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The patient is a 28-year-old female admitted status post a cardiac
arrest while playing softball.

The history is from the girlfriend who was an eyewitness. Patient was
playing in her second softball game today, probably had not eaten most
of the day, had taken her herbalife pill for dieting, had hit a grand
slam and was rounding all the bases to home, when, according to a
friend, appeared to have difficulty breathing and collapsed with some
help to help her down. She did not appear to injure herself when she
fell. She was not noted to be incontinent. She apparently was noted not
to have a pulse and was become pale and blue. There was no definite
seizure activity described but there was some question. CPR was started
immediately. Patient was found to be in ventricular fibrillation and
required defibrillation three times. She became somewhat agitated and
was subsequently sedated in the emergency room with Deprivan and Valium.
Patient was intubated, had previously received Lidocaine. There has no
history of head trauma or ‘recent illness. CT scan of the head without
contrast was negative. Dr. | 21sc viewed this.

The patient had a heart murmur as a child but this was not felt to be
significant, according to the mother. There was some questionable
history of a DVT at age 16. The patient had not been on birth control
pills. There was no history of hypertension, diabetes, previous seizures
or loss of consciousness. She has had some history of headache with
stress. She had a headache over the weekend while she was in|I
B There was no associated fever or trauma. When she came heome,
she apparently was not complaining during the rest of the week. She
previously had used Xanax probably several months ago, none recently.

No history of known drug abuse or recent smoking. She may have been out
last evening and had a few alcocholic drinks put not many, according to
the girlfriend, because she was driving.

Mother is alive with a history of hypertension and breast cancer.
Father died of lupus. She was two sisters. No neurological history.
There is one nephew with seizures. There is no family history of
aneurysm.

On exam, her temp was 100.4 rectally, pulse 133, bloocd pressure 106/60,
respirations 28. Patient was intubated.

Mental status: She was sedated, occasionally with spontaneous movement
of the extremities would become extremely agitated. No posturing ncced
currently. Cranial nerves revealed her pupils to be equal and reactive
to light. There was no gaze preference. Corneal reflexes were depressed
pilaterally. Fundi revealed sharp disc margins without hemorrhages.

** CONTINUED ON NEXT PAGE **
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Jugular venous pulsations were seen. Patient was intubated,
occasionally would swallow. Motor exam was generally flaccid. Eeflexes
2-3+ bilaterally with downgoing toces. There was no clonus. Her neck
appeared supple. There was no discharge from her ears or nose.

IMPRESSION: Status post cardiac arrest, questionable etioloqy,‘
probably arrhythmia, probably some hypoxic encephalopathy, :estionable
seizure secondary to electrolyte abnormality or cardiac event.

PLAN: Metabolic workup.

Case discussed with PMD and family. Prognosis guarded. LP after
informed witnessed consent, EEG.
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This is a 28 year old white female, with no significant past =adical
history, who was admitted with a cardiac arrest secondary to -rantricular
fibrillation while esne was playing softball. She has been tzxing Herbal
Life teas for weight loss for the past couple of weeks prior to
admission.

She had CPR in the field. She was brought to the emergency room and
intubaced prophylactically to protect the airways. Cardiology and
neurology consultants were called. She had CT, MRI, spinal tap and all
were negative. The patient was transferred to the ICU for monitoring.
She was extubated the second day of her admission. She did spike
temperatures to as high as 1020 with high white count. Chest x-ray was -
consistent with infiltrates, probable aspiration, post-intubation in
nature. She was started on IV antibiotics, to which she did well. She
ruled cut for MI.

Now she is being transferz;ed co I Cor EPS
studies, as well as cardiac catheterization.

—Med-Scribe
D: 6/2/98 T: 6/3/98-
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|

Discharge Summaries must include:

1. Pertinent history and physical findings.

2. Pertinent laboratory, x-ray, and pathological findings.

3 Hospital course (include consultations, complications, procedures
performed, operations, and condition on discharge).

4. Discharge recommendations (medications, activity limitations, diet,
followup if required, when and by whom).

HISTORY OF PRESENT ILLNESS: Miss | is 2 28-year-old female,
who was admitted to | cost-cardiac arrest. The day of
admission tom she had taken Herbalite, which is a
supplement, to try to lose weight. All day long, she stated she felt
"pepped up" and had palpitations. During a softball game, she had a
cardiac arrest with documented ventricular fibrillation. She was
successfully resuscitated by the [ :nd taken to [N
B crergency room where she was admitted. Electrocardiogram

revealed sinus rhythm with no Q-T abnormalities, and electrolytes were
all normal. She had no prior medical history at all; specifically, no

history of palpitations, syncope or near syncope. She was transferred
o [N o = cardiac catheterization.

HOSPITAL COURSE: On June 2, 1998, a complete heart catheterization
was performed, which revealed normal left ventricular function, normal
coronaries, and normal right heart pressures. Electrophysiology
consul: was obtained. On June 3, 1998, an electrophysiolcgic study
was performed which revealed no etiology for the ventricular
fibrilZlation arrest. It was determined that, although the
electrophysiologic study was negative, an AICD (automatic internal
cardiove wr-defibrillator) would be indicated due to the patient's
documehited ventricular fibrillation arrest. The AICD was implanted on
June 4, 1998, and the patient tolerated the procedure well. She was
discharged to home on June 5, 1998, after being given instructions on
her activity, diet, medications, and her AICD. Followup would be with
Dr. ﬁ group the following week.
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