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Cardiology Case Scenarios

Consultation Skills to review:
e Introduction
¢ Opening question and active listening skills

e Open to closed questions W e Lo 3L ls 7
Specific history questions Jeolh 8 g L 5] oSy O T8

o Breathlessness (exercise tolerance — distance (NYHA classification — Class |
— no limitation, Class Il — slight limitation, Class Il — marked limitation, Class
Gang @bl —>m— symptoms present at rest (severe heart failure)), orthopnoea, PND)
o Palpitations (mode of onset and termination, triggers — exercise, alcohol,
caffeine, frequency, duration of attacks, rhythm — regular and fast or irregular
(ask patient to tap it out), associated with syncope?)
Syncope (loss of consciousness — on standing (postural hypotension), with
palpitations (arrhythmias) or on exertion (left ventricular outflow obstruction -
aortic valve stenosis or hypertrophic cardiomyopathy))
o Differentiate syncope from fainting — vasovagal — sudden bradycardia 2ry to
stimuli
Summarisation
Signposting
Differentiating between unstable angina and stable angina and Ml
Consider higher level consultation skills such as explanations to patients e.g.
what is angina? What words would you use to describe it?
Consider smoking cessation advice and motivating patients to change lifestyle
choices

Consider advising patients on low cholesterol diets

:specific history questions cpe 4ijlas daglas 2S¢ S5 L
0sSis angina, ischemic heart disease ¢ lajasts Gl (a5l 2o Ldgdy Breathlessness (dyspnea) oo dlis Js!
. exertional induced dyspnea (x §,lic
¢ Ly sl dlles o NYHA Classification a5 heart failure o 4y grade é o ..grades Ll sla dyspnea Lul
asall A Lelaats oIl exercise J limitation dsle 2S5 dyspnea
—2-&-& 2 IS, 52K (rege (dyspnea sk uic wiyis € J Vo bk ) classes 4 ] e dyspnea sy
Class 1 : ¢! 3L limitation G Ly ganb aga Jiu sla padall JGIL
Class 2 : s (5% slight limitation
Class 3 : marked limitation
Class 4 : juai at rest « Jalye ail sS4 (58 HF + orthopnoea + PND
class 4 suie g3l Copan Hudihy Hul8 ga9 B9ide dagi (o (Meles delow way oy ualy 8§ IS 1G] (B
Lawayis ol cdladdl gy ¢ ol S ety S ¢ onset JLud age Lk cpalpitations o Lgie Jlas age dad 56
sasyncope s palpitation associated with syncope sla 5] (LS Jlasiys o« JoaSIly (nndSIL ddle Ll Jag o Lellany
Do SElga (esa9 Syncope o i Lo Jgl sl s on standing (55 (Seag loss of consciousness Lgeuds
Postural hypotension .
Ve e S diastolic Jiss Y- o ;S systolic blood pressure Jis jaaill Cidsy U
s Leloas £ 93 sl 5 syncope dsle (Ml a arrhythmia <l ¢ Jals slgs syncope associated with palpitation
. beadyarrhythmia
fds s ge MSH 43 decrease in cerebral blood flow le J£5 syncope associated with exertion il
:wvw left ventricular outflow obstruction sas aorta 5.,k e dallg adll
fanl e @l HulS s alewall (IBILG aortic valve ¢ 3uas uic 32y aortic stenosis JI s
Bl Gulill ae gty ) Bolial) ol e J8) ©les adll fes yuaid aorta J LV e aull
Sale asll <6 rest YA ( slow rising pulse od (5 5 GulSEl s sealls
¢ oldll 8,08 Jlsy oY LV obstruction i hypertrophic cardiomyopathy ;LS daie
. pleall Buays aorta cas leaflet ¢ sy o aall Tl
aasie Il Lulill ae oot fainting Jls syncope + fainting oo 5ol oy o JAT
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bradycardia J sl < vagus stimulation <l U s (ﬁ_ﬁl solsdlas) vasovagal attack




Clinical Areas

Angina / Myocardial Infarction v~

Heart Failure v~

Endocarditis information in endocardium + valves

Arrhythmias (e.g. AF versus heart block versus SVT) v
Cardiac valvular disease v~

Peripheral vascular disease v~

Aortic dissection v~

Week 4 - Scenario 1 Student Doctor

You are a 4th year medical student at your medical emergency department. You are
asked to see a 56 year old male patient named Mahmood who has just arrived in.
Introduce yourself and begin taking your history as you normally would. At the end
summarize back to the patient the history in their own words. Inform the patient of
your action plan — what will you do next?

Week 4 — Scenario 1 Male Patient

Mahmood Abadi
56 years old
Zerka

Family of 6 — 4 children

Works as a Company Manager for a building company

}a’rherosclerosis heart disease JI risk s

Ischemic heart disease
& gl agre i oY
stressful + exercise
Oedsase aortic dissection,MLangina o<ls pericarditis §,88 s Sas 1

22:., . HPC: Sudden onset of chest pain 2 hours ago whilst sitting in a stressful meeting o - ‘TSI ‘d:'_ C‘“’”
V- Central and radiating to both shoulders — ang 11 o4l R oot 58U
Like heavy weight on chest chest tightness +crushing chest pain
9/10 pain scale — MT
Associated with sweating and red face, vomited once
Feels like you are going to die (impending doom) <« /M1 45 . of

PC: Chest pain  SOCRATES . Ll Lo

PMH: Previous episode of chest pain when walking up Jebel Weibdeh last month that
disappeared when you stopped walking M1 J Ll s stable angina at rest swic SIS @l ¢ Sl
Risk factors for ischemic heart disease:

2014 Diabetes

2010 Hypertension

2011 High cholesterol

DH: Glibenclamide 5mg in morning <.\
Lisinopril 5mg in morning ACE ixkikiter
Simvastatin 40mg at night H/NG- Cof reduchase

SH: Smoker since age 20 years Strong risk factor related to IHD + hyperlipidemia
No alcohol intake

Clinical Skills - ical Club




Scenario 1 Case Discussion — Potential Myocardial Infarction

- What went well? What did everyone else think went well? Anything you felt
you could have done differently? What do you need to focus on for the
future?

Is there any more information you would like to know (or does anyone else
want to know)?

How do you distinguish between stable and unstable angina and MI? (Stable
angina when you exert yourself e.g. up hill — pain goes away when you stop
the activity, unstable angina when occurs at rest or minimal exertion — Ml

fée suspicious if pain lasts more than 20 minutes and not relieved by GTN spray /
M1 . _,ﬁe» <& tablets — emergency situation) 7

1+ unstable
- What are the risk factors for IHD?

Smoking

High cholesterol
Family History
Excessive alcohol
Obesity

Age = premenopausal women are relatively protected against atherosclerosis in the absence of

other risk factors due to estrogen. After menopause, incidence increases.
Sex (M>F)—o -~

Postmenopausal are not protected against Atherosclerosis even with hormonal (estrogen) therapy .
High BP 2ol sze g 2 [HD oo 813all st yeas &l incident J! seaz g

Diabetes

@)
@)
©)
@)
@)
®)
©)
®)
®)

very impottont & \What will you do next?

Examine them — Pulse, BP, listen to heart sounds and chest
Organise ECG quickly — discuss ECG changes looking for

Take bloods for cardiac enzymes and determine whether Ml and need to
thrombolyse (discuss criteria — ST elevation (2 small squares in 2 corresponding
anterior leads or 1 small square in 2 corresponding inferior leads) + raised cardiac
enzymes)

shortness of a5 o V. (e J3I (5<Sg episoding JSi ¢ oo stable 53l Li<sy stable, unstable, MI (o el ghag
s severitydl caly o) agle cpuati el 13] cnitroglycerin go sl dalill ao Guual srats amild Lbas §,9balls breath
w3 Yo e KT Jskiig MI alss unstable angina, MI o Ss1 sas

exertional angina lewl stable €l 5,5 agoy

oS BP JI aavie o3 (Sesy Tachycardia Lasic @b MI Lanie (Il WUl Lile pulse ¢ 35,1 gas examination
BP Uyl ay¥ GIL (VY- o ST diastolic , VA oo SSI systolic aasic < (Il hypertensive emergency) dle

.. chest Js heart sounds _ abnormality s 3] gl S

ST oé 13) sl MI ssa9 & Juis (Il ST segment elevation o 15] 8521 (Lie ECG Jac! sus examination as

. stable angina < S&T su G Jloyss ¥y ischemia wsas ¢ Juis Ul depression

Jals e adlsg osad T, cardiac myocyte J! blood supply Jlil U ..cardiac enzymes J! blood test Jacl $us clia uay
MI ¢ Jids asssags myoglobin s 4clsilh CK-MB , creatinine, troponin : a¢is cardiac enzymes

small 2 oo 5iSIadiy oY ¢ LY Lple 3abiy Glieg ST elevation ¢ clas 13] gl daslall
small square 1 ;o ;I 45/ square in 2 corresponding anterior leads ( V1-V4)

in 2 corresponding inferior leads ( aVF, lead2+3)

LIk ;LS Unstable angina s MI suic 13] juel olie doge sla raised cardiac enzymes +++
ST elevation ( STE-MI/ & <6 ¥ MI dlay L unstable J! ECG o olyuad (o8 (6S6 Le
NSTMI)

catheterisation < s/ thrombolytics < MI zlls T
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Symptom Medication

Angina Aggravated by thyroxine or drug-induced anaemia, ;\ N \_3\
€.g. aspirin or NSAIDs o )
Dyspnoea Beta-blockers in patients with asthma
Exacerbation of heart failure by beta-blockers, some \ M \B
calcium channel antagonists (verapamil, diltiazem), k 3‘*’ 3>
NSAIDs

Palpitation Tachycardia and/or arrhythmia from thyroxine, B3,
stimulants, e.g. salbutamol, digoxin toxicity,
hypokalaemia from diuretics, tricyclic antidepressants

Syncope/ Vasodilators, e.g. nitrates, alpha-blockers, ACE

presyncope inhibitors and angiotensin Il receptor antagonists
Bradycardia from rate-limiting agents, e.g.
beta-blockers, some calcium channel antagonists
(verapamil, diltiazem), digoxin, amiodarone

Oedema Glucocorticoids, NSAIDs, some calcium channel
antagonists, e.g. nifedipine, amlodipine

ACE, angiotensin-converting enzyme; NSAIDs, non-steroidal anti-inflammatory
drugs.

Class Description

| No limitations. Ordinary physical activity does not cause
undue fatigue, dyspnoea or palpitation (asymptomatic left
ventricular dysfunction)

I Slight limitation of physical activity. Such patients are
comfortable at rest. Ordinary physical activity results in
fatigue, palpitation, dyspnoea or angina pectoris
(symptomatically ‘mild" heart failure)

l Marked limitation of physical activity. Less than ordinary
physical activity will lead to symptoms (symptomatically
‘moderate’ heart failure)

v Symptoms of congestive heart failure are present, even at
rest. With any physical activity, increased discomfort is
experienced (symptomatically ‘severe’ heart failure)




Week 4 - Scenario 2 Student Doctor

You are a 4th year medical student in the cardiology outpatient clinic at Prince Hamza
Hospital. You are asked to see a 75 year old male patient named Ibrahim who has
new onset of breathlessness and leg swelling. Introduce yourself and begin taking
your history as you normally would. At the end summarize back to the patient the
history in their own words.

Week 4 — Scenario 2 Male Patient ., Lo <\ b 2.0 oy Brallessness o sl (Lo o ¥
C_/:B ,\,jﬁ jbj 5\,.;:.:\ o 5‘;\ Lié\/‘k él %ﬁ&?\(&ko\é\ﬁf_’a\

Ibrahim Ben Hani

75 years codls N H 3N ¢y £ QMase, Mean Yadwe B
Mafraq i (&»&a&w New Qresaie
Iraqi descent
Large family — married twice and have 16 children Codiac Youre
A LWe
s#4 «PC: Breathlessness over the last few months and both legs are swollen in the last
few weeks ~—

i s indicores worsenn @ Hme
HPC: 4 months breathless — especially climbing stairs and now when walking from

bedroom to bathroom

At night you need 4 pillows to prop you up because if you slip down the pillows you
feel breathless and even wake up on occasions breathless

Last 3 weeks have noticed swelling in both feet
dicares shar

edemn. movenses ~ Worse at end of day and better if prop your feet up

o degerllan aren. No recent chest pain or palpitations

Concern: You feel anxious and concerned about your breathlessness and “you feel
like you don’t have long to live’

PMH: 0
Hearr falure Myocardial Infarction 2017 FIe ks ;: Gharn o gt bober Sl T e g ) A
) o Bovey Yeanr Awre. . Bhorthess of breath when lyin iown, o overcome it ,he increses plows vunber
K focins Hypertension 2006 ' b dun o '
o @
Atrial Fibrillation 2012 \\pmésmg rocnd othopet us €08 £ AL, s gl \ef o ¥
Obesity
DH: Bisoprolol 5mg — f-hldrer “k Becowse o cn}\opne& = Class W

Lisinopril 5mg - ACT isior
Dabigatran —- [ - Q@b\%\&\ww
Allergies: Digoxin

SH: Ex smoker



Scenario 2 Case Discussion — Heart Failure

What went well? What did everyone else think went well? Anything you felt you
could have done differently? What do you need to focus on for the future?

Is there any more information you would like to know (or does anyone else want to
know)?

What diagnosis do they think this history fits with?
Heart failure with symptoms of breathlessness on minimal exertion (class Il to IV
on NYHA — discuss (in introduction)), orthopnoea (propping themselves up with
extra pillows at night) and PND (wakes up breathless if slips down the pillows)
and peripheral oedema with leg swelling. These are symptoms of left ventricular
dysfunction with significant pulmonary oedema and peripheral oedema.

Did they explore the cue about anxiety? How do they feel about this discussion with
a patient? Do they know the prognosis of someone with severe heart failure? (If

have symptoms with HF average life expectancy 36 months — worse if in class Ill and IV on
NYHA)

“B—bWhat are his risk factors for heart failure (highlighted in bold)? What are his risk
factors in general?

Coronary artery disease

Age

Hypertension

Alcohol abuse

Obesity

Smoking

Mitral valve disease

Previous myocarditis

Inherited conditions (cardiomyopathy...)
Diabetes

Certain medications — nsaids, some diabetic medications...

0O 0O O O O o O o o o O

heart .51 cods oS dlluy oSaw

“;}'__Q_ - What is the gold standard test to diagnose heart failure? f;““re
o Echocardiogram — looking for ejection fraction result \>35%, Ehocamliogan o

{Ag&ﬁm ’w».:ﬁun (ST N\‘:‘—‘
*EF S F0% wormolly

Q_}__P_ - How do you manage heart failure?
o Beta-blockers —aim for pulse of 60 bpm (to reduce workload on heart) —
increases longevity of life
o ACEI - titrate with BP but also associated with improved mortality (improves

LT Ve S left ventricular function o o linwice
Parassium £Q0vey durves <o Diuretics — improve symptoms breathless and leg swelling|but don’t improve

mortality S Use loop dinrerics

Stop nsaids and other potential harmful drugs

Maximise BP to target 130/80 mmHg

o If severe heart failure may need to do daily weights, restrict fluids and weigh

regularly
Q-W i %w&‘%\k ovexme

\IEP _’%,\hjm,u%sﬁkww Yexenson &Wo‘(s@(\ihé o/Yr heon Tolute
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Week 4 - Scenario 3 Student Doctor

You are a 4th year medical student in the cardiology outpatient clinic at Prince Hamza
Hospital. You are asked to see a 70 year old female patient named Aya who has been
referred for new onset of fainting episodes. Introduce yourself and begin taking your
history as you normally would. At the end summarize back to the patient the history
in their own words.

Week 4 — Scenario 3 Female Patient

Aya

70 years

Widow has 8 children

Lives alone Hypervroghic  coxfionyopaddes.
L Ner owdlow o\aswmﬁohé

PC: New onset of fainting episodes Seuer_aotic_genose.

i 7

HPC: Over the last month had fainting episodes after exertion — for example walking
upstairs and collapsed on to the floor — lost consciousness but came around quickly

Another episode when carrying shopping back home had chest pain, felt breathless
and collapsed to floor. When you came round there was a crowd around you which
was embarrassing and you were taken to hospital for some cuts and bruises.

Long standing breathlessness on exertion, no difficulty breathing when sleeping or
lying flat

Z}C\“&& \c\mYIr '?—m;\Wz-_
No leg swelling /

Also noticed palpitations particularly when you exert yourself in the last 6 months and
chest tightness like a heaviness on your chest, 7/10 pain scale.

Concern: Because you are a widow your main concern is collapsing whilst alone and
no-one is able to help you

PMSH: Previous endocarditis as a child

Diabetes, Hypertension, Hypercholesterolaemia

DH: Metformin 850mg bd, Ramipril 5mg od, Simvastatin 40mg nocte

FH: Nil

SH: None smoker wdlasl o SA e o v ¥

D ?&?'\Hw'\on + 'Eounw\é = AY&%MO\,
2) 4015 on exertion =p L Newicdar owdlow o betucron

3) Chesr tighness = A T



Scenario 3 Case Discussion — Aortic Stenosis

What went well? What did everyone else think went well? Anything you felt you
could have done differently? What do you need to focus on for the future?

Is there any more information you would like to know (or does anyone else want to
know)?

What differential diagnoses would you consider in this patient?
e Angina with cardiac sounding chest pain with potential Ml
e Arrhythmia — heart block can present with palpitations and fainting episodes
e This case though is actually severe aortic stenosis with exertional syncope

\L_/é_‘&) When somebody presents|with syncope|ask about when them when it happens?

ol g o Lo

Syncope s e With palpitations (arrhythmia)
9—EL-‘—3 S)9 Jov.)

e On standing (postural hypotension)

L.y .. ® Onexertion (severe aortic stenosis, outflow obstruction,
" cardiomyopathy)

(o5 oy dyp Saal\ g

What are the risk factors for this woman’s aortic stenosis?

Age

e Endocarditis as a child

e Cardiovascular risk factors (hypertension, diabetes,
hypercholesterolaemia)

H@n \)\oog @Y%Swfe WIP}W o\zQ ages cwgfeu \/aJ\\/&—P \%@Q}w% 1% caﬁg(‘l&co\v\oy\
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Week 4 - Scenario 4 Student Doctor

You are a 4th year medical student in the cardiology outpatient clinic at Prince Hamza
Hospital. You are asked to see a 65 year old female patient named Rahaf who you
are seeing in the diabetic clinic. Introduce yourself and begin taking your history as
you normally would. At the end of the consultation summarize back to the patient the
history in their own words.

Week 4 — Scenario 4 Female Patient

%‘C\Q\A&K&HOY\:\} QW“% e o on e} musde

&\S\-, w'\\sx\ eXeyaise

Rahaf

65 years

Married, housewife with 4 children
Lives with her retired husband

PC: Noticed painful right calf when walking up hill the last 6 months

HPC: Last 6 months you have noticed that when you climb the stairs you get pain in

your calf — like a throbbing pain that stops when you stop climbing and comes on again
if you carry on climbing —p clodicocion =S

You can manage walking about 50 metres on flat ground before you get pain in your
right calf

¥\.IP S s 52
You feel also coldness and numbness and tingling in your right foot m_

¥NIP + for VY
In the last month you have noticed that your middle toe on your right foot has turned

a black colour and when you walk in the neighbourhood you notice the dogs foIIow%
you around which is very distressing - Qeccouce ok sovgyene Sl

You suffered with painful feet for many years after you were diagnosed with diabetes

You also get night leg cramps in bed and are having to get out of bed to relieve it
You have struggled to control your diabetes for several years- you admit you like
Arabic sweets, chocolate and cake!

Concern disclosed (if asked): The dogs that follow you around which is very

distressin | _
g Zjb%;b \Y\zQiCQ‘reS uncov\wo\\egl Q@\weg

PMSH: Diabetes 2006, Myocardial Infarction 2009, CABG 2010, Diabetic retinopathy

2013

DH: Metformin 500mg tds, Gliclazide 80mg od, Rosiglitazone 5mg od, Aspirin 100mg,
¥

Atorvastatin 40mg nocte. ¥
SH: Ex smoker For dicweres For dicberes

—_—
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Week 4 Scenario 4 - Peripheral vascular disease

What went well? What did everyone else think went well? Anything you felt you
could have done differently? What consultation or communication skills do you need
to focus on for the future?

Is there any more information you would like to know (or does anyone else want to
know)?

What do you think is the diagnosis in this case?

PVD - leg pain on exertion (in this case calf but can be thigh or foot too), coldness
and numbness are all symptoms associated with PVD

The black toe and the dogs following her around is due to gangrene and the smell

What are her risk factors?

o Age

e Poorly controlled diabetes (she already has secondary complications with her
retinopathy so it is likely she has peripheral neuropathy too)

e Cardiovascular factors (ex smoker, high cholesterol, high BP)

What examination would you make on this lady?

Do diabetic foot check — inspection — check for colour changes, hair loss, nalil
changes, gangrene, callus or ulceration (check all areas of the foot), palpate the
pulses, check for peripheral sensation with monofilament and vibration sense v < check v\womc\_j

Do peripheral vascular disease check — all above but include Berger’s test and check
all pulses in leg from aorta, to right groin pulse, popliteal and compare to other side.
Check for bruits. & e hioed fow

v
becamse of obstruction.

Gangrene is the
death of tissue in
part of the body.

Cao;n o%'s

\g ecomes P‘J}\O\(
E——

UNeerarion

Buerger's Test

4.24 Signs of acute limb ischaemia

e Pallor e Pain (worse when muscle
e Pulselessness squeezed)
* Perishing cold * Paralysis

e Paraesthesia

https://youtu.be/FvA-2X28dnk?si=FOqwOt3xwd10@0CKn
Buu‘éer‘ﬁ tesk  explanakion.

4.23 The clinical features of arterial, neurogenic and venous claudication

Arterial Neurogenic Venous
Pathology Stenosis o occlusion of major lower  Lumbar nerve root or cauda equina Obstruction to the venous outflow of the
fimb arteries compression (spinal stenosis) leg due to iliofemoral venous occlusion
Site of pain Muscles, usually the calf but may Ill-defined Whole leg
involve thigh and buttocks Whole leg “Bursting’ in nature
May be associated with numbness and
tingling
Laterality Unilateral or bilateral Often bilateral Nearly always unilateral
Onset Gradual after walking the ‘claudication  Often immediate on walking or Gradual, from the moment walking starts
distance’ standing up
Relieving features  On stopping walking, the pain Bending forwards and stopping walking  Leg elevation
disappears completely in 1-2 minutes  Patient may sit down for full relief
Colour Normal or pale Normal Cyanosed
Often visible varicose veins
Temperature Normal or cool Normal Normal or increased
Oedema Absent Absent Always present
Pulses Reduced or absent Normal Present but may be difficult to feel owing

to oedema
Straight-leg raising ~ Normal May be limited Normal




