Session #14: Shortness of Breath and Palpitations

Section I:  OMM Case Presentation.  Prior to the next OMM session, students, interns, and residents  should read the case below and be prepared to discuss the questions in Section II on page 2.

Case Presentation

Chief Complaint: 
A 56-year-old Caucasian male presents to the emergency department complaining of shortness of breath and palpitations.  He had been feeling rather well up until 24 hours ago.  Prior to that, he had been drinking alcohol quite heavily in celebration of his daughter’s graduation from law school.  He had been treated by his PCP for pneumonia 3 weeks ago.
History: 
He has a history of diabetes mellitus type II that is controlled by oral Amaryl (glimepiride) and Glucophage (metformin).  He has hypertension and is sometimes noncompliant with his Toprol-XL (metoprolol).  He has had no surgery.  In addition to the above medications, he takes a baby aspirin daily as well as a multi-vitamin.  He does smoke one pack of cigarettes daily and has done this for the past 23 years.  He reports rather heavy alcohol use with occasional binge drinking.   He drinks six beers per day on the average.   He doesn’t recall any major recent trauma.   He does have a history of two motor vehicle accidents more than 15 years ago.  He has no residual complaints from either.
Family History:

His father passed away in his mid-sixties from a myocardial infarction.  He also had a history of diabetes mellitus type II and hypertension.  

Review of systems reveals palpitations which he describes as a “pounding in his chest”, dyspnea on exertion and at rest, a frontal headache as well as some mid thoracic back pain.  There has been no recent weight loss or gain.   He has a history of intermittent GERD symptoms.
Physical Exam: 
Vital signs: Temp. 98.2 F ; BP 142/76; Resp. 16; Pulse 136 (irregular); Pulse oximetry 94% on room air
Patient is alert and oriented.  He appears somewhat anxious and smells of alcohol.  There is no JVD or hepatojugular reflex noted.  His trachea is midline and there is no thyromegaly.  His lungs are clear to auscultation bilaterally, but there is decreased air movement in the bases bilaterally.  Cardiac auscultation reveals no murmur, but the rhythm is irregularly, irregular.  There is no heave or lift noted.  He is tachycardiac.  The abdomen is soft, nontender, and nondistended.  The bowel sounds are normoactive.  Liver is firm to palpation.  There is no ascites or other organomegaly noted.  There is plus one edema in the lower extremities bilaterally.  His neurological examination reveals no abnormalities.
Osteopathic Structural Exam: 
The patient is examined in the seated and supine position.  He is noted to have increased paracervical fullness with his OA ESrRl.  C3-C7  are ERSr.  There is a flattened thoracic kyphosis.    T3 is ERSl.  There are tissue texture changes with bogginess in the region of T2-T4 posteriorly with left greater than right.  T11 is FRSr.    There is an elevated right first rib.  There is a heart Chapman’s reflex on the left anteriorly.  The upper ribs are in inhalation bilaterally with significant rib stiffness.  There is also a right anterior scalene tender point.
Assessment:  
Be prepared to discuss this at the OMM session. 

Section II:  Mini-Lecture/Discussion (approximate time 20–30 minutes)
Discussion Questions




Teaching Points
	1. Propose an appropriate differential diagnosis / assessment

	2. How do you explain the current structural findings in the context of this case?  
· Are any relevant structural findings missing?
· What would you do differently?  Why?


	3. What  pathophysiology & functional anatomy knowledge is pertinent for diagnosing/treating this patient


	4. What will be your highest yield regions?


	5. How does previous trauma influence these regions?


	6. Which 1 or 2 of the aspects below has the greatest influence on the patient complaint?  Pain, Fluid congestion

Hyper-sympathetic influence, and Parasympathetic influence

	7. What are the acute or chronic aspects?


	8. Devise an appropriate treatment plan based on musculoskeletal components involved in the patient complaint

	9. What are the dose and frequency considerations?

	10. What are the outpatient, inpatient, and emergency room considerations?

	11. What are the indications and contraindications for the proposed osteopathic manipulative treatment?

	12. How are you going to talk to your patient about their complaint and your treatment?

	13. How will you communicate your findings, diagnosis, and treatment to your preceptor?


Section III:  Workshop/Lab (approximate time 60–70 minutes)
1.     Students/interns divide into groups at the tables.


2.    At each table, discuss and practice the appropriate palpatory diagnosis for this patient.


2. Facilitator demonstrates the key treatment techniques.

· Rib raising
· Thoracic Spine -  Muscle Energy

· Thoracic Spine - Myofascial Release

· Cervical Spine - Suboccipital Release

· Thoracic Inlet – Myofascial Release

· Thoracic Outlet – Myofascial Release

· Lymphatic Pump techniques
4.     Students and interns should practice the techniques on each other.
  

5.     At each table, while the techniques are being practiced:


· Identify and practice good body mechanics for the physician and patient in treatment.


· Discuss the treatment plan.

· Discuss what palpatory findings should change on the patient after OMM treatment.


6.     Documentation

Students/interns demonstrate an appropriate documentation of this case including findings and treatment here...
Section IV: Final Wrap-up and Questions/Answers
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