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In every emergency department's electronic medical record, there is a

complaint that seems to be a "catch-all" complaint for whatever else the

patient is noting when they present for care. When I was in residency, it

was "wound check." Everything became a wound check from open tib-

fib fractures to an abscess, to suture removals. But every once in a

while something eye-catching would be classified as "wound check."   I

remember a dramatic presentation of a wound-check that was actually a

vasculo-cutaneous fistula of an infected femoral pseudo aneurysm (cue

the personal protective equipment). As an Emergency Medicine

physician, we expect and prepare for the vascular catastrophe. Not that

we desire someone to be that ill, but that is why we trained as we did.

We want to be ready for the worst case scenario.

 

In the NMMC-Tupelo Emergency Department, we have a similar "catch-

all" complaint of HTN. Sometimes this is crushing chest pain with

associated hypertension. Occasionally, it means the patient is having a

significant stroke and his blood pressure is elevated. Not-too-

infrequently, it means the numbers on the home machine were "higher

than I thought it should be." And every once and awhile, it is simply, "I

felt like my blood pressure might be up."

 

When the patient has symptoms, most often a complaint with some

degree of pain associated with it, the course of action becomes clear. We

address the symptom in the ED as best we can. Usually, by giving a little

time and addressing the chief symptoms we get a resolution of, or at

least significant improvement in, the elevated blood pressure. When

there are no symptoms, we have a bit more of a problem.

 

It takes a lot for medical organizations to make a definitive statement

regarding treatment. TPA, despite being used for 20+ years, is still

controversial. When the American College of Emergency Physicians

(ACEP) put up a consensus statement supporting its use in 2011, the

backlash was so strong that the statement was removed and comments

sought in a matter of a few days. So any such statement, from my

college, catches my eye.

 

In 2013 ACEP issued a policy statement regarding the Evaluation and

Management of Adult Patient in the Emergency Department with

Asymptomatic Elevated Blood Pressure. While the information contained

in the policy was not groundbreaking, the clarity was. The Joint National

Committee on Hypertension has intermittently assembled national

http://www.nmhs.net/
https://www.acep.org/patient-care/clinical-policies/asymptomatic-elevated-blood-pressure/


Committee on Hypertension has intermittently assembled national

experts on hypertension to review recent literature and make

recommendations regarding the treatment and prevention of

hypertension and the diseases that stem from it. While this and other

such groups have become increasingly more specific on treatment

recommendations for populations particularly sensitive to the effects of

elevated blood pressure, they have become increasing less specific on

acute treatment recommendations, particularly for acutely elevated

asymptomatic blood pressures.

 

Therefore, the ACEP policy statement was and remains very important

to me as an emergency medicine clinician. That policy states that

patients presenting with asymptomatic elevated blood pressures do not

require any acute testing or treatment to reduce adverse outcomes.

That recommendation is quite impactful. While we need to ensure

follow-up and clarify that in fact the hypertension is truly asymptomatic,

our job has little to do with treatment and does not directly impact

outcomes.

 

In the past, we have seen how acute treatments with drug like

sublingual nifedipine can negatively impact patents.The vascular tone of

a patient is "reset" in the presence of hypertension and in the duration

of such a condition. Acute treatments, especially longer-acting agents,

cannot be easily controlled and thus might have unintended effects on

the patient.

 

Since acute intervention is not beneficial and there is limited benefit

from emergently evaluating the cause of the hypertension, the

emergency medicine clinician is left with reassurance of the patient as

his/her only intervention. While we are often tasked with this, it is most

often in the patient where we have done significant testing to reach this

point. That time and the value (in the patient's mind) of the testing,

gives us more authoritative standing in the patient's eyes about the

course of action from the ED forward. Without testing or intervention, I,

as an emergency medicine physician, must, in a matter of a five-minute

visit, convince a complete stranger that I am certain he is in no danger

from a number he was convinced 15 minutes ago was about to kill him.

This is a difficult task. It is an impossible task when they have been told

by medical personnel with whom they have had years of contact, that,

in fact, this number is a true emergency and you must rush the ED now

for treatment.

 

Again, I relish the task and the patients I am blessed with being able to

care for. In no way do I mean to argue against sending patients to the

ED. We can rapidly assess patients and sort out those acutely ill from

those not acutely ill. It is a thrilling challenge to sort through complaints

and get to a plan of care rapidly. Often, primary care providers are called

at inconvenient times and are provided very limited information over the

phone and asked at that point to make a split-second decision about the

care of a patient with potentially life-threatening issues. Don't hesitate

to send such a patient to the ED for further assessment, especially

when other options are not available.

 

However, in a time where we are seeking efficiency in our care and

attempting to eliminate waste, if there are more appropriate and cost-

effective options we need to seek those whenever possible. We also

need to reframe the concept of acute hypertension in our minds and in

the minds of our patient. At Tupelo, it is estimated that we see more

than 500 of these patients a year in the ED Some need to be there and



than 500 of these patients a year in the ED. Some need to be there, and

the goal is not to get to 0. However, most can be more appropriately

cared for in other access points of our system and at much lower cost.

Provider Roundtables

 

Save the date for these upcoming Provider Roundtables. 

All begin at 5:30 p.m. Dates and locations are:

 

Tuesday, July 16. Tupelo Country Club

Thursday, July 18. Old Waverly in the Magnolia Room, West Point

Monday, July 22, Tupelo Country Club

Tuesday, July 23, at Market 105, Booneville

 

RSVP here

Contact Us

 

Connected Care Partners

808 Varsity Drive

Tupelo, MS 38801

Phone: (662) 377-7811

www.nmhs.net/ccp

 

Contacts

C.K. White, M.D., ckwhite@nmhs.net

Bo Calhoun, M.D. bcalhoun@nmhs.net

Alison Gilbert, alallen1@nmhs.net

Please share this email with anyone who would find the information

helpful. To add someone to the distribution list, please email

alallen1@nmhs.net 

https://www.surveymonkey.com/r/DVX7SXB
http://www.nmhs.net/ccp

