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Case: Pulmonary Embolism presenting as chest pain post fight
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ORAL CASE SUMMARY

CONTENT AREA

Pulmonary
SYNOPSIS OF CASE
Otis Anderson a 68 yo male patient complaining of left middle and lower chest pain since being involved in a fight 2 weeks ago.  Initial evaluation was remarkable for “bruised ribs” and he was discharged home.  About seven days ago his pain worsened so he was seen in the ED for reevaluation.  That exam was consistent with chest wall pain.  He now returns with persistent pain, cough and weakness and a near syncopal episode today.  His hypoxia cannot be explained on the basis of pneumonia or chest wall pain, splinting or atelectasis.  The unexplained hypoxia should push the resident toward CT or VQ scan of the chest.  D-Dimer should not be used to exclude this patient for PE because the PE may be >72 hours old and therefore the D-dimer may be normal, despite being low risk according  to the Well’s criteria.  Risk factors for PE in this patient are age over 50, recent unknown injury and possible stasis from that injury.   
SYNOPSIS OF HISTORY
History:  Patient is a disheveled white male complaining of left middle and lower chest pain that has been present for two weeks since being involved in a fight.  Initial evaluation was remarkable for “bruised ribs” and he was discharged home.  About seven days ago his pain worsened so he came to this ED three days prior to the current visit for reevaluation.  That exam was consistent with chest wall pain and he was again discharged.  He now returns with persistent pain, cough and weakness and a near syncopal episode today.  Cough is productive of white sputum but no hemoptysis.  He smokes one and a half packs of cigarettes daily.  Appetitie is good without weight loss, bowel, or bladder dysfunction.  He has noted progressive weakness, dyspnea and has “lost his zip”.  He had a PMHx of pneumonia.  Denies cardiac history. 
SYNOPSIS OF PHYSICAL
PE:   
T 37.2

BP 120/80
P 102
R 28

GENERAL: 
A&Ox3 Poor personal hygiene.  

THORAX:  
No crepitus or SQ air.  No pain on palpation to left ribs.  Pain is pleuritic and not



Reproducible.  Lungs demonstrate diffuse slight rhonchi/wheeze at 



Bases that does not clear with coughing.  No rales or use of accessory 



Muscles.  Pt is tachypnic.  Heart normal.
CRITICAL ACTIONS

1.  IV, O2 and monitor

2.  Chest X ray and possible ABG
3.  ECG
4.  Assess response to oxygen (patient remains hypoxic)
5.  Review chart from prior ED visit

6.  CT of the chest or VQ scan

7. Initiate anticoagulation and admit to hospital
SCORING GUIDELINES
(Critical Action No.)
1. Patient should be come more active or declare that he is feeling worse if he is not placed on a monitor and oxygen (score down)
2. Nurse should ask if the physician wants to order a chest x ray  and  ABG(grade down)
3. Nurse should ask if physician wants to an ECG (grade down)  
4. Nurse should inquiry “How is the he doing he isn’t getting better? (grade down)
5. “Doctor do you want me to pull the ED chart from 3 days ago?” (score down)

6. If the examinee asks for a VQ scan; “doctor nuclear medicine said the scanner is broken they suggest a CT using the PE protocol”

7. Nurse “what did the CT show doctor?  Do you want me to start anything” (score down 2 points)

PLAY OF CASE GUIDELINES
(Critical Action No.)
Oxygen therapy and even breathing treatments fail to correct the patients dyspnea or hypoxia.  Once this is becomes apparent the resident should have obtained a ABG and repeat CXR be considered but since the CXR on the second visit three days ago was unremarkable a helical CT scan of the chest should be considered and performed.  D-Dimer should not be used to exclude this low risk patient for PE because the PE may be >72 hours old and therefore the D-dimer may be normal.  The PE may be subsegmental.
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Critical Actions
1. 
Monitoring and IV access
This critical action is met by IV o2 Monitor
Cueing Guideline: chest pain, dyspnea
2. 
 Chest X ray and ABG  
This critical action is met by CXR and ABG
Cueing Guideline: return of patient, dyspnea, hypoxia. If physician doesn’t want to do this the nurse should prompt him/her and get an explaination
3. 
ECG to rule out ACS
This critical action is met by ordering ECG to rule out ACS.  
Cueing guideline: nurse should ask “do you think it might be his heart?”

4.
Review old ED charts 
This critical action is met by review of previous visit results
Cueing Guideline: adequate history with 3rd visit
5. 
Reassess patient status
This critical action is met by checking how the patient is doing
Cueing Guideline: chest pain, dyspnea – “doctor he doesn’t seem to be responding to the oxygen what do you think is going on?”
6.     CT chest or VQ to document PE 
This critical action is met by helical CT of chest 

Cueing Guideline: return of patient, dyspnea, hypoxia.  (VQ scan is not available – machine is broken but it is not a wrong answer).  
7. 
Anticoagulation and admission  
This critical action is met by starting heparin (either UFH or LMWH) and admitting patient to ICU
Cueing Guideline: persistent hypoxia with diagnosis of PE.  Failure to start heparin results in pateint worsening, cardiopulmonary arrest
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History Data Panel
Age: 68 yo
Sex: Male
Name: Otis Anderson
Method of Transportation: Car
Person giving information: Patient
Presenting complaint: Weakness, chest pain and shortness of breath
Onset and Description of Complaint: 2 weeks ago
Past Medical History
Allergies: none
Medical: pneumonia, denies cardiac
Surgical: none
Last Meal: yesterday
Habits

Smoking: He smokes one and a half packs of cigarettes daily. 

PMH:   Pneumonia 10 years ago
Drugs: motrin, cough syrup
Alcohol: none
Family Medical History
Father: HTN
Mother: none
Siblings: Diabetes
Social History
Married: Divorced
Children: None
Employed: janitor at elementary school
Education: high school
PMD: none (“just comes to the ER”)
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Physical Data Panel

General Appearance: poor personal hygiene, large amount of tatoos, silver and turquoise jewelry
Vital Signs:  

BP
:
120/80
P
:
102
R
:
28
T
:
37.2
O2Sat
:
88%
Glucose
:
not measured
Neurological: A & O x 3, no focal findings
Mental Status: cooperative, 
Head: normocephalic, atraumatic  
Eyes: PERRL, palpebral conjunctiva pink
Ears: TM clear
Mouth: mucosal membranes moist
Neck: supple
Skin: warm and dry
Chest: No crepitus or SQ air.  Mild pain on palpation to left ribs.  Pain is pleuritic and not readily reproducible.  
Lungs demonstrate diffuse slight rhonchi/wheeze at  bases that does not clear with coughing.  No rales or use of accessory  muscles.  Pt is tachypnic.  
Heart: RRR without rub, murmur or gallop
Abdomen: Soft with bowel sounds present, no masses or organomegaly
Extremities: full ROM, poor skin turgor, good skin color, no Homan's or Moses' sign, no cyanosis
Rectal: guiac negative, good tone
Pelvic: n/a
Back: no scoliosis 
Other exam findings: none
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Lab Data Panel
	Stimulus #2 – CBC 
WBC            10.8
/mm3
Hgb              12.9
g/dL

Hct               38.4
%

Platelets      273
/mm3

Differential

Segs            67
%

Lymphs       14 
%

Monos           3
%

Eos                0
%
Stimulus #3 – Chemistry
Na+              132   
 mEq/L

K+                  3.9
 mEq/L

HCO3-           27
 mEq/L

Cl-                 99
 mEq/L

Glucose        105
 mg/dL

BUN                  7
 mg/dL 

Creatinine        1.0
 mg/dL 

Stimulus #4 – Urinalysis
Color
Yellow

Sp Gravity
1.020
Glucose
Negative

Protein
Trace
Ketone
Negative

Leuk. Est.
Negative

Nitrite
Negative

WBC
2/HPF

RBC
2/HPF


	Stimulus #5 – cxr no infiltrative process, neg. pneumothorax
Stimulus #6 – EKG no ischemic process, no S1Q3T3, no ventricular strain, rate 110
Stimulus #7 – Helical CT of Chest pulmonary embolism of left  lobe
Stimulus #8 –   ABG: pH 7.45, PCO2 37.4, PO2, 51.7, HCO3 40 O2 Sat 89.8%, 

Stimulus #9 – PT/PTT/INR 12.6/37/1.0
VERBAL REPORTS

 Results of CT of Chest
Drug screen and Ethanol level negative
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Stimulus Inventory

Stimulus #1 –

Emergency Admitting Form

Stimulus #2 – 
CBC
Stimulus #3 – 
Chemistry
Stimulus #4 – 
Urinalysis
Stimulus #5 –  
Chest X ray  
Stimulus #6 –     
ECG 
Stimulus #7 –     
CT chest
Stimulus #8 –      
ABG
Stimulus #9 –      
PT/PTT
Stimulus #10 –     
Urine toxicology screen 
Stimulus #11 –     
Ethanol level 
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Mock Oral Feedback Form – ABEM model
    
Date:

Examiner:


Examinee:

Data acquisition

Worst

1
2
3
4
5
6
7
8   
Best

NOTES

Problem solving

Worst

1
2
3
4
5
6
7
8   
Best

NOTES

Patient management

Worst

1
2
3
4
5
6
7
8   
Best

NOTES

Resource utilization

Worst

1
2
3
4
5
6
7
8   
Best

NOTES

Health care provided

Worst

1
2
3
4
5
6
7
8   
Best

NOTES

Patient Interpersonal relations 

Worst

1
2
3
4
5
6
7
8   
Best

NOTES

Comprehension of path physiology

Worst

1
2
3
4
5
6
7
8   
Best

NOTES

Clinical competence (overall)

Worst

1
2
3
4
5
6
7
8   
Best

NOTES

	Critical Actions
	
	Dangerous actions and omissions
Failure to start on oxygen 
Failure to rule out ACS

Failure to start anticoagulation once dx is known

	1.     IV, Oxygen and monitor
	(
	

	2.      Chest X ray and ABG
	(
	

	3.      ECG to rule out ACS
	(
	

	4.      Reassess patient
	(
	

	5.      Review chart from prior ED visit 
	(
	

	6.      CT of the chest or VQ scan
	(
	

	7.      Initiate anticoagulation and admit to hospital
	(
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Mock Oral Feedback Form – Core Competencies

    
Date:

Examiner:


Examinee:

	
	Does not meet expectations
	Meets Expectations
	Exceeds Expectations

	1. Patient care
	
	
	

	2. Medical knowledge
	
	
	

	3. Interpersonal skills and communication
	
	
	

	4. Professionalism
	
	
	

	5. Practice-based learning and improvement
	
	
	

	6. Systems-based practice
	
	
	


	Critical Actions
	
	Dangerous actions and omissions
Failure to start on oxygen 
Failure to rule out ACS

Failure to start anticoagulation once dx is known

	1.     IV, Oxygen and monitor
	(
	

	2.      Chest X ray and ABG
	(
	

	3.      ECG to rule out ACS
	(
	

	4.      Reassess patient
	(
	

	5.      Review chart from prior ED visit 
	(
	

	6.      CT of the chest or VQ scan
	(
	

	7.      Initiate anticoagulation and admit to hospital
	(
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Stimulus #1





      
ABEM General Hospital


Emergency  Admitting Form

Name
: Otis Anderson
Age
:  68 yo 
Sex
:   Male 
Method of Transportation
:  Car    
Person giving information
:   Patient     
Presenting complaint
:   Weakness with left chest pain and shortness of breath x 14 days 
Background: 68 y/o male C/O  “Weakness, chest pain and shortness of breath”

History:  Patient with chest pain for two weeks since being involved in a fight.  
Vital Signs  

PE:   
T 37.2

BP 120/80
P 102
R 28 Pulse Ox 88%
Stimulus #2 – CBC
WBC            10.8
/mm3

Hgb              12.9
g/dL

Hct               38.4
%

Platelets      273
/mm3

Differential

Segs            67
%

Lymphs       14 
%

Monos           3
%

Eos                0
%

Stimulus #3 – Chemistry
Na+              132   
 mEq/L

K+                 3.9
 mEq/L

HCO3-           27
 mEq/L

Cl-                 99
 mEq/L

Glucose        105
 mg/dL

BUN               7
 mg/dL 

Creatinine      1.0
 mg/dL 

Stimulus #4 – Urinalysis
Color
Yellow

Sp Gravity
1.020
Glucose
Negative

Protein
Trace

Ketone
Negative

Leuk. Est.
Negative

Nitrite
Negative

WBC
2/HPF

RBC
2/HPF

Stimulus #5 –      Chest X ray
[image: image1.jpg]



Stimulus #6 – ECG
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Stimulus #7 – CT chest
Pulmonary embolus on the left side per radiologist
[image: image3.jpg]


 

Stimulus #8 – ABG

ABG: pH 7.45, PCO2 37.4, PO2, 51.7, HCO3 40 O2 Sat 89.8%
Stimulus #9 – Coagulation Profile

PT/PTT/INR 12.6/37/1.0
