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1) Bolus dose IV nitroglycerin is safe and may be better therapy than a drip 
 

• Reference: Wilson, Kwiatkowki, et al. Use of Nitroglycerin by Bolus Prevents Intensive 
Care Unit Admission in Patients with Acute Hypertensive Heart Failure. AJEM 2017; 
35:126-131.  

• For acute heart failure, a critical part of treatment is pre-load reduction.  Preload 
reduction allows the heart to move back into the optimal part of the Frank-Starling Curve 
and fill better, thus increasing cardiac output.  This is generally effected by vasodilation 
with IV nitroglycerin (NTG).  At high doses, NTG also has arterial dilation effect 
reducing after-load thus decreasing myocardial work and oxygen demand.  Many medical 
providers hesitate to run drips faster than 40 µg/min.  By comparison, sublingual NTG is 
either 300 µg or 400 µg; given every 5 minutes this is equivalent to a drip of 60-80 
µg/min.   

• This study compared three treatment groups for acute heart failure: 1) high doses of NTG 
as a bolus (500 – 2000 µg!) 2) continuous drip infusion 3) infusion with supplemental 
boluses.  They found that bolus dosing decreased ICU admission rate by 21-35% (vs 
infusion or combo).   

• This study is extremely limited by the following: 1) retrospective nature, 2) non-blinded 
chart reviewers, 3) inadequate drip dosing, 4) random data findings, 5) baseline group 
differences, and 6) MOST OF ALL a hospital policy requiring all patients on drips to go 
to the ICU.   But the value of this study is that they showed the safety of high doses of 
NTG -- no patients had significant hypotension (even the two patients who started with 
SBP < 100 and the one patient given a total of 10 mg of NTG!!!) 

• I don’t tend to do intermittent boluses like this, but I routinely start drips at 300-400 
µg/min and titrate it down in 5 minutes (total dose 1500 – 2000 µg).  

• This topic was covered in the first EMCRIT Podcast by Scott Weingart: 
https://emcrit.org/racc/scape/ 
 

2) Putting ice on a wound before injection anesthetic seems to help the injection hurt 
less 
 

• Reference: Song, Kim, et al. Pre-Emptive Ice Cube Cryotherapy for Reducing Pain from 
Local Anaesthetic Injections for Simple Lacerations: a Randomised Controlled Trial. 
EMJ 2018;34:103.-107. 



• Local anesthetic injection prior to wound repair hurts.  These authors conducted a 
prospective randomized trial showing that putting an ice cube into a glove then into the 
wound for 2 minutes then injecting within 30 seconds decreased the pain from 5.0 to 2.0 
and the ice itself only caused a pain of 2.0.   

• At Maine Med we frequently use a topical solution designed to anesthetize wounds 
without any needles.  Frequently we can suture simple lacerations on children without the 
use of any needles.  However, when needles are needed, add this trick to your 
armamentarium.   
 

3) Perhaps we don’t need to do pelvic exams for patients with first trimester vaginal 
bleeding 
 

• Reference: Linden, Grimmnitz, et al. Is the Pelvic Examination Still Crucial in Patients 
Presenting to the Emergency Department with Vaginal Bleeding or Abdominal Pain 
When and Intrauterine Pregnancy Is Identified on Ultrasonography? A Randomized 
Controlled Trial. Ann Emerg Med 2017;70(6):825-834. 

• Recently, some providers have suggested that to evaluate a patient with first trimester 
vaginal bleeding you may not need traditional tests.  For example:  

§ Quantitative hCG only used to determine discriminatory zone and to check 
doubling -- both unnecessary if IUP is present.   

§ Cochrane review says data on Rh-AB treatment is limited and to follow local 
guidelines.  Some countries recommend no treatment in the first trimester, but 
ACOG does recommend treatment.   

§ Urinalysis isn’t needed in 1st trimester as the risk of asymptomatic bacteruria is in 
3rd trimester.  Culture may be useful, but can be part of follow-up.   

§ STI cervical cultures are part of full STI screening.  Reserve this for part of full 
recommended STI testing (HIV, Syphilis, Hepatitis) at follow-up.   

§ Evaluating the os is not going to change management in cases with mild bleeding.  
• This current study looked at the utility of pelvic exams when an IUP had already been 

identified with ultrasound.  The study aimed to enroll > 700 patients but accomplished 
only 200, so was woefully underpowered.  Regardless, it is the first prospectively 
enrolled study on pelvic exams in the emergency department. 

• One fascinating thing this study showed is that a large percentage of women refused to 
participate because they would not agree to a pelvic exam, another large percentage were 
excluded because the provider would not do one.  This shows that patients and providers 
have already moved to make the pelvic exam a non-standard part of the workup.   

• There are definitely situations where the pelvic exam will be of benefit and we should use 
history and exam to guide this.  Heavy bleeding or pain may suggest products of 
conception in the os that require removal.  Vaginal discharge or dysuria may suggest 
vaginal injury or infection.  History of cervical cancer means the cervix may be the cause 
of the bleeding.  High risk for STI means a diagnosis of cervicitis may be found on exam.   

• Bonus tip: When doing point of care ultrasound for first trimester pregnancy consider 
trying the linear probe.   



 
4) Antibiotics help abscesses more than we thought 

  
• Reference: Daum, Miller, et al. A Placebo-Controlled Trial of Antibiotics for Smaller 

Skin Abscesses. NEJM 2017;376(26):245-2555. 
• Traditional teaching has been that abscesses required only incision and drainage, not 

antibiotics.  Recent studies challenge this, showing a signal of improved cure rates with 
TMP-SMX.  These studies are limited because they focused on larger abscesses, didn’t 
include other antibiotics, used large dosing, excluded children, or didn’t include a 
placebo arm.  

• This study randomized patients over 6 months (young!) to clindamycin vs TMP-SMX vs 
placebo.  It’s a strong study because it is prospectively randomized, blinded and placebo 
controlled.  They found a cure rate of 83.1% for the clindamycin group, 81.7% for the 
TMP-SMX group and 68.9% for the placebo group; 14% more likely to heal at 7 days 
and not have recurrence at 30 days.   

• As expected the antibiotics group had a higher rate of adverse effects; luckily these were 
generally mild.  Also these abscesses were still pretty big, up to 5 cm and often had 
surrounding cellulitis.   

• I utilize shared decision making quoting a cure rate of 70% from I&D alone (combo of a 
few studies), that may increase 10-15% with a course of antibiotics.  Keep in mind that 
the improvement only held for patients with staph aureus and in Maine 40% of MRSA is 
clindamycin resistant, so I don’t use that.   
 


