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Novel Drugs of Abuse in the Urban Emergency Department 
 

A 20-year-old man presents to the ED yelling, agitated, and delirious with the following vital signs: T 40.5 C; HR 155 
bpm; BP 160/90 mm Hg; RR 20; SpO2 99% on room air. His skin is diaphoretic, and pupils are dilated and reactive to 
light. His labs are significant for a WBC count of 14,000, HCO3 16 with a normal anion gap, negative urine drug of 
abuse screen, and creatine kinase of 2,000 U/L. 

 

1. Assuming that he is protecting his airway, what is your next life-saving treatment priority for this patient?  
 

A. IV fluid administration 

B. Rapidly cool patient 

C. Perform lumbar puncture 
 

2. The following medications may all be used to control this patient’s symptoms except:   
 

A. Metoprolol 

B. Midazolam 

C. Lorazepam and Haloperidol 

D. Haloperidol 
 

3. Possible drug intoxication is ruled out by this patient’s negative urine drug of abuse screen.  
 

 True  False 
 

4. What drug intoxication may be responsible for this patient’s presentation? 
 

A. GHB (gamma-hydroxybutyrate) 

B. Oxycodone 

C. Etizolam 

D. MDPV (methylenedioxypyrovalerone) 
 

Bradley Frazee, MD 
 

Sepsis Update 
 

A 50-year-old man without significant past medical history presents with cough. T is 102, HR 110, SBP 100, R 25, SpO2 
95%. The chest x-ray shows a L lower lobe infiltrate. Blood tests show a leukocytosis and serum lactate level 4 mmol/L. 

 

1. Results of two large trials published in 2014 examining various approaches to sepsis management would suggest that 
the correct next step is to…   

 

A. Draw blood cultures and administer broad spectrum antibiotics within two hours 

B. Insert a central line, give 30 cc/kg crystalloid bolus and measure CVP and mixed venous O2 

C. Insert a central line and give 30 cc/kg crystalloid if the measured CVP is less than 8 mm Hg 

D. Give 30 cc/kg crystalloid bolus by peripheral IV and follow for clinical signs of hypoperfusion or 
organ dysfunction 

 
 
 
 
 
 
 
 

-Continued Over- 
 



 

Bradley Frazee, MD (continued) 
 

Sepsis Update (continued) 
 

2. After 3 L of crystalloid SBP drops to 85 mm Hg (MAP 55 mm Hg) and the SpO2 drops to 95% on high flow O2, a 
central line is inserted and the CVP is 10 mm Hg. Based on the Surviving Sepsis Campaign recommendations and 
recent prospective studies, which statement is true?   

 

A. Titrating MAP with pressors to  65-70 mm Hg optimizes outcome  

B. Titrating MAP with pressors to at least 80 mm Hg optimizes outcome 

C. At least two additional 30 cc/kg crystalloid boluses should precede use of pressors 

D. Albumin replacement (to a serum concentration of 30g/L) optimizes outcome 
 

3. Respiratory rate increases to 30 and SpO2 drops to 90% on high flow O2. The patient is intubated. According to the 
ARDSnet protocol, initial ventilator settings should be … 

 

A. Tidal volume (VT) 10 ml/kg, PEEP 5 cm H2O 

B. VT 10 ml/kg, PEEP 10 cm H2O 

C. VT 8 ml/kg , PEEP 5 cm H2O 

D. VT 8 ml/kg, PEEP 10 cm H2O 
 

Eric Snoey, MD 
 

Challenging Cases in Atrial Fibrillation 
  

A 65-year-old female with diabetes and congestive heart failure presents with atrial fibrillation at a heart rate of 145. She 
complains of palpitations for ~ 12 hours only and denies chest pain or dyspnea. Blood pressure is 160/90. 

 

1. Best initial management for this patient might include which of the following? 
 

A. Acute anticoagulation with Low Molecular Weight Heparin 

B. Transthoracic Echocardiogram followed by DC cardioversion 

C. Rate control with push dose Metoprolol IV 

D. IV Amiodarone load followed by drip3 
 

2. When deciding about long term anticoagulation in this patient, the most important determinant is which of 
the following? 

 

A. Duration of current episode of Atrial Fibrillation 

B. CHADS2 score 

C. Risk profile for anticoagulant-related bleeding 

D. Whether or not normal sinus rhythm is reestablished 
 

3. Regarding cardioversion in this patient, all the following are true except:   
 

A. Patient can be immediately cardioverted without anticoagulation since Afib is less than 48 hours 
in duration 

B. Cardioversion could proceed after Transesophageal echo and acute anticoagulation 

C. Post Cardioversion care would include four weeks of oral anticoagulation 

D. The highest risk of thromboembolism is in the first week after cardioversion 
 
 


