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 18 year old male presented to ED in shock in 
late December. 

 Cough and progressive myalgia for 5 days  
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What to ask ? 
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 Cough and progressive myalgia 
Started 5 days ago 

 Had fever 3 days ago (39.4℃), but 

33.9℃ orally now 

 Vomiting and diarrhea 

 Generalized body aches 

 Headache 

 sharp chest pain 
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 Past medical problems 
 Previous episodes of chief complaints 
 Allergic history  
 Medications  
 Hospitalization (Trauma, surgery...)  
 Urinary complaints  
 Gastro intestinal problems  
 Sleep 
 Family History  
 Obstetric and Gynecological History  
 Sexual History 
 Social History 
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[PMH: Past medical history] 

 obesity, hypercholesterolemia, acne,  

 and a left varicocele 

[Immunization] 

 Received all childhood immunizations 

[Allergy] 

 NKDA: No known drug allergy 
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[Social history] 

 lives in a college dormitory  

 smoke cigarettes and drink alcohol. 

 No recent travel  

[Sexal hiatory] 

 Several unprotected sexual encounters 

[Sick contact] 

 A friend with mononucleosis one month earlier.  
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[Medication]  

 albuterol and azithromycin prescribed 3 days ago 

[Family history] 

 His mother and sibling were healthy but obese 

 An uncle had died of melanoma 

 His grandfather had leukemia 

8 



[General] acutely ill and uncomfortable but was alert 
and responsive 

[Vital Signs] Tm 33.9℃ orally and 36.1℃ rectally, 
pulse 120, RR 16-32, BP 140/61, SpO2 99% in 
room air 
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 Lungs were clear. 

 Neck was supple. 

 Heart was tachycardia, but regular rhythm no 
M/R/G  

 Tenderness to palpation over the spine and the 
muscles of the back and extremities. 

 Skin was mottled without petechia 

 Extremities were cool and clammy with cyanosis. 

 The rest of the examination was normal 

10 



 Low temperature  

 Generalized body aches 

 GI (gastrointestinal): vomiting and diarrhea 

 Respiratory: cough 

 CV (cardiovascular) : sharp chest pain, tachycardia 

 Extremities:  mottled skin, cold and cyanosis 
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What  tests or diagnositc workups 
you should do? 



 Hematology Lab 

 Chemistry Lab 

 Blood gas 

 Chest X-ray 

 EKG (Electrocardiogram) 

 Transthoracic Echocardiogram 

 Blood, urine and sputum cultures for bacteria and 
virus 

 Triplex sonography of lower extremities 

 Urinalysis 

 Rapid influenza screening 
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 EKG showed a rate of 118 beats per minute, a 
PR interval of 125 msec, QRS duration of 88 
msec, QT of 292 msec, corrected QT of 409 
msec, and ST-segment changes.  

 

 These are consistent with 
pericarditis. 
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Negative. 
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 No evidence of DVT(deep venous 
thromboses) 
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 depressed biventricular function and diffusely 
hypokinetic ventricles 

 Ejection fraction is 40 percent.  

 A small pericardial effusion was seen 
posteriorly and at the apex.  

 No significant mitral or aortic regurgitation. 

 an increase in the thickness of both the left 
and right ventricular walls 
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 Chief Complaint is Respiratory 
simptom. 

 He had clinical evidence of 

◦Shock 
◦Rhabdomyolysis 
◦Acute renal failure 
◦Myopericarditis 
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