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1. Discussion

COVID-19 is a newly discovered Coronavirus that was identified in
Wuhan, Hubei Province, China. Coronaviruses are normally the cause
of respiratory illnesses like the common cold, but also similar to more
severe viruses like MERS and SARS. One of the more serious symptoms
with COVID-19 is that it causes patients to have shortness of breath
requiring supplemental oxygen with a nasal cannula or non-rebreather,
and in more severe cases, intubation. Using bedside Ultrasound to as-
sess these patients can be a useful tool in the emergency department to
quickly rule out other causes of dyspnea including pulmonary embolism
in patients with shortness of breath, and tachycardia. During the pan-
demic, it is very easy to have anchoring bias to diagnosing someone
with COVID-19 as there are many other etiologies with similar pre-
senting symptoms. We aim to provide an example of using POCUS
(point of care ultrasound) to illustrate that presenting patients can have
multiple emergent diagnoses.

2. Visual Case Discussion

A 56 year old female presented to a busy NYC ED at the height of the
COVID-19 pandemic. The patient had a past medical history of hy-
pertension and asthma, and presented with shortness of breath and
nonproductive cough for about two weeks. At triage, the patient's vitals
were as follows: Temp: 36.4 F, HR: 141bpm, RR: 24, 110/60, and 88%
O2 sat on room air. The patient's O2 saturations improved to 92% on
nasal canula, then 97% on 15L/min via nonrebreather. The patient
initially appeared dyspneic and tachypneic, however she appeared
much more comfortable on NRB. ECG was performed, which revealed
sinus tachycardia with a S1Q3T3 pattern (Figure 1). Portable CXR
(Figure 2) revealed bilateral patchy opacities, likely multifocal viral
and/or bacterial pneumonia. Basic labs, blood cultures, and our

institution's COVID-19 lab panel were drawn (of note, d-dimer was no
longer on our panel at this time), along with a SARS-COV-2 swab. The
patient's initial workup revealed leukocytosis with lymphopenia, ele-
vated inflammatory markers along with LDH and ferritin, and an ele-
vated high sensitivity troponin. While the patient appeared much more
comfortable on the nonrebreather, she remained tachycardic. Bedside
POCUS was performed. The IVC was noted to be plethoric with minimal
respiratory variation. On the apical four cardiac view right heart strain
was evident, with a dilated RV, bowing of the intraventricular septum,
and McConnell's sign.1,2 A pericardial effusion was also noted. Using
these findings, the decision was made to obtain a CTA chest, which
revealed “extensive central pulmonary emboli involving all five lobes”.
The patient's BP began slowly dropping, and the pulmonary embolism
response team was consulted, who recommended medical management
with thrombolysis. tPA was administered, and then unfractionated he-
parin was started. The patient was admitted to the ICU for massive PE,
and was found to be COVID-19 positive. The patient had a good hospital
course, and was able to be weaned off of oxygen and discharged after a
13 day admission, and transitioned to Apixaban as an outpatient.

Questions

1 All of the following are commonly seen on lung ultrasonography in
patients suffering from COVID-19 and other viral pneumonias ex-
cept?
a B-lines
b Absence of lung sliding
c Subpleural consolidations
d Pleural line irregularities
e Air bronchograms

2 On cardiac ultrasound, what is referred to as McConnell's sign?
a Right ventricular dilation
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b Bowing of the intraventricular septum
c Akinesia of the RV free wall with sparing of the apex
d Poor LV function
e Mitral Valve Prolapse

Answers

1 B. All of the above answers, with the exception of B, are commonly
present on lung ultrasonography in patients with viral pneumonias.
The absence of lung sliding is commonly seen in patients with
pneumothorax.

2 C. All of the above answers, with the exception of E, can be present
with right heart strain and are possible indirect signs of PE.
McConnell's sign is akinesia of the RV free wall with sparing of the
apex, which seems hyperdynamic relatively. It is thought to be a
sensitive and specific finding for acute right heart strain.3
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Figure 1. ECG displaying sinus tachycardia with S1Q3T3 pattern.

Figure 2. Portable CXR with diffuse bilateral opacities, consistent with COVID-
19.
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