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II. Teaching Using an Index Card: Attending Rounds in Your Pocket
(Adam Segal, MD)

III. Bedside Cardiac Assessment: 6 – 2/2/2/2: A multidimensional/multiformat seminar offering a System and prototypical findings
(Jim Meisel, MD and Dan Chen, MD)
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 (Tom Barber, MD)
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Adult Learners Prefer to…  (Recap and food for thought)
1. Be actively involved in their learning

· The overarching principle 

· Encourage students to take responsibility for their own learning
· Show relevance of the learning

· Participate in a fun and safe teaching environment

· Discussion essential

· Have the learner contribute by teaching

2. Have enthusiastic teachers (the other overarching principle)

3. Have a need to know what they're learning

4. Set own learning objectives.  Explicitly ask learners about their backgrounds, needs or expectations.
· set learner centered learning goals

· establish discrete goals;  knowledge, attitudes, and/or skills

· specify how and when goals will be assessed and accomplished

5. Learn concepts rather than disparate facts

· Understand rather than memorize. 

· Use facts to support two or three concepts
· Encourage thinking aloud so that others in the group can learn from          
others

· "Take me through this step by step”
· "Why do you think this is?"

6. Be able to apply what they've learned soon after learning it
7. Get feedback on their performance

· “Catch them doing something right, early and often.” (Hershman)

· Characteristics of good feedback: honest, timely, specific and continuous; reinforces desirable behaviors, clarifies “improvement.” Includes a follow-up action plan.
8. Learn from their teaching experiences
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BEDSIDE CARDIAC ASSESSMENT
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Take-home points:
· Content:

· Structure:
Easily remembered systematic approach 
1. How does the patient look?

2. What does the heart feel like?

3. Assess the right side of the heart

4. Assess  the left side of the heart

5. Only then, auscultate 

6. ECG, CXR, other studies

· Prototypical (LV) findings upon which students can build their (cardiac exam) skills
· 2 PMIs (“pressure overload” sustained-diffuse, “volume overload” laterally displaced-dyskinetic)
· 2 gallops (“pressure overload” S4, “volume overload” S3)
· 2 systolic murmurs  (AS, MR)
· 2 diastolic murmurs (AI, MS)

· Format: multiformat/multidimensional
· Cases (rewind scenarios)

· Aural mnemonics

· Heart sound simulator

· Blackboard

· Human (instructor) demo

· Handouts

· Instructor follow up
BEDSIDE CARDIAC ASSESSMENT

Learning objectives:
After working through this case with classmate(s) and then participating in the Bedside Cardiac Assessment seminar, the 3rd year BUSM student will be able to

1) Apply the 6-step systematic approach to bedside cardiac assessment 

2) Identify, interpret and teach to classmates eight prototypical “2/2/2/2” left ventricular exam findings 

3) Recognize how subtle bedside findings can change management (sometimes with  life-saving implication)

THE CASE (Part A):

Your intern presents a new admission on work rounds:

“Mr. Smith is a 60 year old man with multiple cardiac risk factors c/o indigestion and shortness of breath for 20 minutes today.  For the last six months this has occurred on shorter and shorter walks, but today is the first time it occurred at rest.

  

“On exam, he’s afebrile, 140/84 both arms, 78, 16, 96% on room air.

Stocky white man in NAD.

JVP 7 cm.

Cor: regular, S1S2; soft, II/VI systolic ejection murmur.

Abd: soft, nontender

No edema.

 

“Labs: ECG: NSR at 76, LVH, no ischemia. Didn’t have an old one for comparison.

“First set of cardiac enzymes: troponin <0.006.

“CXR: No CHF

“Rest of the routine admission labs (CBC, panel 10, LFTs and Coags) were entirely normal.

 

“So—to put this all together… This is a 60 year old gentleman with several additional coronary risk factors, now admitted with a 20 minute episode of indigestion, previously only brought on by exertion; and normal ECG and cardiac enzymes.  He’s been pain-free since the ED. Given his risk factors the story is most concerning for angina, although once that’s ruled out GERD is a likely etiology.  

 

“He’s gotten oxygen, aspirin and lovenox.  When the 3rd set of enzymes and today’s ECG are back and normal, we’ll run him on a treadmill and see if he gets the symptoms or has any ECG changes."

“Let’s examine him…”

 

 

QUESTION: Do you feel comfortable with this bedside cardiac assessment?

THE CASE: Part B (1st version):
Early that afternoon, you’re told the patient had some chest discomfort while walking back from the bathroom.  Your intern asked you to go see him, and she’ll be right there.

The patient is sitting on the edge of the bed, looks okay and says his pain is now gone.  You ask if you might examine him.

 

1. Appearance: Skin is slightly pale and damp.

2. PMI: diffuse (about 4 cm) and sustained in the mid-clavicular line.

3. R heart: normal JV contour and pressure (7 cm)

4. L heart: palpation of carotids reveals impulses that are bilaterally weak and delayed.
5. Auscultation: What is your hypothesis about what’s going on for this patient? What do you expect to hear?

6. ECG: pending 

Your intern arrives and reassures you that the treadmill stress test is scheduled for the next hour or two. 

QUESTION:  Should this additional information change the clinical picture or planned exercise stress test?

 ...OR, 
THE CASE, PART B — rewind, a 2nd version:
Similar history, admission presentation and hospital course, but two variables (the gallop and the murmur) create a new scenario:
This pt has physical exam findings of acute ischemia, including an S4 gallop and a new MR murmur….
QUESTION:  Should this additional information change the clinical picture or planned exercise stress test?
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