
PMH: CAD and single 
artery bypass grafting 
in 1991 for LAD 
stenosis. Stent placed 
10yo in L main. 
Obstructive sleep apnea
Restless leg syndrome
Meds:
Analgesic meds 
(narcotic), increased in 
frequency 
Aspirin 
Statin
Losartan
Dilaudid

Fam Hx: none

Soc Hx: none

Health-Relate
d Behaviors: 
none

Allergies: 
none

CC:  syncope + leg pain 
 
HPI:  79 yo man p/w syncope and L leg 
pain. The L leg pain began after a fall. 
Prior to episode, pt had light-headedness 
and called out to wife. Pt reports 2 
minutes of LOC after fall, no previous 
episode of this before. Prior to this, pt 
reports dyspnea for 1 week. Denies CP, 
reports taking analgesic medicine 
(narcotic) and has been increasing 
frequency due to pain.  

Vitals: T: 36.3 HR: 70 BP: 131/50 RR: SpO
2
: 100% on 2L NC

Initial Exam:
Gen: large BMI
HEENT: no obvious JVD, neck exam limited by BMI
CV: Heart sounds distant
Pulm: limited by body habitus, no wheezing, crackles, 
rhonchi 
Extremities/Skin: chronic LE edema 

Notable Labs & Imaging:
Hematology: 
WBC: 9.72 Hgb: 12.2 Plt: 138   
Chemistry:
Na: 139 K:  4.4 Cl: 105 CO2: 22 BUN: 52 Cr: 1.89 (0.79 a few 
weeks back) glucose: Ca: Phos: Mag:
AST: 55 ALT: 59 Alk-P: 162 T. Bili:  Albumin:  
Imaging:
EKG: sinus tachycardia, low voltage, otherwise wnl 
CXR: mild congestion, cardiomegaly, signs of previous 
cardiac surgery 
CT head: normal 
X-ray: L leg fractures of distal fibula, medial malleolus, 
Seen by ortho: pre-op eval
Pt reported worsening SOB. BP 88/50, RR 24, Afebrile, 
IV fluids started. Lactate wnl. 
V/Q scan sent: 
Echo bedside: large pericardial effusion 1.8cm posteriorly, 
dilated IVC
Pericardiocentesis: 500ml dark red blood
Final diagnosis: pericardial effusion  

Problem Representation (Who/What/When): 
Aliquot 1: elderly man p/w syncope and L leg pain
Aliquot 2:  79yo M p/w syncope and L leg pain following a prodrome of 
light-headedness, subacute dyspnea for 1 week and a PMH of CAD w/ stent 
placement.  
Aliquot 3: 79yo obese male with a PMH of CAD w/ stent placement p/w LOC 
and L leg pain following a prodrome of light-headedness, subacute dyspnea 
for 1 week and chronic LE edema. 
Aliquot 4: 79yo obese male with PMH CAD p/w LOC, leg pain after a fall, 
subacute dyspnea with e/o low platelets, subacute rise in Cr and fracture in 
LE. 
Aliquot 5: 79yo hospitalized M who developed hyperacute worsening SOB, 
shock, increased RR with PMH of recent LOC and L leg fractures.  

Teaching Points (Debora):
● Who: Male or Female, Age, PMH, Family and social history, Healthy related behaviors 

(drugs etc.), Exposure (e.g. travel). Risk factors (e.g. Immunocompromised)?
● What: Physical exam, Laboratory, Imaging, Pathology.
● When: Hyperacute,  Acute, Subacute and Chronic.
● Why: Mechanism of the disease. 
● Highlights: Syncope → transient low pressure (vascular resistance or cardiac output). 

Cardiovascular problem: Vascular or heart. 
● Dyspnea: Heart (cardiac output), Lung,  others (e.g. medication, anemia)
● L pain: when he fall, thrombus, trauma.
● Edema: (Heart/Liver/Kidney?): Obesy, congestion, obstruction, pulmonary 

hypertension, thrombosis (PE → dyspnea).
● PMH of Bone Fracture: risk for fat emboli.
● Chest pain: 4 (ACS, Tamponade, Pericarditis, Takotsubo) + 2 (PE, Pneumothorax) + 2 (Esophageal 

rupture/impaction). 

● Fat embolism: Dyspnea, tachycardia, decrease platelets → most common cause: Long 
bone fracture.

● Low platelets and a HPI of bone fracture and acute renal injury → consider TTP and 
fat embolism as differentials.
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