CORONARY ARTERY DISEASE

 Main Teaching Points:

1. Cover the different kinds of stress tests that are available, how they work, what information they give, how to select the best test.

2. Emphasize that the out-patient management of most cases of CAD should be done by the Primary Care Internist.  The only reason to get a cardiologist involved is for a cath.  In most cases, the cath can be avoided.  Not everyone needs a cath.

Question:
What kinds of stress tests are there?  What more information do you need to select the proper stress test?  (This discussion will take some time.  Allot about twenty minutes.)

CASE #1

Kathy Kathme is a 60 year-old woman with a history of chronic stable angina diagnosed two years ago.  At that time, she had 2 block exertional chest pressure, and a positive treadmill test.  She was stated on Atenolol and aspirin, and her angina became asymptomatic.  Of late, she’s been complaining of exertional dyspnea and chest tightness that feels different than her previous symptoms.  The symptoms usually come at about 4 blocks, but are not particularly reliable.  At the behest of her previous physician, Dr. J. Helms, she’s continued to smoke a half pack per day, and she’s indulged her gluttony to the point of a 30# wt. gain.  Her examination is unremarkable and her resting ECG is unchanged.

Question:
What are the diagnostic possibilities?  How would you like to sort them out?

CASE #2

Nancy Post is a 70 year-old woman who is status post an inferior wall MI a few months ago.  Prior to discharge from the hospital, she had an exercise radionuclide cineangiogram (RNCA) that was “okay.”  She’s been absolutely fine since discharge.  He was given a bunch of medicines to take, but since she felt so well, she discontinued them.  She comes to you for follow-up.

Question:
What would you like to do for her?

CASE #3

Bruce Persantinovsky is a 60 year-old man with a history of astronomical hypertension, 1,000 pack-years of filterless cigarette smoking, uncontrolled diabetes, and LDL of 300, and an HDL of 1. He comes in for an initial visit complaining of new onset exertional substernal chest pressure, accompanied by shortness of breath, left arm tingling, and palpitations lasting several minutes, relieved by rest and the sublingual nitroglycerine tabs, bequeathed him by his many first degree relatives who’ve died of MI’s at a young age.

On exam, his pulse is 80, his blood pressure is 190/90, his lungs are clear, and his cardiac exam is normal.  The only other abnormality is a strange rash on his chest that seems to spell out the words “ANGINA PRECTORIS” in erythematous macules.’

“Bruce,” you say, “I don’t wish to alarm you, but in your case the pretest probability of Coronary Artery Disease is an astounding 110%.  Indeed, I will swallow my stethoscope if you don’t have it.  We’re going to need a stress test.

Question:
What kinds of stress are there?

Question:
Does the patient need a catheterization?  See Above.

CASE # 4

Stan Hosis is a 53 year-old man with a few months history of typical exertional angina.  The stress ECG you ordered showed the following:  Mr. Hosis resting heart rate was 75, with a BP of 155/90.  The ST segments on the resting ECG were normal.  The patient exercised to Stage IV of the Bruce Protocol (12 minutes).  The maximum heart rate attained was 150.  At peak exercise the BP was 200/100.  The test was terminated due to substernal chest pressure and shortness of breath.  At ten minutes, there were 2 mm horizontal ST depressions in leads II, III, and aVF.  The ST segments returned to baseline within a minute of termination of the test.  There were no exercise-induced arrhythmias.

You decide to begin the patient on anti-anginal therapy.

Question:
What are the possibilities?

Question:
What co-existent diseases, morbidity’s, or conditions should you consider before choosing a medicine?

Question:
What are the most common side effects of these agents?

Question:
Does the patient have one, two, or three-vessel disease?  Which vessel (s)?

Question:
What now?
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