Cases and Traces
“Just a mechanical fall...”

Helen O’ Brien
Consultant Geriatrician & General Medicine
Physician (Orthogeriatrics)
OLOL Hospital, Drogheda, Co. Louth

RCSI
Call from ED D)) The History
* 86 year old nun
“You're Orthogeriatrics right?.... * Un-witnessed trip while walking up stairs to kitchen late in
B . . evening
There’s a hip fracture in ED...... * Recalls trip & ground coming towards her but unable to
: stop fall
Just a mechanical fall. . Adamant no LOC
Can you medically optimise the patient for * Well prior to fall
theatre?” * Denied chest pain, palpitations, SOB
* No lightheadedness/ dizziness, vertiginous symptoms,
visual symptoms etc.
* No seizure markers
* No neurology described

* Unable to weight-bear, spent night on floor

Previous Falls/ Syncope? Past Medical History

* HTN
¢ Inthe last 12 months... - « TAVI - symptomatic Aortic Stenosis 7 years ago
no other falls but * Mild CAD * No history of MI,
*  Previous Dx Osteoporosis — GP with DXA Stroke/ TIA/ DM
* Lightheaded while S_eatEd in church earlier that day ¢ Hx Gastritis but recent OGD normal * Hysterectomy - uterine
* reports intermittent seated presyncope over last 1 month *  Osteoarthritis prolapse

while attending mass
. ) * Medications:

- ?linked to orthostatic challenge “Amlodipine 5mg od,

- ?Linked to prolonged standing Clopidogrel 75mg od (intolerant of Aspirin),
f “. ” Pantoprazole 40mg od,

- accompanied by “wave of heat Atorvastatin 20mg nocte,

- No chest pain/ palpitations/SOB Calcichew D3 Forte 500mg/400 units bd,

. . . _ Alendronate 70mg once weekly,
Hx of Neurally mediated syncope (VVS) in youth —on Pregabalin 50mg bd,

prolonged standing & fasting in church Tramadol PRN




History continued...

* Allergies: NKDA

* Family History: Maternal Hip fracture, nil IHD,
No hx long QT syndrome/ Brugada/ Unexplained RTAs/ drowning (age)

* Social Hx: Very independent lady —

The, Golden.

- 1. all PADLs, Independently mobile with W/S, continent x 2, bathroom/
bedroom upstairs, excellent social supports, Convent manages finances,
- Non smoker/ drinker, worked in missions in Africa for 42 years as teacher

- Volunteered

* ROS - non-contributory

externally rotated, neurovasc intact

Examination

No distress, sitting up in bed talking
BP 110/70, HR 80-90, RR 16, Sp02 96%, apyrexial
Warm, well perfused

CVS: HS I+l normal, regular, No AS, ESM over aortic area w/
radiation to carotids, No raised JVP, no peripheral oedema

Resp: Chest clear

GIT: NAD

Neuro: CN intact, PNS normal 3 limbs
MSK: Left leg shortened,

Femoral neck fracture

No evidence of Head Injury

Examination

*© 4AT-0

* Abbreviated Mental

Test Score — 8
* Clinical Frailty Scale — 4

+ New Mobility Score - 5
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‘Clincal Frailty Scale*

ecsie

" 7 seerl 1121 Camottl drpedent e

.
§ s
e

oy
Ron e o g -

4

Tk ey okt

[rre———— )

el o, 1 e o ety e

9 Terminty - ppronching e nd o e T
s 1 g w4t espectncy

s e 1999
‘Mobility No. ‘Withan | With help Notatall complaint is being “slowed up”, and/or being tred Scoring 18ty in people wth dement
difficutty | aid ey Pt st —
e T
pan -
Able to get about the | 3 2 1 [ (nances, transportation, heavy housewor, medica-
house poeed
Able to getoutof the |3 2 1 L R 1 severe dementia e om0 o e ot e
forsh T ————
o vo o orgig |3 T 0 o
2 - ‘Bathing and might
| Initial ECG in ED |

Basic Bloods

*+ FBC- * LFTsnormal
WCC17.6 * Bone profile - Corr Ca 2.33
Hb 12.6 *  Mg0.64mmol/L (0.66-1.07)
MCVv86 * Phos0.78 (0.74-1.52)
Plts 303
Neuts 16.3 = Trop 19pg/ml (<15.6),

no serial rise
. U/E-
Na 138 ¢+ INR1.0,PT13.3
K3.6
Urea 5.7 * CXR - Noinfiltrates, no effusions,
Creat 56 mild cardiomegaly, TAVI visible
*+ CRP253

I A little more Non-sustained Polymorphic VT in ED I




I Electrolytes replaced- Second degree AV Block 2:1 I

Management plan

Anaesthetics, Orthopaedics & Orthogeriatrics

unclear source — septic screen

Replace electrolytes — Mg, K, Phos
IV fluids
Hold any contributing meds — Tramadol, Pregabalin, Pantoprazole

Hold Amlodipine pre-operatively
Hold Clopidogrel in anticipation of Spinal Anaesthetic
Cardiology advice — initially Amiodarone but worsened polymorphic NSVT
? Timing of PPM — risk of infection with major orthopaedic surgery
Very high risk surgery

DNACPR/ ACP discussion pre-op (Anaesthetics)
Collaborative approach- Cardiology,

Transcutaneous pads in situ for surgery
ECHO arranged urgently

CCU transfer for monitoring

Note WCC/ Neuts raised but

I Later in CCU, - Mobitz type I I

Impression/ Issues:

1) Un-witnessed accidental fall from history
BUT

Torsade de Pointes on ECG (Stable non-sustained polymorphic VT)
followed by 2:1 AV Block

& seated presyncope in history
- NOT “just a mechanical fall”

2) Overtreated HTN — evident in ED & throughout admission

3) Fragility fracture — NOF#
- therefore confirms diagnosis of Osteoporosis (Postmenopausal, maternal hip #)

- Poor tolerance of Ca/ Vit D & Bisphosphonate

4) Background hx of Neurally-mediated syncope- **symptoms different**

I On arrival to CCU, never chest pain- Mobitz type |, Wenckebach I

I Even later that night in CCU- Complete Heart Block I




(O] ] — ESC GUIDELINES I
Timing of Surgery & PPM ] amcope due o card
. . . 201 | Recommendations [ ctasst [rever |
* Informed pre-op discussion re risks T )
ma)
* Optimised electrolytes ‘Cardiac pacing s indicated when there is an established relationship between syncope and symptomatic bradycardia due to:
: R The @ Sick sinus syndrome 10212334338
* Transcutaneous pacing pads intra-op e | A b
B Deve
* Left Gamma nail Rhyq] | corenc pacing s nictedin s i i AV
. . . . AFvith uction), although there s . £cGs.
* Spinal anaesthetic, avoidance of QTc prolonging meds Endd T - m : -
. . . Fedd gt 3
(anaesthetic agents + Anti-emetics etc.) Inted |
" . Card vt .
* Post-op CCU stay until PPM inserted (U Aaciootr 885
Jean- Cardiac pacing may be considered in patients with unexplained syncope and bifascicular BBB2'72554 [
A
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lc:" Catheter ablation is indicated in patients VT or VT in order recurrence ¥
. Ge:
— AnICD is indicated in patients with syncope due to VT and an ejection fraction <35%.%
An ICD is indicated in patients with syncope and previous myocardial infarction who have VT induced during EPS.2"®
An ICD should be considered in patients with an ejection fraction >35% with recurrent syncope due to VT when catheter .
‘ablation and pharmacological therapy have failed or could not be performed.
including . should i p: i t0SVT or VT. a
T Table 1 22:399 - -
Risk Factors for Torsades de Pointes!+12
< Drugs Prolonging The QTc Interval
J—
- - o Antibiotics - Quinolones
Drug-induce| Tisdale Risk Score' i
g-Induf Antifungals
pamentl praml - - - — Anti-arrhythmics
+ Author informatiof | Risk Factor Points | QTc Interval Risk Score Stratification
_ Age > 68 years 1 Risk Score Category | Risk Score Antidepressants
e . [Rr—— Antipsychotics
INTRODUCTI 't o6 diuretic 1 Low <7 Anti-emetics
Thi h et .
advere vent e | Serum potassium < 3.5 migrL | 2 Antihistamines
de (TdP) - . .
l:g;’:i:‘:éﬂ[:\y Admission QTc > 450 ms 2 . nadequte ren dosing Antimalarials
subject is a remit Acute myocardial infarction 2 Moderate 7-10 Antivirals
>Two QTe-prolonging drugs | 3 Anaesthetics
Sepsis 3 Miscellaneous
CONCLUSION Go to: ¥
The development of TdP is rare and multifactorial, with drugs or drug interactions being the most likely
culprits. Preventive measures include diligent QT monitoring, electrolyte repletion, and assessment of onsa &3 S, esnora e secton 53
potential aggravating drug use and/or drug-drug interactions. Management of TdP can involve DCCV, IV a Q
ium sulfate, pl ical pacing, and repletion. -
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Open Access | Review Article
Tramadol linked QT interval prolongation and « Dual chamber PPM inserted
Torsades de pointes * No further NS polymorphic VT once electrolytes corrected &
culprit meds stopped
* Rehabilitation on ward

b ;
- frontlers - CGA guided, MDT delivered patient-centred approach.
in Pharmacology

* Bone Protection — poor tolerance of PO Bisphos.

Eront Pharmacol. 2018; 9: 363. PMCID: PMC5922007 - Zol discussed but pt preference for Denosumab as alternative
Published online 2018 Apr 20. doi: 10.3389/fphar.2018.00363 PMID: 29731714 once Vit D adequately replaced

Proton Pump Inhibitors and Serum Magnesium Levels in Patients With * Ensured no QTc prolonging drugs & communication to GP

Torsades de Pointes * Offsite Rehab & then HOME
Pietro E. Lazzerini," lacopo Bertolozzi,2 Francesco Finizola,! Maurizio Acampa,3 Mariarita Natale,! * Cardiology follow up
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Francesca Vanni," Rosella Fulceri Marco Rossi, " Beatrice Giabbani, + Excellent outcome
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