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1. [bookmark: _GoBack]An 18 year-old male comes to your office for a sports physical.  Once alone, he nervously confides to you that for the past six months, he has had sharp, substernal chest pain twice monthly.  The pain is not radiating and is not associated with eating, breathing problems, or dizziness/syncope.  The pain dissipates on its own after several minutes. After listening to his concerns, you tell him that:

a. The pain is likely related to cardiac causes, and you will be referring him to a cardiologist immediately.
b. The pain is “all in his head” and that he should ignore it.
c. Based on statistics, the pain is likely related to musculoskeletal causes.  He should try ibuprofen for relief.
d. Chest pain is an uncommon complaint in his age group and usually signals serious illness.

2. A 38-year-old female is evaluated in sick-call for palpitations. She exercises periodically with unit PT, and denies any limiting DOE or chest pain. During stressful emotional situations, she occasionally feels “skipped heart beats” but has not had prolonged palpitations, presyncope, or syncope. She generally feels in good health. She has no history of medical problems and takes no medications. He has not had fever or chills.
Physical examination shows normal temperature, blood pressure is 124/68 mm Hg, pulse rate is 64/min and regular, and respiration rate is 14/min. BMI is 23. Cardiac examination demonstrates a grade 2/6 early systolic crescendo-decrescendo murmur heard best at the lower left sternal border without radiation. Lungs are clear. Peripheral pulses are normal. Electrocardiogram is normal.
a. Serial ECG Monitoring
b. Motrin 800mg TID
c. Med-evac for further evaluation
d. No additional testing

3. A 62-year-old man is evaluated during a routine examination. Medical history is significant for a myocardial infarction 3 years ago, dyslipidemia, hypertension, tobacco use, and drinking two alcoholic drinks per day. Medications are an ACE inhibitor, a statin, a β-blocker, and aspirin. He participates in cardiac rehabilitation, exercising four to five times per week.
On physical examination, he is afebrile, blood pressure is 128/80 mm Hg, pulse rate is 83/min, and respiration rate is 18/min. BMI is 31. The patient has an obese abdomen. Laboratory studies show a serum LDL cholesterol level of 68 mg/dL (1.76 mmol/L), HDL cholesterol level of 43 mg/dL (1.11 mmol/L), and triglyceride level of 150 mg/dL (1.70 mmol/L).
a. Increase physical activity
b. More aggressive blood pressure lowering
c. More aggressive lipid modification
d. Reduce alcohol consumption
e. Smoking cessation

4. A 54-year-old man is evaluated in sick call for chest pain that began 30 minutes ago. He has type 2 diabetes mellitus and hypertension. Medications are lisinopril and glipizide.
Exam is unremarkable. Electrocardiogram shows 2.5-mm ST-segment elevation in leads V2 through V4 and a 1-mm ST-segment depression in leads II, III, and aVF. A chest radiograph is normal. Serum troponin and creatine kinase levels are pending. 
It would take 2 hours to fly the patient to the closest facility that performs percutaneous coronary interventions (PCI). β-Blockers, unfractionated heparin, clopidogrel, and aspirin are initiated. Which of the following is the most appropriate next step in management?
a. Thrombolytic therapy & serial ECG monitoring
b. Await the results of the cardiac marker testing
c. Thrombolytic therapy & med-evac
d. Med-evac for primary PCI

