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I. Introductions
a. LT Lagrew

II. Pretest

III. Welcome by CDR Hoang, Director MRD

IV. Shock
a. Dr. Brian Mecklenburg, CDR MC USN
b. A profound and widespread reduction in the effective delivery of oxygen and other nutrients to tissues leads first to reversible and then, if prolonged, to irreversible cellular injury.
c. Features of Shock by Organ System: Brain – decreased LOC or mental status changes; Heart – low BP, high HR; Lungs – tachypnea, dyspnea; Kidneys – low UOP; Skin – cool, clammy
d. Hypovolemic Shock: Hemorrhagic/Traumatic, Dehydrative, Burn
e. Distributive Shock: Septic, Anaphylactic/ Anaphylactoid, Neurogenic
f. Cardiogenic Shock: 
i. Myopathies
1. Infarction (presents with chest pain, etc.)
2. Cardiomyopathies (what would cause this on WESTPAC?)
3. Myocardial depression of sepsis (late)
ii. Arrhythmias 
iii. Mechanical abnormalities (rare, but possible in your population)
1. Valvular defects – listen for murmurs, especially in RUSB for Aortic Stenosis.
g. Obstructive Shock: Pulmonary Embolism, Cardiac Tamponade, Pneumothorax
h. Management of Shock: The major therapeutic goals in shock are sufficient tissue perfusion and oxygenation.
i. Initial Diagnostic Steps: H&P, Labs (CBC, Coags, ABG’s, Biochemical profile, Lactate), EKG, CXR
j. Initial Management at Sea: Diagnostic steps above then:
i. Ensure Airway is patent and patient breathing
1. Place on O2
ii. Establish IV Access ( Rx for hypovolemic)
1. 2 Liters of NS or LR
iii. Consider Epi (Rx for Anaphylactic/ distributive)
1. Consider placing 1 mg in 1 L NS and dripping in to achieve MAP > 65
iv. Listen for tamponade and pneumothorax
1. Consider needle decompression
v. Consider signs and symptoms of Acute Coronary Syndrome (UA/NSTEMI/STEMI)
vi. Communicate with next higher echelon early and prepare for MEDEVAC.
1. This can be life threatening – have your best provider escort to higher

V. Respiratory Distress
a. Dr. Mike Powers, LT MC USN
b. DDx Acute Dyspnea: 
i. Bronchospasm Pulmonary embolus, Pneumothorax Pulmonary infection, Upper airway obstruction, Aspiration, anaphylaxis, Vocal cord dysfunction, ARDS, Pleural effusion, Acute MI, Heart failure, Cardiac tamponade, Neuromuscular disease, Anemia, Anxiety, Hyperthyroidism
c. Evaluation of acute dyspnea: H&P, Labs (Plasma BNP, CBC, D-dimer, Troponin, Arterial blood gas), Radiology (CXR, CT-PA, U/S, TTE), EKG
d. Pulmonary Embolism: 	
i. Symptoms: Dyspnea (73%), Pleuritic pain (44%), Cough (37%), Calf/thigh pain/swelling (44%), Wheezing (21%), Hemoptysis (13%)
ii. Signs: Tachypnea (54%), DVT findings (44%), Tachycardia (24%), Accentuated P2 (15%), JVD (14%)
iii. Diagnostic evaluation: CXR, EKG, ABG, D-Dimer, BNP/Troponin
iv. Treatment: Anticoagulation (LMWH, Warfarin, Factor Xa/Direct thrombin Inhib)
e. Pneumothorax: 
i. S&S: Acute dyspnea, Pleuritic chest pain, Decreased chest excursion, Diminished breath sounds, Hyperresonant on percussion, Hypoxemia, Subcutaneous emphysema, Hypotension/tachycardia uncommon (suggests tension)
ii. Diagnosis: CXR, U/S (absence of lung sliding)
iii. Treatment: 
1. Observation + supplemental O2: Clinically stable, PTX <3 cm, O2 increases rate of reabsorption (up to 6x in animal models)
2. Needle aspiration: PTX >3 cm, symptomatic, Chest tube if needle aspiration fails
3. Chest tube insertion: Clinically unstable, concommitant hemothorax
4. Needle decompression: Unstable patient with delay in chest tube insertion, Traditionally 2nd or 3rd intercostal space, midclavicular, Alternative: 5th ICS anterior or mid axillary line
f. Asthma Exacerbation:
i. Symptoms: Breathlessness, wheezing, cough, chest tightness, fatigue, decreased exercise tolerance, Peak flow decrease by >20%
ii. Initial management: Assess severity: symptoms, Peak flow, ?ABG: rarely needed; hypoxemia or hypercapnea indicate severe exacerbation, CXR: typically normal, may show hyperinflation
iii. Treatment: SABA, Anti-cholinergic, Glucocorticoids
g. Vocal Cord Dysfunction: Mimics asthma, Treat with Panting or CPAP
h. Pneumonia (CAP): Definitive diagnosis requires an imaging study
i. CURB-65 for Inpatient vs. Outpatient
ii. Treat on shore: Azithromycin or Doxy
iii. Treat on ship: Beta-lactam + Macrolide(Azith)/Resp Floroquinolone(Levoflox)
i. Pleural Effusions: Increased fluid formation (majority) vs. decreased absorption 
j. Phone numbers - NMCSD Pulmonary Consult Duty Phone: 619-886-7517	
i. NMCSD MICU Resident Duty Phone: 619-218-0615

VI. SMART Clinic Updates
a. Mr. McGee/LT Halfpap

VII. Fleet Mental Health Updates
a. CDR King Hollis, Fleet Mental Health Liaison Officer 
b. Contact CDR King Hollis for questions regarding FMH

VIII. Neuropathic Pain Creams
a. Dr. Joe Howton, CIV MD

IX. Augments/Flu/Green H Updates
a. HMCM Phillip Nafus, MRD SEL

X. Miscellaneous
a. Dr. Lagrew, LT MC USN  MRD 
b. Upcoming Mind Body Medicine
c. LARC Clinic
d. Update of General Surgery matrix uploaded to the MRD website http://www.public.navy.mil/surfor/Pages/idcorpsmen.aspx
e. Primary Care Symposium
f. MRD Clinic Move
g. General Surgery Active Duty Clinic
h. Upcoming Meetings: Next Meeting Mar 25th at 1000 in Waterfront Rec Center
i. CME Information

XI. Women’s Health Update
a. Dr. Tiffany Morandi, LT MC USN


