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Here is the case for Thursday, I sent some relevant papers to answer some of the questions last Friday. Textbooks, up to date and emedicine can also help. I also have several other papers on specific subjects if you need more. I will prepare the slides for the CBP Thursday morning. You can send me the slides you would like me to put in the ppt presentation at yoanlamarche@gmail.com to illustrate the answers to your questions. 

Goals and objectives-RCPSC

The Patient with Hematological/Oncologic Disorders
Given a critically ill patient with a malignancy, a thrombotic or thrombolytic disorder, bleeding, neutropenia, or anemia, the Resident must be able to recognize the problem, provide for any indicated life-sustaining support, and proceed with an orderly course of investigation, management, continued support and treatment.

· The pathogenesis and management of thrombocytopenia, anemia, neutropenia

· The pathogenesis and management of adult oncologic diseases and their complications
· The pathogenesis and management of hemolytic and vaso-occlusive diseases

· The role of the red cell in oxygen transport in the critically ill and the aberrations of this role

· The coagulation sequence, the fibrinolytic pathway, and disorders of these mechanisms, including recognition and pathophysiology

· Blood component therapy and alternatives available

· Anticoagulant and fibrinolytic therapies

A 42 yo patient presents to the ER 3 weeks after allogenic hematopoietic stem cell transplant for acute myeloid leukemia.  His principal complaint is fever and cough. 

1) Classify hematologic malignancies and outline the principle of treatment. (Noemie)

2) What are the complications of hematopoietic stem cell transplant leading to ICU admission (Todd)

3) Explain the principles of treatment of infectious and non infectious complications of hematopoietic stem cell transplant. (Todd)

On initial assessment, the patient is anxious and coughing, his RR is 30 and HR 110, his BP is 95/40, he is 38ºC, O2 Sat is 88% on RA after administration of 2L NS by the emergency team.
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The patient is admitted to the ICU for observation, investigation and treatment

4) What should be the initial workup and choice of Rx (Todd)

a. Threshold to intubate

b. Antibiotics

c. Imaging 

The patient is now in your ICU. His Sat is better with O2, his RR is now 25 and less labored. His CBC indicates Hb of 82, Plt of 19 000 and WBC count of  2, Creat is 200 and LFTs indicate  N AST/ALT, Total Bilirubin is 100, Direct bili is 12, GGT N, LDH 200 . The patient has a urine output of 20 cc/hr for the first 2 hours, the patient appears more confused and complains of blurred vision.

5) What are the possible diagnoses leading to this constellation of symptoms (Noemie)

6) What are the risk factors associated with development of TTP (Scot)

7) What is the physiopathology of TTP (Naisan)

8) What are the diagnostic criteria for TTP (Naisan)

9) Explain the treatment modalities for TTP, what is the outcome after treatment, are  there  reports of recurrence (Scot)

You manage the patient for two weeks in you ICU, the patient eventually needed a short intubation, no pressors, and no renal replacement therapy. The patient is now afebrile, his initial leucopenia has resolved and his platelet count is 182 000. You agree with the BMT team for a transfer on the hematology ward. 

10) What blood tests should be monitored (Marios) 

11) What are the long term outcomes of patients after BMT requiring ICU treatment (Neil)

On its way up from the 2nd to the 5th floor, the elevator has a malfunction and falls 3 floors abruptly. The patient and his nurse are injured.

The double code blue is called as they open up the elevator on the 2nd foor. 

The nurse is unconscious, face down in a significant amount of blood. Her breathing is labored and she is tachycardic at 140. Her sBP is 80. You log roll her, her nose seems to be the source of the bleeding. You intubate her after having an IV access and you administer 2 liters of NS. The nose bleed remains serious. You administer 2 O- units of PRBCs to the patient and send stat blood work. She rapidly regains consciousness as your resuscitation progress. The ENT resident packs her nose. You get the CBC and coags back: Hb 100, WBC 14, Plt 150 000, INR 1.2 and PTT 42.

Your BMT patient was well braced in his stretcher and has no external injuries. He is intubated for hypotension. You transitorily loose his pulse during intubation. 1 minute of CPR and 3 L of NS later, the patient sBP is back at 100. The patients drops again, you administer 3 Units of PRBC and obtain a CXR that is N, a FAST US is negative, but suboptimal. A CT abdo reveals a significant pelvis hematoma (20cm x 15 cm)

12) Explain your initial approach to the coagulopathic patient (Neil)

13) Illustrate the coagulation cascade and the fibrinolytic pathway (Neil)

14) Identify the sites of action of anticoagulants, platelet inhibitors, fibrinolytics and antifibrinolytics (Noemie)

The nurse continues to bleed. You notice in her wallet a medic-alert card stating she has von Willebrand’s disease.

15) What are the principles of management of the bleeding von Willebrand disease patient (Marios)

The patient’s condition gets better with significant blood component therapy. The junior resident in your team asks about alternatives to transfusions. 

16) Even if you are busy resuscitating 2 patients, you take 1 minute to outline the options  (Naisan) 

As your resuscitation evolves, you notice progressive hypoxia in the patient.

17) What are the complications of blood transfusion and their physiopathology? (Marios)

The patient deteriorates further and you notice the previous central line site is now bleeding, as is your new femoral central line. 

18) How do you diagnose DIC? What are the treatment strategies for the patient presenting DIC? (Scot)

Have a good week!

Yoan

