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the Tactical Combat Casualty Care (TCCC)
course. This course is the military counterpart
Welcome to our second issue of 2010. to the Prehospital Trauma Life Support Course.

Great news! Inbound was presented at the It IS designed for military medics, corpsmen,
2010 GSACEP Joint Services Symposium, an@nd pararescuemen preparing to deploy in sup-
was extremely well received. We have interest POrt of combat operations. This course gives
sicians who want to get involved, and hopefully auickly and save lives on the battlefield. Most
568Qft 0S8 lofts G2 AyOt dEeatantiy ESEC g gne gighg single greatest 3
eye out for this in future issues. highest casualty survival rate in history. Many

of our readers help teach this course, and lives

¢CKAA AaadzS Aa 2dzvg Thaxesbgen gaxad pecguse pf your gifgrig.SRes ¢

highlighted by the lead articleommunication ~ More information, and the complete syllabus,
Communication is one of the most important 90 t0 www.navyemergencymedicine.com and
aspects of our job, and communication break- click on the link to TCCC.
down is often at the forefront of neamisses
and medical errors. Outlined in this issue are _
several stories that discuss individual situations TOdd and Gerald
where there was a communication breakdown INBOUND is a quarterly publication to improve
that at the very least resulted in decreased pa- | patient care in Navy Emergency Medicine. Stories oc-
tient satisfaction, or at worst could have im- curred in both Navy and civilian emergency depart-

ments worldwide. For more information, or for submis-

sions, please contact the editors at
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From the editors:

pacted actual patient care.

todd.parker@med.navy.mil.

It is at times hard to maintain profes-
sionalism in workelated communications, but
critical that we do so. Not only do we owe it to
our patients, but we also must set an example
to our trainees of what constitutes professional
communication and behavior. No less signifi-
cantly, when dealing with consultants, profes-

The views expressed in this article are those of
the authors and do not necessarily reflect the official
policy or position of the Department of the Navy, De-
partment of Defense, or the United States Government.
Information contained in this publication is for staff
education and training purposes only, and it is not an
official Navy publication. Any information is meant as
guidance and does not reflect actual U.S. Navy policy.

sionalism (both ways) is critical to maintaining
the collegiality that is the cornerstone of re-
spectful interaction. We hope you enjoy the
following articles, and that they help you think
about your communication with patients, col-
leagues, and trainees. As with Bibound arti-

cles, we hope you also see how the situations
discussed could happen to you, and perhaps

can be avoided with simple awareness and pre

For all military service members, this work was
prepared as part of their official duties. Title 17 U.S.C.
105 provides that O6Copyri
not available for any work of the United States Govern-
ment . 6 Title 17 U.S.C.
Government work as a work prepared by a military ser-
vice member or employee of the United States Govern-
ment as part of that pers

This publication was created as an integral part
of the Performance Improvement Program in Navy

£ A& p o b A 5 & mergen igin ch,ds Ryileg &
@ S }/ lf {\ 2 )f PP u K § LJN‘? @S ND ocfjmenialpfc\)/tl;g;tid ?ﬂo‘gnﬁ??’l;?th%‘:izefdgo&ﬁ, d?sf S
ulb1sa 2% Z2ZUKSNARHE cussion, or reproduction by Title 10, US Code Section
1102 (1968).
CKAA Y2YyOiKQa O2@0SNJJLIK2G2 Aa (GKS 232 TR NJ
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COMMUNICATION BREAKDOWN

LCDR Todd A. Parker, M.D.

wSIFRAY3 GKS | NIlAbGUnd a basig. PiiokablytheYndsy ithpotedt, and most stud-
and thinking about some key events in the hospital ied, communication forum, is the provider/patient
lately made me realize more than ever how impor- interaction. In a recent study published Annals
tant communication is to our daily jobs. Communi- of Emergency Medicinggsearchers assessed pa-
cation with our patients is clearly important. But 6§ ASyGdaQ O2YLINBKSyairzy 27F
what about with our nurses and staff? What about charge instructions, and their awareness of defi-
communication between attendings, residents, in- ciencies in their comprehension. Participants rated
terns, and medical students®nd what about com-  their subjective understanding of 4 domains: (1)
munication among consultants? diagnosis and cause (2) ED céB@ postED care

and (4) return instructions. Not surprisingly, 78%

When you look at medical errors, near percent of patients demonstrated deficient com-
misses, and their root causes, communication prehension in at least 1 domain, and 51% of pa-
breakdowns are nearly always at or near the top. tients were deficient in 2 or more domains. Proba-
One of our authors this month brings up an excel- bly most frightening is that the majority of patients
lent example of a patient encounter where break- with comprehension deficits failed to perceive
down occurs. He discusses the model of communi- them. Only 20% of patients found to have compre-

cation that is at the core of philosophic thought:

1.2 KFd A& GKS &aLlSlk1SNRa

2.2 KFd Aa GKS SELINB&aasSR

3. What is the listener uptake?n other words,
what does the listener hear and assimilate?

hension deficits perceived their own deficit! (2)

A y U Soyetieh YUt most important communica-
g fprang yelare sl Kalling K \§hy is This?0 Agais, K
look at the threepoint model above. What is the

a LIS 1 SN & MdstyphSigiang ek Ko de-

scribe the disease process and pathophysiology to
As he mentions, only one of these three fac- the patient. Some go into detail about what the
tors involves actual facts. The other two are sub- patient should watch for at home.What are the
jective and rely on two separate groups hoping that facts? This is variable, but the facts of what hap-
they are interpreting information the same way [1]. pened and what was found are the ones most com-
monly communicated. What abolistener uptak@
| would add one additional factor: what are What if the patient does not care about those
GKS aLXlSI{SNna I yR tA uswmwnmmmm&aﬁm©®mmwmmmemm23
1'da ' yiK2ye w200Aya aidl id3¥yz o602 dBBT SIS
nicate, we must realize that we are all different in child back without a noteth NJ ¢ K | AT
the way we perceive the world and use this under- only concern about their numbness and tingling in
standing as a guide to our communication with oth- their arm was that grandma died of a brain tumor,
SNE®PE ¢KAA A& Sldzatte GNYR NKS¥SHAPGAY B &kIING v
people who depend on each other must communi- one too? The deep, detailed explanation you pro-
cate effectively about the same situation, with dif- vide about paresthesias and cervical radiculopathy
FSNBY(d LINBO2yOSAGSR vy 20 &y ia ong &r andiditShe gtReNdedadse all they -
ure to understand the big picture view of the other OF'y GKAYy {1 2F Aa GR2 L 2NJ
party will at best lead to minor miscommunication,
at worse lead to poor patient care.

i K

Provider/patient communication is obvi-
ously a topic that has been frequently written

Think about your communications on a daily (Continued on pags)
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(Continued from pagé) thing that you did not. Alternately, how often has
about. But what about the other aspects of com- I Yy dzNAS (K2dzZaK{d (2 (GKSY&:
munication in our jobs? Nurse/physician communi- & SN G A @S> KS 2NRSNHE S@S
cation is critical, too. TEAM STEPPS seeks to imThis preconceived notion might lead a nurse to de-
prove this communication, mostly by removing the lay drawing blood for labs on a patient to perform
variability in speaker intention and expressed con- other tasks, potentially delaying life saving diagno-
tent, and via readbacks ensures that what the ses and interventions.

speaker hears is concordant. This model, however,

only covers the more time critical interactions. Finally, what about consultant communica-
What about the routine interactions that happen tion, including between ED physicians and consult-
every minute in the ED? ants as well as between other services in the hospi-

tal? There is no department in the hospital that

Ly ftrFad Y2yUiKQAa A aadz8ealsivith ofdr Gedides in@dthai tResEmergemy
terruptions have been shown to significantly dis- Department. As such, we must become experts in
NBzLJG LK@ &aAOALlIyQa KAY | Agb@munidhtddis dha Briguage Koh tBeK spetiilist. S
tially can lead to increased errors. But how does This is necessary for many reasons: to ask the right
RAZO2NRIYyOS 0Si06SSy aLIDEASNIDE £ AYJdSdia A 2y RF af AREIT
GSYSNDa AYGSNIINBOFGA2Y &edabiySts giscuRs2ti@ (patidhEsuckintty inya dzyd
O2YGNAOGdzOS G2 KA &TKey Are Y thét Hrogerly YedaysioirCcancernbl dvithaut tSking
Trying to Tell Us Somethirthe author relates how G 22 YdzOK 2F GKS O2yadz il
YAYAYAT Ay3 | GNRAR I 3S vy dzNESideace 0 2hy YoBsyiliakt that verighdwiwhet S R
him to miss a critical diagnosis. Preconceived no- we are talking about.
tions could easily lead to this happening to any of
dzaz K26 SOSNW® | 26 2F0SYy KIT@hred Stefzr madél af éffedive TomaumikK >
GKFO ydzZNES Ffgl &a 2@SNDeafioh & exiieidlycatiaat il this situétidvéhat ISINBS O
ceived notion might result in the doctor ignoringa 0 KS & LJS| | S N@ask akqyestidry io ha¥e/ K
red flag from a nurse who may have noticed some- the consultant see the patient, or to get the patient
admitted? Often, clarifying your intention right off
the bat will help focus the conversation immedi-
ately. What is the expressed content@d other
words, what specifically is wrong with this patient
GKFG ySSRa GKS Oz2yadz Gy

MAny problelg iKFd ySSRa yadd iy
= R2ayQi ySSR (2 {y26 SOSNB
a// a/W Gy se history. In one to two sentences, they need to

know what the clinical concern is and any other in-

' formation can be backfilled as needed. Finally,
). : l‘h bad what is the listener uptakeAre you speaking to a

— surgeon over speaker phone while they are in the

CO I /i \‘ OR? Are you waking up a specialist in the middle of

the night, where they might need a minute to think
clearly? Did you inundate the consultant with the
LI GASYyGiQa KAal2NB 2F LINB
that the actual clinical question gets lost as their
eyes glaze over? Making these three items concor-
dant in every consultant interaction is critical to a
successful consult.

(Continued on pagé)
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COMMUNICATION
BREAKDOWN ! (cont From PG 5)

(Continued from pagb)

But how do preconceived notions fit into
this relationship? More than any of the other fac-
tors, this is the one where preconceptions can have
the most dramatic impact on patient safety. An ED
physician might assume a primary care doctor or
specialist sent the patient to the ED for their
workup because it is Friday afternoon and they do
not want to do the workup themselves. A consult-
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SIFOK 20KSNDa SELISNASYOS |
LINBLINAF GS @I tdzS 2y SI OK =

And nowhere is respect for each other more
important than between physicians. Ultimately, we
are all one team. Our collective goal is to provide
our patients with the best health care possible. We
are all intelligent, hard working, and good people
who went into this business to help others. We
would not have made it so far if we were not.
These points often get lost in the daily grind. While
we may approach a patient from different perspec-
tives depending on our training and experiences,
letting go of our preconceived notions will help en-

ant might assume the ED physician does not know sure we do the right thing for our patients. And
what they are talking about. An ED physician might while we may acknowledge the truth of this in

 00dza S G(KS O2yadsg Gl yi

2 Word] @olgy/ il iR gCctbn eglized &8 Mgher fevel ofi A

and the consultant might accuse the ED physician professionalism. Think about how your criticism of

2F GKAYyl1Ay3
an instant breakdown in communication occurs.
CKS (62 GadzwoeSOGABSE
scure the expressed content. All three parties suf-
fer, but none more than the patient.

What does this all come down to? Respect.
Effective communication ultimately requires inher-
ent respect between the individuals communicat-
ing. When we talk to our patients, we must respect
them as individuals if we are to establish the rap-
port necessary to successfully take care of them.
With our nurses, we must have inherent respect for

-

G4SOSNE2Y S A &mnother Setvicetwill impact thettugkds of thdser |

around you. More importantly, think about how it

I a Lafl npakt m2dical Stad¥ns dmyd Ardinleds A Ihpfes2 0

sions are being made every time someone criticizes
the ED workup of a patient when discussing the pa-
tient at their conference; every time a senior resi-
dent lambasts (in front of the intern) another ser-
A0S F2NJ GKS GNARA Odzt 2 dza ¢
night; every time the ED physician criticizes a ser-
vice that sends a patient to the ED.

Every time the physicians in this and any
other hospital belittle the physicians of another ser-
GAOS 6S O2yGNRO6dziS G2 ON
harms ourselves, future generations of doctors, and
most importantly our patients. We slowly but
surey erode the mutual respect that forms the
foundation of effective communication and effec-
tive patient care.

(1) Jones, J.F. lll. (2001). A modest realism: preserving
common rationality in philosophy. Lanham, MD. Uni-
versity Press of America, Inc.

(2) Engel, K. et aRPatient Comprehension of Emer-
gency Department Care and Instructions: Are Patients
Aware of When They Do Not Understardt Emerg
Med. 2009;53:4;45461.
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| particularly enjoy working afternoon shifts
in the Emergency Department (ED) as | am able to
knock out chores or study in the morning prior to
my shift. Today was just that; a typical afternoon
shift, and prior to my shift | was able to give my dog
a bath. It never fails during pooch scrubdowns that
my fingers get sudsy and often my wedding ring
slips off. | have learned from past mistakes (ok,
several past mistakes) and now know to take off my
ring and place it somewhere safe while | battle the
70-pound beast.

So | wrapped up my chores, bath included,
and headed into work. | arrived on the floor and
my first patient had a history and symptom presen-
tation that necessitated performing a pelvic exami-
nation. A fairly frequent and common examination
performed in our ED, | think our efficiency at pelvic
exams is of that of a NASCAR pit crew, minus the
high-powered air gun. This particular encounter
was fortunately as easy as they get. | had a good
rapport with the patient and her husband, and |
had a great nurse who could assist in her sleep.
Exam finished. | went to the sink for my pestam
hand cleansing and started to discuss the remain-
der of the workup. | bid my farewell while drying
my hands and approaching the door to exit the
room. While doing so | realized something was

Inbound Magazine
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t ST
L

YAaaAy3d FTNRY Ye
@St LSRR aL GKAY]
closes behind me.

f2ald

An afternoon shift a few days later the
Charge Nurse approached me while | had two
OKINlia Ay Y& KFIyRa |yR
is here for the sore throat says you saw her the
other day, and she said that you lost something in
her vagina. The husband is kind of upset. They
specifically requested you not be the one to see
them again today. | just thought you would like to
1Y206HE l $Sa2YSs 2dad |

L ¢gla FtrooSNBAIadsSR
ment. | remembered the encounter and my recol-
lection of it was that it went well. | was thorough,
performed the appropriate tests, nailed the diagno-
aAa YR KIR I a2t AR UNB
leave anything in her! | was a bit clueless as to what
0KS ydzZNES ¢la GFE1AYy3 |
gL AG I YAyYydzi SHHHE Lad 7T
what | had said about losing my wedding ring was
completely misconstrued. Since | did not want an-
other patient complaint on my record, | scurried to
the room to explain and apologize. Luckily the pa-
tient and her husband saw my dismay at the situa-
tion and immediately started laughing.

My take home point is that clear and effec-
tive communication is crucial to our job. Being a
junior provider in the department, | am starting to
collect cases like this where situations that |
i K2dzZaK
GONEBaldlFt Of SIFINEe 2N azy
nerable to layers of interpretation. Such epistemic
considerations are fraught with difficulty largely
because the context of the information we relay
has such gravity. Itis nice to have a job where peo-
ple think what you tell them is important.

This leads to the philosophic model of com-
munication beat into me during my undergraduate
philosophy courses: 1) speaker intention 2) ex-
pressed content and 3) listener uptake. Only one
of these portions in the model involves actual facts.

(Continued on pag8)
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(Continued from pag@)

The remainder, as witnessed by my ring faux pas, [1] Jones, J.F. lll. (2008 .modest realism: pre-
relies on two separate groups hoping that they are  serving common rationality in philosophianham,
interpreting information the same way [1]. MD. University Press of America, Inc.

In Emergency Departments across the coun-
try, we strive to make sure that the third compo-
nent closely matches the first as much as we can
make it. Repeating or explaining information in dif
ferent terms, having patients repeat back to you
their interpretation, or providing clear and concise
discharge instructions are all methods that can be
utilized to cross that gap. Without contemplative | her husband mention how the search
thought as to how our patients interpret what we party went, or which lawyer they had
say, we can potentially leave the encounter with a | hired? Patients are vu_InerabIe, and off the cuff
drastically different spin on what just happened. fjcomments can - obviously - be taken very

And most of all, it just pays to keep your wedding wrong._l just hope you were a little smoother
ring on. explaining the lost ring to your spouse than you

were in this story!

Tricks of the Trade

by kylie wainer, D.O.

O/l d Sawbones sa
Old Sawbones almost wet himself laug-
ing at this one! My sides still hurt! Bet
[d that made for some interesting conver-
sations back home. Did the patient and

A 20 y/o male presents to ED after falling out of bed and landing on his left shoulder. The
pati ent states that his shoulder disl ocat
manually reduce it with what is best described as a modified Hippocratic traction type tech-

niqgue (the ol & f ootinotrecomheaded byrhe way). maneuver

The patient has a history of multiple shoulder dislocations in the past. The patient has se-
vere pain to the left shoulder and limited ROM secondary to pain. He is neurovascularly
intact. After achieving adequate anesthesia, the shoulder is successfully reduced using the
external rotation technique. Post-reduction neurovascular status is intact and X-rays show
a successfully reduced shoulder without evidence of fracture. So now you put him in an
arm sling and send him on his way with ortho followup, right? Not so fast!

The majority of shoulder dislocations (approx 98%) occur in an anterior fashion. There is
ongoing debate as to whether anterior shoulder dislocations should be kept in the tradi-
tional internal rotation position or placed in external rotation. Proponents of placing the
limb in external rotation advocate that it helps to prevent future instability and creates an
environment for coaptation of the labrum. Considering its possible benefits in the right pa-
tient population, immobilizing a patient in external rotation could be quite beneficial.

Premanufactured external rotation splints are hard to come by in most EDs, however it is
easy to fabricate one and provide appropriate immobilization and good pain relief. The
supplies for this splint are available in any ED, as well as most operational medical treat-
ment areas.

To see how to fashion an external rotation splint turn to page 10
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The Blind
Leading... Those
Who Al so |C

See Too Well

After my third trip to the head to empty an remembered what my grandpa told me about the
already completely empty bladder, | was finallyo f AYR f SFRAYy3a (GK2&aS gK2 |
ready to attempt my first unassisted pneumodart
procedure. Since my last attempt at a tube thora- We walked into the room and the patient
costomy resulted in my first morbidity and mortality y SN2 dzaft & 221 SRX &, 2dz 3 dz
presentation as an EM resident, | was more than &y Sz A G Qa y2d fA1S &2dz KI
fAGOES YySNB2dza 3I2Ay3 Ayia2YSEEA D SIHRINGBIHR dzNS! @O (i ddkiif £f &S
3SG FKSIFIR 2F 2dzNB St @S & X mysurgery colleague got out before my right elbow

caught him in the ribs. After all, if there is anything |

A little over an hour prior, a young Marine learned from the Fleet it was to portray confidence
came in with right sided chest pain and exercise indzy 4t Af GKS NBIFf O2yFARSYOS
tolerance, and he was found to have a right sidedY' {S AG¢ Ay al NAyS KSt 2
pneumothorax. As per protocol in our institution, worry, Google has a great summary with pictures
CT surgery was contacted for participation and assiss Yt AyYS | yR ¢S 2dzad NBIR
tance in all pneumothorax/hemothorax interven- back. At least my next M & M will have some jokes
tions. | will admit that | was relieved to have thisto go along with it.
level of experience coming to provide a new level of
wisdom and understanding for me on this topic. My With everything set up and the patient con-
relief faded as a young Boy Scout in a doctor cossented, we were ready to go. Just then the nurse
tume bounded enthusiastically around the corner.a AR Gl S& R20X 06ST2NB @&
He was a general surgery intern that happenedtober2 Y A& 2y GKS LK2yS I yR
on rotation for that service this particular month. KFELILISYyAYy3 (2 KSNI Wol oeQoé

-calming chance to talk to a frantic mother who

Gl SexX LQY 7FNPnéan'eD Suy: whndeNFhe to promise everything was going to be
IASNE® L KSIFN) &@2dz KI 9SS ok Sihdy @ydp¥agsdid Ra iavslve e Bhsddiziog herk ¢
said. son, | felt safe telling her we had the best of inten-

tions for trying to improve his clinical status

G, SFKX KSQa Ay 0SSR (meaninglwe Woulddd dut best @bt tossSdiv uptzLJ
y2gdé L NBLX ASRO®

With all that drama, much to the surprise of

G/ 22t H 52 @&2dz YAYR AtfAe pdtientahdth® EIX dtaff the pfbZe8ure ywEnPex-NJ
aSSy 2yS 2F GKS&S 0ST2 NBebdingly well. The stress immediately deflated and

everyone began to release some nervous tension by

Phenomenal. | found out during the remain- cracking jokes. After a particularly funny joke from
der of our conversation he finished medical schoolil KS LJ §ASydQa {SyA2NJ / KA S
several years after me, and counting today had exNot realizing | was still holding the connection to the

actly 6 months and 7 days of doctor experience. |
(Continued on pag&0)
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(Continued from page) still a job. And that means you are expected to be
WL SdzY2 RIF NI ZQ L Llzf £ SR onl 8 garedrordzNeStife yeul-wislki on the/flRor H
inches of tented 22 yeasld-maled 2 YS 02 Réd@/ai Af @&2dz Gdz2Ny 2SN | yR ¢
Y2UKENRAQA a1AYy 6A0GK YSand laughdeingmy &Hfts &3 tiisTmakel the/day
almost jumped out of my size twelves (shoes not more enjoyable and pass faster. However, joking
dress) and nearly dropped the pleurovac connec- too much can cause a loss of situational awareness,
GA2y® 5SALIAGS Y& dzadzZt &¢gz®l £A0KY WRSdzY BRIFNIA 2 KA By
pull out and the patient did not suffer any injury can have devastating consequences.
other than discomfort. The near miss was averteqaper

ing their lung out of their chest! Person-

| briefly mourned the loss of a second procedur @
W
i
b ally I think the old senior chief likely

and came back to my senses.

gl made you flinch from fear! People love
the Afunnyo doctor
ol hare 2 Y BT B2 © )y Ve i
tween hero and goat in our business, and you
almost got caught eating the trash on this one!

O/l d Sawbones sa
Everyone likes a good joke. No one
likes a good joke at the expense of pull-

Fortunately the patient did well, his pneu-
mothorax resolved, | became more confident at
bread and butter ED procedure, and a young inte
was a little closer to future greatness as a cardic
GK2N)} OAO &adzNBS2y @ . dz
could have led to a different story. Even thoug
Emergency Medicine is an exciting and fun job, it

Tricks of the trade

Herebs how you do it:

*Supplies: 40 fiber gl a-Glass®s, A stackinettesyam elasticibandage((ex:x :
ACE®), good pain control

* Pre-measure the splint material. Measure from one side of the waist to the other and out to the affected
palm (in this case it was a little over 3 feet). Make the stockinettes about twice as long.

* Immerse fiberglass splint material in water, remove excess water. Put splint into stockinette, leaving tails
on either side. Mold splint into slight external rotation (~10°). Keep hand and wrist in position of function.
* Continue to mold the splint along the remainder of the forearm and into the waist. Crease the splint at
the junction of the elbow and waist, then continue wrapping the splint material along the abdominals and
end at other side of waist. Wrap hand/forearm with an ace wrap. Use tails from stockinette and additional
stockinette to secure around body.
* Add a sling for additional support.

Dr t h

Eat your heart out, MacGyver! The sling provided excellent support and stability and was comfort-
able to wear. His pain remained controlled.

Itoi et al. Immobilization in external rotation after shoulder dislocation reduces the risk of recurrence. A randomized controlleBdnal.
Joint Surg Am. 2007 Oct;89(10):21-24.
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THEY ARE TRYING TO TELL US SOMETHING !

Recently, | have come to realize that the DixHallpike test and found it to be positive but with
nurses in triage are not always trying to make mylateral nystagmus in both directions. | decided that
life more difficult. We have all picked up charts with her dizziness was benign vertigo and got ready to
problems in the triage note. The chief complaint discharge her with some meclizine. As | was finish-
may have nothing to do with why the patient is in ing up the chart, | noticed the triage note again and
the Emergency Department, the chart could havelil KS ¢2 NRa WLJI £ S | LILISF NRA y:
vital signs missing, or other parts of the triage noteThis lady was AfricaAmerican, and at first glance
might make little sense. A classic example is the 2id not appear overtly pale. | decided that | would
yearold with a triage summary stating something road test her to make myself feel better about let-
fA1ST GCSOYUSNE f SiKI NHEe X ting Ber golhanieS SHe yatkedialiokriel The gefa@-] €
then go in to find an afebrile child who is bouncing ment with no problems and when she made it back
around the exam room and clearly does not need ao her bed, | went to put up her chart for discharge.
YSSRES Ay KAa ol Olo® ¢ KMndinuty latér hed rdirseCcanie SveFt@ rid addys&dNIZ
LI NBydaég 2N Ad Yl & YSI yhatio patient dikrdt lookN@rygdof. | enttb@ck
ticed something concerning about the kid. | haveinto the room to find this lady drenched with sweat,
had a few cases recently that have made me realizdreathing hard, and stating that the dizziness was
that embedded in that triage note may be a mes-back. | asked if it always happened after she walked
sage from a nurse that should not be ignored. and she said that it usually did. Realizing that | may

have missed something, | asked if she had recently

Earlier this year | had a 5&arold patient in  had bloody or black stools. She said that she had, in
the Emergency Department with the chief complaint fact, been having very black and tar like stool for the
of dizziness. The triage note stated something likepast two months and looked very impressed that |
a pyearold, paleappearing woman with dizzi- had guessed this. Her hemoglobin turned out to be
ySaaoé ¢KS @AGlIfa ¢S NBabol2oW, ideSandSsheAwis adnitted fad Gl BeBd |
unremarkable. | went into the exam room and and a transfusion.
found a pleasant AfricaAmerican woman who said
that she was driving up from South Carolina and | wish this was the only time this happened,
kept having to stop because she was having dizzput the next day | had a-$earold girl who was sent
aLsStftao L Fa1SR Yeé & ltoyiHe IEDJRom ffhdzSréhdpadis/ dinic.d Sh& Bayf re- ;
ale RATT @3 R2 @&2dz YSIy tehty ikt had KRdistakrddBs baickldZeadtiBe 3
G2 LI aa 2dziz 2N 0KI 0 § KaSdaNBganh cadsti She s BegikgyOmtho thatBlayzy
She responded that things did seem to be spinnindgor a follow up appointment and her mom had men-
after she stood up and walked. | proceeded to do ationed to them that she had a fever, mild cough and

runny nose. The mom was concerned because her
~ + daughter hadgpnepmonia earlier this year and also
n E m b e d d e d IWa urious the@vﬁcoild be from the cast. |

looked at the triage note and saw that she was feb-

tnage nOte may be rile with a temp of 102° F and had been given some

Tylenol® out front. When | examined her, | found a

a message from a healthy-looking but shy /earold girl with a normal
lung exam. | asked if she had any belly pain or if she

nu I’SG th at ShOU Id had any discomfort when she urinated and she said
. Wh 2 dQ L sz\ﬁ iKS Y2Y @K
not be 1 gnoredl!o
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pneumonia but we would do a chestray to be
sure. | reassured her that the fever was not likel
related to her new cast. Theray was completely

normal and | got ready to discharge her with the

diagnosis of fever. As | was going through the che
| noticed a small check in the box next to urinalys
at the bottom of the triage note. Earlier, after the]
history and exam, | had decided that | would ng
get a urine test. | reluctantly pulled up CHCS on 1

"How TO HIDE A
¢ STEMI! |

If you have ever wondered why we do an
t ECG on older folks before we send them to the OR,
[Ylet me tell you a story. One busy evening in the ED |

is

computer to look at the lab and, of course, she had saw a 68yearold male who presented with a se-

a urinary tract infection. | shredded all of my dis
charge paperwork and started some UTI instru
tions with an antibiotic prescription.

In both of these cases the triage nurse wa
trying to tell me something. The more | am aroun
this business, the more | realize that every piece
data could be an important clue. We all have e
perienced historical alternans and patients may s4

- verely swollen left upper extremity that developed
L- several days after receiving an irdagticular shoul-
der injection. The extremity was erythematous,
swollen from the finger tips to the shoulder, and
S very tender. If you made his left arm green, he
0 would look like someone had attached the left arm
DFFNRY GKS Gl dzf {éH IS 61 &
- heart rate was above 100. His blood pressure was in
lY the 140/90 range but his breathing was a bit fast at

something to a triage nurse and omit that piece gf 24 respirations per minute. He clearly had a se-

information when talking to the physician. In thq

verely infected joint that had spread to his entire

first case, the nurse had a better eye for pallor in gn arm, and he was becoming septic_ Fortunate|y’ he

AfricanrAmerican woman than | did and was trying
to tell me to check her hemoglobin and hematocri
levels. In the second case, something promptg
the triage nurse to order a urine test. | think tha
the lesson learned here is that | need to very cars
fully read the triage note and if there is any par
that sends up a red flageither check it out for my-
self or take the short walk out front and find out
what concerns the triage nurse may have. We a
all one team, and it is important to recognize thg
input of every member of that team.

I was not yet in septic shock but he was on his way.
[ He clearly needed to go to the OR to have his left
d arm washed out in the hopes of keeping it. His joint

was aspirated, xays and other labs obtained, cul-
L- tures sent, IV fluid boluses given, broad spectrum
[ antibiotics started, and Orthopedics was consulted.
Bread and butter emergency medicine, right?

€ The patient had a history of type Il DM, hy-
P pertension, smoking, and elevated cholesterol, and
was not very compliant with his medications. He

O/l d Sawbones
|l 6m not gonna bea
for being a mow-r o n . Hec k,
of ya hoss! Yur gittin the kind of wis-
d dom OId Sawbones has learned the
hard way over the years! It takes

S a

M more time to whine about how the

nurse or corpsman might be trying to
Ahurto you than it do
were tryind to save y
lucky than good, son, and your patients were
lucky yer nurses were a little smarter than you
on these patients!

denjed chest pain or shortness of breath despite his
I%cﬁypnea. He was only complaining of pain in his

le_ ShoulBeY. Aifhoudh hé didhé Red them from
tieoEB' pePsﬁegti\li'e, since he was clearly going to the
OR for his left arm, | figured the anesthesia team
would want an ECG and chestay due to his co
morbidities. To my surprise, and near disbelief, the
ECG revealed significant ST elevations in V1, V2, V3
» g@nd Y4gwithrqcigrecal ghangeg. tMy SeRJiGEBf h e vy
rold rpade creqdiring ag urgent (et thegOR tofnpto p |
save his arm, now needed a detour to the cardiac
catheterization lab to try and save his life. Options

in the cath lab were very limited. Stents would
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likely be fatal due to the infection so the only hope if there is not enough time for that clearance, the
was to find a lesion that could be cleaned out Emergency Physician has to assume that role and
quickly allowing for a more definitive procedure make sure the patient is safe to operate on, or at
later if he survived. The cardiologist was able te re least accurate information is provided to the sur-
establish marginal flow allowing the patient to go to geon and anesthesiologist about intoperative

the OR for his arm. While they did not find any le-risks. | stumbled on this concept by accident, and
sions amenable to definitive treatment, the aspirin fortunately, just in time for this man!

we gave him after we saw the ECG probably saygas
his life. Aspirin is not one of the medications
usually think of giving just prior to going to the ope
ating room, but in this case it was essential.

O/l d Sawbones sa
Another ER Doc thjat o
almost as long as me is Corey Slovis,

qand i f you havendo h

The patient survived the cath lab and the trify®© should! Ole Corey says in an elderly

to the operating room. But if the prep ECG had patient the only indication you need for
not been done and the STEMI was not found, it jan EKG is fnoldo. eods

very likely the patient would have died on the opef but Old Sawbones could fill a textbook
FaAy3 GrotSo ¢&Ldaolrtt gWihalheseysigies of aypigapMipresentg-ge 5
tions |"0Ove seen. I f hey

older folks before they go to the operating room b tween the head and belly, just do it

intern to wait one and detoured into the room.

The patient was a typical Marine who was

, u
clearly a gym rat. Still in the midst of conversation

Staff physicians have too many patients to with the resident about torsion, | asked him to grab
perform a comprehensive history and physical onthe ultrasound so we could look for the presence of
every one, so we must rely on our residents. Since arterial flow at the bedside (I never make the final
am responsible for half to all the beds, | simply can-diagnosis off my ultrasound, but if it is reassuring |
not do everything on every patient and still maintain may wait to call the urologist). | immediately
0 KNP dz3 K LJddzii @ L KIFI @S G2 walkabkaupto th& RatieNIaadAlife8 yipl MisagownlK &
but on most patients | always repeat the few critical Without introducing myself, | proceeded to palpate
complaint focused physical exam items. KAa aAONRUGdzyz GKSy o6S3alry a

thigh to test the cremasteric reflex. While the cre-

One such patient presented overnight with a
chief complaint of testicular pain. The resident}
came out of the room, and mentioned that he was |
concerned about testicular torsion. The pain was
sudden in onset about twdours prior, the left
hemiscrotum was swollen, and most concerning was
OKFG GKS LI 0ASydQa ONBY

| was about to assist an intern with a lumbar
puncture in another room, but wanted to see how
worried | should be. In the middle of the night, | am
cognizant of my radiology and urology colleagues
sleep before sounding the alarm over every testicu
lar pain patient that comes in, so | try to get my own
gestalt about how worried | should be. 1 told the
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(Continued from pag#3) To this day | still think about this encounter
master muscle did not contract, every other muscle S@SNE GAYS L 3I2 Ayid2 | L
did as he about jumped out of the bed and yelled constantly remind ourselves that what is routine for
G2 K2F'> 52O0HE us is often completely foreign and even frightening
for the patient. And this is just for routine physical
Recognizing impending disaster, the quick exam items, let alone those involving sensitive ar-
thinking resident (who fortunately had not gone to eas. You may have done a thousand pelvic exams,
retrieve the ultrasound yet) immediately inter- but for any particular patient it might still be one of
2SOGSRE AG{ANE GKA& A& ShddfirstexamisSaidlikeyy Rex firsKisthelcdld nddsg NJ
cerned that you might have what is called testicular environment of an ED. This event was an important
torsion, which means the testicle has twisted and reminder that no matter how routine some aspect
cut off its blood supply. He is just doing tests to of a patient encounter is, for that patient it may be
help decide if you have it or not. The one he did their first time ever, and we owe it to them to stop,
now is called the cremasteric reflex, which is often compose ourselves, introduce ourselves properly,
FoaSyid Ay GSadAodzZ I NI G2 NEdie2plaid svhat weKage ddiggdeAch andll eMdiyy S
fFESRZI YR &FAR GhKZI 217 Ximé& AtNbe verydeSsh) @ shidvs ihekpatiedd péspect
and compassion. At the most, it might save you a
| was instantly embarrassed and began pro- roundhouse to the jaw!
fusely apologizing. | guess technically the fact that
he was in the Emergency Department and ha A% Ol d Sawbones sabsé
agreed to be examined implied consent, but mor ~ - . A :
: . . ARed Light! o Youorjge |
than a few sailors would interpret what | did as se \r‘” dot your eye _ Ev e
ual' assault.' I immediately |'ntroduced myself, ex Ngonna grab yur boylkod
plained again what | was doing and why, and aga . | better than what you did! Ya gotta talk
apologized for just barging in and going right to thi to your patients, t el
sensitive exam. He laughed about it once he red . igonna do, what youldor e
ized what was going on, and even more important B was done! Remember the golden rule,
did not end up having torsion. treat others like you wanna be treated yourself.
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FAST (L AUGH ) T RACK

The Iighter side of medicine

The 12 Types of Medical Students

=
THE PAINFULLY ENTHUSIASTIC THE OVERLY ACADEMIC THE GUNNER

Priov tbaﬁcwdméwmm"“ TIwm Qoing to bethe
Sthool, Tdid edensive
vesearch in the field of
AN
° D@
’ﬁ r‘]

Joungect chais of
bischemisStry, Chalscttrizing
THE. M1 SSING

Wow, look! Real
patientst Cool !

And i€ Jou Stand in my
way, Twayhavety
Kill you.

clenched fists of
dete/mwation

Cclenicned vattocks |
of anslity

All vight! IJu:t
Hucned Some
IV tuping!

Nouve Going to let
we diSimpact that
a5 Jear-old man?
AWE SOME |

on e Eastern Seaboard.
Nouy' pahent'S vasym and

ask hes how e feels
foday. fe

Caddiothevacic Suvy
two transition States alo ¢
pafallel pntein Hidivg
pathiwans.
Good fsrqou. Go into
b

Hey, iSnt these
Supposed fobe  ____
a med Student 7~
oV ou/ teéam?

Um... wnpt
Suve, Thavent
Seenhimin
weeks.

¥
( 1
’
b /

5HSULQWHG ZLWK SHUPLVVLRQ IURP "6FXWPRQNH\pu E\
http://theunderweardrawer.org/scutmonkey.htmi
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