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Welcome to the official blog of the Kings County/SUNY Downstate Emergency Medicine Residency!
			We are the residents (and some attendings) of the Kings County Hospital Emergency Department who have put together a unique mostly resident-authored blog for medical professionals.

If you have ideas for a post or are just looking for a fun way to do some individualized learning, e-mail us at CountyEMBlog@gmail.com and come be a part of our team!
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            Welcome to "Did You Ask?" a segment where we talk 

            	                    [image: Welcome to "Did You Ask?" a segment where we talk about important pieces of information that you need to get on history when examining patients.  Today we're gonna be talking about back pain one of the most common chief complaints in the ED.  #emergency #emergencymedicine #medicalstudent #emresident #resident #intern #ms4 #ms3 #foamed #awayrotation #subi #differential #mnemonic #backpain #step1 #step2 #step3 #ms1 #ms2]

        
    





        

            Welcome back to part 2 of Hypertrophic Cardiomyopa

            
	                
	            	                    [image: Welcome back to part 2 of Hypertrophic Cardiomyopathy! . . . .  Take Home Points:  1. Ask about chest pain, shortness of breath, palpitations, and/or syncope on exertion during your interview   2. ECG findings are not diagnostic but classic findings include LVH, pathologic ‘dagger’ Q waves, deep S waves in V1-V3, and high R wave in V4-V6 with abnormal T waves   3. A bedside parasternal short axis view with an end-diastole wall thickness ≥ 15 mm is highly suspicious for HCM and warrants further investigation   4. Beta blockers are first line pharmacological intervention and in those with refractory symptoms consider disopyramide or surgical intervention via myomectomy or alcohol septal reduction  Stay tuned for part 3 as we discuss treatment of emergent conditions and prevention of SCD!  Check out our story and highlight reel for direct links to the article! Also check out our website for more juicy content!]

        
    





        

            Heart 2 Heart

Identifying Wellen's Syndrome- Keep

            	                    [image: Heart 2 Heart  Identifying Wellen's Syndrome- Keep an eye out for reperfusion T waves in the inferior or lateral leads if you have transient reperfusion of the RCA or LCx- the same pattern can happen in any of the coronary distributions!]

        
    





        

            County EM presents a case of a 59-year-old male wi

            
	                
	            	                    [image: County EM presents a case of a 59-year-old male with a past medical history of hypertension, hyperlipidemia, and gastroesophageal reflux disease was brought in by EMS to the ED with severe chest pain . . . . . . . Hypertrophic Cardiomyopathy (HCM)  Take Home Points:  1. HCM includes a complex interplay of left ventricular outflow tract obstruction (LVOTO), mitral regurgitation, diastolic dysfunction, myocardial ischemia, arrhythmias, and autonomic dysfunction  2. Although classically thought of as septal hypertrophy leading to LVOTO, multiple variants have been identified. Variants including concentric, reverse septal, neutral, and apical HCM have been identified, and nearly any pattern of LV wall thickening can occur with HCM.  3. Common adverse events include sudden cardiac death, symptoms of left ventricular outflow tract obstruction, heart failure, and arrhythmias   4. Patients with HCM are at higher risk for myocardial ischemia even in the absence of CAD.   5. The pathophysiology of anginal chest pain and rising troponin in HCM is related to increased oxygen demand secondary to hypertrophy, microvascular dysfunction, and small coronary vessel medial hypertrophy, which causes decreased coronary flow reserve and regional myocardial ischemia.   Stay tuned for part 2 as we discuss early identification of HCM!!  Check out our story and highlight reel for direct links to the article! Also check out our website for more juicy content!]

        
    





        

            Today we share a post on the pathophysiology and m

            	                    [image: Today we share a post on the pathophysiology and management of priapism. The big takeways are as follows:  1) Priapism is  either ischemic or non-ischemic and this is one of the most important distinctions to make as untreated ischemic priapism leads to fibrosis and permant sexual dysfunction.  2. Cavernosal blood gas in ischemic priapism will show elevated PaCO2 > 60 mmHg, decreased PaO2 < 30 mmHg, and pH < 7.25.  3. The most important treatment for priapism is drainage. This is achieved by injecting a 20-gauge needle into the 3 o'clock or 9 o'clock (sometimes both) position to aspirate blood from the corpus cavernosum. It is important to only aspirate from these positions to avoid injury to dorsal vessels or the urethra.  4. Once drainage is complete, inject phenylephrine into the corpus cavernosum to help prevent re-accumulation.  5. Most pharmacies will give you a phenylephrine bottle with 10 mg/mL concentration. You should dilute this ten-fold: take 1 mL of phenylephrine and mix into a 9 mL saline flush, creating a new concentration of 1mg/mL, or 1000 mcg/mL. You can inject 0.5cc of your phenylephrine mixture into the corpus cavernosa using the same needle you used for drainage (limit to 3 injections).  6. Lastly, all patients with priapism should be scheduled for urgent urology follow-up. For patients with recurrent episodes, or where multiple attempts at drainage have proven unsuccessful, you can consider an emergent urology consult.  Check out our story and highlight reel for direct links to the article! Also check out our website for more juicy content!]

        
    





        

            Today we share a post on the management of intracr

            	                    [image: Today we share a post on the management of intracranial hemorrhage. The goal in the ED is to prevent hematoma expansion, edema, and herniation. The big takeaways are as follows:  1. For patients presenting with systolic blood pressure (SBP) between 150 and 220 mmHg, acute lowering of SBP to a target of 130 to 150 mmHg is safe and reasonable   2. Seizure prophylaxis is not routinely recommended except in lobar involvement.  3. Studies show that hypertonic saline leads to a greater reduction in ICP when compared to mannitol.  Check out our story and highlight reel for direct links to the article! Also, check out our website for more juicy content!]

        
    





        

            Today we share a post on the presentation and mana

            	                    [image: Today we share a post on the presentation and management of High Altitude Illness (HAI). HAI encpomasses the following 3 syndromes: Acute Mountain Sickness (AMS), High Altituide Cerebral Edema (HACE), and High Altitude Pulmonary Edema (HAPE). The big takeways are as follows:  1. Symptoms are seen when ascending above 2500m (8200ft), although it can occur as low as 2000m (6500ft).  2. AMS and HACE are two cerebral syndromes that fall within the same spectrum of pathophysiology with mild symptoms including nausea, vomiting, fatigue, or dizziness with progression to ataxia, severe lethargy, altered mental status, or encephalopathy in severe cases.  3. HAPE typically develops 2-4 days following ascent with symptoms including nonproductive cough, dyspnea on exertion, or fever with progression to dyspnea at rest, cough with blood or pink frothy sputum, or hypoxia in severe cases.  4. Gradual ascent is the top recommendation for prevention.  5. The first-line treatment for all 3 syndromes is descent and supplemental O2. Although there are pharmacological interventions and even the use of portable hyperbaric chamcbers, do not delay descent when possible.  Check out our story and highlight reel for direct links to the article! Also check out our website for more juicy content!]

        
    





        

            Today we share a post on interpreting a paced ECG 

            	                    [image: Today we share a post on interpreting a paced ECG rhythm. The big takeways are as follows:  1) The first 3 letters of a pacemakers (PM) code are the most important for ED physicans to understand. Letter 1 indicates where the PM leads are located, letter 2 indicates where intrinsic depolarization is detected, and letter 3 indicates the response of a PM to intrinsic depolarizations  2) In an atrial paced patient, the ECG will show pacer spikes before a P wave. In a right ventricular paced patient, the ECG will show pacer spikes after the p wave but before a wide QRS complex with LBB pattern. In a biventricular paced patient, the ECG will show pacer spikes after the p wave but before a narrow QRS complex  3) The most common pacemaker issues to be on the lookout for are failure to caputre, failure to sense, and failure to pace.  Check out our story and highlight reel for direct links to todays article! Also check out our website for more juicy content!]

        
    





        

            This week we share a post on the evaluation and ma

            	                    [image: This week we share a post on the evaluation and management of trached patients. The big takeways are as follows:  1. When troubleshooting a tracheostomy issue, take a breath. Use the time to go over what you know and who you need to call for help. Determine what tube type the patient has (cuffed vs. uncuffed, fenestrated vs. non-fenestrated) and whether the patient can be naso-orally intubated and ventilated.  2) Remember your troubleshooting algorithms such as the “Green” algorithm which encourages working your way from the outer to inner components of the tracheostomy tube. If the patient needs to be ventilated via their tracheostomy tube, the patient needs a cuffed, non-fenestrated tube.  3) Have all your adjuncts and tools available nearby (suction, additional tracheostomy tubes, airway cart, direct visualization modalities, surgical consults).  Check out our story and highlight reel for direct links to the article! Also check out our website for more juicy content!]

        
    





        

            This week we share a post on biphasic T waves and 

            	                    [image: This week we share a post on biphasic T waves and their significance. The big takeaways are as follows:  1) Healthy adults can have “malignant”-looking ECG patterns that are benign and these benign ECG patterns should be considered if the ECG does not fit the clinical presentation or workup.  2) Remember your differential for biphasic T-waves and deep T wave inversions (TWI) includes Wellens syndrome, MI, LVH, RVH, PE, HOCM, increased intracranial pressure (cerebral T-waves), myopericarditis, takotsubo cardiomyopathy, and both LBBB and RBBB  4) Diagnosing a benign ECG pattern depends on a thorough review of the individual patient’s history, a detailed examination of serial ECG, and an appropriate diagnostic workup.  Check out our story and highlight reel for direct links to the article! Also check out our website for more juicy content!  https://blog.clinicalmonster.com/]

        
    





        

            This week we share a post on evaluation and manage

            	                    [image: This week we share a post on evaluation and management of molar pregnancies. The big takeways are as follows:  1) Molar pregnancy is part of a spectrum of gestational trophoblastic disease.   2) Classic findings include vaginal bleeding, grape-like vaginal discharge, hyperemesis, and signs of preeclampsia or thyrotoxicosis.   3) A diagnosis of molar pregnancy can be made with a pelvic ultrasonography showing the classic “snowstorm” appearance of the uterus. Elevated beta-HCG levels are also common.   4) Complications associated with molar pregnancy include anemia, dehydration, electrolyte derangements, hypertensive emergencies, thyrotoxicosis, and, rarely, trophoblastic PE.   5) Definitive treatment includes dilatation and curettage or hysterectomy and patients will require ongoing serial beta-hCG testing to detect gestational trophoblastic neoplasia.   Check out our story and highlight reel for direct links to the article! Also check out our website for more juicy content!  https://blog.clinicalmonster.com/. #ultrasoundem #kingscountyem #molarpregnancy]

        
    





        

            This week we continue the toxicity trend and share

            	                    [image: This week we continue the toxicity trend and share a blog post on nitrous oxide toxicity. The big takeways are as follows:  1. People still use whippets, so keep nitrous oxide toxicity on your differential in a patient with lower extremity weakness  2. When concerned for nitrous oxide toxicity, check homocysteine levels as B12 levels will be normal in the setting of nitric oxide use  3. In patients with lower extremity weakness and evidence of macrocytic anemia, always consider B12 deficiency secondary to nitrous oxide toxicity   Check out our story and highlight reel for direct links to the article! Also check out our website for more juicy content!  https://blog.clinicalmonster.com/]

        
    





        

            This week we share a blog post on how to approach 

            	                    [image: This week we share a blog post on how to approach patients with metformin toxicity. The big takeways are as follows:  1) Dialysis is the mainstay of treatment in critically ill patients with MALA, so consult nephrology early. Everything else is supportive care to bridge patients to dialysis  2) Very little evidence exists to direct supportive therapy. Studies are heterogenous and often include the whole spectrum of MILA-MALA-MULA patients with various secondary pathologies  3) D5 ½ NS is reasonable as a fluid of choice. Though some suggest using isotonic bicarbonate, it is unlikely to be helpful unless the patient is extremely acidemic  4) Most patients have a secondary pathology contributing to the disease process, and it can be very difficult to clinically distinguish MILA from MALA. Metformin is rarely the sole culprit.  Check out our story and highlight reel for direct links to the article. Also check out our website for more juicy content!  https://blog.clinicalmonster.com/]

        
    





        

            This week we share a blog post on how to approach 

            	                    [image: This week we share a blog post on how to approach patients with intermediate HEART scores. Hint, not everyone should be placed on observation units. The big takeways are as follows:  1) Though validated in all patients with chest pain, the HEART Score’s positive predictive value will be much lower for the patient whose history of present illness suggests a non-cardiac etiology   2) For those patients that fall into the intermediate category (HEART Score 4 to 6) with a nonischemic ECG and 1 or 2 negative troponins (at time 0 and 3 hr), the clinically relevant cardiac event rates are both < 1%, respectively   3) If one is concerned about potential undiagnosed underlying CAD, a CCTA is an effective, time-saving test to potentially exclude CAD  4) Disposition decisions for intermediate-risk patients will ultimately vary and should consider shared decision-making between the patient and individual provider regarding the risks and benefits of additional testing  Check out our story and highlight reel for direct links to the article. Also check out our website for more juicy content!  https://blog.clinicalmonster.com/]

        
    





        

            Can't intubate? Can't ventilate? Here's the surgic

            	                    [image: Can't intubate? Can't ventilate? Here's the surgical airway of choice in pediatric patients.  Content: Dr. Jonathan McMahon  Blog post: Dr. Sarah Melendez  Video editor and producer: Dr. Aryan Madani Editor:  Dr. Natassia Buckridge, Dr. Philippe Ayres  http://blog.clinicalmonster.com/2012/12/03/peds-in-a-pod-percutaneous-transtracheal-jet-ventilation/  #emergencymedicineresidency #emergency #residency #intubation #airway #foamed]

        
    





        

            We will be releasing weekly posts for easy access 

            	                    [image: We will be releasing weekly posts for easy access to all the amazing content on the Kings County blog!  This week we share a blog post on STE in aVR with diffuse STDs. The big takeaways are as follows:  1) ST-elevation in aVR with diffuse ST-depressions is more appropriately classified as circumferential subendocardial ischemia instead of “STEMI equivalent”  2) The differential for ST-elevation in aVR with diffuse ST-depression includes tachydysrhythmias and non-cardiac shock states such as septic shock and hemorrhagic shock, aortic dissection, pulmonary embolism, hypokalemia or digoxin toxicity, and repolarization abnormality secondary to LV enlargement or LBBB  3) Obtaining serial ECGs may be helpful as treatment of the underlying pathology will eventually show resolution of the ST-elevation in aVR with diffuse ST-depressions   Read in-depth below!  http://blog.clinicalmonster.com/2023/06/16/the-lonely-lead/]

        
    





        

            Ready to intubate? Watch this video for a quick ru

            	                    [image: Ready to intubate? Watch this video for a quick rundown of the essential equipment used in our ED and when to use it.  Hunyady, Agnes I., et al. “Video Laryngoscopy Equipment and Techniques (Chapter 7) - Management of the Difficult Pediatric Airway.” Cambridge Core, www.cambridge.org/core/books/management-of-the-difficult-pediatric-airway/video-laryngoscopy-equipment-and-techniques/FC264A2309E507333E68B493CE5E101F. Accessed 7 Aug. 2023.   “The Hyperangulated Blade.” The Protected Airway Collaborative, 25 Mar. 2023, theprotectedairway.com/masterclass-for-the-hyperangulated-blade/.   Rezaie, Salim. “Video Laryngoscopy (VL) or Direct Laryngoscopy (DL) in the Ed.” REBEL EM - Emergency Medicine Blog, 7 Feb. 2019, rebelem.com/video-laryngoscopy-vl-or-direct-laryngoscopy-dl-in-the-ed/]

        
    





        

            Clinical Monsters of Kings County!
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