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RHABDOMYOLYSIS




PREPATELLAR BURSITIS
/SEPTIC ARTHRITIS




PATELLAR DISLOCATION




Knee Dislocation/ Patellar Fx




Case 1

* Hx: 56y/0 with a fall while skiing on intermediate run at Snow
Basin, UT.

° E:
— Arm held immobile in slight abduction

— Unable to touch other shoulder
— Loss of rounded appearance of shoulder



The AP (A) and scapularY (B) views of shoulder




EXAMINATION

Acromion prominent

Humeral head prominent

Shoulder flexed

Arm in slight
abduction
Elbow flexed 0
Forearm internally rotated, Testing sensation in
supported by other hand areas of (1) axillary and
(2) musculocutaneous
nerves




Dislocation -Differential Diagnosis

* |n acute shoulder injury, should differentiate between
— AC separation
— Fractures - especially of clavicle

— Acute subluxation - full range of motion except for limitations due
to pain
* May have positive apprehension and relocation test
— Rotator cuff tears

— Stingers/burners



Dislocation

Anterior 95 - 97% vs. Posterior 3 - 5%
Most commonly dislocated major joint

Definition: complete loss of the humeral articulation with
the glenoid fossa

Mechanism:

— anterior: posterior force against an abducted, externally rotated
arm

— posterior dislocation: seizure, electric shock



Reduction Techniques

ARRONEN SELF REDUCTION

Patient sits on ground and firmly interlocks fingers in front of the knee
on the same side of dislocated shoulder

e Patient must maintain full elbow extension and relax the shoulder
muscles for technique to be successful

e Steady traction applied by leaning backward and extending the hip




Reduction of anterior shoulder dislocation

 Mod. Kocher technique
— traction
— adduction
— flexion

* The Stimson technique

— weight applied to shoulder in
prone position




Dislocation

* Radiographs
— Pre? and post reduction
— AP, axillary lateral or transcapular view
— confirm dislocation/reduction and r/o fractures

 Complications

— Musculoskeletal
* Glenoid lesions
* Rotator cuff tears
* Recurrence
* Humeral lesions

— Neurologic and vascular



Treatment

Reduction should be accomplished as soon as possible
in patients with acute dislocation

—Numerous techniques described

—Consider sedation (Demerol/versed) if readily
available, and longer elapsed times from injury.



Post Reduction Treatment

* Immobilization 2 - 6 weeks as needed for comfort.
mmobilization never proven to change outcomes

* |ntensive rehabilitation with rotator cuff and scapular
strengthening

e Surgical referral
— recurrent dislocation failed therapy

— young, 1sttime dislocations (due to high recurrence)
— associated fractures



Case 2

27 y/o nurse s/p MVA

palpable "stepped" deformity
between the acromion and
the clavicle

minimal pain at AC joint




AP shoulder

* AC separation measuring
greater then 100% (i.e., no
residual acromioclavicular
articulation).




Acromioclavicular Joint
Separation

Grade 2

" Copyright MMG, Inc. 1996



A-C Joint

Differential Diagnosis
— Clavicle fracture
— Shoulder dislocation

— Contusion - “shoulder
pointer”




A-C Joint

* Treatment

— Grade |
* Ice, NSAIDs, sling (for comfort)

— Grade |l

 Same as grade |

— Grade Il

e Controversial management that depends on degree of pain and
deformity



Case 3: 40 y/o male with shoulder weakness

e Hx: longhxof L
shoulder pain and
weakness that began
with HS tennis

 Painful arc

e Weakness on Abd and
ER

Atrophy Cuff muscles



“Hidden” Ankle Injuries

* Injuries that may accompany acute sprains which may fail to heal
and cause sx later

 Examine carefully for:

— Maisonneuve fx — disruption of the deltoid and syndesmotic ligaments with
prox fib fx

— Syndesmosis injury without fx

— “high” ankle sprain — tear ant tibiofibular lig
— Fx lateral talar process

— Fx anterior process os calcis

— Achilles Tendon rupture

— 5th MT fx

— Midfoot sprain



OTTOWA Ankle Rules

Lateral View Medial View
Malleolar zone
A L Midfoot zone
Posterior edge
or tip of lateral

malleolus
(6-cm length)

Base of fifth metatarsal

Navicular bone

8

Posterior edge
or tip of medial
malleolus
{6-cm length)
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Conditions Which Mimic Ankle Sprains on the Tibial Side

e Tear of TIBIALIS posterior

Copyvrnight 1997 MMG., Inc

Flexor Retinaculum



Conditions Which Mimic Ankle Sprains On The Tibial Side

* Tear of Tibialis posterior
R L

-
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Conditions Which Mimic Ankle Sprains On The Tibial Side

e Tear of Tibialis posterior




Conditions Which Mimic Ankle Sprains On The Tibial Side

* Syndesmosis sprain

Figures: Courtesy of Dasid B. Thordarson, MD

Figure 4.4 20-vear-old male college student sustained a
haisonneuve fracture of the ankle while plaving intramural basket-
ball. &n anteroposteror [AP] radiograph [a] demonstrates an
avulsion fracture of the tip of the malleolus [amrow] with widening
between the distal tibia and fibula [amrowhead]. Note that no fracture
of the fibula is evident. AN AP radiograph of the midshaft of his tibia
and fibula [b], howewver, reveals a midfibular fracture [amrow]. The
fracture was secured with screws transfixing the tibia and fibula to
allow for proper ligament healing.




Conditions Which Mimic Ankle Sprains On The Tibial Side

* Navicular Sfx & Tuberosity Fx

Figures: Courtesy of Dasid B. Thordarson, MD
: b

Figure 1.24An 18-vear-old male high school baseball plaver
expernenced gradually increasing medial midfoot pain during the
season. Oblique and lateral x4avs revealed no abnomalities, but
an anteropostenor radiograph of his foot [a]) revealed slight
radiolucency at the navicular [anmow]. A coronal CT scan [b)
demonstrated a nondisplaced stress fracture running through the
navicular from dorsal to plantar aspects [anmrow]. The patient
responded to S weeks in a non—weight-bearnng cast. His
immobilization was supplemented with noninvasive

electromagnetic bone stimulation.



Conditions Which Mimic Ankle Sprains On The Tibial Side

* Talar dome fracture




Conditions Which Mimic Ankle Sprains On The Tibial Side

X

e Talardome
Fracture




Conditions Which Mimic Ankle Sprains On The Fibular Side

e Base of the 5th metatarsal
B O e Y

‘b’;-fj. K&_,\ ;," = -
- ~' '“,<:‘- : “l,‘.'

' ‘Str'ess' Fix
Jones Frx
Avulsion Frx

ral
o r

e ‘:/ = A 4 ‘ £
. - e e HLALN T g
G LS S W
¥ -‘f’ 3

T
.'_ .)\




Conditions Which Mimic Ankle Sprains On The Fibular Side

e Base of the 5th metatarsal




Conditions Which Mimic Ankle Sprains On The Fibular Side

e Base of the 5th metatarsal




Conditions Which Mimic Ankle Sprains On The Fibular Side

* Midfoot sprain/
Lisfranc Fx




Conditions Which Mimic Ankle Sprains On The Fibular
Side

* Midfoot sprain / ‘ — /,\

Lisfranc Fx !‘\/\;\\

Second cuneiform

Dorsal dislocation of
second metatarsal



Conditions Which Mimic Ankle Sprains On The Fibular
Side

* Midfoot sprain / Lisfranc Fx




Conditions Which Mimic Ankle Sprains On The Fibular
Side

* Midfoot sprain / Lisfranc Fx




HISTORY/PHYSICAL EXAM

* DOC Someone Hit me in the heel!

* Swollen and Painful Achilles 3-10 cm from calcaneus
* Palpable and Visible defect (early)

* Thompson Test (early)

* O'Brien's Test

* |nability to Heel Raise



Physical Exam




Physical Exam/Thompson Test




BICEPS RUPTURE




BICEPS RUPTURE

e Distal Vs Proximal

Distal Urgent
Proximal Bulge = Distal injury
Distal Bulge = Proximal injury

www.cORITF.com




Hypertension Afloat

LT Hillary Chace, D.O.
PA&I Coordinator
Medical Readiness Division San Diego
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* | have no relevant financial relationship with any commercial interests to
disclose.

* Presentation reviewed by Internal Medicine Staff, NMCSD



Purpose

‘\

* To ensure all operational providers on sea-going platforms know how to
screen, identify and treat hypertension to include urgency and
emergency.
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Lifestyle Modifications
Complications

‘\

Primary Essential Hypertension



Definitions

‘
* Normal blood pressure: systolic <120 mmHg and diastolic <80 mmHg

* Prehypertension: systolic 120 to 139 mmHg or diastolic 80 to 89 mmHg
# Hypertension (HTN):

« Stage 1: systolic 140 to 159 mmHg or diastolic 90 to 99 mmHg
* Stage 2: systolic 2160 mmHg or diastolic 2100 mmHg



Definitions

White Coat HTN: Blood pressure consistently elevated by office readings, but does not meet diagnc
readings.

* Moderate to severe hypertensive retinopathy (formerly called "malignant hypertension"): Moderate to severe hypertensive retinopathy, including
retinalhemorrhages, exudates, or papilledema.

*  Hypertensive Urgency: Severehypertension (DBP > 120 mmHg) in asymptomatic patients.

*  Thereis no proven benefit from rapid reductionin blood pressurein asymptomatic patients who have no evidence of acuteend-organdamage and are at littleshort-
term risk.

*  Hypertensive Emergency: Severe hypertension (DBP > 120 mmHg) with evidence of acute end-organ damage. Can be life threatening and requires
immediate treatment, usually with parenteral medications in a monitored setting.



Primary Essential Hypertension

\

* Blood pressure reacts to changes in the environment to maintain organ
perfusion over a wide variety of conditions. Primary factors determining
the blood pressure are the sympathetic nervous system, the renin-

angiotensin-aldosterone system, and the plasma volume (largely
mediated by the kidneys).

* Pathogenesis — Maintenance of arterial blood pressure is necessary for
organ perfusion.

+ Blood Pressure (BP) = Cardiac Output (CO) x Systemic Vascular
Resistance (SVR)




Risk Factors for Primary Essential Hypertension

e \
‘

Obesity and weight gain

Family history — Twice as common in subjects who have one or two hypertensive parents
Race — More common, be more severe, occur earlier in life, and be associated with greater target-organ damage in blacks.

Reduced nephron number — Reduced adult nephron mass may predispose to hypertension, which may be related to genetic
factors, intrauterine developmental disturbance, premature birth, and postnatal environment.

High-sodium diet — Excess sodium intake (eg, >3000 mg/day), sodium restriction lowers blood pressure.
Excessive alcohol consumption

Physical inactivity —Exercise is an effective means of lowering blood pressure.

Diabetes and dyslipidemia — Appear to be associated with an increased risk of HTN

Personality traits and depression — Hypertension may be more common among those with certain personality traits, such as
hostile attitudes and time urgency/impatience, as well as among those with depression.



Who Should Get Screened?
\

Screening—2015 United States Preventive Services Task Force (USPSTF) guidelines that all individuals 18 years or older
should be screened for elevated blood pressure.

An elevated screening blood pressure, whichis typically obtainedin the clinician's office, should be confirmed using out-of-
office measurements, if possible.

However, at aminimum, the frequency of screening should be as follows:
*  Adults 40 years or older should have their blood pressure measured at least annually

Adults between 18 and 39 years should also be screened at least annually if they have risk factors for hypertension (eg,
obesity) orif their previously measured blood pressure was 130-139/85-89 mmHg

Adults between 18 and 39 years whose latest blood pressure was <130/80 mmHg and have no risk factors for
hypertension should be screened at least every three years.

*k



Approach to the diagnosis of hypertension in adults

Office visit in which
office BP =140/90 or
AOBP =135/85

¥
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Diagnosis

\

* Two or more office visits after initial screening of 140/9o0.

* In the uncommon patient who has an initial screening blood pressure
>180/110 mmHg or who presents with hypertensive emergency, a
diagnosis of hypertension can be made without further confirmation.



\

To determine the extent of target-organ damage and/or established cardiovascular disease.
To assess other cardiovascular risk factors

* Serum LDL >159

#* Serum HDL< 40

* Diabetes mellitus or glucose intolerance

*  Smoking

To identify lifestyle factors that could potentially contribute to hypertension.

To identify interfering substances (eg, chronic use of nonsteroidal anti-inflammatory drugs, oral
contraceptives) and potentially curable causes of secondary hypertension.

Most patients with presumed primary hypertension (formerly called "essential" hypertension) should

undergo a relatively limited work-up for secondary causes utilizing information gained from the history,
physical examination, and routine laboratory tests.



Important aspects of the history in the patient with hypertension

Duration of hypertension

Presence of other risk factors

Last knowrn mnormal blood pressure

Course of the blood pressure

Prior treatment of hypertension

Drugs: types, doses, side effects

Intake of agents that may cause
hypertension

Smaoaking
Diabetes
Dvslhipidemia

Phywsical inactivity

Dietary history

Monsteroidal anti-inflammatory drugs
Estrogens

Adrenal steroids

Cocaine

Swywmpathomimetics

Excessive sodium

Family history

Sodium
Alcohol

Saturated fats

Psychosocial factors

Hyvpertension

Premature cardiovascular disease or
death

Familial diseases: pheochromocytoma,
renal disease, diabetes, gout

Symptoms of secondary causes

Family structure
wWorke status

Educational level

Sexual Ffunction

Features of sleep apnea

Early maorning headacheas
Daybime somnolence
Loud snoring

Erratic sleep

Muscle weakness
Spells of tachyvcardia, sweating, tremor
Thinmning of thhe skin

Flank pain

Sympitoms of target—organ damage

Headaches

Transient weakness or blindness
Loss of wvisual acuity

Chest pain

Dwspnea

Claudication




Physical Exam

Important aspects of the physical examination in the hypertensive
patient

Accurate measurament of bhlood pressure

Gonoral appoarancos
CHatribution of Dody Tac

Skin lesion=s
Muscle strenagth

Alaertness

Fundoscopy

Hemorrbhage
Papilledama

Cotton wool spots

ek

Falpation and auscultation of carotids

Theyraid

Heart

Size
FRihwthm
Saunds
Lungs
Rhonchi
Ralas

Abdormmomn

Raenal masaaa
Bruits ower amorta or renal arteries

Famaral pulses

Extramitias

Paripharal pulases

Edsma

Mewrologic assessrmenl
wWisual disturbance

Focal weaaknass

Confusion

UplobDate



*

*

*

*

*

‘\

Electrolytes and serum creatinine

Fasting glucose

Urinalysis

Lipid profile (total and HDL-cholesterol, triglycerides)
Electrocardiogram




Stage | Treatment

\

* In uncomplicated Stage | Hypertension:

* Thiazide diuretics (HCTZ)

* Long-acting calcium channel blockers
* Amlodipine

* Angiotensin-converting enzyme (ACE) inhibitors
* Lisinopril

# Angiotensin Il receptor blockers (ARBs)
* Losartan



\

+ Black patients: Thiazide diuretic or long-acting calcium channel blocker

* Diabetic nephropathy or non-diabetic chronic kidney disease with
proteinuria: ACE inhibitor or ARB

+ Beta-blockers: No longer recommended as first line therapy



Stage |l Treatment

‘\

* Start with combination two-drug therapy
* Long-acting calcium channel blocker + long-acting ACE inhibitor
* |f patient is already on ACEi and thiazide, can replace ACEi with CCB



Hypertensive Urgency

_———

« Definition: Relatively asymptomatic patient with a blood pressure in the
"severe" range (ie, 2180/2120 mmHg), often a mild headache, but no
signs or symptoms of acute end-organ damage.

* How quickly should the blood pressure be reduced?
* The blood pressure should be reduced over a period of hours to days,
* What is the blood pressure target during this period of time?

* <160/<100 mmHg. However, the mean arterial pressure should not be
lowered by more than 25 to 30 percent over this relatively short period of
time.

* Short-term blood pressure target may need to be above 160/100 mmHg in
patients who present with very high pressures. In the long-term, the blood
pressure should usually be reduced further (eg, <140/<90 mmHg).




Hypertensive Urgency

=

* How should this goal be achieved?

+ Dependson whetherblood pressure should be lowered more quickly (period of
hours) or less quickly (period of days).

* In addition, moving patients to a quiet room in which to rest can lead to a fall in
systolic pressure of 10 to 20 mmHg or more.

* If the blood pressure needs to be lowered over a period of hours, use oral
furosemide, oral clonidine, or oral captopril.

* |f the blood pressure needs to be lowered over a period of days:
« Resumption of antihypertensive therapy (in nonadherent patients)
# Initiation of antihypertensive therapy (if patients are treatment naive)
« Addition of another antihypertensive drug (in patients who are currently treated).
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Hypertensive Emergencies

\

Definition: Severe hypertension in adults (often defined as systolic blood pressure =180 mmHg and/or diastolic blood
pressure >120 mmHg) associated with a variety of acute, life-threatening complications, including hypertensive
encephalopathy, retinal hemorrhages, papilledema, or acute and subacute kidney injury.

Labetalol can be given as a series of intravenous bolus injections or as a constant-dose infusion. The bolus dose is 20
mg initially, followed by 20 to 80 mg every 10 minutes to a total dose of 300 mg. The infusion rate is 0.5 to 2 mg/min.

Nitrates

Calcium channel blocker (Clevidipine, Nicardipine)
Dopamine-1-Agonosts (Fenoldopam)
Adrenergic-blocking agents (Labetalol, Esmolol)
Hydralazine

Enaliprat

**|CU LEVEL OF CARE**



What do | have in my AMAL?
\

+ CG/DDG/LCS: Starting Dosages:
* HCTZ 25mg tab - HCTZ 25mg po daily
* Lisinopril 1omg tab

Lisinopril 1omg daily

* Clonidine 0.2mg tab - Check K+ after 1% week
May increase to 40mg po daily (MAX dose)

* Metoprolol 5o0mg tab
Clonidine: 0.1 mg po BID to 0.2mg po BID

Metoprolol 5omg po BID
May increase to 200mg po BID (MAX dose)



What do | have in my AMAL?
‘\

+ LSD, LPD, LHA, LHD:

*

*

*

*

*

*

HCTZ 25mg tab
Lisinopril 10mg tab
Metoprolol 5omg tab
Amlodipine 5mg tab
* Max 1omg daily
Verapamil 240mg tab
Clonidine 0.2mg tab




ifestyle Modifications

R Lifestyle modifications in the management of
hypertension
Approximate
stolic BP
Modification Recommendation sy 0“_:
reductiomn,
range*

Weight reduction

Adopt DASH
eating plan

Dietary sodium
reduction

Physical activity

Moderation of
alcohol
consumption

Maintain normal body weight
(BMI, 18.5 to 24.9 kg/m=)

Consume a diet rich in fruits,
wvegetables, and low-fat dairy
products with a reduced content
of saturated and total fat

Reduce dietary sodium intake to
no more than 100 megfday (2.4 g
sodium or & g sodium chloride)

Engage in regular asrobic
physical acbiwvity such as brnisk
walking (at least 20 minutes per
day, most days of the weeslk)

Limit consumption to no more
than 2 drinks per day im maost
men and no more thamn 1 drink
per day in women and hahter-
weight persons

5 to 20 mmHag per
10 kg weight loss

8 to 14 mmHg

2 to &8 mmHg

4 to 2 mmHg

2 to 4 mmHg

Stop Hypertension.

For owverall cardiowvascular risk reduction, stop smoking. The effects of
implementing these modifications are dose and time dependent and could
be higher for some indiwviduals; they are not all additive.

BMI: body mass index; BP: blood pressure; DASH: Dietary Approaches to

Reproduced firnom: The Seventh Report of the Joint National Committee orr
Prevention, Detection, Evaluation, and Treatment of High Bfood Pressure.
Avaifable at hitto A wwow . i bi. il govyguidelines, frypertensionygdc 7ol odf.




Complications of Hypertension

T

* Premature Heart Disease
* Heart Failure

* Heart Attacks

*  Sudden Death

*  Stroke

* |ntracerebral Hemorrhage

* Chronic Kidney Disease-> Dialysis



Checklist at Sea

When going underway and on deployment ensure patients have enoug edications!
* When they do present with hypertension ensure they are hemodynamically stable.

* Know your limitations and what resources you have!

* Know your MEDEVAC protocol!

« Call for help or email consult

# |DCs: Physician Supervisor

* Cardiology Duty: 619-804-2229



“I'm going to take your blood pressure, so try fo relax
and not think about what a high reading might mean
for your chances of living a long, healthy life.”


http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwj6h5CRnrrNAhWj24MKHe6CBL8QjRwIBw&url=http://quoteaddicts.com/topic/blood-pressure-funny/&bvm=bv.124817099,d.eWE&psig=AFQjCNG4p4_tEHF4cxym1uEosZBwGAmsPA&ust=1466636820696955
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FLUOROQUINOLONES

FDA Black Box Warning for Use in Certain Uncomplicated Infections

LT Hillary Chace, D.O.
PA&I Coordinator
MRD CNSP




[FRA Viiostmnoresmnseier I Drug Safety Communications

Fayd ' " Drug Safety Communications

FDA Dyug Safery Communication
FDA advises restricting fluoroquinolone antibiotic use for certain uncomplicated
mfections, warms about disabling side effects that can occur together

Safety Announcement

[05:12-2016] The U S Food and Drug Administration is advising that the serious side
effects associated with Auorogquinolone antibacterial drugs generally outweigh the
Lenefity for patients with acute sinusitis, acute bronchitis, and uncomplicated urinary tract
nfections who have other treatment options  For patients with these conditions,
NMuoroquinolones should be reserved for those who do not have alterative treatment
options.

An FDA safety review has shown that fluoroquinolones when used systemically (ie
tablets, capsules, and injectable) are associated with disabling and potentially permanent
serious side effects that can oceur together. These side effects can involve the tendons,
muscles, joints, nerves, and central nervous system

Ax aresult, we are requiring the drug labels and Medication Guides for all

nuoroqumolcme antibacterial drugs to be updated to reflect this m.-w safety information.
e are cont £ 10 mvestigate safety with fluorogui and will update the

Publie with additional information if it becomes available

Patlents should contact your health care professional immediately if you experience any
serious side effects while taking your fluoroquinolone medicine.  Some signs and
symptoms of serions side effects include tendon, joint and muscle pain, o “pins and
needles” tingling or pricking sensation, confusion, and hallucinations, Patients should
talk with your health care professional if you have any questions or concerns

Health carve professionals should stop systenic fluoroguinolone treatment immediately
if a patient reports serious side effects, and switch to a non-fluorogquinolone antibacterial
drug to complete the patient s treatment cousse

Fluoroquinolone drgs work by killing or stopping the growth of bacteria that can cause
iliness (see List of Currently Avallable FDA-approved Fluoroguinolones for
Systemic Use)

List of Cu
Systemic Use

Brand Name Actve Ingredient

Avelox Moxifloxacin

Cipro Ciprofloxacin’

Cipro extended-release” Ciprofloxacin extended-release
Factive Gemifloxacin

Levagquin Levofloxacin

Moxifloxacin Injection Moxifloxacin

Ofloxacin® Ofloxacin

ntly Available FDA-approved Fluoroquinolone Antibactervial Drugs for

T available as genernic

* available only as genenc

We previously communicated safety information associated with systemic
Muorogquinolone antibacterial drogs in August 2013 and July 2008, The safery {ssues
described in this Drug Safety Communication were also discussed at an FDA Advisory
Comnutiee meeting in November 2015

We urge patients and health care professionals to report side effects involving
fluoroquinolone antibacterial drugs and other drugs to the FDA MedWatch program,
using the mformation in the “Contact FDA" box at the bottom of the page

Related Information

The FDA's Drug Review Process: Ensuring Drugs are Safe and Effective
/IWWW /[ "ou/C 53

Thinking 1t Through: Managing the Benefits and Risks of Medicines
47 ) ; /C e 5

Advisory Commuttees. Critical to the FDA's Product Review Process
http /www. fda gov/Drugs/ResourcesForYou/ Consumers/ucmi43538 htm




Suggested approach to observation versus antimicrobial
therapy for outpatient treatment of uncomplicated acute
bacterial rhinosinusitis (ABRS) in immunocompetent adults

| Uncomplicated ABRS * |

v

| Good follow-up? |
I

I 1
Was Mo

¥

Observation and symptomatic
management for 7 days

v ¥ ¥
Improved symptoms Unchanged symptoms Waorsening symptoms

v

Option to eitherd:
= Dbhsarve with symptomatic management
for additional 10 days or
m [nitiate antibictics

v

Observation and symptomatic
management for an additional 10 days
[

Improved Unchanged or
symptoms worsening symptoms
b * * LA
No further evaluation needed | | Initiate antibiotic therapy |€—

= Uncomplicated ABRS is ABRS without evidence of extension of infection beyond the
paranasal sinuses and nasal cavity into the central nervous system, orbit, or
surrounding tissues.

T Good follow-up: Assurance that antibiotic therapy can be started if symptoms
worsen or if no improvement within 7 davys.

A Decision will depend on patient presentation, comorbidities, and social factors. Refer
to the UpToDate topic on treatment of uncomplicated acute sinusitis and rhinosinusitis
in adults for details.



‘\

# Augmentin (Amoxicillin-Clavulanate) 500mg/125mg po TID or 875/125mg
orally po BID

* PCN Allergy: Doxycycline 100mg po BID or 200mg orally daily



licated Urinary Tract Infection

‘\

# Bactrim DS (Trimethoprim-Sulfamethoxazole 160/800 po BID x 3 days
* Nitrofurantoin 10omg po BID x 5 days
+ Cephalexin 500mg BID x 5-7 days



“

* |If uncomplicated use symptomatic treatment

* If > than 10 days may warrant antibiotics treatment:
* Azithromycin 500mg x 1, then 250mg po daily for Day 2-5
* Doxycycline 1toomg BID

* Can use Levofloxacin 750mg po daily x 5 days or Moxifloxacin 40omg daily x 4
days if acute exacerbation



Bottom Line

“

* Weigh benefits versus risks of the medication

* Look at symptoms, sometimes you DO NOT NEED medications

« Call physician supervisor or if needed the Infectious Disease Department
for complicated cases: 619-532-7475



Fleet Mental Health

CDR S. King Hollis, PMHNP
Mental Health Fleet Liaison
Contact: 619-556-38090
Consult Liaison CL: 619-384-7280



Medical Readiness Division

MRD_SD_GMO@navy.mil
(619) 556-5191
Bldg 116




Active Duty Clinic-Gen Surgery




e July 27" @ 1000-1200
— GERD
— 0SS
— |IBHC

* August 31t @ 1000-1200




c= Force, U.S. Pacific Fleet Follow f ’ Lo m

PACIFIC FLEET SURFACE SHIPS -~ NEWS ARCHIVES  EVENTS LIBRARIES LEADERSHIP ~ FAMILY SOCIAL MEDIA CONT.

Medl Readiness Division San Diego
Clinic: (619) 556-8114 GMO Office: (619) 556-5191 Email Address mrd_sd_gmo@navy mil
Senior Enlisted Leadership: (619) 556-0662

What's New Quick Reference

MRD Clinic has changed locations! CME Guidance

MRD Clinic is now located in the Patient Treatment Area (PTA)/Acute Care Area e=lgte CME Instructions
(ACA), in the southwest corner of the 32nd st NAVSTA BMC.
Front desk #619-556-8114 -
Dental Clinic 32nd Street -

Contact: (619)556-8240/8239/8233/9545 during the hours of 0645-1515 C°":acé;;;$';:t"l’" ;

New hernia guidelines - refer to general surgery for workup . A ) )

CAMO General Surgery Matrix - February 2015 m Fleet Liaison Contact Info: Daytime Office Phone #: 619-532-
6430, Fax # 619-532-6404, Duty Phone #: 619-302-8944,
email: fmlo-list@med.navy.mil
T et e e e G T = Phone Directory: Media:INTRANET_PHONE_DIRECTORY

Evaluation and care of patients with possible Ebola (pac_approved).pdf - - -

Ebola Resources/Disinfectant/CDC Guidelines = S

MERS Update Consult Guidance

NEPMU-g = Consult Appointment Management Office (CAMC) Powerpoint

San Diego, CA CAMO CT Surgery Matrix

Quarterdeck: (619) 556-7070 CAMO Endocrinclogy Matrix - December 2013

| |

CDO: (619) 726-4421 " ; :

STR Tracking Requirements/Separation History & Physicals Instruction = CAMO General Surgery Matrix (revised - February 2015)
= CAMO GYN Matrix - February 2014

SHPE Instruction

TMIP Maintenance Guidelines




NAVAL MEDICAL CENTER

SAN DIEGO

THE PRIDE OF NAVY MIDICING

My Drolle € My Cortficate € My Transcrpt £ My Ragutrations & Actvy Cataleg ¢

CME Certificate

Welcome!

To evaluate the program and display your certificate, please follow the steps below
1. Enter your Military Email Address: oseph lagrew@navy md
2. Please select one of the following:

1 already have a password, and my password is:
® 1 am a new user (You'll create a password later)
3. Enter CME Activity Code 7755 x

+ (=]

( be surs your browser allows pop wps )

If you would hike to viaw or print L certificate, Diease chok hare
"Note-Repnnt of certincates vahd only for certificates recerved after 10-1-11




CME Information

e CME Code (To claim credit online): 8454

e Closing Date (To claim credit online): 06 JUL 2016

* Tocomplete CME

— Log onto the MRD IDC website and click on the CME credit
link

or

— Go to NMCSD SEAT SharePoint site (via citrix or NMCSD/BMC
computer) and click on MRDSD Waterfront Meeting

http://nmcsd-as-
spfe05/sites/dpe/setd/Lists/cmesurvey/ltem/newifs.aspx?List=be0f840e%2D0489%2D4b

5a%2Db8de%2D9c4cd1a323e5&Web=0901130e%2Dd444%2D45b8%2D8bc7%2D5b9%ecl
Odca77



http://nmcsd-as-spfe05/sites/dpe/setd/Lists/cmesurvey/Item/newifs.aspx?List=be0f840e-0489-4b5a-b8de-9c4cd1a323e5&Web=0901130e-d444-45b8-8bc7-5b9ec10dca77
http://nmcsd-as-spfe05/sites/dpe/setd/Lists/cmesurvey/Item/newifs.aspx?List=be0f840e-0489-4b5a-b8de-9c4cd1a323e5&Web=0901130e-d444-45b8-8bc7-5b9ec10dca77
http://nmcsd-as-spfe05/sites/dpe/setd/Lists/cmesurvey/Item/newifs.aspx?List=be0f840e-0489-4b5a-b8de-9c4cd1a323e5&Web=0901130e-d444-45b8-8bc7-5b9ec10dca77
http://nmcsd-as-spfe05/sites/dpe/setd/Lists/cmesurvey/Item/newifs.aspx?List=be0f840e-0489-4b5a-b8de-9c4cd1a323e5&Web=0901130e-d444-45b8-8bc7-5b9ec10dca77
http://nmcsd-as-spfe05/sites/dpe/setd/Lists/cmesurvey/Item/newifs.aspx?List=be0f840e-0489-4b5a-b8de-9c4cd1a323e5&Web=0901130e-d444-45b8-8bc7-5b9ec10dca77
http://nmcsd-as-spfe05/sites/dpe/setd/Lists/cmesurvey/Item/newifs.aspx?List=be0f840e-0489-4b5a-b8de-9c4cd1a323e5&Web=0901130e-d444-45b8-8bc7-5b9ec10dca77
http://nmcsd-as-spfe05/sites/dpe/setd/Lists/cmesurvey/Item/newifs.aspx?List=be0f840e-0489-4b5a-b8de-9c4cd1a323e5&Web=0901130e-d444-45b8-8bc7-5b9ec10dca77

