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Post: Stress Tests 
Author: Justin Morgenstern  Reviewed by: Amy Borys 

 
I scored the above BEEM rating because: 
I've been ordering stress tests on patients and educating patients about the "necessity" of them 
for almost two years now, and I wasn't aware of the available literature. If we are going to be 
recommending these tests, we should at least have a general idea of the sensitivity and 
specificity of the test.  
The educational pearls include:  

● After a negative ED work-up with multiple ECGs and troponins, the risk of missing short 
term MI is around 0.2%. 

● You are applying a test with low (45%) sensitivity to a population that already has a very 
low pretest probability. 

● Even if you find stable CAD, do these patients actually need intervention? Plus, is that 
really our job? 

I chose the above EBM rating because:  
Had a few spelling errors; that always decreases credibility. A bit of a rant and although he has 
a lot of good references, he could be presenting the evidence he wants to make his point.  

https://first10em.com/stress-tests-conclusion/


 
Post: PreVent  
Author: Nikola Tankosic  Reviewed by: Karl Lafleur 

 
I scored the above BEEM rating because: 
we do not currently use BMV in RSI for our critically ill patients, and it may be applicable in 
some cases to prevent severe hypoxemia. Although this is not directly a patient centered 
outcome, I think it is easy to make the argument that even short episodes of severe hypoxemia 
are dangerous and should be avoided if possible. However, the outcomes in the trial are likely 
not applicable to all patients as the baseline characteristics of each group were not necessarily 
identical. 
The educational pearls include:  
BMV is likely appropriate for certain patients that are not at increased risk of aspiration as it may 
prevent severe hypoxemia. 
I chose the above EBM rating because:  
it was a randomized trial with few exclusion criteria and appropriate randomization. The authors 
appropriately acknowledge the limitations of the paper. The primary endpoint was lowest O2 
level (93 vs 96%) which is less useful than the secondary measure of rate of severe hypoxemia.  
 
 
 
 
 
 

https://rebelem.com/prevent-bag-mask-ventilation-prior-to-intubation/


 
Post: Pulse Checks  
Author: Salim Rezaie  Reviewed by: Robert Welborn 

 
I scored the above BEEM rating because: 
From the standpoint of formal ACLS protocol, this is new. From the standpoint of our current 
multimodality assessment of cardiac arrest patients, it is not new. I think that using cardiac US 
to augment pulse checks is here, I don't think that we are ready to completely abandon finger 
palpation pulse checks. 
The educational pearls include:  
Contrary to prior recent studies that associated cardiac US with delays in CPR, this study 
showed that it can be performed timely and faster than manual palpation. There was some data 
to support the unreliability of manual pulse palpation. ~20% of patients thought to be in PEA 
with no manual pulse have organized activity with US indicative of ROSC. Doppler was less 
sensitive and did have a false positive.  
I chose the above EBM rating because:  
Overall this is a review of a single cited paper so it should be high level EBM, however the post 
author makes a “Clinical Take Home Point” that is opinion and FAR different from the authors 
conclusions. The post author asserts that “Manual pulse palpation … should stop being used in 
clinical practice.” The article authors advocate using cardiac US to supplement the resuscitation. 
Also the title of the post “Pulse Checks in Cardiac Arrest Should Be Dead” is much more than 
the article authors conclude. Also, there are some typos in the post which are confusing.  
 
 
 

https://rebelem.com/pulse-checks-in-cardiac-arrest-should-be-dead/


 
Post: Change of Heart  
Author: Kings County EM Residency  Reviewed by: Kellie Ring 

 
I scored the above BEEM rating because: 
This was the first large prospective study reporting on accuracy of HEART score to inform 
clinical decision making in the US. Results unlikely to change practice at this time given patient 
population (data from community EDs in California). Also must keep in mind that the incidence 
of 30 day events in this study was very low (0.6%).  
The educational pearls include:  
Use the HEART score as a tool to strengthen clinical decision making and consider raising 
HEART score threshold for discharge in certain patient populations (best done at the hospital 
level if considering this approach).  
I chose the above EBM rating because:  
Mostly EBM based as they summarized the researchers findings and discussion points, also 
included insertion of the graph from the paper. This post was done by a group of residents from 
Kings County and they did give their opinion on how applicable they felt it was for their own 
patient population. Exact authorship unclear.  
 
 
 
 
 
 

http://blog.clinicalmonster.com/2019/03/15/time-to-change-your-heart-threshold/


 
 
Post: TPA History  
Author: Mel Herbert, Jennifer Farah  Reviewed by: Jackie Hegarty 

 
I scored the above BEEM rating because: 
 The history of acute (and now extended) stroke management is important to understand, 
especially given the high potential benefit and/or risk from the therapies. We encounter stroke 
patients frequently and should you choose to use a medication, you should understand why. 
The educational pearls include:  

● Review of original NINDS outcomes (as well as discussion of pre-NINDS research). 
● Discussion of clinical practice decision making for small strokes (including reference to 

recent research) 
I chose the above EBM rating because:  
 The original evidence was reviewed, evidence on which our current standards of care are 
based. 
 
 

https://www.emrap.org/episode/ema2019april/thenandnowa

