Your First Day on Hellerstein

Here is some info to help you throughout this month:

1. Rounds will begin at 8:00AM in the Tower 3 conference room. Most of your cardiology patients will be located on the telemetry floors, Tower 3 and Tower 5.  You will have some patients on the observation unit on Lakeside 50. Your cardiac patients that no longer require telemetry and private patients can be anywhere in the hospital.    

2. There will be four interns and call will be q4 long call.  The call room is next to the CICU in Room 3350F and it has a bathroom with shower.  Two interns will take call with the senior residents, the other two will be ‘orphans’ and will be covered by a senior from another team until 11:00PM and by the nightfloat after 11:00PM.

3. The Tower 3 & 5 nurses are great and are very experienced in dealing with cardiac patients.  They will draw AMI panels on cardiac patients located on Tower 3 & 5 and coagulation panels on patients on heparin protocol.  They are not reequired to draw any other routine labs, but occasionally they will do so if you ask nicely.  

4. You can get echocardiogram and cardiac catheterization reports online by selecting ‘on-line tools’ and then ‘cardiology images/reports’ on the left menu bar on the corporate intranet home page.  If you do not have your own password, you can apply for one by contacting Genevieve Popp via e-mail at Genevieve.Popp@uhhs.com or call 216-844-8129.  If the online system is down, you can always go to the CICU conference room and use the Camtronics workstation to obtain any reports directly. You should obtain the most current echo and catheterization reports for all of your patients.

5. Telemetry is a precious resource and beds are always limited. If your patient no longer requires tele, do the honorable thing and discontinue it.  The most common indications for telemetry are:

a. Patient being admitted to rule out MI who has NOT had three negative AMI panels

b. Patients with significant bradyarrythmias or tachyarrythmias that are not rate controlled  

c. Patients with significant hyperkalemia and concerning ECG changes

d. Patients with a recent STEMI or NSTEMI who require monitoring for ventricular arrythmias

e. Patients with documented ventricular arrythmias or history concerning for ventricular arrythmias 

f. Patients with newly placed pacemakers or admitted for evaluation of pacemaker firing or possible pacemaker malfunction

g. Patients admitted for syncope workup

h. Heart failure patients undergoing significant diuresis and/or initiating inotropic therapy

6. On the first day on Hellerstein, become familiar with the Monitor Room on Tower 3 and Tower 5.  Learn how to review your patient’s last 24 hours of telemetry monitoring and ask the nurse at the monitoring station if any events happened overnight.  If any events happened, ask the nurse to print a copy of the tracing and bring this to morning rounds.  Checking with telemetry is a mandatory part of your pre-rounds on this service and you should include this info in your presentation each morning.

7. There are two classic types of admissions you get as a Hellerstein intern: 1) chest pain-rule out MI and 2) heart failure exacerbation. There are certain things you should determine for each type of these admissions:

a. While taking your history for a patient admitted with chest pain:

i. When did the chest pain start and how long did it last?  What was the patient doing at the time when the pain started?

ii. Where is the chest pain located?  Does it radiate anywhere?

iii. Are there any exacerbating or relieving factors?  Is it associated with exertion and relieved with rest or nitroglycerin?

iv. Have they had any associated symptoms such as dyspnea, diaphoresis, or nausea?

v. Have they had an MI in the past?  If so, did they have a heart catheterization?  If so, what was the result and where was the procedure performed?  Did they have a stent placed?

vi. Have they had a CABG in the past?  If so, how many vessels were bypassed?  Where was the surgery done?

vii. Have they had their cholesterol checked? Were they placed on cholesterol lowering medications?  

viii. Have they ever had an abnormal ECG or stress test?  Have they had an echocardiogram?

ix. Do they have a family history of heart disease? Anyone ever died suddenly without explanation?

x. Do they have social history or smoking, alcohol abuse, drug use or sedentary lifestyle?

b. While taking your history for a patient admitted with heart failure exacerbation, you must find out the following:

i. Have they had any chest pain? (see above)

ii. Have they had any prolonged immobility, recent surgery or a history of a DVT?  Did they have an acute onset of dyspnea?

iii. Have they had a cough, fever, worsening dyspnea, or sick contacts?

iv. Have they had any palpitations or has their defibrillator fired?

v. Have they been compliant with their medications and/or diet?

vi. Are they anemic or have they had a recent GI blood loss?
These questions pertain to the 6 most common causes of heart failure exacerbations: MI, PE, pneumonia, arrhythmia, medication/dietary noncompliance and anemia.

8. The ACC/AHA has a published guideline entitled ‘The Management of Patients with Acute Myocardial Infarction’ and a copy of the summary handout is on this CD.  You should familiarize yourself with this document and carry it with you on-call.  According to this guideline, for each patient being ruled-out for MI, they should be given the following (unless a contraindication exists):

a. Aspirin 325 mg PO daily 
(main contraindication: allergy, GI beed, bleeding diathesis)

b. Metoprolol 25 mg PO q6 hours 
(main contraindication: reactive airway disease, significant bradycardia)

c. Lisinopril 5 mg PO daily or Captopril 3.125 mg PO q8 hours 
(main contraindication: allergy, angioedema history, renal insufficiency)

d. Statin: Simvastatin 40 mg PO daily
(main contraindication: allergy, elevated LFT’s, pregnancy)

e. Lovenox 1 mg/kg SC bid or 1 mg/kg SC daily if the patient has a creatinine clearance <30.  Unfractionated Heparin for patients whose weight exceeds 150kg or with a creatinine clearance <10.
(main contraindication: allergy, active bleeding, thrombocytopenia)

9. For patients admitted for chest pain-rule out MI, there is a PCOSS order set entitled MI RULE OUT CONSERVATIVE under the CARDIOLOGY section of DEPARTMENTAL ORDERS. If you follow this pathway, it will guide you through most of the necessary orders. The main things omitted from this order set that you must think about ordering:

a. Daily ECG’s

b. Echocardiogram (if indicated)

c. NPO after midnight for cardiac catheterization (if indicated)

d. Empiric pharmacotherapy: see above #7

10. For patients admitted for heart failure exacerbation, there is a PCOSS order set entitled HEART FAILURE PROTOCOL under the CARDIOLOGY section of DEPARTMENTAL ORDERS.  If you follow this pathway, it will allow you to classify the patient according to stage of heart failure and then it will guide you through the corresponding orders.  The main things omitted from this order set that you must think about ordering:

a. Echocardiogram (if indicated)

b. Admission BNP (if indicated)

c. Follow-up chest x-rays (as indicated)

d. Daily diuretic regimen (as indicated)

11. If a patient has had a cardiac catheterization, abnormal stress test, or CABG surgery in the past, you MUST obtain the report as soon as possible, preferably on the night of admission.  If you are planning on sending someone who has had a CABG surgery for a cardiac catheterization, it is IMPERATIVE that you get either the operative report or a post-surgery catheterization report that details the patient’s anatomy, PRIOR to sending the patient for cardiac catheterization.  In addition, if a patient has had any sort of vascular bypass procedure it is essential to know exactly what was done PRIOR to sending that patient for a heart catheterization.  

12. It is also essential to determine if a patient has an allergy to IV contrast dye and if so, the patient needs to be properly prepped with the steroid prep.  If a patient has acute or chronic renal insufficiency, they must also be properly prepped with fluids and Mucomyst prior to the procedure.  For a patient with ESRD, arrangements must be made to dialyze the patient after the procedure.  In each of these situations, the risk of the procedure must be weighted against the potential benefits before the catheterization is scheduled.

13. There is a telemetry nurse practitioner service that exists in parallel with the Hellerstein service. They handle generally straightforward patients that are managed during the day by the NP’s under the supervision of the ward attending.  At night, the NP will sign out their patients to you and you are responsible for cross-covering their patients overnight.  

14. Kathy Chowanetz is the social worker of the Hellerstein team.  She can help facilitate placement and can be very helpful when talking to patients and families.  Her pager is 30187.  

Your seniors are always available to help.  The only stupid question is the one you did not ask.  

Important Numbers: Cardiac Cath Lab x43155 Heart Failure Clinic: x45518 Echocardiography: x43824 Cardiology Scheduling: x43800 Nuclear Med Reading Room: x26097 Kathy Chowanetz, SW p30187


