Secondary Prevention
Cases




41 yr/old white male, s/p 3 v. CABG, DM,
hypercholesterolemia moves to area and
wishes to establish care

PMH: had exertional cp-+nuclear stress test, 3 vessel
disease with preserved EF (50%)-had LIMA to LAD,
SVG to Circ, SVG to RCA 1 yr ago; DM discovered

at time of surgery, hypercholesterolemia.

SH: single, warehouse manager, social ETOH, no
tobacco use or elicit drug use.

FH: Mother DM, Father Ml age 45, 2 older brothers
with HTN

Labs: Cholesterol 210, LDL 95, HDL 40, Trigs, 160.
HbA1C 6.9




Current visit
No cardiac complaints
V/S 98.4-70-16-124/78 Wt. 185 Ht. 511"
PE/ROS unremarkable

Medications: atorvastatin 40 mg ghs,
metformin 500 mg bid, lopressor 50 mg bid,

ASA 81 mg gd

Some compliance issues with statin, no
regular exercise, busy at work-has off shift
Spm to 1 am.

What will you do next?




Guideline Directed Care

Diabetes management
HgA1C Goal?
Maintain current medications?
Change medications?
Dietary issues?
Diabetes education?

Hypercholesterolemia management
Goals?
Medication changes?
Activity
Recommendations?
Does he need clearance before beginning exercise?




Other recommendations
Genetic testing/counseling?
Guidelines for follow up testing/evaluation
Other medications?
How do you counsel him about supplements?
Co-Q10

Vitamin E
Fish Oll







A 55 y/o male, retired trapeze artist presents to the
clinic for clearance to start training for a marathon.
He has been running 3 miles/day for the last 10
years. Denies angina or other cardiac complaints.

PMH: DM x 10 yrs, HTN, dyslipidemia, current
cigarette smoking, 40 pack/yr history

PSH: Hx. of fractures/surgical repair related to
trapeze accidents

SH: Retired, works part time at a local nursery.
Divorced with 3 children (ages 21, 24, 26). Social
ETOH, no elicit drugs, smoker as above.

FH: Father died in circus accident at age 28, Mother
has DM, HTN. No siblings.

Allergies- None




Medications: metformin 1000 mg bid,
atorvastatin 40 mg @ hs, lisinopril 20 mg gd.

P.E.. Wt. 195, Ht 5’ 8”, BP 160/88 mmHg,
HR 88 bpm, Lungs: few scattered rhonchi-
clear with cough; Cardiac: S1,S2, no murmur

or gallop. No organomegly. Ext: no edema.

HgA1C- 7.9; Total cholesterol 210, HDL 40,
LDL 108, Trigs 165; creatinine 1.0, BUN 24.
Normal LFT’s. ECG: RSR with LVH, no
evidence of ischemia.




How would you estimate his risk?




CHD score sheet for men using TC or LDL-C categorie s




What are the goals for this patient?

ADA for HgbA1C?
AHA/ACC/NCEP for Cholesterol?
JNCVII/ADA for HTN?

CDC for Activity?

AHA/ACC Secondary Prevention?




Would you change any diabetes
medications?

A. Yes
= \[0]

What would you change?

A. Change dose of Metformin.

8. Add another agent.

c. Leave the metformin the same dose.




Would you change the management
of his hypertension?

Increase the dose of lisinopril.
Add another agent.

Stop the lisinopril.

Both A and B

Both B and C




Would you make changes to
cholesterol treatment?

Increase the dose of the atorvastatin.
Stop the atorvastatin and start a new agent.
Add another agent to the statin.
Do not change anything.




What's next If...

The ECG shows RSR with LVH, no ischemia;
ETT results: 5 min 45 secs Bruce protocol with
horizontal ST depression of .5 mm in V5-V6, no
chest pain.

The ECG shows RSR with LVH, no ischemia;
ETT results: 5 min 45 secs on Bruce protocol
with 1 mm depression |, Il, aVL.




What other Secondary Prevention
Measures would you recommend?

A.  ASA?
What dose?
B. Smoking cessation

What would you recommend?
a. Smoking cessation class.
b. Chantix
c. Nicotine patch/gum







62 y/o white female with metabolic
syndrome, hypertension, moderate LVH,
hypercholesterolemia, obesity (BMI 40).

Medications: metoprolol succinate 100 mg

daily, rosuvastatin 10 mg daily, aspirin 81
mg daily.

LAB: Creatinine 1.6 mg/dL, cholesterol
185, HDL 40, LDL 92, Trigs 160.

BP 135/65 mmHg, HR 55 bpm.




What would you do?
Add ACE Inhibitor
Add ARB

Neither

Both

Discontinue the beta blocker
A and E

B and E




Lisinopril 10 mg daily was added. One week later
her BUN Increased to 32, and serum creatinine to
2.1 mg/dL.

What would you do?

A. Stop ACE inhibitor

B. Continue ACE inhibitor

c. Increase dose of ACE inhibitor
pD. Call your lawyer




What do you recommend for weight
loss?

Medications
Orlistat
Meridia
Ornish
Weight Watchers
South Beach
Protein

Surgical options
Lap band
Gastric Bypass

Increasing activity
Walking program
Fitness center
Monitored program







/6 y/o male with a history of persistent atrial
fibrillation coronary artery disease (s/p CABG x5,
2001), recurrent angina with recent cath
revealing severe diffuse disease with no
reasonable targets amenable to intervention.

Medication: aspirin 81 mg daily, warfarin 5 mg
daily, amiodarone 200 mg daily, amlodipine 10
mg daily, ISMN SA 240 mg daily, digoxin 0.25
mg daily, atorvastatin 80 mg daily, NTG 0.4 mg
prn.




BP 110/76 mmHg, HR 56 bpm, GFR 50
ml/min, digoxin level 1.5 ng/ml.

EKG: currently NSR with QTc 460 ms.




What would you do?

Discontinue amiodarone, add ranolazine
Continue all medications, add ranolazine

Discontinue amiodarone, add beta
blocker

AorD




The amiodarone was discontinued and a beta
blocker was started with improvement in angina,

but after 6 months he was still using an average
of 3-4 NTG SL dally.

Medications: aspirin 81 mg daily, warfarin 5 mg
ally, atenolol 50 mg daily, amlodipine 10 mg
ally, ISMN SA 240 mg dalily, digoxin 0.25 mg
ally, atorvastatin 80 mg daily, NTG SL prn.




Are any medication adjustments required If
adding ranolazine?

. Decrease beta-blocker dose
. Decrease digoxin dose
. A&B

. No adjustments are necessary







60 yr/old African American female referred to the
practice for 6 month hx. of SOB. Diagnosed with
asthma, treated with nebulizers with no relief.

PMH: HTN

PSH: N/A
SH: married, housewife, 5 children in good health,

non-smoker, no ETOH

FH: HTN, DM —mother alive 85 : ESRD father-died
age 63

Medications: HCTZ 25 mg gd, metoprolol 50 mg qd
Allergies: NKA

What testing to you order?




What do you do If

ECG- RSR with LVH- nl PR/QRS, no
Ischemic changes

Echocardiogram: Increased wall
thickness, EF 55%, evidence of diastolic
dysfunction

Further testing
Medication recommendations




What do you If

ECG- RSR with PR interval 180 msec,
QRS 200 msec, LVH by voltage, no ST-T
wave changes

Echocardiogram: EF 25%, no wall motion
abnormalities, increased wall thickness

Further testing
Medication recommendations
Device recommendations




You follow this woman for the next 8 years
and her HF has continued to worsen, she
has had 4 hospitalizations over the last 4
months for exacerbations of HF. She Is on

maximal medical therapy and is not a
candidate for transplant due to her age.

She had an ICD placed 2 years ago and it
has fired once.

How do you address end of life iIssues with
this patient and her family?




