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Preface .
&>

The contents of this book are not meant to cover the field of cardiology comprehen-
sively. My aim is to provide a concise textbook that students of cardiology can use
when evaluating patients with possible cardiac problems. No cardiologist knows
everything there is to know about cardiology, but I have trigd to include the most
important points 1 have learned and taught over the past 30 years.

Many students, house staff, and cardiology fellow trainees spend 4 to 8 weeks on
a cardiology consult or inpatient service. Experience varies, but hospitalized pa-
tients as well as effice patients are evaluated. A student, house officer, or cardiol-
ogy trainee on an inpatient consultation service sees patients in acute cardiac units,
on the general medical service, and on nonmedical services. Often, the patients on
the nonmedical service are seen either for a preoperative assessment of a possible
cardiac condition or a postoperative assessment of a symptom, sign, or abnormal
laboratory value that may be related to a cardiac condition.

In this context, the student of cardiology is often faced with a complex diagnostic
and therapeutic problem rather than a simple problem in physical diagnosis. One
rapidly learns that patients with heart disease may have many clinical presentations;
for example, some patients present with severe chest pain or life-threatening ar-
rhythmias, while others may be asymptomatic but have an abnormality found on
physical examination or routine laboratory tests such as the electrocardiogram.

The goal of this book is to allow the student of cardiology to arrive at a clinical
diagnosis based on the history, physical examination, and commonly used labora-
tory evaluations in cardiovascular medicine.

Because the ability to communicate well with patients and colleagues and an
understanding of the role of clinical trials are hallmarks of the excellent physician, [
have included chapters on these subjects at the beginning of the book.

Most students, and many physicians, are not familiar with the modem diagnostic
tools of cardiology. Thus, early in the book, 1 devote nine chapters to commonly
used cardiovascular diagnostic tests, emphasizing their usefulness and limitations.

Eleven chapters are devoted to the evaluation of patients with specific signs,
symptoms, or electrocardiographic abnormalities. Included in this section are chap-
ters on evaluation of the cardiac patient undergoing noncardiac surgery and evalua-
tion of the pregnant patient with cardiac symptoms. I think these latter two chapters
will be particularly useful on inpatient consultation services.

Seven chapters are devoted to the definition, pathophysiology, diagnosis, and
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managenient ol paticnts with ischemic heant disease. Included in this section is a
separate chapter dealing with drugs commonly used in the treatment of ischemic
heart disease. This s a long section, but the lenigth is warranted because of the
common occurrence of ischemic heart disease in carrent medical practice.

Five chapters are devoted to-the pathophysiology, clinicat-and taboratory find-
ings, diagnosis, and treatment of patients with heart failure with and without valvu-
lar heart discase 1 have also included i this section a chapter on cardiac transplan-
tation for the treatinent of patients with end-stage cardiac disease.

Ihree chapters are devoted to the general principles of management of patients
with arrhy thmias, including digitalis itoxication.

I avd included a chapter on preventive cardiology and one On the tréatnient of
panents with Nypgncn\mn (0 emphasize their nnporlanu. in the man.aguncn( “of
puums with and without heart discase. Of course, treatment and prevention also
apply (o paticrts with Keart disease, such as those recovering from’ .lcme myocardml
infarction or lollowing angivplasty or heart surgery .

" Eight thapters dre devoted o the diagnosis and munagement of selécted bpu.lllt
condifions. such us afitral valve pmlapw acute rheumauc {ever, acute and chronic
pericatditis, ihlective ‘endocarditis, pubmonary embolism, cardiuc tamponade, and

congenital lu.u‘l disease in lhc adult Of these. pulmonary embolus will hc the most
coniitonly seécn.

Finally, séparate chiplers are dcvulul to cardioversion and pnnupILs of cardio-
pulmonary resuscitation.

C. Richard Conti, M.:D.
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ThmkmgAbout ;'C'ariiﬁology

The worst Kind of physicians are those who make a diagnosis based oo an isolated -
piece of data and then spend a great deal of time and money trying to prove that they
are right’ Don’t be afraid to change a diagnosis if the facts leamed later in the evalua-
tion are not consistent with the initial impression.

—C.R. (.

A LITTLE HISTORY

As recently as 30) years ago, cardiology was not at all the defined discipline it 15
today. As a medical student and house officer, T learned urdlolugy by chance rather
than by design. There were no formal clinical clerkships for medical students or
house officers. If T happened to have a cardiology patient, the general medical
attending physician and medical house stall taught me gencml prm«.lplca as (hcy
related to that specific case. There was little cardiac surgery and therc were few
diagnostic pmcedures of any sort.

Today, Lardlology is a defined suhapu.ldl(y and m.dtmcm has expandcd grcatly
Frequcnﬂy patu:nts with cardmvascular discase lead pmduuwe longer lives than
in the past. This is ‘accomplished because of better diagnostic techniques, better
drug therapy, and better surgery. In addition, patients are better educated about risk
factors and their role in maintaining health.

ATV L1 3388 1 e 28 Ay
FHET IR VA it e 3

HOW bClENTIFl(‘ IS LARDI()LO(;Y’

Cardlo!ogy is'now'a broad spaully that is taught in exhaushve detail and by
meticulous design. It is supported by a Iarge and growing array of diagnostic and
therapeutic equipment; @ better grasp of pathogenesis and' pathophysiology, and 4
vasi-literature about basic research and clinical trials. ‘However, because of the
differctices between individuals, it'is :mpmmblt fnr pnncrplcs of cardlology to have
the same applicition in every patient. = 7

‘Scientific studies, such as-clinicat trials, ‘provide gmddlncs'for' didgrosis-and
treatment. Unfortunately, no clinical trials aré' conducted perféctly; and many pa-

!



2 THINKING ABOUT CARDIOLOGY

tients treated by cardiologists do not fit the study population of the trial. Therefore,
even under the best circumstances, the physician must be alert to the individuality of
each case. Thus, the science of cardiology cannot be inflexible, and the practice of
cardiology is based on experience and judgment.

THINKING LIKE A SCIENTIST

Despite this lack of absolute rules, the good cardiologist can almost always ap-
proach a case in a scientific manner by remembering to do the following:

® Obtain the most information possible from all sources, particularly the patient and
the patient’s family.

® Perform specific tests only to achieve specific goals, never subjecting the patient
to any risk or discomfort unless the possible benefit is measurable.

® Question casual historical points (e.g., the patient has a history of myocardial
infarction) when there is no documentation.

o Write in the chart with clarity and accuracy.

* Search at all times for new clues, not only for information that corroborates the
initial diagnosis.
e Search for secondary medical problems; even if there is an obvious cause for a
patient’s illness, there also may be other medical problems that must be treated.
® Pay attention to details and save them for later consideration if they do not
immediately seem pertinent.

® Pay aitention 1o the entire clinical presentation rather than focus on single details
taken out of context.

® Reevaluate your clinical impression—and possibly repeat diagnostic tests—be-
fore initiating treatment.

e Consult with other physicians if there is doubt about diagnosis or treatment.

® Monitor treatment to make sure it remains appropriate and does not trigger new
problems in the short term. Long-term monitoring is required to assess the value
of treatment in any patient.

REASONABLE EXPECTATIONS

Treatment of patients with cardiovascular disease has two favorable but different
results: cure and palliation. Palliation is far more common than cure. Some students
are distressed when they realize this, but they become more comfortable when they
stop thinking of palliation as a failed attempt at a cure. Take the patient who has
life-threatening ventricular arrhythmias who bas had one episode of ventricular
fibrillation. At present, we do not know how to “cure” the arrhythmia, but drugs
usually can be identified that will control it and prevent ventricular fibrillation.
Patients may not live as many years as they like, but the chances of living at all and
living a icasonably good life on the medication and under close medical supervision
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are good. That is not a failure; it is a success. If a coronary artery bypass occludes
after 7 years, one must remember that it is the nature of atherosclerosis to cause
* occlusion, and a “cure” for atherosclerosis does not yet exist. The original surgery
was not a failure; it gave the patient seven reasonably good years he otherwise
would riot have had, and angioplasty or new surgery will probably give him more.

Most of what cardiologists do helps patients to live longer and better, and now
that we are more aggressive in the prevention of cardiac disease, the next several
years will see even more success.

WHAT IS A CARDIOLOGIST?

A cardiologist is an individual who, in addition to a residency in internal medi-
cine, has participated in a specialized educational program dealing specifically with
cardiovascular medicine and surgery. To be eligible to take the cardiovascular sub-
specialty board examination, the individual must demonstrate not only procedural
knowledge but also cognitive knowledge to ensure optimal patient care and treat-
ment.

A good cardiologist will have passed the subspecialty board examination in car-
diovascular medicine. In addition, however, the good cardiologist

* Understands the pathogenesis and pathophysiology of cardiovascular disease and
uses that understanding to solve problems.

* Has good clinical skills, i.e., is expert at the bedside talking with patients, eval-
uating them through history, physical examination, and simple laboratory tests.

® Does not order procedures until a diagnosis and plan is formulated based on
clinical evaluation, as opposed to ordering procedures and tests in the hope of
finding a solution.

¢ Has a solid foundation of medical knowledge kept up-to-date by reading cardio-
vascular literature. This allows the good cardiologist to integrate any new infor-
mation into his or her thinking relating to the care of patients.

* s not just a great technician who can perform all sorts of procedures.

o Has excellent clinical judgment. Judgment comes from basic knowledge about

cardiovascular disease and experience gained by patient contact. The cardiologist

with excellent clinical judgment (1) integrates medical facts and data obtained

from history, physical examination, and laboratory tests; (2) recognizes his or her

limitations; (3) has an awareness of alternative diagnostic or therapeutic pro-

cedures; and (4) understands the potential benefits of therapy as well as the poten-

tial risks, complications, and unwanted effects of therapy.

Must be involved in the overall evaluation of a patient, not just the part relating to

technical skills.

Is an educator to the patient and the patient’s family and, by doing so in a human-

istic way, gains their confidence.



Communicating With
Patients -and.-l?hy;sicians

".mir dnéim arcﬁc'%mgm wrgcom hchimﬂogiits' mesthécmmgm(s o
nthers—m teaching hospitals. . . . Most [of my doctors] were fairly decent fellowsi
Each rlacked wae «chasacter; trait: tbe -ability to_spend ting ! with. the, patient. | Never.
underestimate the valye, utgunc Asnd 0.4 man, each had frouble listening, [hcy hac.t :
lots of information (not unnecessary or unwanted), and were eager fo defiver it 1f only
. Lhit oncthe right question. ot evenif not. . . Ne one wants 4o talk about death, o5 even | -
about pain, about mourning one’s lost Tunumm Only. une purse, hyud me sobbing at
one “Da*’(”i hour ul”lh... Q\ormng as | lhnugh! abiont my fnepds I;mdl'T,lmlly [an:ll}
relived experiences Ever to he captured dgdin! Thexperly. shé tubbed iy ‘arm’ai
gently tatked of her Similarexperiehces, antil T-dozed off. Nis pills, o shots, not even
g nk:minghﬂ‘ words: the Lmﬁuubm totch: :md‘ smlhmg/ voice 'of a kindly: mother with | <

-~L«mr¢nw B(Iljullllll PhD (IQ.H ’935‘”;,”
t/\.\sm.lalc Professor of Ps’ hnlu&y 1

Einstein College be* M%drcme fmm a I&fcr o
hlwmdiﬂ?sﬁﬂ" g 2T stk weluseny

mios nsnchol dnsmel
lNI‘R()DlIL”I'I()N
giph bas 2iust isaibam 29
Ew,ry “physician who'works Mecﬂywhh‘pmm dmgtmweualuales, manages
treatmient; refers patientsta/other dectord; donsulis with. other doctors, and teaches
the patient aboutiliness and responsiblé recuperation. in'addition, mamy. physicians
conduct clinical trials or'basiciresearely and pubkishy their results. Every one of these
functiofs” requires expertise in‘communication. but communication-per se/-isifiot
taught in medical school. It is something the student is expected to fearn along the
way. ‘Since: meaningful exchanges with.other people are essential in every facet of
the practice of medicine. it is important for the studerit to knoa. at feast what itiis he
or she must learn.

1gEn 1 ~4L_ui ST H SR 11 H R ] .‘ft---




COMMUNICATION 5

Fior usy o —’FRU‘I‘HWLNESS ANDOPTIMISM

pav e cenastl wigsnen 190 w2t woeds bamsst yaes svad oy vy ey 1

Ts be-of the greatest’ help 'to: your! patients and-colleaglies, yo;u wiust ﬁm bé
horest with yotrself: The' best physician in‘the world<is the one:whe it \:wnumgz«v
say YThis case is beyond me) 'and Phéed help. Pm- gbmg to consun with or refer!
this patiént t6 another pliysician 22707 © cenvie o cood T visiune o e aslnoaih

s alko’ éssential o recognize when the patient’s emotionat needs are beyont:
vour #bility or desire to cope with' them! Iristead of shortening 2 visit to avoid the:
patient’s distress, make sure you know how to connect that patient with an appropri<
ate expert. This is more than a courtesy; it is good medical practice because anx-
ious, depressed, agitated patients often cannpt fpllaw doctors” instructions for self-
care.

Before you. dncn.s; lests or treatments, wn;,h thc pancm mch sure you are aware
n[ extully what lhey en;all ,xnd can answer, quesuoqs ]ujle 1 ' the p.mcn( asks you a
quﬁslmu )uu capnot amwer never brush it aelde Tell !he: patlem you do not know.
but you will ﬁnd out, Then make sure you get hzgok to. llv: pauqnl with !he_gggwgr_as
s00n us passible. . it

Whu\ discus 'ng thc progmms try to be g:nllc .uul opumlsm whlle alﬁo bemg
reallsl iC . Runembcr that data from 'L.llmkdl frials are mugh guld?llnc.;» l'qr rreatmcm
.md pu)gnobps guxd that lht_y should never he used to predut the course. of dme.nsc or
recuperation in the, mdmdual patient, '

-
R TAT te Ity ¢ O Bb b E QTSI S |
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CcomPLETENESS "

ln lakmg thc hlsmry, let lhe patient tell you whag is L_mng, on Yuu huvg to dnregl
the Lonvereauon,,()( Lour';e but be as eubllg .md pohte as pmsnblg I)o nul m;pmlpl
the patient who is | (ﬂhnggpout somethmg,he or shc cgls I uupommll,r yer,
when xou potice repefition, you can say, Let’s go bat:l\ to lhmmher pomt 'alise'l_'
was upe lear ,;bouu ) Ygu can, theu shnf( the di mcusslpn ina dqucuon 1hat ls more
hclplul Ior dlagn(me Lf you, cannor mak,c a. dlagno.\n aftcr_the :rulnql wqu up
rgy,new lhe hls[pry wuh lhc pauenl agam apgl ;N‘ the patlen amlly quesuor;s as
well
T ltis usentml lhat you know whethcr thc lrea(menl is curanvé or pa[”atlve in epch
case, and that you make sure your patient understands his or her reﬂponmblil(leq for.
risk factor modification. continuing on drug therapy, and exercise programs. Your
communication in this case may'Havéé betiot-only with the patient but also with
the family. and it may have to be written as well as verbal. For example, after
surgical répair-of an-atrial-gepral defect. the patient is cured.But after replacement
of & stenatic'aortic valve, the disease is palliated The symptoms are'relieved and so
are the physieal tindings, but the valve i not perfect. The patient will have to take
anticoagulants and. on‘accasion, antibioties for the rest of his or:her life: and must
be mtormed of ﬂm hcmm me surgcrv amd mmml fnr it .memnvd )




