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Figure 264-1 Approach to the evaluation of a heart murmur.
ECG, electrocardiogram. (From RA O’Rourke, in Primary Cardiology, 2nd
ed, E Braunwald, L Goldman [eds]. Philadelphia, Saunders, 2003.)
the severity of the cardiovascular involvement that accompanies
many noncardiac disorders.
2. Failure by the cardiologist to recognize underlying systemic disorders in patients with heart disease. For example, hyperthyroidism
should be considered in an elderly patient with atrial fibrillation
and unexplained heart failure, and Lyme disease should be considered in a patient with unexplained fluctuating atrioventricular
block. A cardiovascular abnormality may provide the clue critical
to the recognition of some systemic disorders. For example, an
unexplained pericardial effusion may provide an early clue to the
diagnosis of tuberculosis or a neoplasm.
3. Overreliance on and overutilization of laboratory tests, particularly
invasive techniques, for the evaluation of the cardiovascular system. Cardiac catheterization and coronary arteriography (chap.
272) provide precise diagnostic information that may be crucial in
developing a therapeutic plan in patients with known or suspected
CAD. Although a great deal of attention has been directed to these
examinations, it is important to recognize that they serve to supplement, not supplant, a careful examination carried out with clinical
and noninvasive techniques. A coronary arteriogram should not be
performed in lieu of a careful history in patients with chest pain suspected of having ischemic heart disease. Although coronary arteriography may establish whether the coronary arteries are obstructed
and to what extent, the results of the procedure by themselves often
do not provide a definitive answer to the question of whether a
patient’s complaint of chest discomfort is attributable to coronary
atherosclerosis and whether or not revascularization is indicated.

1. In the absence of evidence of heart disease, the patient should be
clearly informed of this assessment and not be asked to return at
intervals for repeated examinations. If there is no evidence of disease, such continued attention may lead to the patient’s developing
inappropriate concern about the possibility of heart disease.
2. If there is no evidence of cardiovascular disease but the patient has
one or more risk factors for the development of ischemic heart
disease (chap. 293), a plan for their reduction should be developed
and the patient should be retested at intervals to assess compliance
and efficacy in risk reduction.
3. Asymptomatic or mildly symptomatic patients with valvular heart
disease that is anatomically severe should be evaluated periodically,
every 6 to 12 months, by clinical and noninvasive examinations.
Early signs of deterioration of ventricular function may signify the
need for surgical treatment before the development of disabling
symptoms, irreversible myocardial damage, and excessive risk of
surgical treatment (chap. 283).
4. In patients with CAD (chap. 293), available practice guidelines
should be considered in the decision on the form of treatment
(medical, percutaneous coronary intervention, or surgical revascularization). Mechanical revascularization may be employed too
frequently in the United States and too infrequently in Eastern
Europe and developing nations. The mere presence of angina pectoris and/or the demonstration of critical coronary arterial narrowing at angiography should not reflexively evoke a decision to treat
the patient by revascularization. Instead, these interventions should
be limited to patients with CAD whose angina has not responded
adequately to medical treatment or in whom revascularization has
been shown to improve the natural history (e.g., acute coronary
syndrome or multivessel CAD with left ventricular dysfunction).
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available. Several examples may be used to demonstrate some of the 1441
principles of cardiovascular therapeutics:

Despite the value of invasive tests in certain circumstances, they entail
some small risk to the patient, involve discomfort and substantial cost, and
place a strain on medical facilities. Therefore, they should be carried out
only if the results can be expected to modify the patient’s management.
dISEASE PREVENTIoN ANd MANAgEMENT
The prevention of heart disease, especially of CAD, is one of the most
important tasks of primary care health givers as well as cardiologists.
Prevention begins with risk assessment, followed by attention to lifestyle,
such as achieving optimal weight, physical activity, and smoking cessation, and then aggressive treatment of all abnormal risk factors, such as
hypertension, hyperlipidemia, and diabetes mellitus (chap. 417).
After a complete diagnosis has been established in patients with
known heart disease, a number of management options are usually
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