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Disclosures

• US Department of Defense (HT9425-24-1-1072): to study 
outcomes in patients with TBI 

• US Department of Defense: to study blood-based biomarkers in 
TBI

• Abbott Laboratories to advance development of Abbott’s TBI test 
for diagnosis and determination of severity of brain injury in adults 
and children



Plan

• Cases



Case 1: “gastroparesis”
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Case 1: “gastroparesis”



Case 1: “gastroparesis”



Case 1: “gastroparesis”

Signout: received signout from Dr. XX. 56M h/o DM2 c/b 
gastroparesis, received Zofran and reglan. Plan for PO challenge 
and DC.



Case 1: “gastroparesis”



Case 1: “gastroparesis”

I received sign out from Dr. XX regarding patient with gastroparesis, 
n/v. Has baseline R ptosis and mild R sided weakness from prior 
stroke. 





Case 1: “gastroparesis”

I received sign out from Dr. XX regarding patient with gastroparesis, 
n/v. Has baseline R ptosis and mild R sided weakness from prior 
stroke. 
Upon reassessment, I walked the patient, and he was ataxic and 
could not take 10 steps. 
On exam: direction changing nystagmus, mild lack of coordination 
on FNF on R and HTS on R. Has ataxia and cannot gait. High 
concern for stroke. Plan for MR rapid stroke and neuro consult.



Case 1: “gastroparesis”



Pearls

• If your patient comes in with dizziness, vomiting, or imbalance 
walk your patient 



Case 2: “headache”
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Case 2: “headache”



Case 2: “headache”



Case 2: “headache”

• 1504: Amlodipine 5mg
• 1551: spironolactone 50mg 

• 1540 ordered: Losartan-HCTZ  100mg-25mg (documented given at 
2215)

• All BP medications stopped ultimately at 2327



Case 2: “headache”



Case 2: “headache”

• 1615 BP 111/68
• 1620 BP 107/61



Case 2: “headache”



Case 2: “headache”



Case 2: “headache”



Pearls

• 10-30% of ischemic strokes experience a headache
• Headaches are more likely to occur with posterior circulation 

strokes
• “Hypertensive emergency”
• If it looks and smells like a stroke, it’s a stroke (until proven 

otherwise)
• Lowering BP in an acute stroke patient is risky



Case 3: “fall”



Case 3: “fall”



Case 3: “fall”



Case 3: “fall”



Case 3: “fall”



Case 3: “fall”



Pearls

• Strokes fall but what came first: the fall or the deficit?
• Localization should make sense.



Yesterday’s 1 Slide for Localization

• MCA = face/arm > leg weakness
• ACA = leg weakness
• PCA = visual deficit
• Brainstem = crossed findings



Case 4: “stroke”
82 y.o. with a history of HLD, DM who presents with unwitnessed fall and hemiparesis.

Unwitnessed fall, LSN 1600. Family found with left sided hemiparesis. Baseline 
dementia A&O2. 

EMS Vitals: HR 95, BP 73/52

Pt unable to provide hx iso baseline dementia and difficulty hearing.

Per additional history from family, pt was in her usual state of health and was 
witnessed falling onto her back as she was about to climb the stairs. She was found to 
have new L sided weakness but otherwise appearing at her mental status baseline per 
them.



Case 4: “stroke”

• Eyes: bilateral pinpoint pupils
• Neck: No C spine step offs
• CV: normal rate, normal pulses
• Pulm: normal breath sounds
• Neuro: alert, L sided hemiparesis



Case 4: “stroke”
MDM: 82 y.o. with a history of HLD, DM who presents with fall and hemiparesis.

Ddx: Unclear if deficits preceded and caused the fall, or if the fall initiated the deficits. 
Consider intracranial bleed or other traumatic injury as well as primary stroke. 
Pt also noted to be somewhat hypotensive, which may be a potential trigger for her fall 
iso infection, orthostasis/dehydration, or a sequelae of the fall such as bleeding or 
neurologic damage. Physical exam and mechanism overall reassuring against 
significant traumatic injury to thorax or torso but cannot rule out.

Plan:
• Code stroke given pt with new deficits and within the window for acute intervention
• CT stroke, neuro consult
• Trop, cbc, cmp, mag, coags



Case 4: “stroke”



Case 4: “stroke”

1801: TNK in conjunction with neurology



Case 4: “stroke”

1819: Writer noted HR of 130's on monitor, BP 80's/50's, RR 35. ED 
attending notified and called to CT room. At bedside writer noted 
trace blood in mouth, dentures removed from pt and mouth 
suctioned, breathing remained rapid and pressured. EtCO2 NC 
collection device showed specks of blood occluding tubing, unable 
to obtain EtCO2 reading. Writer and secondary RN began to move 
pt from CT table to stretcher as VS were unstable post TNK admin. 
ED attending directed staff to hold and to pursue CTA.



Case 4: “stroke”

1831: ED attending notified of BP 45/33, HR 46



Case 4: “stroke”

1841: Writer entered room as pt did not appear to be breathing on 
CT table. No breaths noted, no pulse detected. Chest 
compressions initiated at 1832 by secondary RN on CT table. Pt 
connected to zoll pads. After 3 rounds of compressions with 2 
doses of 1 mg epi IVP given, ROSC achieved. Pt transferred to Resus 
bay.



Case 4: “stroke”



Case 4: “stroke”

While obtaining CT chest she became progressively hypotensive, 
apneic and lost pulses. Patient intubated, ACLS measures initiated 
for >30 minutes without sustained ROSC. Resuscitative measures 
discontinued @1905. 



Pearls

• Strokes don’t come in with low blood pressure
• Low blood pressure is the sequela of another problem
• That other problem or the subsequent low blood pressure can 

cause the stroke
• If something doesn’t make sense: gather more information and 

PAUSE



Pearls



Pearls

• If your patient comes in with dizziness, vomiting, or imbalance  walk 
your patient for 10 steps in a straight line.

• 10-30% of ischemic strokes experience a headache.
• Headaches are more likely to occur with posterior circulation strokes.
• If it looks and smells like a stroke, it’s a stroke (until proven otherwise).
• Take the extra few minutes to ascertain an accurate history.
• Strokes don’t come in with low blood pressure unless they’re a 

sequelae of another problem.
• Lowering BP in stroke patients is risky.



Questions?

Debbie.Madhok@ucsf.edu
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