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Regions Rap #13, 10/16 Regions Rap Overview (MSK & Dermatology)

Cellulitis Management (EMDocs 7/22/16, written by John Bucher, MD) - Reviewed by Aaron Gronseth
Antibiotic Selection in Cellulitis - IDSA Skin & Soft Tissue Infection Recommendations

Question 1: Is it purulent or non-purulent?

Purulent infections get I&D
Non-purulent infections get antibiotics

Question 2: How severe is the infection? (mild, moderate, severe)

Moderate & Severe infections will show systemic signs (T>38C, HR>90, RR.24, WBC>12 or <4)
Immunocompromised patients are considered systemic by default
Severe disease has failed one round of antibiotics or I&D
Mild and moderate infections can be treated outpatient without cultures

Question 3: Which antibiotics?

Non-purulent (cellulitis)

Usually a beta-lactam
Add Bactrim for MRSA suspicion
Use a cephalosporin for salt-water exposure
Clindamycin as an alternative

Purulent (abscess)

Mild- No antibiotics or culture, just I&D (debatable)
Moderate- I&D, culture, plus bactrim or doxycycline
Severe- I&D, culture, plus vancomycin or daptomycin

Question 4: Is it necrotizing fasciitis?

Type 1: polymicrobial
Type 2: Group A strep
Type 3: vibrio vulnificus (underwater sea injury)
Immunocompromised patients (diabetes, cancer, HIV)
Surgical consult, vanc/zosyn/clinda

Take Home Points

Patients with uncomplicated cellulitis, with no co-morbidities, and without purulence, require coverage for MSSA with penicillins or first-
generation cephalosporins.

Patients with non-purulent cellulitis requiring admission only need coverage for MSSA and not MRSA.
Purulent cellulitis requires coverage for MRSA.
Necrotizing fasciitis requires broad-spectrum coverage, and, most importantly, immediate surgical consultation for debridement.
Know your hospital’s antibiogram and availability of timely outpatient follow-up.

Evaluation

AIR Grade: 

Rash Approach  (EMDocs 7/18/16, Written by Jamie Santistevan, MD) - Reviewed by Allie Knorzer

http://www.emdocs.net/cellulitis-antibiotic-selection-management-updates/
https://www.aliem.com/wp-content/uploads/Air-Series-Grading-Tool.pdf
http://www.emdocs.net/9009-2/
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"Overall, I thought this post was a great review of important derm things. It was nothing new or practice changing, just a good overview. The information
seemed consistent and it was well organized. It was maybe a little too much information. Also, there were several recommendations made that were not
directly supported with evidence that they cited, even though it all sounded reasonable. I included the diagrams below because I felt like they were the
most helpful take away from this post."
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Evaluation
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AIR Grade: 

Limping Kid (Pediatric Emergency Playbook 7/1/16) - Reviewed by Kasey Thiesen Sturm

STOP LIMPING
S – Septic Arthritis

Most urgent concern
Most commonly the Hip > knee
Labs, US to look for effusion, +/- tap

T – Toddler’s Fracture

Torque injury, distal 1/3 of the tibia
Toddler 1 -3 years of age pivots quickly or trips and falls

O – Osteomyelitis

Bacteremia can seed into any bone, uncommon
Plain films, ESR, CRP
MRI is best modality to evaluate

P – Perthes Disease

Legg-Calve-Perthes idiopathic avascular necrosis of the hip
3 – 12 years of age
Slow onset with antalgic gait
Decreased internal rotation and abduction of the hip

L – Limb/Length Discrepancy

“Wobbly”
Measure from anterior superior iliac spine to the medial malleolus, compare both sides
Non-urgent referral to Peds Ortho

I – Inflammatory

Transient Synovitis
3 – 6 years of age
Well appearing, afebrile, minimal discomfort
Respond almost completely to an NSAID

M – Malignancy

Ewing’s sarcoma or osteogenic sarcoma in older children
Leukemia

CBC, peripheral blood smear, close follow-up
May see diffuse osteopenia or metaphyseal bands on plain films

Metaphyseal bands: symmetrical high-uptake markings around the joint

P – Pyomyositis

Vague irritability, pain, fever, look unwell
Bacterial focal pyomyositis: give emperic Abx, admit for inpatient workup
Myosisits: usually viral cause (influenza); typically calves are affected and tender

Hydration and supportive therapy

I – Iliopsoas Abscess

https://www.aliem.com/wp-content/uploads/Air-Series-Grading-Tool.pdf
http://pemplaybook.libsyn.com/please-stop-limping
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Most develop primary abscess from bacteremia from unresolved infection
Adults more commonly form secondary abscesses from Chrohn’s disease, post-op complications, vertebral infection, bad chronic UTI
Vague symptoms of back, flank, abdominal, hip pain, +/- fever
Develop over 20+ days

N – Neurologic

Stroke: ½ hemorrhagic, ½ thromboembolic

Typically have underlying pathology (cardiac lesion, sickle cell disease, infectious or metabolic history)
Limp + some other neuro sign or symptoms

Guillain Barre: early lower extremity weakness may present as limp or refusal to walk

Tap the spinal canal, not the hip

G – Gastrointestinal & Genitourinary

What else??

Appendicitis
Heria
Testicular or ovarian torsion

PHASES OF GAIT
Contact: heel strike to flat foot
Stance: flat foot to lifting the heel from ground (this is when you bear most of your weight)
Propulsion: weight transfers to toes, push off

ABNORMAL GAITS
Antalgic Gait:  "hobbling" gait; normal contact phase, abrreviated stance phase; propulsion is normal. The patient is trying to limit the time spent bearing
weight on that side.
Trendelenburg Gait :  the affected side's hip abductor muscles are too weak or painful to stabilize the pelvis; the unaffected side dips to the floor.

Superior gluteal neuropathy
Biomechanical problem, such as avascular necrosis
Congenital dysplasia of the hip
Slipped capital femoral epiphysis

Circumduction Gait: the patient swings his foot laterally (due to a foot or ankle pathology), or to avoid tripping in limb-length discepancy.
Stiff-legged Gait:  the patient walks with knees locked, in an attempt to avoid using the gastrocnemius muscles; concerning for myositis.
Equinus Gait:  toe-walking, as seen in myositis, also to avoid exacerbating pain from the calves.
 
KOCHER CRITERIA – Dr. Kocher et al., 1999
Retrospective analysis of children evaluated for spetic joint vs transient synovitis over 15 years.
Used in children in whom you already have some suspicion of a septic joint.

4 Independent Predictors of Septic Joint  (Walk FEW: Inability to Walk |Fever | ESR | WBC)

Inability to walk
Feverof 38.5C or greater
ESR> 40 mm/h
WBC> 12,000

Probability of Septic Arthritis

0 Predictor:  <0.2 %
1 Predictor:  3%
2 Predictors:  40%
3 Predictors:  93.1%
4 Predictors:  99.6%

 
SUMMARY

Fever and limp? – do not pass go – especially with 2 or more Kocher criteria – or if there is any doubt, tap that joint.
Refusal to walk after adequate analgesia? Admit for observation, MRI, further workup, blood cultures, and much more.
Remember some developmental concerns to help you to decide whether to continue the investigation urgently as an inpatient, or non-urgently as an
outpatient.

Evaluation
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AIR Grade: 

Fascia Iliaca Block (St. Emlyn’s 1/22/16, Written by Dr. Alan Grayson) - Reviewed by Ollie Garrison

Article on why/how to perform a fascia iliaca block on anyone hip fracture patients

Intro to why regional blocks are better than morphine (more specifically in elderly) due to side effects of morphine
Author uses this as standard of care in his own practice, encourages us all to as well

Education:

some anatomy links (here and here)
10 minute video of anatomy and physiology of the procedure with USG, a video of the landmarks
a couple pearls
LA dosing instructions

Toxicity:

Lidocaine = 3mg/kg
Bupivicaine = 2 mg/kg

Points on Dilution

Remember that a 1% solution contains 10mg/1ml
3mg/Kg in a 70 Kg man would be 210mg.
You would have 210mg in 21mls of 1% lidocaine

So for our fascia iliaca blocks we use 0.25% Bupivicaine. This means that in our 70Kg man we can use….

0.25% has 2.5mg/1mL
2mg/Kg in a 70Kg man is 140mg
We can use up to 56ml of 0.25% Bupivicaine.

video of the procedure with landmarks

landmark = “2 pop technique” going through facia lata and fascia iliaca  

https://www.aliem.com/wp-content/uploads/Air-Series-Grading-Tool.pdf
http://stemlynsblog.org/fib-virgil/?utm_source=feedburner&utm_medium=feed&utm_campaign=Feed%3A+StEmlyns+%28stemlyns%29
http://teachmeanatomy.info/lower-limb/joints/the-hip-joint/
http://www.nysora.com/
https://videopress.com/v/11tHkOB6
https://youtu.be/s4WF_23w6j8
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Overall Impression:

Helpful, intuitive (personally didn’t need to sceptically review many of the sources). Would like a little more describing the risks as well as
patients that this may not be appropriate for.

Evaluation
AIR Grade: 

https://www.aliem.com/wp-content/uploads/Air-Series-Grading-Tool.pdf
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Code Offloading (R.E.B.E.L. EM 9/22/16, Written by Salim Rezaie, MD)- Reviewed by Enyioma Okechukwu

How to cognitively offload our minds as we are running a resuscitation:

Our job therefore should be to ensure coronary and cerebral perfusion are at their highest quality, but also simultaneously putting the pieces of
the puzzle together to figure out why our patient is in cardiac arrest (CA).

Cardiopulmonary Resuscitation (CPR)

Even brief pauses in CPR can cause decreased coronary perfusion pressure
Ischemic cardiac tissue is less likely to be successfully defibrillated in shockable rhythms
Mechanical CPR vs Manual showed no difference in ROSC, survival, or survival with good neurologic outcome
Mechanical CPR is a good way to offload our minds

Access

RCT compared humeral IO vs tibial IO vs peripheral IV
Proximal tibial IO has higher success rate and faster time to access when compared to IV

Epinephrine

The 2015 Adult Advanced Cardiac Life Support (ACLS) Guidelines recommend that it MAY BE reasonable to give epinephrine 1mg IV every 3-5
minutes.

They give this a Class IIb recommendation

Bolus doses may increase myocardial oxygen consumption and therefore increase subendocardial ischemia
Running an epinephrine drip allows for cognitive offloading, physiologic lability and post-ROSC drop in BP
Dirty Epi Drip

1 mg cardiac epi in 1L (1mcg/mL)
Run wide open on a pressure bag until ROSC or regular pharmacy get arrives

Quarter Dose Epi gtt

0.5 msg/kg/min
In a 100 kg patient this would equate to 250 mcg over 5 minutes 

JW Editorial: Currently this is not recommended, just an idea...

PEA Workup

Approximately 1/3 of patients in CA have PEA
Narrow complex PEA is generally due to mechanical problems caused by right ventricular inflow or outflow obstruction
Wide complex PEA is generally due to metabolic problems
4/5 causes of narrow complex PEA can be ruled out with bedside ultrasound.

http://rebelem.com/beyond-acls-cognitively-offloading-cardiac-arrest/
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Pulse Checks

43.1% of health professionals required >5secs to detect the carotid pulse and 4.3% required >10secs
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Arterial lines get direct feedback on cardiac output, but take time to place
Bedside Transthoracic Echocardiogram (TTE) gives the provider real time feedback of what the heart is actually doing
EtCO2 <10 – 15mmHg at 20 minutes predicted a 0.8% chance of survival
Clinical bottom line

 "Stopping CPR for pulse checks is not accurate at predicting ROSC and potentially detrimental to neurologic outcomes of patients. Adjuncts
such as bedside echocardiography and EtCO2 add to a multimodal approach in predicting ROSC as well as giving useful information in decisions
of termination of resuscitation.”

Evaluation
AIR Grade: 

Edited by Brian Hahn, Matt Bogan, Zlata Vlodaver and Joe Walter

https://www.aliem.com/wp-content/uploads/Air-Series-Grading-Tool.pdf

