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Usefulness of point-
of-care ultrasound
in venous
thromboembolism
related to
COVID-19

Utilidad de la
ecografia clinica
a pie de cama

en la enfermedad

tromboembdlica
de la Covid-19

To the Editor,

Point-of-care ultrasound
is gaining increasing impor-
tance in emergency depart-
ments due to its availability,
accessibility, versatility, and
lack of ionizing radiation ex-
posure.” We present the
case of a 54-year-old wom-
an who came to the emer-
gency department with a
mild SARS-CoV-2 infection,
confirmed by a positive pol-
ymerase chain reaction
(PCR) test at low cycle
thresholds, consistent with a
high viral load. Three weeks
later, the patient returned
complaining of sudden-on-
set dyspnea, cough, and
pleuritic pain. She was aller-
gic to iodinated contrast
media and had no other
relevant medical history.

On examination, she ex-
hibited tachycardia, tachyp-

nea, and a baseline oxygen
saturation of 94%, with pul-
monary auscultation reveal-
ing only crackles in the
right lower lung base. There
were no signs suggestive of
deep vein thrombosis
(DVT). With a clinical suspi-
cion of pulmonary embo-
lism (PE), a chest X-ray was
performed, showing intersti-
tial infiltrates compatible
with COVID-19 pneumonia,
and blood tests revealed
leukocytosis of 18,000/mm?3,
C-reactive protein of 256
mg/L, and D-dimer of
10,820 pg/L. The SARS-
CoV-2 PCR remained posi-
tive but at high cycle
thresholds, indicating low
viral load. Because of the
patient’s iodine allergy,
CTPA (CT pulmonary angi-
ography) was not per
formed. Instead, a point-of-
care ultrasound was
performed, revealing throm-
bosis of the right femoral
vein (Figure 1). Focused
cardiac ultrasound showed
no evidence of right ven-
tricular overload. The pa-
tient was admitted with a
diagnosis of COVID-19-re-
alted venous thromboem-
bolic disease (VTE), and an-
ticoagulant therapy was
initiated, resulting in a fa-
vorable clinical course.

VTE is a relatively frequent

condition in emergency de-
partments, and its incidence
rate appears to be increased
in patients with COVID-19.2
Diagnosis is based on clini-
cal suspicion, supported by
predictive scores and labo-
ratory parameters, and is
confirmed by imaging stud-
ies. CTPA remains the gold
standard for the diagnosis of
PE, while Doppler ultra-
sound is the technique of
choice for diagnosing DVT.?
However, predictive scales
for DVT diagnosis, such as
the Wells criteria, do not ad-
equately predict disease in
COVID-19 patients.* D-dim-
er maintains good sensitivity
for detecting VTE, and it is
proposed to use cutoff val-
ues similar to those in the
general population for COV-
ID-19, since raising the
threshold to improve speci-
ficity would reduce its nega-
tive predictive value.® Al-
though the CTPA is the
diagnostic imaging modality
of choice for PE, there are
several limitations to its use
— such as contrast allergy,
pregnancy,® or renal failure
— in addition to the risks as-
sociated with IV contrast ad-
ministration and ionizing ra-
diation exposure, and the
fact that it may not be avail-
able in some health care
centers. Ventilation—-perfu-

Figure 1. The image on the left shows a cross-section of the right femoral vein and artery
with an enlarged femoral vein. The central image shows the absence of collapsibility of
the vein upon compression. The image on the right shows the absence of blood flow in
the femoral vein with partial collateral vascularization.
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sion scintigraphy can be an alternative,
but COVID-19-related pneumonitis
limits its usefulness in these patients.?

Ultrasound can play an important
role in diagnosing PE when CTPA can-
not be performed.” Multiple organ ul-
trasound, including assessment of the
heart, lungs, and venous system, has
a sensitivity of 90% and a specificity
of 86.2%,” although most studies as-
sessing its diagnostic value in VTE
were conducted before the COVID-19
era. Moreover, ultrasound can also be
helpful in evaluating differential diag-
noses with similar clinical presenta-
tions.’

We believe that a positive Doppler
ultrasound, even in the absence of
DVT symptoms, in a patient with high
clinical suspicion of PE, as in our case,

offers good diagnostic performance.
In such patients, the need for CTPA
could potentially be avoided,? elimi-
nating its associated risks while im-
proving accessibility and diagnostic
speed.

Note of the editors: This is a BOWMAN-gener-
ated English translation of the officially indexed
Spanish-language article, which should be cited
as Rev Esp Urg Emerg. 2023;2:117-118. In this
translated version, the editors have supervised the
process; however, it cannot be ruled out that some
errors resulting from the artificial intelligence trans-
lation process may have gone unnoticed.
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Hypothermia found unconscious at home
and the J wave with a blood pressure (BP)

of 90/65 mmHg, heart rate
of Osborn of 113 bpm, and oxygen
Hipotermia y onda saturation (SpO,) of 83%.
de Osborn Peripheral body tempera-

To the Editor,

We present the case of a
67-year-old male patient
with a past medical history
of hypertension and chronic
obstructive pulmonary dis-
ease (COPD), who was

ture was undetectable. En-
dotracheal intubation was
performed due to a low lev-
el of consciousness, and the
patient was transferred to
the hospital emergency de-
partment. Upon arrival, the
patient continued to have

undetectable temperature
(measured via rectal ther-
mometer), BP of 84/57
mmHg, heart rate of 126
bpm, and SpO, of 99%.
Core temperature, meas-
ured with an esophageal
probe, was 32°C.

The initial electrocardio-
gram (ECG) (Figure 1) re-
vealed the presence of
prominent convex deflec-
tions at the junction be-
tween the QRS complex

Figure 1. ECG upon admission: prominent convex deflections at the junction between the
QRS complex and the beginning of the ST segment.
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Figure 2. Follow-up ECG. Electrocardiographic normalization.

and the beginning of the ST segment.
This alteration corresponds to the so-
called J wave or Osborn wave, which
typically appears in precordial leads as
a positive deflection between the ter-
minal portion of the QRS complex
and the start of the ST segment.’

Vital support measures and empiri-
cal antibiotic therapy were initiated.
After performing additional tests,
which ruled out electrolyte disturbanc-
es and acid-base imbalance, the case
was diagnosed as pneumonia-related
septic shock associated with severe
hypothermia due to cold exposure.
Rewarming was initiated using thermal

blankets and infusion of warmed flu-
ids, leading to normalization of the
ECG (Figure 2).

The Osborn J wave is associated
with core body temperatures below
34°C, disappearing once normother-
mia is restored. It remains uncertain
whether this ECG change results from
ventricular depolarization abnormali-
ties or early ventricular repolarization,
but it shows high sensitivity and speci-
ficity for hypothermia. Moreover, sev-
eral studies have correlated the de-
gree of hypothermia with the
presence of this wave, with the ampli-
tude of the J wave being inversely

proportional to the patient’s core tem-
perature.®> However, the Osborn J
wave is not pathognomonic of hypo-
thermia and may also appear in other
conditions such as hypercalcemia,
Brugada syndrome, vasospastic angi-
na, or certain cerebrovascular diseas-
es.2® This finding may be mistaken for
acute ischemia, but it can be differen-
tiated based on the clinical context,
complementary test results, and ECG
normalization after rewarming.

Note of the editors: This is a BOWMAN-gener-
ated English translation of the officially indexed
Spanish-language article, which should be cited
as Rev Esp Urg Emerg. 2023;2:118-119. In this
translated version, the editors have supervised the
process; however, it cannot be ruled out that some
errors resulting from the artificial intelligence trans-
lation process may have gone unnoticed.
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On seeing revisiting
as a red flag for
risk of diagnostic
failure

Sobre la revisita
como red flag ante
el riesgo del fracaso
diagnéstico

To the Editor,

Within the field of health
care management, the
emergency department (ED)
revisit rate — defined as
patients who return to the
ED within the first 72 hours
after discharge — is consid-
ered a quality indicator
used to assess the effective-

ness of medical care." How-
ever, if this indicator is not
properly defined (e.g., re-
visit for the same reason for
consultation, revisit for a
different reason, revisit
leading to hospital admis-
sion, or revisit requiring IV
treatment, etc.) and ex-
ceeds the desired thresh-
old, it risks providing mis-
leading information about
an emergency department’s
resolutive capacity. Never-
theless, in certain situations,
it should instead be inter-
preted as a warning sign or
red flag. As an example, we
present the following case.
A 48-year-old man with a

past medical history signifi-
cant only for Helicobacter
pylori infection presented to
the hospital emergency de-
partment for diffuse abdomi-
nal pain. He was in a state
of hemodynamic instability
(tachycardic, hypotensive,
febrile, and desaturated)
with an impression of clinical
severity. Furthermore, ab-
dominal examination re-
vealed colicky pain and ten-
derness in the upper
abdomen, without palpable
masses, organomegaly, or
peritoneal irritation signs.

He had visited the emer-
gency department 6 times
over the previous 40 days

Rev Esp Urg Emerg. 2023;2:117-122
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for the same complaint — specifically,
40 days prior, 34 days prior, 30 days
prior, and twice within the past 24
hours prior to his final visit. Despite
unremarkable blood test results, ab-
dominal ultrasound had been per-
formed on 3 occasions (at —34, -30,
and —1 days prior to the final visit),
without any pathological findings.
Once stabilized through fluid resuscita-
tion, electrolyte replacement, and man-
agement of sepsis with goal-directed
therapy, including vasoactive agents,
empirical antibiotic therapy, and hemo-
static drugs, the patient was trans-
ferred to the radiology department for
a contrast-enhanced thoraco-abdomin-
opelvic computed tomography (CT) to
determine the underlying cause.? CT
findings revealed a colonic perforation
due to an adenocarcinoma at the
splenic flexure (T2N1MO0), with associ-
ated fecaloid peritonitis.

The patient underwent emergency
surgery, followed by favorable postop-
erative course, and was discharged 47
days after diagnosis and stabilization
in the emergency department.

Based on this case, we believe that
the revisit rate should not be used
solely as a quality indicator for assess-
ing health care efficiency, but consid-
ered a potential risk factor when mak-

ing diagnostic, therapeutic, or
disposition decisions.* Moreover, the
fact that a patient reconsults does not
necessarily imply that the prior man-
agement was inadequate.* Rather, it
may indicate that the initial evaluation
and treatment were appropriate at the
time but later became insufficient due
to the dynamic and evolving nature of
the disease.’

Therefore, when properly defined, a
revisit may serve as an important risk
indicator for identifying missed diag-
nostic opportunities, allowing clini-
cians to adjust diagnostic and thera-
peutic measures during subsequent
visits to achieve the most accurate di-
agnosis possible.t”

As illustrated by this case, hospital
emergency departments remain the fi-
nal safety net for patients within the
Spanish National Health System, par-
ticularly when other healthcare servic-
es fail to detect serious pathologies
— or when patients simply do not
seek care elsewhere.®?

Note of the editors: This is a BOWMAN-gener-
ated English translation of the officially indexed
Spanish-language article, which should be cited
as Rev Esp Urg Emerg. 2023;2:119-120. In this
translated version, the editors have supervised the
process; however, it cannot be ruled out that some
errors resulting from the artificial intelligence trans-
lation process may have gone unnoticed.
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Psychomotor
agitation and
hematuria in the
context of an
infectious process
in a pediatric
patient

Agitacion psicomotriz
y hematuria en
contexto de proceso

infeccioso en
paciente pediatrico
To the Editor,

Pediatric emergencies

represent a significant chal-
lenge for emergency physi-

Rev Esp Urg Emerg. 2023;2:117-122

cians, particularly those
working in regional or com-
munity hospitals.’

We present the case of
an 11-year-old boy brought
to the emergency depart-
ment due to disconnection
from the environment, up-
ward eye deviation, gener-
alized rigidity, and subse-
quent hypotonia.
Furthermore, he exhibited
mild epistaxis and oral
bleeding, both minimal in
quantity. According to his
parents, the previous day
he had experienced ma-
laise, asthenia, blurred vi-
sion, and hematuria. As

© SEMES

background, the patient
had been seen in the emer-
gency department the pre-
vious week for fever, dysp-
nea, vomiting, and diarrhea,
and was discharged with a
diagnosis of acute gastro-
enteritis and respiratory in-
fection. His 14-year-old sis-
ter had been evaluated the
day before for suppurative
pharyngotonsillitis. Other
relevant history included
obesity, bronchial asthma,
and tonsillectomy.

On examination, the child
was extremely agitated, un-
responsive to external stim-
uli, and unable to fix his



gaze, with dry blood remnants in the
mouth. His vital signs revealed afe-
brile status, elevated blood pressure
(161/100 mmHg), and normal heart
rate. Pupils were normal, and there
was no neck stiffness. Rectal diazepam
was administered without effect, fol-
lowed by IV midazolam. The patient
required oxygen via a reservoir mask
to maintain SpO, > 90%. Bladder
catheterization revealed overt hema-
turia.

Additional tests showed microcytic
hypochromic anemia, leukocytosis
with neutrophilia, normal platelet
count, and normal coagulation stud-
ies. Glucose, renal function, acute-
phase reactants, electrolytes, and pro-
teins were all within normal limits.
Chest X-ray showed a possible right
basal infiltrate, and cranial computed
tomography (CT) was normal. Since
the hospital lacked a pediatric inten-
sive care unit (PICU), the patient was
transferred to a reference hospital,
where he arrived with persistent hy-
pertension, managed initially with
labetalol (later replaced by nicardipine
due to bronchospasm).

Further investigations revealed low
complement C3 (with normal C4 and
CH50) and elevated anti-streptolysin
O (ASO) titer. Urinalysis showed he-
maturia, non—nephrotic proteinuria,
and macroalbuminuria. Lumbar punc-
ture turned out negative. Brain MRI
revealed findings consistent with
acute hypertensive encephalopathy vs

E-mail:

posterior reversible encephalopathy
syndrome (PRES). Electroencephalo-
gram The EEG demonstrated mild
generalized slowing of cerebral activi-
ty without persistent focal abnormali-
ties.

The patient received antihyperten-
sive therapy with enalapril and am-
lodipine, along with anticonvulsant
prophylaxis using levetiracetam, with
very favorable clinical progress. He
was discharged with diagnoses of
post-streptococcal acute glomerulone-
phritis (PSAGN), hypertensive emer-
gency with central nervous system in-
volvement, and PRES.

PSAGN is the most common cause
of nephritic syndrome in childhood.??
It presents a broad clinical spectrum,
ranging from asymptomatic forms to
severe cases such as encephalopathy
or renal failure; however, when man-
aged appropriately, it typically leaves
no sequelae.*® Although its incidence
rate has dropped in recent years, poor
hygienic conditions can increase the
prevalence of nephritogenic strepto-
coccal infections. The differential diag-
nosis should include cerebrovascular
events, central nervous system infec-
tions, brain tumors, and toxic-meta-
bolic disturbances.

We present this case to emphasize
that PSAGN should be considered in
any patient presenting with sudden
neurological impairment associated
with hematuria,®” with or without hy-
pertension, particularly in the context

of a recent respiratory or skin infec-
tion.
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To the Editor,

A spontaneous rectus
sheath hematoma (RSH) oc-
curs following the rupture
of the epigastric artery or

low incidence rate, and its
clinical presentation typical-
ly includes acute abdominal
pain with a palpable mass
effect. The main predispos-
ing factor is anticoagulant
therapy, in any of its forms.’

We report the case of a
76-year-old man with a past
medical history of hyperten-
sion, diabetes mellitus, se-
vere aortic stenosis, embol-
ic stroke, chronic

Rev Esp Urg Emerg. 2023;2:117-122
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Bilateral hematoma of the rectus sheath muscles of the abdomen.

obstructive pulmonary disease
(COPD), chronic kidney disease (CKD),
and permanent atrial fibrillation. His
usual drugs included acenocoumarol,
insulin, bisoprolol, and deflazacort.
Twenty days prior to the current epi-
sode, the patient had experienced ab-
dominal pain due to a right-sided RSH
triggered by coughing fits, requiring a
7-day hospital admission. Upon dis-
charge, anticoagulant therapy was dis-
continued, and he was prescribed
subcutaneous enoxaparin (40 mg
every 12 hours).

Eleven days later, he returned to
the emergency department with a 48-
hour history of intense pain in the left
hemiabdomen, without trauma, along
with a palpable mass and abdominal
guarding. On examination, he ap-
peared pale and generally unwell,
with blood pressure of 114/52 mmHg
and heart rate of 70 bpm. The ab-
dominal examination revealed mild
ecchymosis on the abdominal wall
and a palpable mass in the mesogas-
trium and left flank with tenderness on
palpation. Laboratory tests showed
hemoglobin 8.3 g/dL, hematocrit
28%, glucose 156 mg/dL, urea 138
mg/dL, and creatinine 1.93 mg/dL,

Rev Esp Urg Emerg. 2023;2:117-122

with normal coagulation parameters.
Point-of-care ultrasound revealed a
hypoechoic collection larger than 10
cm in the abdominal wall. Given the
recent history of RSH, a computed to-
mography (CT) scan was performed,
which confirmed a 10 cm x 10 cm x
20 cm hematoma within the left rectus
abdominis muscle. A few hours later,
due to clinical deterioration, the pa-
tient required transfusion of 2 units of
packed red blood cells and emboliza-
tion of the inferior epigastric artery.
RSH is generally unilateral and oc-
curs more frequently in women, main-
ly due to anatomical differences in the
rectus muscles between sexes and ab-
dominal wall distension during preg-
nancy.?2 Other predisposing factors, in
addition to anticoagulation, include
corticosteroid use and chronic kidney
disease,** all of which were present in
this patient. The most common trig-
gering factor is persistent coughing.
In most cases, bleeding resolves spon-
taneously and remains contained with-
in the muscular sheath, although in
certain circumstances, urgent interven-
tions such as volume replacement and
embolization may be necessary.®
Bilateral RSH cases are relatively
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rare and have been associated with
various clinical conditions, such as
sepsis with secondary coagulopathy,®’
physical exertion,® and coughing epi-
sodes (as in our case).” Even rarer,
however, is the sequential occurrence
of hematomas, as seen in this patient.
Finally, this condition should always
be considered in the differential diag-
nosis of abdominal pain, particularly in
elderly patients on anticoagulant ther-
apy. Kidney failure can lead to antico-
agulant overdosing, thereby increas-
ing the risk of hematoma formation.

This is a BOWMAN-gener-
ated English translation of the officially indexed
Spanish-language article, which should be cited
as Rev Esp Urg Emerg. 2023;2:121-122. In this
translated version, the editors have supervised the
process; however, it cannot be ruled out that some
errors resulting from the artificial intelligence trans-
lation process may have gone unnoticed.

-

. Pantoja C. Serie de casos de hematoma es-
pontaneo de la vaina de los rectos: una enti-
dad urgente potencialmente mortal. Emer-
gencias. 2023;35:79-80.

2. Sheth HS, Kumar R, DiNella J, Janov C, Kal-
das H, Smith RE. Evaluation of Risk Factors
for Rectus Sheath Hematoma. Clin Appl
Thromb Hemost. 2016;22:292-6.

3. Smithson A, Ruiz J, Perellé R, Valverde M,
Ramos J, Garzo L. Diagnostic and manage-
ment of spontaneous rectus sheath hemato-
ma. Eur J Intern Med. 2013;24:579-82.

4. Nufez Fernandez MJ, Garcia Blanco A, Gar-
cia Garcia JC, Castro Paredes B, Lépez Soto
A, Bon Bon A. Hematoma del recto anterior
del abdomen: experiencia en un hospital co-
marcal. Rev Clin Esp. 2011;211:85-9.

5. Hatjipetrou A, Anyfantakis D, Kastanakis M.
Rectus sheath hematoma: a review of the lite-
rature. Int J Surg. 2015;13:267-71.

6. Taguchi K, Kamei Y, Kusakabe E, Yamashita
M, Noda H, Aoki R, et al. Non-traumatic bila-
teral rectus sheath hematoma during septic
disseminated intravascular coagulation. Ra-
diol Case Rep. 2022;17:1737-40.

7.Bhat KJ, Shovkat R, Samoon HJ. Abdominal
haematomas and dengue fever: Two different
cases of spontaneous psoas muscle haemato-
ma and bilateral rectus sheath haematoma
complicating dengue haemorrhagic fever. J
Vector Borne Dis. 2015;52:339-41.

8. Auten JD, Schofer JM, Banks SL, Rooney TB.
Exercise-induced bilateral rectus sheath he-
matomas presenting as acute abdominal pain
with scrotal swelling and pressure: case re-
port and review. J Emerg Med. 2010;38:e9-
12.

9.Jensen L, Luk A, Skarpathiotakis M, Madan

M. Bilateral rectus sheath hematomas in a

coughing patient. Am J Med. 2013;126:e5-6.



	Botón 4: 
	Botón 5: 
	Botón 6: 
	Botón 3: 


