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EPISODE 45 — EMERGENCY MEDICINE
UPDATE CONFERENCE 2014 HIGHLIGHTS

DR. STUART SWADRON — AN APPROACH
TO VERTIGO
PERIPHERAL VS. CENTRAL VERTIGO

ISOLATED VERTIGO IS UNLIKELY CENTRAL IN ORIGIN.
EXAMINE OTHER CRANIAL NERVES!

LOow MISS RATE FOR STROKE IN PATIENTS DISCHARGED WITH
PERIPHERAL VERTIGO (~1/500 IN US), SIMILAR EMERGING
RESULTS IN CANADA.

5 D’s: POINT TO CENTRAL CAUSE FOR VERTIGO

- DIZZINESS

- DIPLOPIA

- DYSARTHRIA

- DYSPHAGIA

- DYSMETRIA

+DON’T FORGET TO LOOK FOR LONG TRACT SIGNS IN THE
EXTREMITIES

+PLANTAR RESPONSE

+IMPORTANT TO WALK PATIENTS IN THE ED

IMAGING IN VERTIGO: CT MAY NOT PICK UP MANY
ABNORMALITIES IN THE POSTERIOR FOSSA. HOWEVER,
OBLITERATION OF THE 4™ VENTRICLE AT THE LEVEL OF THE
CEREBELLUM INDICATES EDEMA WHICH IS A SECONDARY EFFECT
OF INFARCTION AND MAY INDICATE IMPENDING HERNIATION

BPPV: EPISODES (ACTUAL SENSATION OF SPINNING/MOVING)
TYPICALLY LASTS LESS THAN 1 MINUTE.

DIX-HALLPIKE MANEUVER IS CONSIDERED THE GOLD
STANDARD TEST FOR THE DIAGNOSIS OF BPPV (1). VERY HELPFUL
IF UNDERSTOOD AND PERFORMED CORRECTLY; HOWEVER, IF NOT
PERFORMED CORRECTLY CAN BE MISLEADING, AND IS OFTEN
DOCUMENTED AS ‘POSITIVE’ IN CASES OF MISSED POSTERIOR
CIRCULATION STROKE.

CONSIDER THE TEST POSITIVE WHEN A PATIENT WITHOUT RESTING
VERTIGO HAS VERTIGO AND TORSIONAL NYSTAGMUS BEGINNING
BRIEFLY AFTER SUDDEN CHANGE IN POSITION AND THEN RESOLVES
IN UNDER 1 MINUTE.

NYSTAGMUS IN BPPV HAS THREE CHARACTERISTICS:

1) LATENCY PERIOD BETWEEN HEAD DOWN AND ONSET OF
SUBJECTIVE ROTATIONAL VERTIGO AND OBJECTIVE
NYSTAGMUS (LATENCY PERIOD CAN RANGE FROM 5-20
SECONDS, RARELY UP TO 1 MINUTE)

2) NYSTAGMUS HAS CRESCENDO-DECRESCENDO PATTERN

3) NYSTAGMUS TYPICALLY IS FATIGUABLE

HINTS ExXAM: HEAD IMPULSE, NYSTAGMUS, TEST OF SKEW.

PRESENCE OF ANY ONE OF THESE THREE SIGNS HAS A SENSITIVITY
OF 100% AND SPECIFICITY OF 96% FOR STROKE! (3)



1) HEAD IMPULSE: PATIENT STARES AT EXAMINER’S NOSE,
PATIENT’S HEAD IS QUICKLY ROTATED FROM ONE SIDE TO
THE OTHER. KEEP LOOKING AT THE PATIENT’S EYE. IF
THERE ARE CORRECTIVE SACCADES WHEN TURNING TO THE
GIVEN SIDE, THIS IS A POSITIVE TEST AND SUGGESTIVE OF
A PERIPHERAL SOURCE FOR VERTIGO. A NEGATIVE TEST
OCCURS WHEN THERE ARE NO CORRECTIVE SACCADES AND
SHOULD RAISE THE SUSPICION OF A CEREBELLAR STROKE.

2) NYSTAGMUS: VERTICAL OR BIDIRECTIONAL NYSTAGMUS IS
CENTRAL IN ORIGIN.

3) TEST OF SKEW: COVER/UNCOVER TEST — VERTICAL
MISALIGNMENT OF EYES IS SUGGESTIVE OF CENTRAL
CAUSES

GO TO HTTPS:/WWW.YOUTUBE.COM/WATCH?V=6R5ULCVBFXx4
TO SEE A VIDEO OF SCOTT WEINGART EXPLAINING HOW TO
USE AN IPHONE TO HELP INTERPRET THE HEAD IMPULSE
TEST FOR YOUR HINTS EXAM.

PITFALLS IN DIFFERENTIATING PERIPHERAL VS. CENTRAL
VERTIGO:
- HEARING LOSS ASSOCIATED WITH VERTIGO DOES NOT RULE
OUT STROKE
- EXACERBATION OF SYMPTOMS WITH THE DIX-HALLPIKE
MANEUVER CAN OCCUR IN BOTH PERIPHERAL AND CENTRAL
VERTIGO

VERTEBRAL ARTERY DISSECTION: CONSIDER THIS DIAGNOSIS
IF THE VERTIGINOUS PATIENT HAS A HEADACHE, NECK PAIN, OR A
HISTORY OF RECENT HEAD OR NECK TRAUMA.

DRrR. AMAL MATTU — EMERGENCY
CARDIOLOGY

LBBB AND ACUTE MI

CLASSICAL TEACHING: NEw LBBB Is A STEMI EQUIVALENT
AND REQUIRES ACUTE REPERFUSION (I.E. CATH LAB OR
THROMBOLYTICS).

MosT RECENT STEMI GUIDELINES REGARDING LBBB (5):

LBBB: QUALIFIES FOR ACUTE REPERFUSION ONLY IF PATIENTS
ARE:
1) HEMODYNAMICALLY UNSTABLE
2) IN ACUTE HEART FAILURE
3) HAS CONCORDANT ST CHANGES (SGARBOSSA CRITERIA A
OR B — SEE BELOW), OR
4) ST/S RATIO > 25% (DISCORDANT R AND S WAVES > 25%
SIZE). MODIFIED SGARBOSSA CRITERIA — HAS NOT BEEN
EXTERNALLY VALIDATED
=> DOES NOT MATTER IF LBBB IS NEW OR OLD

SGARBOSSA CONCORDANCE CRITERIA:

- A: LBBB + ST ELEVATION IN SAME DIRECTION AS QRS

- B: LBBB + ST DEPRESSION IN SAME DIRECTION AS QRS IN
V1, V2, oOrR V3

- ONLY REQUIRED IN 1 LEAD



( Suspected AMI with LBBB
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Hemodynamic instability
or acute heart failure

No

Yes ( Sgarbossa score > 3 )
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ST/S ratio < —0.25 )
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Bedside echocardiogram
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Primary PCI Coronary Non-invasive

or fibrinolytics angiography evaluation
Diagnosis and friage algorithm for patients with suspected AMI

and LBBB.
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FiG 2: ST/S RATIO (CAI ET AL., 2014) (4)

SHoOULD ST ELEVATION BE THE ONLY
CRITERIA FOR STEMI?

ST ELEVATION CRITERIA (O’GARA ET AL., 2013) (5):

- MEASURE ST ELEVATION AT THE J-POINT
- ST ELEVATION > 1 MM IN AT LEAST 2 CONTIGUOUS LEADS,
EXCEPT LEADS V2/V3:
- STEMI IN V2-3:
O MEN > 40Y0: ST ELEVATION > 2 MM
O MEN < 40Y0: ST ELEVATION > 2.5 MM
O WOMEN: ST ELEVATION > 1.5MM

OTHER ST CHANGES MAY BE PRESENT BEFORE ST ELEVATION IS
EVIDENT

EVOLUTION OF ST CHANGES: CLUES FOR IMPENDING
STEMI
- IN COMPLETE OCCLUSION OF A VESSEL, RECIPROCAL ST
DEPRESSION OFTEN OCCURS PRIOR TO ST ELEVATION
- STRAIGHTENING OF THE ST SEGMENT MAY OCCUR PRIOR
TO ST ELEVATION

IMPORTANT TO DO SERIAL ECGS TO LOOK FOR EVOLUTION OF ST
CHANGES

THE IMPORTANCE OF SERIAL ECGs
- HAVE A LOW THRESHOLD TO REPEAT ECG IF CHANGE IN
CLINICAL SYMPTOMS, PERSISTENT PAIN
- 11% OF PATIENTS WITH STEMI HAD AN INITIAL NON-
DIAGNOSTIC ECG, WITH 72% OF PATIENTS DEVELOPING A
DIAGNOSTIC ECG WITHIN 90 MINUTES (6).

KEY REFERENCES

1. CLINICAL PRACTICE GUIDELINE: BENIGN PAROXYSMAL
POSITIONAL VERTIGO. BHATTACHARYYA, N ET AL.



OTOLARYNGOLOGY-HEAD AND NECK SURGERY 2008; 139: 47-81.
FREE FULL TEXT:

HTTP:// WWW.AAFP.ORG/DAM/AAFP/DOCUMENTS/PATIENT_CARE/CLINI
CAL_RECOMMENDATIONS/RECTOBOD-020810-ATTACHMENTI BPPV-

JAN2O1OCLUSTER.PDF

2. DOES MY DIZZY PATIENT HAVE A STROKE? A SYSTEMATIC REVIEW
OF BEDSIDE DIAGNOSIS IN ACUTE VESTIBULAR SYNDROME.

TARNUTZER, MD ET AL. CMAJ 2011; 183(9):571-592. FREE FULL
TEXT: HTTP:/WWW.CMAJ.CA/CONTENT/183/9/E571.FULL.PDF+HTML

3. HINTS TO DIAGNOSE STROKE IN THE ACUTE VESTIBULAR
SYNDROME: THREE-STEP BESIDE OCULOMOTOR EXAMINATION MORE
SENSITIVE THAN EARLY MRI DIFFUSION-WEIGHTED IMAGING.
KATTAH, JC ET AL. STROKE 2009; 40: 3504-3510. FREE FULL
TEXT:
HTTP://STROKE.AHAJOURNALS.ORG/CONTENT/40/11/3504.LONG

4. THE LEFT BUNDLE-BRANCH BLOCK PUZZLE IN THE 2013 ST-
ELEVATION MYOCARDIAL INFARCTION GUIDELINE: FROM FALSELY
DECLARING EMERGENCY TO DENYING REPERFUSION IN A HIGH RISK
POPULATION. ARE THE SGARBOSSA CRITERIA READY FOR PRIME
TIME? CAI Q ET AL. AMERICAN HEART JOURNAL 2013; 166(3):
409-413. ABSTRACT: HTTP://WWW.AHJONLINE.COM/ARTICLE/SO002-
8703%2813%2900373-6/ABSTRACT

5. 2013 ACCF/AHA GUIDELINE FOR THE MANAGEMENT OF ST~
ELEVATION MYOCARDIAL INFARCTION. O’GARA PT ET AL. JOURNAL

OF THE AMERICAN COLLEGE OF CARDIOLOGY 2013; 61(4): 78-140.

FREE FULL TEXT:
HTTP://CONTENT.ONLINEJACC.ORG/ARTICLE.ASPX?ARTICLEID=14861
15

6. DIAGNOSTIC TIME COURSE, TREATMENT, AND IN-HOSPITAL
OUTCOMES FOR PATIENTS WITH ST-SEGMENT ELEVATION
MYOCARDIAL INFARCTION PRESENTING WITH NONDIAGNOSTIC
INITIAL ELECTROCARDIOGRAM. RILEY RF ET AL. AMERICAN HEART
JOURNAL 2013; 165(1): 50-56. FREE FULL TEXT:
HTTP://WWW.AHJONLINE.COM/ARTICLE/SOOQ02-
8703%2812%2900737-5/ABSTRACT

QUOTE OF THE MONTH:

“EVERYTHING SHOULD BE MADE AS SIMPLE AS POSSIBLE, BUT NOT
SIMPLER” — ALBERT EINSTEIN



