Cardiology Cases


Instructor’s Guide

These materials were developed for a physical diagnosis (PD) course for first year physician assistant students.  After learning to perform a complete history and physical examination during the first 3 months of the course, we return to each organ system and cover it more comprehensively.  During each system-based module, students learn special tests in the physical exam and practice skills in lab and with real patients.  Team Based Learning is used to practice differential diagnosis skills and to integrate the tasks of gathering data, interpreting data, and using that information to establish a working diagnosis and treatment plan.

This course runs concurrently with the Clinical Medicine course in which the students are concurrently receiving lectures on diseases in the same organ system.  These lectures serve as part of the pre-class preparation with objective-focused suggested reading as a supplement.  The TBL activities focus on choosing and correctly interpreting history and PE data, but also help students integrate information from other courses.

In the first year of TBL, I scheduled 3-4 RATs per module.  It proved to be too much testing and in subsequent years each module had only 1 or occasionally 2 RATs.    Initially I also organized group activities so that each session focused on a single topic – such as chest pain.   My intent was to help students prepare by organizing the material. In actuality, it worked against integration of concepts by defining artificial limits.  Instead, I changed to non-titled sessions with mixed cases, which I feel better simulates real-life practice situations.  Using this approach, students did a more general review for each session, differential diagnoses broadened, and integration between cases improved.

Finally, in the “real world” we are able to order a myriad of tests to confirm or eliminate possible diagnoses.  Frequently in TBL cases, I artificially limit what the students can do to diagnose the patient or I force them to reach a working diagnosis based on partial information.  This technique is the best way I’ve found to generate discussion.  But I also think it helps prepare students for several other “real world” issues:  patients don’t always present with “classic” symptoms and testing is expensive and sometimes risky.  Students come to school thinking medical decisions are black and white.  I think it is helpful for them to learn early that most decisions are shades of grey with some calculated risks.

Grading:  I ask each group to generate a written answer sheet with both the answer they selected and a brief (3-5 sentences) discussion explaining why.  I stress in the beginning of the course that points are awarded based on both a correct answer and a good rationale in the discussion.  Some points are awarded for a wrong answer but good discussion.  With a brief answer, the grading is not burdensome.  I assign a certain number of points to the whole case set for the module appropriate to its weight in the final grade.  I assign point values to specific cases based on difficulty.  

Specific information by case is listed below.

Case 1

The goal of this case is to review the history and physical exam to evaluate a patient with new onset hypertension and particularly to rule-out secondary causes of hypertension.  Each group writes out the history and exam data they want on the patient.  Verbally I warn them they will lose points for unnecessary questions or maneuvers.    When a group finishes and requests data here is the procedure:  Using the results sheet (page 2 of the case) I cross out with a heavy black marker all the data they did not request.   Their success on the final question, at the bottom of the results sheet, is based on whether they did a thorough job collecting data.

In a larger classroom, another approach would be to collect the answers to questions 1 and 2 for later grading.  Instead of individual results, pass out or post on transparency the results sheet with the final question.  It is not as difficult, but students still have to correctly recognize and interpret the data.

In our curriculum, students will have a very superficial understanding of the endocrine diseases at this point.  Because they are primarily working from textbook knowledge, there is usually a lively discussion about how these diseases present, how many of the “classic” symptoms are usually present, and how often they are “really” seen in practice.  It is a good opportunity to discuss when history and physical screening for uncommon diseases is enough and when to proceed to lab and other testing.

Case 2

The goal of this case is to get students to weigh patient symptoms and quality of life against hypertension control and potential future morbidity.  It is a complex patient with multi-system disease, but as long as the students have had a good introduction to antihypertensive medications, even first year students can complete this case with a rich discussion.  

Key points I listen for in the discussion:

· Recognize symptoms of orthostatic hypotension, risk of falls, concern that some treatment options will worsen patient’s dizziness

· Recognize ACE inhibitor complications and debate if it is worth trying to change medications or if the patient tolerates the symptom

· Discussion of patient’s age and quality of life versus the long-term benefits of lowering her BP to JNC recommended levels

· Discussion of appropriate meds per JNC recommendations for this patient

There is no single right answer to this case.  I award points based on the written discussion of each group based on how well they’ve considered and resolved the key issues above.

Cases 3 & 5, 6, 7

The goal of these cases are the evaluation of chest pain – cardiac vs non cardiac, emergent vs non-emergent.  

Case 3 is a case of mitral valve prolapse and the students should recognize the features and choose option “a” as the best answer.  Key points I listen for in the discussion:

· Family history of CV disease and how that relates to the case

· Elevated lipids as a personal risk factor for CV disease

· Possibility here CP is anxiety or somatoform (IBD, chronic fatigue)

Case 5 is intended to be anxiety-induced CP.  The ECG is normal, but a more challenging ECG could be substituted with questionable but benign findings.  In my opinion, either answer “b” or “c” could be correct.  There is usually a lively discussion of those two answers.  If the students don’t bring it up, I will throw some “complications” into the discussion to help them see the “answer” may depend on the situation:

· If the patient doesn’t have health insurance, would you change your plan?

· If the patient lives 80 miles from the nearest hospital, does that change your plan?

· If you can obtain an outpatient treadmill in 3 hours, does that change your plan?

Case 6 is a patient with myocarditis.  It is somewhat atypical and a little more challenging to diagnose.  Key points I listen for in the discussion:

· Significance of gout and URI

· Differentials of angina, MI, pericarditis, myocarditis and how SSx/ECG/Lab progress and argue for/against each diagnosis

· Why does the patient decompensate by morning?  How does NTG work?

· Would heparin or TPA be detrimental to this patient?

Case 7 is a patient with dissecting aortic aneurysm.  Key points I listen for in the discussion:

· Differentials of unstable angina, MI, AAA (possibly perforated ulcer or pancreatitis also)

· Unstable exam findings and impending CV collapse

Case 4

Like case 1, this is a progressive disclosure case that requires the students to pick appropriate history and correctly interpret history, PE, and lab to make the correct management choice.  Key points I listen for in the discussion:

· Elevate blood sugar, Dyazide, and further diabetic testing

· JNC 7 recommendations and comorbid conditions

· Side effects of antihypertensives and compliance

Cases 8, 9, and 10

These are essentially 3 versions of the same case.  I wrote and used them all in 1 year because of a student group having a great deal of difficulty distinguishing arterial and venous vascular disease.  Subsequently, I’ve only used on of the cases each year.  

Case Set 11

Before we can conquer murmurs of valvular disease, I have the students do this simpler set of cases to make sure they understand basic heart sounds in the context of the history and physical exam.  I’m most interested in making sure they understand that heart sounds can’t be evaluated without other clinical data.  These could be used as a RAT as well.

· 14 is benign S3

· 15 is pathologic – MVP

· 16 is pathologic – CHF with S4 and probable mitral valve disease

· 17 is pathologic – S2 split is normal, S1 is not

Case 12

This asks the students to think about long term cardiac complications of hypertension and post-MI. Key points I listen for in the discussion:

· Is his BP adequately controlled to minimize morbidity?

· Are there signs of CHF?

· What is the murmur and what is its probable etiology?

Case 13

This case draws in pediatrics and sports physicals with cardiac risk factors and typical findings of Marfan’s syndrome.  Key points I listen for in the discussion:

· What findings are consistent with Marfan’s and how do you diagnose it?

· What cardiac anomalies are associated with Marfan’s?

· What risks are involved if this young man plays sports?  What other restrictions on his lifestyle are important (if any)?

The Cases

Case 1

Mr. M is a 42-year-old African American  man in your office with newly detected blood pressure elevation.   He states he feels well and considers himself healthy.  The nurse at the plant where he works picked this up on a routine occupational health annual check.  She has checked him two additional times in the last month and each time his BP has been elevated.  He was referred to you.

His past medical history is remarkable for a hernia repair in 1988, and a kidney stone in 1995.  He was a football player in high school and had multiple musculoskeletal traumas and now has arthritis in he knees and shoulder.  He has NKDA, is up to date on immunizations, and denies major adult illnesses.  Medications include Advil or Nuprin 3-4 times a day for arthritis, high-dose multivitamins, and health food store supplements.  His dad is deceased of a MI (age 62), his mother is living and in good health.  One brother is AW without health problems.    Social:  married with 2 children, he and his wife are in the process of divorcing, smoked 1 ppd x 5 years, quit 15 years ago, drinks “with the boys” after work and on weekends, quantifies as “a couple of shooters and beers.”  

1. On the answer sheet, cross out the ROS categories that ARE NOT pertinent to the evaluation of this patient.

2. Here are the physical exam results already performed.  What additional physical exam maneuvers would you like to perform on this patient to evaluate hypertension?  Put your answers on the answer sheet being specific about what you are looking for or examining. 

VS:
HR 82
RR 14
BP 168/92 RA sitting

General:
moderately obese black male sitting comfortably in the chair

Heart:
Quiet precordium, no palpable heaves or thrills, PMI 5th ICS in MCL


RRR no murmurs, Normal S1, S2.  No S3, S4


JVP 2 cm measured from the sternal angle

Chest:
no deformities or visible vasculature

CTA with no adventitious sounds

Abdomen:
soft, BS x 4, no distention.  Rounded protuberant abdomen


Liver 10 cm in MCL.  Spleen not palpable.  No masses


No bruits at the aortic, renal or femoral arteries


Aorta of expected size and no masses

Raise your folder to receive results of 1 and 2

Case 1 Results – Group _______

History

CV/Resp:
denies CP, palpitations, SOB, DOE, edema, leg pain (besides arthritis)

Endocrine:
Denies polyuria, polyphagia, polydipsia, weight gain or loss, unusual sweating, or tremor. 

Urinary:
Denies UTS, flank pain (besides kidney stone), or trauma

Neuro/Psych
Admits to feeling “nervous” about the divorce and really “hyped up at times.” Denies headaches, mental status changes, vision changes.

MS
Denies muscle weakness, admits to some paresthesias in his arms and hands occasionally especially after a workout.

Physical Exam 

VS:
HR 82
RR 14
BP 168/92 RA sitting, 162/92 LA sitting,  166/88 supine
Afebrile  
Weight 228 lbs

Height 5 ft 10 in

General Appearance:
moderately obese black male sitting comfortably in the chair

HEENT:
normal facies, normal hair distribution without alopecia



Carotids:  full, 2+ bilaterally without bruits



Thyroid not enlarged, no masses or tenderness

Funduscopy – Disc and cup margins sharp, no AV nicking, some silver wiring noted, no hemorrhages or exudates.

Heart:
Quiet precordium, no palpable heaves or thrills, PMI 5th ICS in MCL


RRR no murmurs, Normal S1, S2.  No S3, S4


JVP 2 cm measured from the sternal angle


Pulses 2+ radial/brachial/femoral/dorsalis pedis, 1+ at posterior tib


UE and LE pulses synchronous and equal bilaterally

Chest:
no deformities or visible vasculature

CTA with no adventitious sounds

Abdomen:
soft, BS x 4, no distention.  Rounded protuberant abdomen


Liver 10 cm in MCL.  Spleen not palpable.  No masses


No bruits at the aortic, renal or femoral arteries


Aorta of expected size and no masses

MS
muscle strength 5/5 in major muscle groups, UE = LE

Neuro:
no tremors or abnormal movements

3. Based on the information you collected, the most likely etiology of the patient’s hypertension is which of the following?  Write several sentences to explain how the data you collected helped you rule in or rule out the various options.  

a. Essential hypertension

b. Pheochromocytoma

c. Renal artery stenosis

d. Hyperthyroidism

e. Cushing’s syndrome

Case 2

An 82-year-old woman comes in for her routine 6-month visit.  She is a hypertensive patient whose course is complicated by a history of 2 MIs 10 and 6 years ago.  She recovered well from her cardiac events and had returned to normal activities and 70% normal cardiac function when she developed lymphoma.  The chemotherapy she was given did further damage to her heart and she now has 30-40% of normal cardiac function.  Her current meds are:  Lasix 40 mg PO BID, Captopril 25 mg PO BID, NTG patch qD, and Digoxin 0.25 mg PO q D.

Her interval history is as follows:  persistent dry cough unchanged, continued brief episodes of intermittent chest pain every few days well controlled on NTG, no palpitations, minimal leg edema, no leg pain.  She also denies nausea, vomiting, headaches, but admits to dizziness especially with standing, and urinary frequency. 

PE reveals:  BP 148/82, RR 18, HR 72.  Heart RRR soft I/VI systolic murmur at ULSB with minimal radiation, Normal S1, S2, audible S3.  Precordium with ventricular heave.  PMI 2 fingertips in size, 4th ICS, 3 cm left of MCL.  Abdomen:  Liver 1 cm BCM, 9 cm by percussion.  (cardiac exam unchanged except new S3).  No masses or splenomegaly.  Renal bruit, soft.  

Labs:  Na 134, K 4.1, Cl 120, CO2 28, Glu 122, BUN 15, Cr 1.4, UA with 1+ proteinuria, micro with few casts and epithelial cells (voided specimen).  ECG and CXR are unchanged.  

4. Choose from the options below your assessment and plan.  On the answer sheet, write several sentences explaining your answer.

a. I am satisfied with BP control and will not alter therapy

b. Discontinue Captopril and start Enlapril

c. Add  Metoprolol to current therapy

d. Add Verapamil to current therapy

Case 3

A 32-year-old woman presents with chest pain.  This had been present for two years on and off.  The pain almost stopped for a period of six months but it has returned over the last 10 months.  The pain is usually on the left side of the chest, radiating to the left axilla.  She describes it as a tight or gripping pain, which lasts for anything from 5 to 30 minutes at a time. It can come on at any time, often related to exercise but is has occurred at rest on some occasions.  The pain is usually associated with rapid breathing and shortness of breath.  It makes her stop whatever she is doing and she often feels faint or dizzy with the pain.  Occasionally palpitations come on after the start of the pain, which she describes as a sensation of a strong but steady heartbeat.  

Past medical history is remarkable for diarrhea and abdominal pain 3 years ago that was diagnosed as irritable bowel syndrome.  These symptoms still trouble her.  She has seasonal rhinitis, and states she has chronic fatigue. Her grandfather died of an MI, her father had an MI at age 44, and there is a strong family history of hypercholesterolemia. On routine physical 2 years ago her cholesterol was 220 with low HDL fraction.  She works as a medical assistant, is single, and lives alone.

Exam: 

She is a thin woman sitting comfortably on the exam table.

BP 112/68, Pulse 78 and regular, RR 14.  

Heart:   Precordium is quiet.  Normal S1 and S2, no S3 or S4.  She has a soft mid-systolic click on auscultation best heard at the apex in the LLD position.  JVP is 2 cm, no carotid bruits.  There is some mild diffuse tenderness to palpation on the left side of the chest to the left of the sternum. No lesions or erythema present.  Pulses are 2+ in all extremities and carotids.  

Lungs are clear to auscultation.  

Abdomen flat without distention, BS x 4, no bruits heard, mild tenderness in the epigastric region, no masses, organomegaly, or adenopathy.  

Skin:  there is no CCE, color is pink, cap refill is <2 sec, there are no lesions or areas of erythema.  

MS:  neck and bilateral shoulder ROM, palpation, and muscle strength are unremarkable.   

Her ECG today is unremarkable. 

5. The patient is very concerned she has symptoms of coronary artery disease and has come to you for a referral for cardiac catherization.  Of the following, which do you believe is the next best step to evaluate this patient?  Using the history and exam findings, please discuss the differential diagnosis for her case, and the evidence and rationale to support your decision.

a. Echocardiogram

b. Thallium stress test

c. Cardiac catherization

Case 4

Mr. M from Case 1 comes in for a routine hypertension follow-up appointment.  You started him on a Dyazide 25 mg PO q D about 1 month ago for a baseline BP of 168/92.  His labs from the initial visit are:  K= 4.5, BUN/Cr 11/0.4, Glucose 89 (random), Cholesterol 228, TG 177.  

6. You must obtain an interval history of the time between his last appointment and now.  What history questions should you ask that are relevant to assessing his problem?  List your answers on the answer sheet.

Case 4 Results – Group _______

History results

The patient denies: chest pain, dizziness, palpitations, or easy fatigability.  

He states he has had more frequent headaches and some “performance problems in the bedroom” but feels these are the result of stress at work.   

He is struggling with his diet.  He does feel he is eating fewer high fat foods.  He has started walking 3 times a week.

Physical Exam

VS:   BP 148/85, HR 88, RR 14  Afebrile      Wt  226 

General:  moderately obese man sitting comfortably on table

HENT:
Funduscopy with crisp disc margins, occasional silver wiring, no hemorrhages or exudates

Chest:
CTA without adventitious sounds

CV
RRR no murmurs, normal S2, S1.  No S3 or S4


Carotids 2+ without bruits


Pulses 2+ at brachial, radial, femoral, dorsalis pedis.  1+ at posterior tib

Abd
Soft, BS x 4, protuberant abdomen, no distention


No masses or organomegaly


No renal, aortic, or femoral bruits

Extremities: no edema.  Skin warm, medium brown , no lesions.  Cap refill <2 sec


Lab results today:  K 4.2, BUN/Cr 12/0.6, Glu 118 (random), Cholesterol 240, TG 185.

7. Based on the data you’ve collected, how will you proceed with management of this patient?  Include a few sentences explaining your answer.

a. Continue Dyazide as prescribed

b. Discontinue Dyazide and manage patient with diet and exercise

c. Continue Dyazide and add a beta blocker

d. Discontinue Dyazide and replace it with a beta blocker

Case 5

After successfully concluding a malpractice suit, a 39-year-old attorney had an episode of sharp stabbing left chest pain lasting several minutes.  He sat down on the steps of the courthouse until it subsided about 10 minutes later.  The pain was in the left chest, did not radiate, and he had no diaphoresis, dyspnea, or nausea.  He admits to several similar episodes in the last 2 weeks while working on this case.  Most occurred at rest or with mild exertion.  He plays tennis twice a week, with no chest pain while exerting on the court.  He came directly from the courthouse to see you because now that the case is over he is nervous about attributing these episodes to stress.  

The patient has never had previous chest pain and has had a yearly physical examination and ECG, which were normal.  His most recent exam was 9 months ago.  He is the youngest of three brothers and there is no heart disease in his siblings or his parents, who are still living.  Neither is there a family history of hypertension, diabetes mellitus, strokes, or blood lipid abnormalities.  The patient is generally under tension and smokes one to two packs of cigarettes/day, but he stays lean and does not have a high intake of dairy products or meat.  He denies other cardiac or GI symptoms


Recently, he has been working under great stress on an important case.  This has involved long hours of work, irregular meals, and a reduced amount of sleep.  A reason for his immediate concern is that a senior law partner died of a heart attack not long ago after suffering from angina for several years.

His VS and physical exam today are benign.

Here is his ECG:
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8.
Which of the following is your choice of management for this patient today?  Remember, the HMO for whom you work has recently instituted procedures to penalize practitioners for unnecessary tests and hospitalizations.  Using the history and exam findings, please discuss the evidence and rationale to support your decision

a. Send the patient home with a prescription for Buspar

b. Send the patient home and schedule an outpatient treadmill test.

c. Admit the patient for 24 hours of observation in the hospital CCU

Case 6

A 78-year-old man with a past history of gout comes to the ER for acute onset of chest pain.  He describes a 4-day illness of rhinorrhea, non-productive cough, myalgia, fatigue, and anorexia.  At ER presentation he stated he experienced gradual onset of sharp substernal chest pain over the last 12 hours, which worsens with inspiration, is relieved by sitting up, and is accompanied by diaphoresis.  He states he is only “a little” short of breath.  

Admission Exam:  The patient is sitting propped up on the gurney, holding his chest, and appears uncomfortable.  Temp 39.2 C, HR 105, RR 18, BP 105/65. Heart, Lung, Abdomen, Skin and chest MS exam are unremarkable. 

A dose of SL NTG is given with no relief of pain.  An ECG is performed and shows NSR, normal Q waves, no ST segment elevation, and no T wave inversion.  Because of his age and level of distress, after consultation with the supervising physician, you admit him to the hospital CCU for observation.  Your admitting orders include continuous cardiac monitoring, NTG SL and IV morphine for pain relief, serial ECGs and cardiac enzymes every 4 hours, and O2 by nasal cannula.  

Your supervising physician checks in with the nursing staff in the CCU twice during the night to assess the patient’s condition.  His VS remain stable.  The ECG shows development of diffuse ST segment elevations, the first two CPK levels are 195 and 230 (38-174 normal), but the CPK-MB fractions are WNL.  Electrolytes and renal function studies are also normal.  The patient remains in pain despite NTG and MS administration.

You make rounds first thing in the morning.  The patient is in significant pain, complains of feeling dizzy, and has a severe headache.  He vomited shortly before you arrived. 

Morning Exam:  Patient is sitting up in bed, appears diaphoretic and appears to be in significant pain.  BP is 92/50, HR 138, RR 16, Temp 38.5 C.  Lungs are generally clear to auscultation, with fine crackles at the lung bases.  Tactile fremitus and percussion are unremarkable.  Cardiac: The precordium is quiet and the PMI is difficult to identify.  Heart sounds are difficult to hear because of a harsh pansystolic “sound” in all listening areas, with a possible diastolic component.  JVP is 4 cm. Abdominal exam remains unremarkable.  Skin is somewhat mottled, there is no cyanosis or edema, cap refill is 2-3 seconds peripherally.

9.
Based on the most likely diagnosis from your differential diagnosis list, which of the following is the best management plan for this patient?  On the answer sheet please list your differential, the most likely diagnosis, and the evidence from the data given that lead to your answer.

a. Heparin

b. Anti-inflammatory agents

c. Tissue Plasminogen Activator

Case 7

A 63 year old man with a history of coronary artery disease and previous inferior myocardial infarction has the following cardiac risk factors:  30 years of moderately controlled hypertension, 2 ppd tobacco use x 35 years, type II non-insulin dependent diabetes mellitus, and a family history of coronary artery disease. His cholesterol level 6 months before this admission was 260 mg/dl.

The patient has been experiencing his usual exertional angina, which is relieved with NTG and rest, without a change in pattern or character  in the month before presentation.  At 11:00 am on the day of admission, the patient was lifting a 50-pound bag of fertilizer when he acutely experienced a severe 10/10 stabbing left lower chest pain without radiation, but with diaphoresis, nausea, and lightheadedness.  The pain was similar to his angina, but he obtained no relief with NTG SL

Exam:  

He is a diaphoretic elderly man who is writhing in bed and complaining of left chest pain radiating to the interscapular region and upper abdomen, and towards the throat.

BP of 80/40 mm Hg LA sitting, pulse 110 and regular, RR 24

Heart:  Normal S1 and S2, S4 sound auscultated.  Grade III/VI holosystolic murmur loudest at the apex and radiating to the right 2nd ICS.   

Pulses are 4+ in the upper extremities and carotid, 2+ at the femoral arteries, and 1+ at the posterior tibialis and dorsalis pedis.  Lungs: CTA, no tenderness to palpation, mild IC retractions.  Abdomen: rounded protuberant abdomen, faint BS, some diffuse tenderness to palpation in the epigastric area, no rebound but some guarding.  No organomegaly or mass.  Skin – no CCE, cap refill 3-4 seconds peripherally.

ECG:  diffuse non-specific ST and T wave changes, but no acute ischemic ST changes.

10.
His wife is in the waiting room.  Based on what you believe is the most likely diagnosis, which of the following is the best information to give her?  Using the history and exam findings, please discuss the evidence and rationale to support your decision

a. We will need to follow his cardiac enzymes & ECG for 12-24 hours to make a diagnosis.  The need for surgery is undetermined at this time.

b. His condition is very unstable and he may require surgery tonight

c. Medical therapy with nitroprusside and beta blockers will bring his condition under control and surgery will most likely be unnecessary.

Case 8

A 56-year-old woman presents because of swollen ankles and leg pain for 4-5 months with gradual worsening.  She describes aching pain that worsens as the day goes on, and improves with leg elevation.   She denies chest pain, shortness of breath, DOE, PND, palpitations, cough, urinary frequency, hematuria, or frequent urinary infections.  She has no allergies.  She had  thrombophlebitis in her left leg  2 years ago which she states was a complication of varicose veins.  She denies other major medical problems.  She takes multivitamins and no other medications

General:
Comfortable-appearing woman in no apparent distress

VS:

HR 72   RR 12    BP 122/76     Afebrile

CV:

Precordium quiet to inspection and palpation



RRR no murmurs, normal S1 and S2, no S3 or S4



Pulses 2+ radial/brachial/femoral/dorsalis pedis/ post tib



Non-palpable popliteal pulses, JVP 2 cm



Carotids 2+ pulses without bruits

Lungs:

CTA with good BBS

Abdomen:
No bruits heard



No inguinal adenopathy

LE:

bilaterally 2+ pitting edema to 2 cm above medial malleolus

Skin color flesh toned without lesions, Capillary refill < 2 sec at toes



Temperature warm and equal bilaterally, normal hair distribution



Visible dilated varicosities bilaterally without tenderness or masses

11.
Based on the information you have obtained, which of the following is the best treatment option?  Justify your answer using your history and exam data.

a. supportive care and routine follow-up in 2 months

b. referral to a vascular surgeon

c. urgent hospital admission

Case 9

A 52 year old man presents to your office because of leg swelling and pain.  It began about 6 months ago with pain after walking a few holes on the golf course.  Now, he rides the cart between holes because of rapid onset of pain with walking.  The left leg is worse than the right.  Elevating his legs sometimes makes the pain worse.  His medical history is remarkable for well controlled hypertension treated with a diuretic, FH of heart disease, healthy diet, and frequent exercise until recently.  He has not smoked in over 10 years and drinks only moderately.  ROS questions reveals mild DOE only.

General:
WDWN male in no apparent distress

VS:

HR 82   RR 14    BP 148/86     Afebrile

CV:

Precordium quiet to inspection and palpation



RRR no murmurs, normal S1 and S2, soft S3 sound at apex



Pulses 2+ radial/brachial/femoral, 1+ dorsalis pedis/ post tib



Non-palpable popliteal pulses

JVP 4 cm, Carotids 2+ pulses without bruits

Lungs:

CTA with good BBS

Abdomen:
flat, non-distended, no pulsations



Soft renal bruits bilaterally, no aortic bruits detected



Liver is 9 cm in MCL

LE:

bilaterally 1+ pitting edema to 1 cm above medial malleolus

Skin 

color ruddy while dependent, no areas of breakdown, L great toe dusky in color.



Capillary refill < 3-4 sec at toes, temp cooler than proximal sites L > R



Decreased body hair from knees down

12.
Based on the information you have obtained, which of the following is the best treatment option?  Justify your answer using your history and exam data.

a. supportive care and routine follow-up in 2 months

b. referral to a vascular surgeon

c. urgent hospital admission 

Case 10

A 26 year old woman presents with right leg pain and edema  that was present when she woke up 3 days ago and is not resolving.  She points to the mid calf as the site of the greatest pain.  She works as a flight attendant, and has been able to work the last 2 days. She has tried elevating the leg, hot soaks, and massage – all with no improvement. She recalls no injury, in fact she spent most of the prior day on a plane returning from Australia with no opportunity to injure it. She describes herself as healthy, takes no medications, and has an unremarkable family history.

General:
WDWN female in no apparent distress

VS:

HR 68   RR 13    BP 112/76     Afebrile

CV:

Precordium quiet to inspection and palpation



RRR no murmurs, normal S1 and S2, no S3 or S4



Pulses 2+ radial/brachial/femoral/dorsalis pedis/ post tib



Non-palpable popliteal pulses

Lungs:

CTA with good BBS

Abdomen:
No inguinal adenopathy

LE:

2+ edema of left leg to 1 cm below tibial tuberosity

Back of the left calf shows a diffuse erythematous area of increased warmth approximately 6 cm x 4 cm in size. The borders are irregular and indistinct.  



Capillary refill < 2 sec at toes, Normal hair distribution



No varicosities or palpable cords or masses



Homan’s sign negative

13.
Based on the information you have obtained, which of the following is the best treatment option?  Justify your answer using your history and exam data.

a. supportive care and routine follow-up in 2 months

b. referral to a vascular surgeon

c. urgent hospital admission

Case Set 11

14. A 33 year old asymptomatic man has the following physical exam findings:

HR 68  BP 118/72       Lungs:  CTA

Heart:  Quiet precordium, PMI nickel sized at 5th ICS in MCL

Normal S1 and S2, soft S3 heard in apex, no S4, no murmurs

JVP is 2 cm, Pulses are 2+ throughout

a. benign exam

b. pathologic exam – Diagnosis ___________________

15. A 32-year-old woman presents with occasional brief episodes of chest pain and palpitations.  She has no remarkable personal or family cardiac history.  She has the following exam findings:

HR 82  BP 122/68      Lungs:  CTA

Heart:  Quiet precordium, PMI 1 cm at 5th ICS in MCL

Normal S1 and S2.  Soft S3 heard in apex and a midsystolic click

a. benign exam

b. pathologic exam -  Diagnosis _______________________

16. A 68-year-old man presents with exercise intolerance, fatigue, and just feeling “bad.”  Onset is unclear, but symptoms have been getting worse over the last week.  He has a history of hypertension, angina, and a previous MI.  He has the following physical exam findings:

HR 88
BP 162/95      Lungs:  Generally clear with occasional crackles at bases

Heart:  Increased precordial activity at apex. 

PMI quarter sized in 6th ICS at the anterior axillary line.  

Normal S1 and S2.  S4 heard in apex.  Grade II/VI systolic  ejection murmur best heard in apex.

JVP 4 cm, 

Pulses 2+ radial, brachial, femoral, 1+ dorsalis pedis, posterior tib 

a. benign exam

b. pathologic exam -  Diagnosis _______________________

17. A 44-year-old woman on birth control pills at a checkup for well woman care.  She has the following physical exam findings:  

HR 62 and regular 
BP 98/62      Lungs:  Clear to auscultation

Heart:  Quiet precordium, PMI 5th ICS in MCL

Widely split S1, paradoxical splitting of S2, no S3, S4, or murmurs

JVP not appreciable, Pulses 2+ throughout  

a. benign exam

b. pathologic exam -  Diagnosis _______________________

Case 12

A 55-year-old man comes to see you for a routine annual examination.  Last year you found his blood pressure was elevated at 140/85 and put him on a weight loss and low sodium plan.  He has been very successful this year and your follow-up visits document a 25-pound weight loss and normalization of his blood pressure.  He states he is feeling “good.”  

Reviewing his interval history he has no new complaints, is following diet and exercise plan, continues to drink about a 6 pack a week of beer.  Golfing several times a month, but admits he rides in the cart more than he used to.  Wife and family are doing well.  You note the pertinent family history of heart disease in his dad who died suddenly at 52.  His mother and siblings remain healthy.

On ROS, he denies chest pain, dyspnea, palpitations, other difficulty breathing, leg pain, cough, chest tightness, dizziness or lightheadedness, decreased exercise tolerance.  Full ROS reveals no new positives.  He is taking a baby aspirin a day for prophylaxis, fish oil capsules for his prostate, and a daily MVI.

Reviewing the past records, you particularly want to recheck the cardiac exam for a soft  murmur you heard for the first time at a follow-up visit 4 months ago.

Physical Exam

VS:
HR 82

RR 16

BP 132/78
Temp afebrile

Weight 185 lbs
Height 5 ft 9 in

General:  healthy appearing man, well muscled, climbs easily onto exam table

Skin:
pink-tan in color, no cyanosis.  Few freckles and age spots on exposed areas of arms, face, and shoulders.  No other lesions

Neck:
carotids 2+, no bruits. No thyromegaly, tenderness, or masses

Eyes:
funduscopy with crisp disc margins, no vascular abnormalities, fundus pink, no hemorrhages or exudates

Lungs:  AP:lat diameter 1:2, normal excursion, good BBS without adventitious sounds

Cardiac:  No heaves or thrills, precordium quiet. Grade II/VI mid systolic murmur loudest at Left 2nd ICS, best heard with diaphragm radiates towards apex, decreased by squatting and inspiration, increased by standing. JVP less than 2 cm

Abdomen:
+ BS x 4, no bruits.  Soft, non-tender, no masses, no inguinal adenopathy.  No organomegaly

Extremities:
1+ pitting edema of feet bilaterally.  Pulses 2+ at brachial and femoral.  1+ at radial, dorsalis pedis, and post tib

18. Based on the data you’ve obtained, which of the following is the best plan for your patient?  On your answer sheet explain the reasons for your choice using the history and exam information.

a. follow-up with you in 6 months

b. schedule with cardiologist for next available appt

c. schedule an exercise tolerance test and blood work

Case 13

DD is an 11-year-old basketball player with a negative history of cardiac symptoms.  His family history is negative for atherosclerotic vascular disease, although he does report a paternal uncle who died suddenly in his 40s of an "unknown" cardiac disease. He is in for a routine pre-participation physical exam.  

Physical Exam

VS:  BP 118/82 mm Hg, HR 56 bpm, RR 16, 

Weight 185, Height 6 ft. 3 in

General:  A well-developed, thin male in no distress

Skin:  no cyanosis or edema

HENT:  normal eye exam, neck supple without thyromegaly

Lungs:  CTA with no deformities

Heart:   PMI is in the MCL at 4th to 5th ICS and fingertip in size.  

S1 is normal, S2 is split with no change on inspiration  

No S3 or S4 are heard.

There is a II/VI early systolic ejection murmur loudest at the upper LSB. 

It is best heard with the diaphragm and does not radiate.  

No JVD.

No change with squatting, leaning forward, LLD positioning

Pulses 2+ throughout

Carotids without bruit

Abdomen:  soft, +BS, 

NT/ND, no mass

no organomegaly,

no bruits 

GU:
No hernias

Extrem:  Long, slender limbs, without clubbing, cyanosis, or edema

19. Will you allow your patient to participate in sports based on your findings?  On your answer sheet, explain your decision using the evidence from the history and exam.

a. Yes

b. No

Case Answer Sheets

Cut and paste desired questions.  I usually use one sheet of paper per question, but you can also do one continuous answer sheet

1. Cross out the ROS categories that ARE NOT pertinent to the evaluation of this patient.

General

Head

Ears/Nose/Throat

Eyes

Resp

CV

GI

GU

MS

Neuro

Psych

Endocrine

Heme

2. What additional physical exam would you like to perform on this patient to evaluate hypertension?  Be specific about what you are looking for or examining. 

3. Based on the information you collected, the most likely etiology of the patient’s hypertension is which of the following?  Write several sentences to explain how the data you collected helped you rule in or rule out the various options.  

4. Choose from the options below your assessment and plan.  Write several sentences explaining your answer using the history and exam data.

a. I am satisfied with BP control and will not alter therapy

b. Discontinue Captopril and start Enlapril

c. Add  Metoprolol to current therapy

d. Add Verapamil to current therapy

5. The patient is very concerned she has symptoms of coronary artery disease and has come to you for a referral for cardiac catherization.  Of the following, which do you believe is the next best step to evaluate this patient?  Using the history and exam findings, please discuss the differential diagnosis for her case, and the evidence and rationale to support your decision.

a. Echocardiogram

b. Thallium stress test

c. Cardiac catherization

Discussion:

Case 4

6. List the interval history questions you would like to ask this patient

7. Based on the data you’ve collected, how will you proceed with management of this patient?  Include a few sentences explaining your answer.

a. Continue Dyazide as prescribed

b. Discontinue Dyazide and manage patient with diet and exercise

c. Continue Dyazide and add a beta blocker

d. Discontinue Dyazide and replace it with a beta blocker

8.
Which of the following is your choice of management for this patient today?  Remember, the HMO for whom you work has recently instituted procedures to penalize practitioners for unnecessary tests and hospitalizations.  Using the history and exam findings, please discuss the evidence and rationale to support your decision

a. Send the patient home with a prescription for Buspar

b. Send the patient home and schedule an outpatient treadmill test.

c. Admit the patient for 24 hours of observation in the hospital CCU

9.
Based on the most likely diagnosis from your differential diagnosis list, which of the following is the best management plan for this patient?  On the answer sheet please list your differential, the most likely diagnosis, and the evidence from the data given that lead to your answer.

a. Heparin

b. Anti-inflammatory agents

c. Tissue Plasminogen Activator

10.
His wife is in the waiting room.  Based on what you believe is the most likely diagnosis, which of the following is the best information to give her?  Using the history and exam findings, please discuss the evidence and rationale to support your decision

a. We will need to follow his cardiac enzymes & ECG for 12-24 hours to make a diagnosis.  The need for surgery is undetermined at this time.

b. His condition is very unstable and he may require surgery tonight

c. Medical therapy with nitroprusside and beta blockers will bring his condition under control and surgery will most likely be unnecessary

11.
Based on the information you have obtained, which of the following is the best treatment option?  Justify your answer using your history and exam data.

a. supportive care and routine follow-up in 2 months

b. referral to a vascular surgeon

c. urgent hospital admission

12.
Based on the information you have obtained, which of the following is the best treatment option?  Justify your answer using your history and exam data.

a. supportive care and routine follow-up in 2 months

b. referral to a vascular surgeon

c. urgent hospital admission 

13.
Based on the information you have obtained, which of the following is the best treatment option?  Justify your answer using your history and exam data.

a. supportive care and routine follow-up in 2 months

b. referral to a vascular surgeon

c. urgent hospital admission

Case Set 11

14.

a. benign exam

b. pathologic exam – Diagnosis ________________________

15.

a. benign exam

b. pathologic exam – Diagnosis ________________________

16.

a. benign exam

b. pathologic exam – Diagnosis ________________________

17.

a. benign exam

b. pathologic exam – Diagnosis ________________________

18. Based on the data you’ve obtained, which of the following is the best plan for your patient?  On your answer sheet explain the reasons for your choice using the history and exam information.

a. follow-up with you in 6 months

b. schedule with cardiologist for next available appt

c. schedule an exercise tolerance test and blood work

19. Will you allow your patient to participate in sports based on your findings?  On your answer sheet, explain your decision using the evidence from the history and exam.

a. Yes

b. No

