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Cardiology UW 

 The hallmark finding of MS is elevated left atrioventricular pressure gradient that 

ultimately leads to left atrial enlargement. The elevated left atrial pressures are 

transmitted to the pulmonary veins, capillaries, and arteries. These phenomena 

are responsible for the exertional dyspnea and later 

 Anterior wall myocardial infarctions are associated with an increased risk of 

arterial thromboembolism. Therefore, these patients require full doses of heparin 

when they are hospitalized, followed by 3 months of warfarin therapy. 

 First-degree heart block is characterized by a prolonged but constant PR interval > 

0.2 seconds. It is generally an entirely normal condition but may be secondarily to 

increased vagal tone or digoxin. No treatment is required 

 Type I Mobitz or Wenckebach AV block is characterized by a narrow QRS, 

progressive increase in ‘PR’ interval until a ventricular beat is dropped, then the 

sequence is repeated. It may occur with digoxin toxicity, increased vagal tone or 

an inferior wall MI. The condition is transient and does not progress. If the patient 

is symptomatic, atropine may be administered or a temporary pacing is 

considered. 

 Mobitz type 2 block is characterized by a fixed PR interval with an occasional 

dropped beat in a 2:1, 3:1, 4:1 pattern. The QRS is usually wide. This type of heart 

block is seen after an MI or degenerative conduction system. The conduction 

block is dangerous and all patients with this arrhythmia have to be monitored in 

the ICU. The rhythm can progress to complete heart block and necessitates a 

permanent pacemaker. When patients with this rhythm are identified, atropine 

must be available at the bedside at all times, until a permanent pacemaker is 

inserted 

 A ventricular premature beat is characterized by the occurrence of a QRS complex 

which has duration of > 0.12 seconds, is premature relative to the normally 
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conducted beat, does not follow a ‘P’ wave and typically produces a fully 

compensatory pause. Premature ventricular contractions are benign and if they 

occur in isolation, no treatment is warranted 

 Premature atrial beats usually occur in the presence of normal sinus rhythm with 

a narrow QRS morphology. The ‘P’ wave morphology is abnormal. The arrhythmia 

may be entirely normal or may be due to anxiety, congestive heart failure, 

hypoxia, caffeine or electrolyte alterations. Once the precipitating cause is 

removed, the PACs disappear 

 Age-dependant idiopathic sclerocalcific changes are the most frequent cause of 

isolated aortic stenosis in elderly patients. These changes are common and 

usually have minimal hemodynamic significance, but sometimes may be severe 

 Beta-blocker is probably the best initial treatment for HTN associated by stable 

angina, because it would decrease the threshold for the development of an 

anginal episode and control the hypertension. Besides that, it is believed that 

beta-blockers are cardioprotective; they can potentially reduce the risk of major 

cardiovascular events and arrhythmic episodes by decreasing the sympathetic 

output to the heart. 

 Look for electrolyte abnormalities and correct them in patients with arrhythmias. 

Know the story of digoxin and furesomide. 

 Situational syncope should be considered in the differential diagnosis of syncopal 

episodes. The typical scenario would include a middle age or older male, who 

loses his consciousness immediately after urination, or a man who loses his 

consciousness during coughing fits 

 Always suspect malignant hypertension in patients with very high blood pressure 

(>/= 200/140 mmHg). Presence of papilledema on ophthalmoscopy confirms the 

diagnosis. The pathologic change responsible for end-organ damage in malignant 

hypertension is fibrinoid necrosis of small arterioles. Renal failure with elevated 

creatinine level and oliguria can develop rapidly in this case without treatment, 

but its presence is not required to diagnose malignant hypertension 

 The diagnosis of ventricular septal rupture can be made if there is evidence of left 

to right shunting on Swan-Ganz catheter readings, when a 2D-echo is not 
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available ‘V’ waves in the pulmonary capillary wedge pressure tracing may be 

present in MR 

 Warm compresses and elevation are treatments for venous phlebitis 

 Intra-arterial thrombolysis has become an alternative to surgical embolectomy. 

The choice depends on several factors. If the patient has a clot in the proximal 

arteries, such as bifurcation of the common femoral artery, embolectomy is 

better, whereas, for embolus in distal arteries such as the tibial artery, intra-

arterial thrombolysis may be a good alternative 

 Dilated cardiomyopathy may be seen following viral myocarditis (postpartum), 

particularly following Coxsackie B infection. Diagnosis is made by echocardiogram, 

which typically shows dilated ventricles and diffuse hypokinesia resulting in 

systolic dysfunction (low ejection fraction) 

 UWE of AMIODARONE: 

o Pulmonary toxicity: Pulmonary toxicity is associated with total cumulative 
dose rather than the serum drug levels. Longer the use of amiodarone, the 
higher the chance that patient develops pulmonary fibrosis. It is an 
excellent drug for both atrial and ventricular arrhythmias but the multiple 
side effects limits its long-term use.  

o Thyroid dysfunction: It can also cause thyroid dysfunction including both 
hypothyroidism (most common, 85%) and hyperthyroidism (15%). Since, 
the thyroid dysfunction is so common with the amiodarone, patients 
should have TSH level checked before starting treatment and every 3-4 
month intervals.  

o Hepatotoxicity: Transient elevation of aminotransferases occurs in upto 
25% of patients. These patients are usually asymptomatic; however, the 
drug should be stopped if there is more than 2 fold elevation of 
aminotransferases. 

o Corneal deposits: Corneal deposits occur in most patient’s receiving 
amiodarone because the drug is secreted by lacrimal gland. Most patients 
do well without problems with visual acuity. Presence of corneal deposits is 
not a contraindication to continue the drug. 

o Skin reactions: Skin reactions, specifically a bluish-slate gray discoloration 
of the skin (usually most prominent on the face) is also seen 
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 Procainamide is a drug used to treat atrial and ventricular arrhythmias. However, 
it has few side effects including nausea, lupus like syndrome, agranulocytosis and 
prolonged QT. 

 Lidocaine is a Class I B anti arrhythmic agent used in the treatment of ventricular 
arrhythmias. High doses can cause confusion, seizures and respiratory 
depression. 

 Quinidine is a class I A anti arrhythmic agent used in the treatment of atrial 
arrhythmias. It does have a few well-known side effects including diarrhea, 
tinnitus, prolonged QT, torsades, hemolytic anemia and thrombocytopenia 

 Digoxin is an excellent inotrope, which has been used in the treatment of atrial 
arrhythmias. It can cause nausea, anorexia, AV block, ventricular and 
supraventricular arrhythmias, blurred vision, disturbed color perception. 

 Speckled pattern on echocardiogram is very specific for amyloidosis 

 Isolated systolic hypertension is an important cause of hypertension in elderly 
patients. It is created by decreased elastic properties of the arterial wall. Always 
treat isolated systolic hypertension, in spite of the fact that diastolic blood 
pressure is not elevated. The drug of choice would be hydrochlorothiazide 

 Whenever a patient of chronic aortic regurgitation develops symptoms of LV 
dysfunction, he should undergo aortic valve replacement after his congestive 
symptoms are relieved by intense medical treatment with digoxin, diuretics, and 
vasodilators (ACEi) 

 Jervell-Lange-Nielson syndrome: AR, prolonged QT, sudden death, deafness, 
family history. Rx: B blocker, if syncope episode presents: B bocker + Pacemaker. 

 Hypertrophic cardiomyopathy is the most common cause of sudden cardiac death 
(SCD) in young athletes 

 In cardiac tamponade, there is sinus tachycardia and hypotension. Pulsus 
paradoxus is also present in this condition. There is jugular venous distension with 
a prominent 'y' descent 

 History of isolated bypass surgery, history of Kawasaki disease without valvular 
dysfunction and history of rheumatic fever without valvular dysfunction DOES 
NOT need IE prophylaxis 

 Torsades de pointes is also termed polymorphic ventricular tachycardia. It is a 
very rapid VT, characterized by a gradually changing QRS morphology. It is often 
self-terminating but may degenerate into frank ventricular tachycardia. The 
majority of these patients have prolonged QT interval during sinus rhythm. It is 
important to recognize this arrhythmia, both because of its life threatening 
potential and because of specific modalities of therapy, which it requires. The 
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most common offending agent, which causes Torsades, is Quinidine. Other drugs 
include procainamide, tricyclics and disopyramide 

 Hyponatremia is a bad prognostic factor in patients with heart failure 

 Don’t increase digoxin level if renal failure presents. 

 A detailed medical history and physical examination is the most effective way to 
screen a low risk population for the presence of underlying cardiac disease. Echo 
is not necessary for screening purposes if history and PE is negative. 

 Classic supraventricular tachycardia. Look at the narrow complex QRS 
morphology. SVT is usually recognized by a HR of >140/min, regular, loss of ‘P’ 
waves and narrow QRS complex. If the patient is hemodynamically unstable, 
electrical cardioversion should be performed immediately. However, if the patient 
is stable, vagal maneuvers should be attempted initially. If these fail to convert 
him to normal sinus rhythm, IV adenosine push is the drug of choice. Verapamil is 
no longer the drug of choice for this purpose but can be used as a second line 
drug 

 Aortic dissection typically presents with severe chest pain, which is tearing or 
ripping in quality and may radiate to the back. There is usually a difference in the 
pulse rate or blood pressure between the two arms. Mediastinal widening may or 
may not be noted on chest x-ray. Transesophageal echocardiogram (TEE) or 
thoracic CT with IV contrast are used to confirm the diagnosis. Aortic dissection 
may cause impaired consciousness or neurological deficits due to involvement of 
the carotid arteries 

 Diagnose right ventricular infarct, which should always be suspected in the setting 
of an inferior wall MI, with hypotension. Understand its pathophysiology and 
hemodynamics: decreased compliance and impaired diastolic dysfunction 

 Prinzmetal's angina: transmural ischemia 

 Subendocardial ischemia that occurs in the setting of angina pectoris produces ST 
segment depression, not elevation. 

 Transmural infarcts are characterized by ST segment elevation followed by the 
development of Q waves and elevation of cardiac enzymes 

 The study of choice for diagnosis and follow-up of abdominal aortic aneurysms is 
an abdominal ultrasound 

 Thrombolytic therapy is indicated when the chest pain is suggestive of MI and 
there is documented ST segment elevation greater than 1 mm in two contiguous 
leads after sublingual nitroglycerin administration to rule out coronary 
vasospasm. Another indication for thrombolytic therapy is new or presumably 
new left bundle branch block. Thrombolytic therapy is not indicated for an acute 
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MI with ST segment depression and it is also not indicated for unstable angina as 
in these settings no benefit has been demonstrated. Thrombolytic therapy can be 
given when ST depression occurs in a posterior MI especially in the setting of an 
inferior wall MI (in that situation it is the equivalent of ST segment elevation, only 
seen backwards, in a mirror 

 The triad of treatment of NSTEMI is: IV heparin, beta-blockers and aspirin 

 In a patient with an MI who develops a cold leg, one has to get an ECHO to rule 
out a thrombus in the left ventricle 

 In patients with hyperthyroidism-related tachysystolic atrial fibrillation, a beta-
blocker is the drug of choice 

 The classic findings of pericarditis on EKG are: 

o Diffuse ST segment elevation with upward concavity at ‘J’ point.  
o No new ‘Q’ waves  
o 'PR’ segment elevation in aVR with ‘PR’ depression in other leads 

 Dipyridamole can be used during myocardial perfusion scanning to reveal the 
areas of restricted myocardial perfusion. The redistribution of the coronary blood 
flow to ‘non-diseased’ segments induced by this drug is called coronary steal 
phenomenon 

 Mitral valve prolapse is the most common cause of mitral regurgitation in USA 

 Presence of hypotension, pulsus paradoxus, and pulseless electrical activity in a 
patient with a recent acute MI should make you think of free ventricular wall 
rupture 

 The most common cause of aortic dissection is systemic HTN 

 First-degree heart block is a completely benign arrhythmia and requires no 
treatment 

 HCM follows autosomal dominant inheritance 

 It is important to remember that peripheral edema is a common side effect of the 
treatment with dihydropyridine Ca-channel antagonists like amlodipine. These 
medications can cause significant edema, as in this patient, due to the property to 
dilate peripheral blood vessels; it is NOT an allergic reaction! If the edema is 
significant, the drug should be discontinued 

 Transesophageal echocardiography or computed tomography are the diagnostic 
studies of choice for suspected aortic dissection 

 CHF + AF: Digoxin slows the ventricular response rate in atrial fibrillation by 
slowing down AV conduction and thus increasing the diastolic filling. It also has a 
beneficial effect in patients of systolic dysfunction due to its positive inotropic 
effect. 
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 Bluish discoloration and cool fingers in the ICU are a common finding after use of 
norepinephrine for hypotension 

 Beta-blockers are used to treat chest pain, palpitations, and autonomic symptoms 
of MVP 

 All the above options may cause MR but in HOCM it is the systolic anterior motion 
of mitral valve leaflet that causes mitral regurgitation 

 Thiazide diuretics are the initial antihypertensive of choice in patients with 
osteoporosis 

 Thiazide diuretics are the initial drugs of choice in people with isolated systolic 
hypertension 

 elevated pulmonary capillary wedge pressure are compatible with left ventricular 
dysfunction 

 This patient has clear evidence of ST elevation in the inferior leads (II, III, and aVF) 
suggesting acute inferior wall myocardial infarction. Inferior wall myocardial 
infarction results from the occlusion of either the right coronary artery or the left 
circumflex artery. In most studies with acute inferior myocardial infarction, the 
culprit lesion was in the right coronary artery than in the left circumflex 
artery with a ratio of 4-5:1. Also, remember that in patients with 
inferior myocardial infarction who have right ventricular infarction, the culprit 
artery virtually always is the right coronary artery. This patient has bradycardia 
and hypotension suggesting involvement of SA node and right ventricle; so, in this 
case it is most likley a RCA occlusion 

 In patients presenting with significant peripheral vascular disease, calcium 
channel blockers are preferred as anti-hypertensive agents (Amlodipine) 

 Even though IV beta-blockers improve mortality in acute MI, they are 
contraindicated in the presence of pulmonary edema 

 Loop diuretics should be given to treat pulmonary edema in MI patients 

 Digoxin is useful in the setting of chronic congestive heart failure and it is not 
useful for the treatment of acute cardiogenic pulmonary edema 

 ACEi contraindicated in hypotensive patients 

 LV aneurysm can cause CHF in a patient who sustained an anterior wall MI in the 
past. A double apical beat and persistent elevation of the ST segment are 
important diagnostic clues. Chest x-ray usually shows a characteristic prominence 
of the left border of the heart 

 Suspect aortic dissection in a patient with acute retrosternal pain and a normal 
EKG. Check blood pressure in both arms and auscultate for diastolic murmur of 
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aortic regurgitation. Transesophageal echocardiography is the preferred 
diagnostic tool. Before performing the TEE, HTN should be controlled 

 The murmur of AR is intensified by leaning forward and holding the breath in 
expiration (Valsalva). 

 Asymptomatic premature ventricular contractions (PVCs) management: 
observation (Holter and stress tests) 

 Amiodarone has significant side effects and the drug should not be used long 
term. It has a half-life of > 45 days 

 Viral infection is the most common cause of myocarditis that results in idiopathic 
dilated cardiomyopathy. The most frequently implicated virus is Coxsackie’s B 
virus 

 Cigarette smoking although increases the risk of cardiovascular disease 
substantially in patients suffering from hypertension its moderation or cessation 
is not associated with a reduction of high blood pressure. Therefore cessation of 
cigarette smoking is strongly encouraged in patients suffering from HTN but 
only to reduce the risk of cardiovascular disease and not to reduce high blood 
pressure.  

 Weight reduction in obese patients leads to a significant fall in blood pressure 

 A clear association has been found between excessive alcohol intake and 
development of hypertension 

 Nitrates are contraindicated when a patient is continuously or intermittently 
taking sildenafil (Viagra). It is recommended not to use nitrates within 24 hours of 
the last dose of sildenafil 

 Atrial myxomas can present with systemic features and findings similar to MS 
(but no opening snap) 

 Once sick sinus node syndrome has been diagnosed, the best treatment is 
placement of a permanent pacemaker 

 Antihypertensive management should be the first step in patients with aortic 
dissection with hypertension 

 Stress EKG or an exercise echocardiogram should be considered for risk 
stratification in patients with stable angina 

 All patients with unstable angina should be hospitalized and treated with aspirin, 
IV heparin, and IV nitroglycerin. Once the patient is free of chest pain, an 
angiography can be performed non-emergently 

 Tuberculosis is the most common cause of constrictive pericarditis, in immigrant 
population. It should be considered in patients with unexplained elevation of JVP 
and history of predisposing condition. Some other causes of constrictive 
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pericarditis are idiopathic (42% in USA), post radiotherapy (31% in USA), post 
surgical (11%), connective tissue disorders, neoplasm, uremia, sarcoidosis, etc. 

 The initial treatment of variant angina is with nitrates or calcium channel blockers. 
A second drug is added when there is insufficient response to single drug therapy. 
Therefore, this patient will best be treated with either nitrates or calcium channel 
blockers. Aspirin and propranolol are not indicated 

 In the treatment of cocaine-related cardiac ischemia, the first-line drugs are 
benzodiazepines, nitrates, and aspirin 

 The typical auscultatory finding in HOCM is a harsh diamond shaped systolic 
murmur best heard at the left lower sternal border 

 HCTZ is the initial drug of choice in patients with chronic persistent asthma 

 Elderly patients are particularly sensitive to fluid loss, and even mild hypovolemia 
may predispose them to orthostatic syncope, especially upon getting up in the 
morning. BUN/creatinine ratio is a useful indicator of dehydration 

 Aortic stenosis is asymptomatic unless it is severe. Even severe aortic stenosis can 
remain silent for many years. Aortic valve replacement is indicated only when 
aortic stenosis becomes symptomatic. Coronary angiography is done to evaluate 
possible coexistent coronary artery disease in those patients of aortic stenosis 
who are being considered for surgery. Infective endocarditis prophylaxis and 
repeated regular follow-ups are recommended for all patients of aortic stenosis 
even if they are asymptomatic 

 Emphasize the importance of CK-MB for the diagnosis of recurrent myocardial 
infarction 

 Reentrant ventricular arrhythmia (ventricular fibrillation) is the most common 
cause of death in patients with acute myocardial infarction 

 Treatment for most causes of restrictive cardiomyopathy is ineffective and 
discouraging except for Hemochromatosis. Phlebotomy and iron chelation 
therapy with subcutaneous deferoxamine may result in substantial improvement 
in most cases of Hemochromatosis if these measures are implemented early, 
before cellular damage becomes irreversible 

 Atrial flutter with unstable hemodynamics is best treated with cardioversion. 
Acute atrial flutter with stable hemodynamics can be treated with cardioversion 
or can be managed with rate control. Chronic stable atrial flutter is best treated 
with rate control, which is best achieved with either calcium channel blockers or 
beta-blockers 

 Lidocaine used only in VENTRICULAR arrhythmias 
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 Think of cocaine intoxication in a young patient presenting with chest 
pain/myocardial infarction or stroke. Features of cocaine intoxication are cocaine 
bugs, agitation, decreased appetite, dilated pupils, elevated or decreased blood 
pressure, tachycardia or bradycardia, and sweating 

 Alpha-blockers are preferred in patients with BPH and an unfavorable metabolic 
profile (dyslipidemia, glucose intolerance) 

 Know how to recognize and treat right ventricular infarction. IV NS to increase the 
outflow from right ventricle should be considered in these patients. All drugs 
which decrease the preload (nitrates, diuretics) should be stopped. 

 In a post-MI hypertensive patient, beta-blockers and ACE inhibitors are preferred 
over diuretics and calcium channel blockers. Beta blockers decrease myocardial 
oxygen demand by reducing heart rate and contractility. ACE inhibitors are 
indicated when EF is decreased 

 Aspirin, beta-blockers, ACE inhibitors and spiranolactone improve survival in 
patients with heart failure, while digoxin and loop diuretics does not provide any 
survival benefit 

 Features suggesting isolated diastolic dysfunction of the left ventricle are the 
normal cardiac size, the normal ejection fraction and normal left ventricular end 
diastolic volume, as well as the presence of an S4 gallop. Beta blockers are the 
initial drugs of choice for the treatment of isolated left ventricular diastolic 
dysfunction as they improve diastolic filling by lowering the heart rate and 
increasing the diastolic filling time. They also reduce the myocardial oxygen 
demand and cause regression of left ventricular hypertrophy due to reduction of 
blood pressure. Calcium channel blockers are added when beta-blockers fail to 
treat symptoms of isolated diastolic dysfunction of left ventricle. Try not to use 
diuretics or ACEi. 

 It is better to keep systolic pressure < 130 mmHg to slow end-organ damage in 
patients with diabetes and chronic renal failure 

 Propranolol is the drug of choice in patients who present with hypertension and a 
benign essential tremor 

 The earliest EKG finding in acute MI is peaked (hyperacute) T waves, followed by 
ST segment elevation, followed by the inversion of T waves, followed by the 
appearance of Q waves 

 This patient’s ischemic symptoms are most likely due his anemia and a blood 
transfusion is most likely to be helpful in this patient 
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 The only investigations that can give a positive diagnosis in IE patients are positive 
blood cultures and the presence of vegetations on a transesophageal 
echocardiogram. 

 When atrial fibrillation is associated with hemodynamic compromise, 
cardioversion is the treatment of choice 

 n all cases of ST elevation MI, reperfusion therapy with thrombolytics or 
PTCA(PCI) with or without stenting must be performed as soon as possible. 
PTCA(PCI) is preferred over thrombolytics. It has been recommended that PCI is 
the reperfusion therapy of choice as it has a better outcome than thrombolysis. 
However, this choice is usually available only in major tertiary care centers. If 
possible, immediate transfer to a PCI center within one hour away also has been 
shown to have better outcomes than thrombolysis 

 Diastolic and continuous murmurs as well as loud systolic murmurs revealed on 
cardiac auscultation should always be investigated using transthoracic Doppler 
echocardiography. Midsystolic soft murmurs (grade I-II/IV) in an asymptomatic 
young patient are usually benign and need no further work-up. 

 Fluid overload can lead to pulmonary edema and heart strain (elevated CVP and 
an S3 gallop). Overhydration is one of the most common causes of perioperative 
pulmonary edema. However, a perioperative myocardial infarction (MI) should be 
ruled out in all patients who have evidence of acute pulmonary edema. MI is less 
likely because cardiac specific troponin T and CK-MB are not increased. CK and 
LDH are usually elevated after tissue trauma/surgery 

 Know that prevention of recurrent attacks of rheumatic fever with antibiotic 
prophylaxis may slow down the progression of mitral stenosis in adolescents. 
Asymptomatic MS do not require any treatment except penicillin prophylaxis 

 Electrical alternans is an important EKG finding for the diagnosis of pericardial 
tamponade. Other findings include sinus tachycardia and low voltage QRS 
complexes 

 Premature atrial beats are benign and neither require any follow up nor 
treatment 

 Early third heart sound and inspiratory increase in jugular venous pulse present in 
constrictive pericarditis. 

 NSAIDs (sometimes corticosteroids) are the first line of therapy for most cases of  
pericarditis, but not with uremic pericarditis. Uremic pericarditis is an absolute 
indication for initiation of dialysis in patients with chronic renal failure. Know the 
indications and contraindications of dialysis in uremic patients. Remember that 
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the decision to start dialysis is not strictly based on serum creatinine or BUN 
levels 

 The most important auscultatory finding of MVP is mid or late systolic click that 
may, or may not, be followed by a late systolic crescendo-decrescendo murmur 

 Bicuspid aortic valves represent the most common cause of aortic stenosis in 
middle age adults 

 Amoxicillin is the drug of choice for prophylaxis of infective endocarditis in dental 
and respiratory procedures. In patients who are allergic to penicillin, alternatives 
include cefazolin, clarithromycin or clindamycin 

 The treatment of ventricular fibrillation is STAT defibrillation with 200-360 
joules. If defibrillation fails, lidocaine or amiodarone (drug of choice) can be 
loaded and the patient shocked again. Epinephrine can sensitize the heart and 
lower the threshold for conversion 

 Calcium channel blockers do not improve survival in patients with acute MI. On 
the other hand, aspirin, thrombolytics, ACE inhibitors and beta-blockers have 
been shown to improve survival in patients with acute MI 

 Severe diastolic dysfunction is present in restrictive cardiomyopathy 

 Total abstinence from alcohol is the mainstay of alcoholic cardiomyopathy 
management and it may reverse this condition if it is employed earlier in the 
course of the disease 

 Screening should be done in all first-degree relatives of the patients of 
hypertrophic cardiomyopathy and the most effective way of screening these 
people is echocardiography 

 Ventricular tachycardia in the presence of a stable blood pressure does not 
warrant cardioversion. The best treatment is loading with lidocaine or 
amiodarone (drug of choice). 

 S. Viridans is the most frequent case of IE in patients with damaged heart valves 
and is overall the most common cause of infective endocarditis. S. Aureus is the 
most frequent cause of IE in IV drug abusers. S. Epidermidis is the most frequent 
cause of early (within 2 months of surgery) PVE (or prosthetic valve endocarditis). 
After 2 months from surgery, the organisms causing PVE are the same as those 
responsible for native valve endocarditis 

 Atrial fibrillation in MS is due to left atrial dilatation 

 In third degree AV block, no atrial impulses will travel to ventricles. So, atria and 
ventricles beat independently and have their respective rates; in this case the 
atrial rate is 80/min and the ventricular rate is around 30/min. These patients are 
at very high risk for sudden cardiac death and they should be admitted in ICU and 
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permanent pacemaker should be placed as soon as possible. Atropine should 
always be made available at the bedside 

 Beta-blockers are contraindicated in all types of heart block 

 Any patient who comes from South America and have findings suggestive of 
cardiomyopathy should make you think about Chaga’s disease (Trypanosoma 
cruzi). Almost all these patients will have a have a history megacolon or mega-
esophagus 

 Thiazide diuretics have some unfavorable metabolic side effects including 
hyperglycemia, increased LDL cholesterol, and plasma triglycerides. Electrolyte 
abnormalities that can be induced by thiazide diuretics include hyponatremia, 
hypokalemia, and hypercalcemia 

 Any patient who presents with sudden onset of chest pain, SOB, and has evidence 
of hypoxia and the new onset right bundle branch block should be considered as 
having a PE until proven otherwise. Therefore, the next best step from the 
choices offered is to get a V/Q scan 

 Only beta-blockers have been shown to decrease perioperative mortality, 
probably by decreasing intraoperative myocardial ischemia. 

 UWE of antihypertensive drugs: 

o Beta-blockers can worsen severe peripheral vascular disease while helping 
for blood pressure. Other contraindications include asthma, COPD, 
depression, bradycardia, second or third degree heart block, Raynaud’s 
phenomenon, and diabetics prone to hypoglycemia 

o Second and third degree heart block and congestive heart failure, with 
systolic dysfunction, are contraindications to the use of calcium channel 
blockers. Nifedipine and related drugs produce side effects like dizziness, 
flushing, headache and edema 

o Hyperkalemia and pregnancy are contraindications to the use of ACE 
inhibitors. Dry hacking cough is the most common side effect of ACE 
inhibitors, which sometimes limits their use 

o Clonidine has a high incidence of side effects like dry mouth, sedation, 
sexual dysfunction, and severe rebound hypertension on their withdrawal 

 The primary mechanism responsible for the effect of nitroglycerin in patients with 
anginal pain is dilation of veins (capacitance vessels) and decrease in ventricular 
preload. 

 Think of PE in a postoperative patient with JVD and new onset RBBB 
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 Vasovagal syncope is the most common cause of syncope. It is frequently 
recurrent. Upright tilt table testing may be indicated to confirm the diagnosis if 
the syncope is recurrent 

 High-dose niacin therapy that is used to treat lipid abnormalities frequently 
produces cutaneous flushing and pruritis. This side effect is explained by 
prostaglandin-induced peripheral vasodilatation and can be reduced by low-dose 
aspirin 

 Procainamide or disopyramide are the drugs of choice for Atrial fibrillation in the 
context of WPW syndrome. Remember digoxin and calcium channel blockers 
should not be used because they can increase the conduction of impulses through 
the accessory pathway, thus leading to malignant arrhythmias and hypotension 

 It is important to recognize that oral contraceptives can be a potential cause of 
hypertension, and simply discontinuing its use can correct the problem 

 Recognize and differentiate acute pericarditis from other causes of recurrent 
chest pain in the setting of an acute MI. Dressler’s syndrome, an autoimmune 
pericarditis, is a late complication of acute MI that usually develops between the 
second and tenth weeks post MI 

 Presence of complete RBBB (or) ‘ST’ depression at rest of less than 1 mm are NOT 
contraindications to perform stress testing. Stress testing with imaging is 
indicated when the patient has complete left bundle branch block, an 
idioventricular rhythm, Wolff-Parkinson-White syndrome, and ST depression of 
greater than 1 mm at rest. 

 Amiodarone has the potential to cause lung fibrosis and SHOULD BE AVOIDED in 
patients with history of pulmonary fibrosis 

 Aneurysms of Aorta 

o In a young male who presents with an aneurysm of the descending aorta, 
the most likely cause is a history of prior blunt chest trauma.  

o Atherosclerosis is the most common cause of aneurysm of the descending 
aorta. However, the patients are much older, have a history of smoking, 
and peripheral vascular disease 

o Marfan’s syndrome is associated with aneurysms of the ascending aorta 
o Mycotic aneurysms result from a localized infection. It may occur 

anywhere, but is most common in the femoral artery followed by the 
ascending aorta. The most common pathogen is Staph aureus followed by 
Salmonella. Syphilitic aneurysms were common in the past decade but are 
rare today 
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 In AF: Anytime if the patient is hemodynamically unstable, treatment of choice is 
electrical cardioversion. If the patient is hemodynamically stable, then you have 
to think whether it is an acute process? or a chronic process?. If it is an acute 
process then you can choose to convert the patient to sinus rhythm by either 
cardioversion or you can keep the patient under rate control. If it is a chronic 
process then it is best managed with rate control along with anticoagulation. Rate 
control is best achieved with diltiazem or metoprolol 

 Lidocaine is a class IB anti-arrhythmic drug that is effective against a variety of 
ventricular arrhythmias and has a wide therapeutic-to-toxic ratio. It is widely used 
to control complex forms of ventricular arrhythmia (e.g., ventricular tachycardia) 
in patients with acute coronary syndromes. At the same time, its use 
prophylactically to prevent the development of ventricular fibrillation in patients 
with acute myocardial infarction is discouraged. Clinical trials demonstrated that 
prophylactic lidocaine decreases the frequency of VPBs and diminishes the risk of 
ventricular fibrillation, but the overall prognosis is unaffected. The problem is that 
lidocaine can increase the risk of asystole in these patients. Lidocaine has little 
effect on myocardial contractility. So, Lidocaine is not used prophylactically in 
patients with acute coronary syndromes. Although its use decreases the risk of 
ventricular fibrillation, it may increase the risk of asystole 

 Electrocardiographic manifestations of digitalis: 
o ST segment depression, T wave inversion and first degree AV block can 

occur at therapeutic levels of digoxin 
o Atrial tachycardia along with variable degree of AV block is the most 

important EKG finding of digitalis toxicity and it has a high specificity for 
digitalis toxicity 

o Atrial flutter, atrial fibrillation and Mobitz type II block are rare arrhythmias 
induced by digitalis toxicity 

 Statin intolerance should be suspected if the patient develops myalgias and 
elevated serum transaminases. Symptoms usually develop within few weeks to 
few months of starting statin therapy. CPK elevation greater than 10 times normal 
in the presence of myalgias defines statin induced muscle injury. Concomitant use 
of drugs like gemfibrozil, niacin and cyclosporine increases the risk for the 
development of myopathy. Other risk factors include hypothyroidism and 
hepatobiliary disease. A possible explanation of statin induced muscle damage is 
reduction of CoQ10 production by statins and CoQ10 is required for energy 
production by muscle cells 

 I.V atropine is the drug of first choice in patients with symptomatic bradycardia 


