Unit 3 Group D Case Study

Part 1

Mr. H. has come to see you because his brother has just had a "heart attack" and he wants to know if this is going to happen to him.

How will Mr. H. know if he is having a "heart attack?" (Group D)
It is important to tell Mr. H that knowing the signs and symptoms of a “heart attack” is a key element in early detection and treatment.  It is also important to stress to Mr. H that symptoms vary from person to person. Family history of heart disease is a risk factor, but the symptoms that his brother had may not be the same ones that he would have, if he indeed had a “heart attack”. And in patients that have had multiple “heart attacks” each episode may present differently. Some of the symptoms can be more vague than others and reviewing a list of possible ways a “heart attack” could present would be beneficial to Mr. H. It is also important to tell Mr. H that prompt treatment is important and he should seek medical attention if he has any of these common symptoms:
· Chest pain, tightness, or fullness

· Shortness of breath

· Jaw pain, toothache, or a headache

· Radiating pain to the arm or back (it is most common to have left arm pain, but important to know that it can be either arm)

· Pain in the upper back

· Nausea or vomiting

· Pain in the upper middle abdomen (epigastric pain) 

· Sweating

· Fainting

· A sense of not feeling well (malaise)

· A sense of impending doom

· No symptoms: Approximately one quarter of all heart attacks are silent, without chest pain or new symptoms. (Conrad-Stoppler, 2006).

Mr. H. would be also be informed that a heart attack, also known as a myocardial infarcton, can be grouped into 4 different categories: 

1. Pain and autonomic responses associated with the ischemic event

2. weakness and signs related to impaired myocardial function

3. dysrhythmias and ECG changes associated with changes in electrical conduction secondary to ischemia and death of myocardial cells

4. symptoms of inflammation and elevated serum enzyme levels indicative of tissue death” (Porth, 398-399).

We would be able to tell the patient that the onset of an MI is “abrupt, with pain” (Porth, 399). The pain can be described in many different ways including “constricting, suffocating, or like someone sitting on my chest” (Porth, 399).  The pain can be felt in different areas. Some patients have reported the pain to be “substernal, radiating to the left arm, neck or jaw” (Porh, 399). 

Gastrointestinal complaints are another sign. There can be “epigastric distress; nausea and vomiting” (Porth, 399). Fatigue and weakness of the arms and legs may be present along with the skin being  “pale, cool, and moist” (Porth, 399) which could lead to hypotension and shock.

In addition, one other sign is that an MI “occurs three times more frequently during the early morning hours of between 6:00 am to 12:00 noon, than during evening hours” (Porth, 397).
Mr. H. is advised to see his primary care physician for a complete cardiac checkup. 
Part 2
Mrs. G. is a new client to you. She got out of hospital 2 weeks ago and was told to follow up with you. She was having a racing, pounding heart and some shortness of breath (SOB). She was diagnosed with atrial fibrillation (A Fib) and congestive heart failure (CHF). She has a history of hypothyroid and was found to be under-treated while in hospital. Mrs. G. complains of swelling ankles for the last 5 days and a little SOB.
Mrs. G. Returns to see you after 8 weeks. She has been well since following your instructions re: A Fib and CHF. Today she complains of a very sore left calf. You suspect deep venous thrombosis (DVT).

Why would Mrs. G. be at risk for DVT? (Group D)
Mrs. G’s complaints of a very sore left calf presents high risk for a DVT.  “The most common site is in the venous sinuses in the soleus muscle and posterior tibial and peroneal veins. Swelling in these cases involves the foot and ankle, although it may be slight or absent” (Porth, 355).
Mrs. G was hospitalized 2 weeks ago and may have been on confined to bed rest for more than 72 hours.  In patients hospitalized for general medical issues, up to 26% will have DVT although the risk is far higher in other conditions such as stroke, shock, MI, CHF, and malignancy.  In hospitalized patients, risks include coagulation disorders and prolonged limb dependency. (Haas)

The Virchow triad: Three factors promote DVT: (Kroegel & Reissig)

(1) venous stasis (immobility, age, CHF)

(2) endothelial damage (trauma, medications)

(3) hypercoagulable states (inherited disorders, malignancy, pregnancy, oral contraceptives, hormone replacement)

In 2006, Scarvelis and Wells overviewed a set of clinical prediction rules for DVT on the heels of a widely adopted set of clinical criteria for pulmonary embolism.

Wells score or criteria: (Possible score -2 to 9)

1) Active cancer (treatment within last 6 months or palliative) -- 1 point 

2) Calf swelling >3cm compared to other calf (measured 10cm below tibial tuberosity) -- 1 point 

3) Collateral superficial veins (non-varicose) -- 1 point 

4) Pitting edema (confined to symptomatic leg) -- 1 point 

5) Swelling of entire leg - 1 point 

6) Localized pain along distribution of deep venous system -- 1 point 

7) Paralysis, paresis, or recent cast immobilization of lower extremities -- 1 point 

8) Recently bedridden > 3 days, or major surgery requiring regional or general anesthetic in past 12 weeks -- 1 point 

9) Previously documented DVT -- 1 point 

10) Alternative diagnosis at least as likely -- Subtract 2 points 

Interpretation:

Score of 2 or higher - deep vein thrombosis is likely. Consider imaging the leg veins. 

Score of less than 2 - deep vein thrombosis is unlikely. Consider blood test such as d-dimer test to further rule out deep vein thrombosis. 
Based on Mrs. G.’s given information, her Wells score is 3, which puts her at high risk for DVT and immediate workup is needed.  
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