDELINES

(Critical Action No.)
2. The candidate should be scored up if the posterior aspect of the MI is recognized.

2. A fifteen lead ECG should be ordered, and the candidate should be scored up for ordering it. It will reveal ST elevation in V2.

3. The candidate should fail if the third degree atrioventricular block is missed.

6. The candidate should be scored down if thrombolysis is given without (at the minimum) attempting cath lab transfer first

Other

- The candidate should be scored down if beta-blockers are given (contraindicated)
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PLAY OF CASE GUIDELINES
(Critical Action No.)
2. The candidate must recognize the full MI. If they do not voice it, or do not get the entire MI, have a nurse or student ask them what they see on the ECG.

3. The 3rd degree AVB must be recognized quickly, or the patient will deteriorate. The patient’s condition will continue to deteriorate and become hypotensive. Eventually the patient will develop a ventricular rate of about 20 beats per minute with a persistent 3rd degree AVB. Only at this point will help be available if the candidate requests a consultation- they will point out the full MI but only say that they “wonder if the patient has an AV block?…”. If still unrecognized, the patient will go into a PEA rhythm that will be reversible with epinephrine once, but will revert to refractory PEA afterwards if unrecognized 3rd degree AVB persists

4. Either 160 or 325mg of ASA can be given- either are acceptable.

5. To ‘capture’, the candidate will have to use 65 milliamperes. Once captured, the candidate should lower the amperage to the minimum needed for capture- 42 milliamperes.

6. Thrombolysis would only be appropriate if there were no cath lab available (which there is). If thrombolysis is chosen, it can be deterred by saying “it will take 30 minutes to get the tPA”.

6. The cath lab cardiologist will not want to come in to perform the procedure and say that the patient should get fibrinolytics. The candidate must be adamant that the patient does not meet criteria to be ‘lysed’ (i.e. low blood pressure) and they should come in. The cardiologist will come in at the candidate’s insistence.

General

a) Pain control is important. Pain will not be fully controlled without addition of a small dose of morphine, and additional doses of morphine will be needed once the central line is inserted and again when the pacer is started.

b) Nitroglycerin should be avoided. 1-2 doses of sublingual NTG can be given, but he patient will develop a severe headache and their blood pressure will transiently drop to 60 systolic. If transdermal or intravenous NTG is used the patient will become hypotensive to a BP of 40 palp.

c) Beta-blockers should be avoided, and the candidate should be scored down if they are used.
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Critical Actions
1. 

Obtain Electrocardiogram


This critical action is met by the candidate obtaining an ECG

2.
Recognition of inferior myocardial infarction


This critical action is met by the candidate properly identifying the inferior MI


Cueing Guideline: If the candidate does not verbalize their interpretation, have a ‘colleague’ ask “What do you have there?” or something to that effect.

3. 
Recognition of 3rd degree atrio-ventricular block


This critical action is met by the candidate recognizing the 3rd degree AVB on the ECG


Cueing Guideline: If the candidate does not verbalize their interpretation, have a ‘colleague’ ask “What do you have there?” or something to that effect.

4.
Administration of ASA


This critical action is met by the candidate giving ASA to the patient

5. 
Initiation of cardiac pacing


This critical action is met by the candidate initiating cardiac pacing.
6. 
Arrangement for transfer to cath lab


This critical action is met by the candidate discussing the case with the cardiologist and arranging for emergent catheterization
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History Data Panel
Onset of Symptoms: 4 hours ago

Description of Complaint: Chest pain.

History of Present Illness: 40 year-old male presents with 4 hours of chest discomfort, beginning while walking to the bus stop. It is associated with some mild dyspnea, and seems to resolve with rest. He says that it is similar to his emphysema flares, although he does not need any medication to calm these spells. The pain is on the left side of his chest and radiates to his left arm, hurts minimally with inspiration and with palpation of the chest wall.

There is no nausea or vomiting associated. He is complaining of diffuse weakness and fatigue in the last four hours.

On review, he does admit to having these episodes more frequently in the past several weeks, although he feels the weather is making him worse (as it does every year).
Past Medical History


Surgical: None


Medical: COPD, Diabetes (diet-controlled), and Hypertension


Injuries: None significant


Allergies: None


Medications: Diovan, Albuterol prn

Habits


Smoking: 1 pack per day, 20 pack-year history


Drugs: Denied


Alcohol: Occasional, none recently

Family Medical History

Father: MI at age 55 years


Mother: Diabetes

Social History


Married: 4 years


Children: None
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Physical Data Panel

Patient: Richard Martin

General Appearance: Mild discomfort

Vital Signs:  


BP
:
100/55


P
:
41


R
:
22 (oxygen saturation 94% on room air)


T
:
37.6

HEENT: Dry mucous membranes, no icterus

Heart: No murmur, thrills or heaves

Lungs: Bilateral expiratory wheezes

Abdomen: Benign

Rectal: Heme negative, good tone

Extremities: Normal

MSK: Left chest wall tender to palpation

Head: Dry mucous membranes

Eyes: Normal

Ears: Normal

Mouth: Normal

Neck: Normal

Skin: No rashes

Chest: Bibasilar rales

Heart: Normal S1 and S2, no murmurs, thrills, rubs or heaves

Abdomen: Benign

Extremities: Normal

Rectal: Normal tone, Heme negative
Neurological: Normal, nil focal/laterlaizing

Mental Status: Normal
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Lab Data Panel
	Stimulus #2 - Hematology

Complete Blood Count


WBC
6.8 /mm3

Hgb
15.4g/dL


Hct
45 %


Platelets
487/mm3
Differential


Segs
67%


Bands
1%


Lymphs 
29%


Monos 
2%


Eos 
1%

Stimulus #3 - Chem-7


Na+                136
mEq/L


K+                   4.9  mEq/L


CO2                 25
mEq/L


Cl-                 107  
mEq/L


Glucose        203
mg/dL


BUN               16 
mg/dL


Creatinine      1.2
mg/dL

Stimulus #4 - Urinalysis


Color 
Clear


Sp gravity 
1.020


Glucose 
Neg


Protein 
Neg.


Ketone 
Neg.


Leuk. Est. 
Neg.


Nitrite 
Neg.


WBC 
Neg.


RBC 
Neg.


	Stimulus #5 - Arterial Blood Gases

pH 
              7.38


pCO2 
34 mm Hg

pO2 
110 mm Hg

O2 Sat 
97 % (room air)

Stimulus #6 - ECG

VERBAL REPORTS

CXR- Clear, minimal bibasilar rales, normal mediastinum, no pneumothorax
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Stimulus Inventory

# 1
Emergency Admitting Form

# 2
Hematology

# 3
Chemistry

# 4
Urinalysis

# 5
Arterial Blood Gas

# 6
ECG

# 7
CXR- report as normal

# 8


# 9


#10
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Stimulus #1

ABEM General Hospital


Emergency  Admitting Form

Name                              Richard Martin
:


Age                                 40
: 


Sex                                 Male
:  


Method of Transportation        Ambulance             
:  


Person giving information        Patient   
:


Presenting complaint               Chest pain 
: 


Background: Patient presents with 4 hours of chest discomfort, beginning while walking to the bus stop.

Vital Signs  


BP
:
100/55


P
:
41


R
:
22 (oxygen saturation 94% on room air)


T 
:
37.6

Stimulus #2
Hematology

Complete Blood Count


WBC
6.8 /mm3

Hgb
15.4g/dL


Hct
45 %


Platelets
487/mm3
Differential


Segs
67%


Bands
1%


Lymphs 
29%


Monos 
2%


Eos 
1%

Stimulus #3
Electrolytes

Na+                136
mEq/L

K+                   4.9  
mEq/L

CO2                 25
mEq/L

Cl-                 107  
mEq/L

Glucose        203
mg/dL

BUN               16 
mg/dL

Creatinine      1.2
mg/dL

Stimulus #5

Arterial Blood Gases

pH 
              7.38


pCO2 
34 mm Hg

pO2 
110 mm Hg

HCO3
26

O2 Sat 
97 % (room air)

Stimulus # 6
Case #3

ECG
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