Critical Care Module 2011
Case 1 – 
33 yr old male brought in by EMS with altered mental status.  VS 36.6 T, 118 p, 18 R, BP 134/74, po 99% RA.  He is protecting his airway, there are no obvious signs of trauma, he responds to painful stimuli.  

What is your next step?

List possible DX – 

1)


2)


3)


4)


5)

His accu check is low,  now what?
What if he there is no change in his exam but his repeat accu check is 190?


What is your next step?


List possible DX – does it change your first list?  Does it change the most likely DX?

1)


2)


3)


4)

Same pt with initial accu check 110.  
Repeat VS 128 p, R 22 BP 110/60 po96%

What are the next few steps in the management of this pt?

Nurse lets you know that pt temp is now 39 T?  What else would you consider?

Pt has become less responsive with gurgling respirations.  You plan to proceed with intubation.  What drugs would you use?  Are there any drugs you would not use?  If so why?  
After intubation, the patient is agitated on the vent.  His airway pressures are high. The ventilator alarms are going off. RT is unavailable. What should you do?  What could be the cause of this problem?

What if the DX is bacterial meningitis?  What medications should be given and in what dose?  (assume 70kg pt )  Is there any special considerations to think about in the care of this patient?  
Case 2
57 yr old male presents by EMS after syncopal episode.  VS 37T, 125P, bp 90/60, R22, po 97%  on 100% NRB.  Pt states felt dizzy, then woke up on the floor.  This has never happened to him before.  Pt is diaphoretic, pale, ill appearing.  He is protecting his airway.  There are no obvious signs of trauma.  
What do you need to do right now for the patient?

What are possible DX for this patient?

1)

2)

3)

4)

5)

What do you need to do to determine the above diagnosis? What on physical exam may help you narrow the diagnosis? What bedside testing/procedures can you do to help narrow/make dx?

A venous shock panel returns: 7.24/24/34, lactate 3, HCT 21

Now what?  Possible DX?  Further diagnostic testing? Treatment?

 Pt just vomited large amount of bright blood and clot.  Pt tripod position, very diaphoretic, about 250 cc blood in basin.  P140, BP 74 palp, R32 labored.
Now what?  What interventions would you do for the patient?  Any additional lab test?  Consultants?  

In Browser learn pt is has cirrhosis with known varices.  Are there any medical therapies to try?  

Your pt rapidly worsens, he is still actively bleeding.  You consultants are not immediately available, what else can you try to do to control the bleeding?  
Case 3

You are carrying the code pager and you are called to a “code” in the out pt CT.  On arrival you find a 47 yr old female who was having an out pt abd CT with IV contrast.  She is bright red, sitting up in distress.  She is actively wheezing.  She is able to speak short sentences.  P 120, RR 34 shallow, bp is unable to be auscultated but you feel a rapid, thready radial pulse.  
What should you do first?
What medications – dose and method of delivery – would you give?

She improves with the appropriate therapy.  Now what?  What is her disposition?  

What medications should be continued?  For how long?

What patient education should you do?
Questions – 
1. A patient suffers an in hospital cardiac arrest.  Of the following, which one has no predictive value with regard to the possibility of surviving to hospital discharge?

a. Coronary perfusion pressure during CPR

b. End-tidal CO2 during CPR

c. Neurologic examination findings immediately after return of spontaneous circulation.

d. Failure to achieve return of spontaneous circulation after 30 minutes of resuscitative efforts.

2. Which of the following is most likely to have negative effects on coronary perfusion pressure during a cardiopulmonary resuscitation?

a. Chest compression rate of 100/min

b. Chest compression depth of 1.5-2 inches in an adult

c. RR 20/min after intubation

d. Uninterrupted chest compressions

3.
A 57 year-old male is admitted to the ICU for an acute myocardial infarction.  Several hours after admission, he has a ventricular fibrillation cardiac arrest.  Immediate defibrillation does not change the rhythm.  He is orally intubated and chest compressions are started.  The patient is intubated and bag ventilated with 100% oxygen.  On examination, no rush of air is heard in the stomach with bag compression, breath sounds are equal bilaterally, and there is symmetrical chest wall movement.  Using a colorimetric capnometer, a very low level of end-tidal CO2 remains detectable during the next 5 minutes of resuscitation.  The low level of end-tidal CO2 is due to:

a. Esophageal intubation 

b. Hypoventilation

c. Low cardiac output

d. Inadequate O2 flow through the Ambu-bag
4.
Which one of the following is most correct regarding transfusion of red blood cells in the critically ill?
a. Red blood cell transfusion increases oxygen consumption

b. Transfusion of red blood cells decreases duration of mechanical ventilation

c. A transfusion threshold of 10g/dL is appropriate for most patients in the ICU

d. Transfusion of red blood cells is associated with a higher risk for postoperative infection
5.
A 38 year-old woman develops multiple (new-onset) generalized seizures. She is intubated in the field by paramedics for airway protection. Upon arrival to the emergency department, she has another episode of tonic-clonic activity that stops after lorazepam administration. An intravenous loading dose of phenytoin is administered. CT scan of the brain was performed shortly after arrival and reported as negative. One hour after arrival the patient remains unresponsive to verbal or painful stimuli. There is no tonic-clonic activity. No additional sedatives have been given since arrival. The most appropriate intervention at this point is:

a. Monitor patient closely and avoid further use of sedatives

b. Repeat CT scan

c. Perform MRI

d. Emergent EEG

e. Check phenytoin level

6.
All of the following are echocardiographic findings that supports hemodynamically-significant pulmonary embolism EXCEPT:

a.
Right ventricular dilation

b.
Right ventricular hypokinesis

c.
Exaggerated inferior vena cava collapse with respiratory variation

d. 
Shift of the intrventricular septum toward the left ventricle

7.
A 22 year-old female is brought to the emergency department by ambulance because of severe respiratory distress.  She is a known asthmatic.  Initial physical examination shows markedly increased work of breathing and poor air entry bilaterally.  She is diaphoretic and hypoxic by pulse oximeter.  Because her initial clinical findings indicate impending respiratory arrest, she is intubated in the emergency department soon after arrival.  After intubation, the initial ventilator settings are assist control mode, rate 18 breaths/min, tidal volume 600 mL, PEEP 5cm H2O, FIO2 100%.  Blood pressure is stable (120/80) after intubation. After the patient is successfully intubated and mechanical ventilation is intiated, the physician leaves the bedside to care for other patients.  A few minutes later, the nurse alerts the physician that the patient is becoming hypotensive. As the physician arrives at the bedside, the patient has a cardiac arrest.  Portable chest radiograph to confirm endotracheal tube placement performed just before the hypotensive episode reveals hyperinflated lungs, adequate endotracheal tube placement, and no evidence of pneumothorax. Which of the following maneuvers performed immediately when the hypotension was identified might have prevented the cardiac arrest?

a. Disconnecting the patient from the ventilator.

b. Bilateral chest decompression via needle aspiration technique.

c. Increasing the inspiratory time of the respiratory cycle.

d. Increasing the respiratory rate.

