FEDERAL STATE BUDGETARY EDUCATIONAL INSTITUTION OF HIGHER EDUCATION
"KAZAN STATE MEDICAL UNIVERSITY" OF THE MINISTRY OF HEALTH OF THE
RUSSIAN FEDERATION

Department of Primary Care and General Practice

Model Clinical Vignette #1
In the discipline "Primary care"

A 32-year-old man consulted a primary care physician with complaints of:
— severe, pressing, retrosternal chest pains, which lasted for about 2 hours from midnight; 1 en

had no effect;
— pressing and constricting retrosternal chest pain and shortness of breath on t

e clinic,

which resolved at rest; because of frequent stops, the patient had to make, the road tq,th half an
hour instead of 10 minutes.
Medical history: over the past two years, he notes an increase in blood p t6 180/100 mm Hg,

for which he consulted a doctor but did not take the recommended drugs. Randomymeastirements of BP reveal
BP in the range of 140-150/80-90 mm Hg. At the same time, the work- ed an increase in total
cholesterol level up to 7.4 mmol/L and LDL 4.0 mmol/L; pharmac icalNtreatment for this was not
prescribed — he was following a diet. For four years, he has been sufferi type 2 diabetes mellitus, is
being followed-up by an endocrinologist, and takes metformin, S00Nng two times a day. During therapy,
fasting glycemia is 6.0-7.0 mmol/L; glycated hemoglobin i %

Nr as a salesman in a men's clothing store.
ac@rbations in spring/autumn no more than once
iedof myocardial infarction at 52 years old; mother
f allergic reactions. Psychosocial history: smokes

Anamnesis vitae: he grew and developed norma
Past diseases: myocarditis in childhood; chronic gast
a year; appendectomy at age 18. Family history: fa

is suffering type 2 diabetes. Allergies: there i histo
from the age of 15 (20-30 cigarettes a day

Physical exam: general conditi
m, weight of 112 kg, BMI of 31.

etiou8. The patient looks well-nourished and has a height of 1.89
body temperature of 36.6°C. The skin and visible mucous
membranes are normal in colem p lymph nodes are not enlarged, and there is no edema. On
comparative percussion of theflungs {resonant note; on auscultation — vesicular breathing, small bubbling
wet rales in a small amougt in thelower parts of both lungs (below the angle of the scapula), respiratory rate
— 22 per minute. Heart s are muffled and rhythmic, and the heart rate is 50 per minute. BP 120/70 mm
Hg. The abdomen is $gft an -tender. The liver does not protrude from the costal margin.
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EKG is shown below:
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Answer the following questions:

1. Whatis't w
2. What ju8ti e diagnosis?

differential diagnosis with at least three diseases having similar presentation.
indication(s) for hospitalization in this patient?
t or tests would you order next? When would you schedule them?
. on-pharmacological approaches would you recommend?
! h medications (with doses, forms of administration, and frequency) would you prescribe? What
the side effects that you would monitor?

8. What goals would you set for primary/secondary prevention, and how would you achieve them?
9. What should be done during follow up and long term monitoring?




MODEL ANSWER VIGNETTE #1

1. Anteroseptal STEMI. Concomitant diagnosis: Arterial hypertension Grade III, stage 3. DM type 2
(target HbA1 <7%). CVD risk is very high (4).

2. Justification/criteria for the diagnosis are:

target HbA1

prolonged (2 hours) attack of chest pain on the night before treatment;
first-onset angina of high functional class when walking up to polyclinics;
increased cardiac troponin T;

acute MI on EKG (ST-segment elevation by more than 1 mm in leads V1-V4);

<7%.

The diagnosis of hypertension is made based on its history, medical records (t eng consulted

a doctor about this), as well as complaints of an increase in BP up to 180 g at home.
1OV

Grade I1I is based on the BP levels of up to 180/100 mm Hg. c

the wall involved is in accordance with the EKG leads, in which the ST segment j %
The patient's comorbidities include grade III hypertension, stage 3, risk 4; type 2 % us,

Stage 3 is diagnosed based on target organ damage, especially ular system (this
patient had an MI at the time of visiting a doctor).

The risk of cardiovascular complications (4, very high) baged o ree of increase in blood
pressure, presence of >3 risk factors (male sex, smoking, tds, mellitus, a positive family
history of CVD — the father died of myocardial infarotion befgre the age of 55) and target organ

damage — (MI).

Diabetes mellitus is established based on ana is ical records; the target HbA1 value
is based on the patient's age (young) and t‘ enc® of a severe complication of diabetes

mellitus — myocardial infarction.

3. Differential diagnosis:
a) chest pain of coronary origin: anﬁa pectofi$, myocardial infarction, acute coronary syndrome;

b) non-coronary chest pain: C

) pain in respiratory dis
d) pain in diseases t

€) pain in diseages o

ociated with the pathology of the coronary vessels:
arditis, myocarditis, cardiomyopathies, paroxysmal
ia, etc.;
isy, pneumonia, pneumothorax, etc.;
loskeletal frame of the chest: myositis, Titze's syndrome,

dissecting aortic aneury
tachycardias, neurocircul

osteochondrosis With ra
ominal organs: hernia of the POD, cholecystitis, pancreatitis, gastric
ulcer, etc.

Pericarditis Costochondritis
- —  Sharp chest pain that radiates | — Localized sharp pain;
trapezius, fever, weakness; — 1 with movement;
- — 1 with respiration; — reproduced by palpation
0s1 or reproduced; — | with sitting forward, or crowing rooster
— ed with exertion; — = pericardial friction rub; maneuver.
— | with NTG or rest; — =+ history of infection;
— =+ EKG As: ST Depression, T- | — EKG: (diffuse ST Elevation
wave Inversion. & PR |, opposite ina VR +
Pericardial effusion.

4. Since this patient has STEMI, this patient requires immediate hospitalization in a tertiary care facility
with PCI and ICU/CCU. Record an EKG STAT, give NTG sublingually, and Aspirin 325 mg. Call an
advanced-care ambulance and transport the patient on a stretcher to the hospital.



EKG conclusion: regular sinus rhythm, normal electrical axis. PQ = 180 ms, QRS = 84 ms, ST-segment
elevation in leads VI1-V5. Given that the patient has
ST-segment elevation MI and the duration of symptoms is less than 12 hours, reperfusion therapy is
recommended (Class 1A), preferably primary percutaneous coronary intervention (Class 1C). This
type of medical care is provided in specialized vascular centers operating across the country.

5. It is necessary to take an EKG and EchoCG (to confirm acute coronary pathology, such as hypo-/a-
kinetic regions). Check cardiac troponin T or I (biomarkers to determine the level of damage to
cardiomyocytes in the blood and confirm the diagnosis).

In the hospital: doppler ultrasonography of the neck and lower extremities vesselsfto detect
atherosclerotic lesions, daily EKG monitoring to detect ischemic changes and rhyth es,
TEE and TMT to identify exercise tolerance and the degree of ischemic changes.

6. Non-pharmacological approaches during the current visit: After the patient's conditionthasgstabilized:
— make the patient comfortable: lie down/sit;
— placing the patient in a room with good ventilation;

— make sure air entry to the patient is not blocked;
— remove tight clothes, unbutton shirts. %
7. Outpatient: antiplatelet therapy at the prehospital stage of treatm is patient includes the intake

of 250 mg of acetylsalicylic acid and 600 mg of clopidogr

In patients with STEMI with ST-segment elevatio
recommended for the early onset of myocardial repesfusi

recommended to use acetylsalicylic acid and idegre
respectively).

Inpatient treatment: aspirin 125 mg in the m or¥elopidogrel 200 mg 1 time in the morning,
Isosorbide mononitrate 60 mg per day, 5 mg per day, atorvastatin 20 mg at night,
Nadroparin calcium 0.3 s.C. 1 time per day, Enalapril
6.25 mg at night, with an increase i %ted according to the blood pressure. When the patient's
condition is stabilized, conduct,c ry @figiography and decide on the method of myocardial
revascularization (angioplasty ad sterting?or coronary artery bypass grafting).

use of dual antiplatelet therapy is
e first contact with the patient, it is
in loading doses (250 and 600 mg,

be as lean as possible without being underweight;

— physicalactivity 3@ mins/day x 5 times/week;
— sat <40%, trans unsaturated fatty acids <1%;
- perday;

vegetables (2—3 servings) per day;
= s vegetables (23 servings) per day;
=2 times per week;

c gms unsalted nuts (15 gm walnuts, 7.5 gm almond, 7.5 gm hazelnut);

no alcohol or limit <2 drinks for men, <1 drink for women;
smoking cessation.

9. Outpatient follow-up: After discharge from the hospital, observation by a cardiologist until the general
condition of the patient stabilizes two times a month. A year after the stabilization of the condition,
patients can be supervised by the general physician (GP). Recommended frequency of clinical,
laboratory, and instrumental examinations by the patient after MI:

— annually: CBC, Biochemical blood tests (2 or more according to indications);
— quarterly: lipid profile (achieve target LDL-C values);
— annually/biennially: urinalysis (1-2 per year);



— EKG (4 or more): at least once (more frequently if indications), Holter EKG monitoring, stress
test, EchoCG, CXR.



FEDERAL STATE BUDGETARY EDUCATIONAL INSTITUTION OF HIGHER EDUCATION
"KAZAN STATE MEDICAL UNIVERSITY" OF THE MINISTRY OF HEALTH OF THE
RUSSIAN FEDERATION

Department of Primary Care and General Practice

Model Clinical Vignette #2
In the discipline "Primary care"

A 28-year-old male presented to the primary care physician with the following complaints: <
Chief complaints:
e Episodes of dyspnea accompanied by shortness of breath, dry paroxysmal coug % ation of
"chest tightness and wheezing," occurring 2-3 times daily per week
e Persistent nasal congestion, frequent sneezing, especially in the morning a n exposure to
household dust
e Sleep disturbances due to impaired nasal breathing %

and morning sneezing,

particularly when exposed to household dust, for 3 years. Over the pas , he developed episodes of
dyspnea accompanied by shortness of breath, dry paroxysmal ¢ wheezing. These symptoms are
triggered by exposure to household dust, physical exertion, ipftalationl of tobacco smoke. The patient

associates the exacerbation with recent home renovations possible®exposure to cold. Episodes resolve
spontaneously within 2-3 hours in fresh air. No prior me K

Past medical history:
e Normal growth and development
e Atopic dermatitis in early childhood

e Frequent upper respiratory tract in% >
Family history: Mother has bronchial %
Allergies: Denies food or drug@

Immunization history: @omple ildhood vaccinations; no immunizations in the past 12 years

y since age 16

ol consumption
clder

Social history:

abnorm@lities noted. Lymph nodes: No peripheral lymphadenopathy. Respiratory: Chest symmetrical with
equal bilateral expansion; percussion reveals normal lung resonance; auscultation reveals vesicular breathing
with occasional dry rales on forced expiration. Peak expiratory flow: 80% of predicted. Cardiovascular:
Regular rhythm, normal heart sounds. Abdomen: Soft, non-tender; liver at costal margin. Extremities: No
edema

Laboratory investigations:



e Complete blood count: WBC: 5.9 x 10M9/L, RBC: 5.0 x 10"12/L, Platelets: 257 x 1079/L,
Hemoglobin: 142 g/L. Differential: Neutrophils (band) 1%, Neutrophils (segmented) 60%,
Eosinophils 8%, Basophils 0%, Lymphocytes 22%, Monocytes 9%. ESR: 4 mm/h

Answer the following questions:

Nk =

x>

What is the diagnosis?

What justifies the diagnosis?

Provide a plan of differential diagnosis with at least three diseases having similar presentation.

What is/are the indication(s) for hospitalization in this patient?

Which test or tests would you order next? When would you schedule them?

Which non-pharmacological approaches would you recommend?

Which medications (with doses, forms of administration, and frequency) would you pr are
the side effects that you would monitor?

What goals would you set for primary/secondary prevention and how would you achicye
What should be done during follow up and long term monitoring?

C.D



MODEL ANSWER VIGNETTE #2

1. Allergic bronchial asthma, persistent, mild severity. Allergic rhinitis, perennial, persistent, moderate
severity, exacerbation stage.
2. Justification:
o Allergic bronchial asthma — diagnosis based on complaints (episodes of breathing difficulty,

o exacerbation stage — based on complaintsenas

3. Differential Diagnosis:
a.

accompanied by shortness of breath, dry cough, wheezing, triggered by physical exertion,
contact with house dust, strong odors, tobacco smoke), history data (family history of atopic
diseases, manifestations of atopic dermatitis in early childhood, symptoms of allergic rhinitis),
physical examination data (auscultation reveals dry wheezes in the lungs duriig forced
expiration, PEFR — 80%), laboratory examination data (eosinophilia 8% in the ¢ od
count);
= persistent, mild severity — yacroTa JHEBHBIX IIPUCTYNOB Yalle €110, HO
pexe 1 pasa B JCHb, HOYHBIC MPHUCTYIBI OTCYTCTBYIOT, (pU3MZCCK@s @KTUBHOCTH HE
camxkeHa, [ICB 80%.
Allergic rhinitis, perennial — diagnosis based on complaints
multiple sneezing, especially in the morning and upon contac
data (family history of atopic diseases, manifestations of atopi
physical examination data (impaired nasal breathi
examination data (eosinophilia in the complete blood co
= persistent, moderate severity — symptomsa(runnygiose, sneezing, nasal congestion)
present more than 4 days a week, more than Zyweelkls, moderately expressed, disrupt
sleep;

al congestion,
t for 3 years), history
atiis in early childhood);
congestion), laboratory

TS

stion, multiple sneezing), which have

worsened over the past 5 weeks, physical 8xaminatien data (nasal congestion).

Chronic obstructive pulmonary Njustification for differential diagnosis is the
similarity of symptoms (episodgs of breathing difficulty, accompanied by shortness of breath,
dry cough, wheezing, feeli % tightness", smoking history, presence of dry wheezes
during lung auscultatio d R). Exclusion criteria for this disease are early onset
(COPD is characteristic for a 40 years), family history of atopic diseases (mother of the

coexisting atopic diseases in the patient (atopic dermatitis,
ptom severity within a few hours, reversibility of obstruction

o

with hypothermia, presence of dry wheezes during lung auscultation). Exclusion

r this disease are duration, perennial nature of rhinitis symptoms (ill for 3 years),

ion of condition worsening and onset of breathing difficulty episodes with apartment

ion (possibly due to contact with house dust allergen), family history of atopic diseases,

esence of atopic dermatitis in early childhood, improvement of condition in fresh air, absence

catarrhal phenomena on physical examination, signs of allergic inflammation in the
complete blood count (eosinophilia with normal leukocyte and ESR levels).

% symptoms (dry cough, "chest tightness", nasal congestion, sneezing,
1
fo

4. No indications for hospitalization.

5. Tests in ambulatory setting:

a.

Pulmonary function testing: spirometry with bronchodilator test (recording bronchial
obstruction by FEV1, PEFR indicators and assessing its reversibility by FEV1 increase >12%
and >200 ml after inhalation of 400 mcg salbutamol); home peak flowmetry.

b. Pulse oximetry (to exclude respiratory failure).

C.

Complete blood count with differential (eosinophilia may indicate allergic inflammation).



Chest X-ray (to exclude alternative diagnosis).

ECG (to exclude alternative diagnosis).

Consultation with an allergist-immunologist (to identify sensitization and determine the
feasibility of allergen-specific immunotherapy (ASIT)), otorhinolaryngologist (for differential
diagnosis with other ENT pathology, identification of anatomical features).

6. Non-pharmacological management:

a.
b.

Pexum — general/standard (nothing specific).
Diet — main variant of standard diet (hypoallergenic diet not required as the patient has no
confirmed food allergy).

Patient and family education (education goals: provide the patient with necessary information
about the disease, differences between basic and emergency therapy drugs, indications for
seeking medical help, teach asthma symptom control, correct use of inhalation devices,
monitoring condition with peak flowmetry). V‘
Elimination measures for specific (causative allergens) and non-specific'fi s (@avoidance of
tobacco smoke, strong odors, pollutants, occupational hazards, et

Smoking cessation (both active and passive).

Physical activity, physical rehabilitation — regular physs
swimming, inspiratory muscle training with threshold load. I
exertion, reduce their intensity, take "as needed" medicat

1

erci§es, aerobic training,
s occur due to physical
ieve symptoms.

7. Pharmacological Management:

a.

b.

Medication therapy for bronchial asthma:

1. basic therapy according to step 2 clmicalNguidehines for bronchial asthma:

ii. low doses of inhaled corticostero udesonide (DPI) 200 mcg/dose, 1 dose twice
daily), alternative therapy consid@sing co@xisting allergic rhinitis — leukotriene receptor
antagonist montelukast 10 daily orally. Follow-up visit (to assess
effectiveness) 1 monthgafter the™irst visit, then every 3 months with subsequent

treatment adjustme
iii. "Asneeded" the m relief: SABA (salbutamol (MDI) 100 mcg/dose, 1-2

L y
doses).
Medication therapy % rhinitis according to step 3 clinical guidelines for allergic
rhinitis:

i. intranasal cortiG@steroids: mometasone — nasal spray 50 mcg/dose, 2 doses in each

il on ily for 1-1.5 months;
thistamines: levocetirizine 5 mg/day (or cetirizine 10 mg/day) for 1-1.5 months;
iil. %e nts: xylometazoline 0.1% solution — nasal spray, 1 dose in each nostril 2-3
t1es

ily for severe nasal congestion, short course up to 3-5 days.

8. Preyenti gies:

za vaccination (annually), pneumococcal vaccination (since the patient has not been
eviously vaccinated against pneumococcal infection, it is recommended to first administer
V13, followed by PPV23 after 2 months, then PPV23 every 5 years).

Preventive measures:

i. non-pharmacological — patient and family education, measures to eliminate or limit
exposure to specific and non-specific triggers, control of inhalation technique,
monitoring condition with peak flowmetry, smoking cessation, physical rehabilitation,
influenza and pneumococcal vaccination;

ii. pharmacological — use of basic treatment drugs long-term and daily with effectiveness
assessment and subsequent adjustment every 3 months, "as needed" emergency drugs
(frequent use indicates lack of asthma symptom control), treatment of allergic rhinitis
with intranasal corticosteroids, antihistamines, leukotriene receptor antagonists orally).



9. Long term monitoring and follow-up:
a. minimum frequency of follow-up visits (examinations, consultations) — 1-3 times a year
b. Parameters to follow-up during visits: achieving complete or partial control of bronchial
asthma (assessment of control over the past 4 weeks in accordance with clinical guidelines for
bronchial asthma, AST test, PFT (Target FEV 1, PEF >80% predicted)
c. Lifelong monitoring and follow-up
d. Visit/consultations: Pulmonologist, Allergist-immunologist (as indicated).



