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Hello Jenna, thank you for this succinct presentation. Here’s my case presentation on cardiogenic shock. M.T., a 58-year-old Caucasian female, was brought to the clinic by her daughter, complaining of increasing bouts of chest pain and dyspnea that persisted for one week. The daughter posited that the patient experienced intense chest pain, sudden dizziness and vomiting prior to this visit. M.T. also asserted that her feet were cold and she was breathing rapidly. M.T. has a medical history of hypertension, hypercholesterolemia and loves eating junk food and rarely exercises. M.T. noted that she does not drink nor smoke, however, she is exposed to secondhand smoke since her husband smokes in the living room. Her vital signs are significant for a blood pressure of 88/50 mmHg, pulse rate of 110 beats/min, respiration rate of 26 breaths/min, and oxygen saturation of 96%. On physical examination, the patient was hypotensive, with cold feet, clammy skin, pale tachycardia, and distended jugular venous. In addition, there were rales on auscultation and crackles in the lungs. 
Based on the patient’s medical history, risk factors, and the findings from the physical examination, the diagnosis is cardiogenic shock (Kapur, Thayer & Zweck, 2020). Arterial blood gas was ordered, revealing hypoxemia and an electrocardiogram indicated elevated ST segment and anterior Q waves. Since M.T. had respiratory distress and tachycardia, she was given endotracheal intubation. In addition, the patient was administered oxygen and an initial bolus of 30mL/kg of isotonic fluid since she did not demonstrate signs of fluid overload (Thiele et al., 2021). The client was also administered a 0.9% saline solution, norepinephrine to elevate the blood pressure and aspirin coupled with heparin. M.T. was admitted to the emergency room, whereby medical therapy and revascularization were continued.
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