
®

INTERNAL MEDICINE BOARD REVIEW MANUAL

Endorsed by the 
Association for Hospital
Medical Education

The Association for Hospital Medical Education
endorses HOSPITAL PHYSICIAN for the pur-
pose of presenting the latest developments in
medical education as they affect residency pro-
grams and clinical hospital practice.

Internal Medicine  Volume 7, Part 1 1

PUBLISHING STAFF

PRESIDENT, PUBLISHER
Bruce M.White

EXECUTIVE EDITOR
Debra Dreger

SENIOR EDITOR
Miranda J. Hughes, PhD

ASSISTANT EDITOR
Barclay Cunningham

EDITORIAL ASSISTANT
Melissa Frederick

SPECIAL PROGRAMS DIRECTOR
Barbara T.White, MBA

PRODUCTION MANAGER
Suzanne S. Banish

PRODUCTION ASSISTANTS
Tish Berchtold Klus

Christie Grams

ADVERTISING/PROJECT COORDINATOR
Patricia Payne Castle

Venous Thromboembolism;
Gastroesophageal Reflux
Disease
Series Editor: Richard J. Simons, MD, FACP
Professor of Medicine 
Assistant Dean for Medical Education
Director, Internal Medicine Residency Training Program
Department of Medicine
Pennsylvania State University College of Medicine
Hershey, PA

Table of Contents

Copyright 2000, Turner White Communications, Inc., 125 Strafford Avenue, Suite 220, Wayne, PA 19087-3391, www.turner-white.com. All
rights reserved. No part of this publication may be reproduced, stored in a retrieval system, or transmitted in any form or by any means,
mechanical, electronic, photocopying, recording, or otherwise, without the prior written permission of Turner White Communications, Inc.
The editors are solely responsible for selecting content. Although the editors take great care to ensure accuracy, Turner White
Communications, Inc., will not be liable for any errors of omission or inaccuracies in this publication. Opinions expressed are those of the
authors and do not necessarily reflect those of Turner White Communications, Inc.

Chapter 1—Venous Thromboembolism . . . . . . 2
Contributing Author: Richard W. Robinson, MD
Associate Professor of Medicine
Department of Medicine
Pennsylvania State University College of Medicine
Hershey, PA

Chapter 2—Gastroesophageal Reflux 
Disease: Case Studies . . . . . . . . . . . . . . . . . . . . 15

Contributing Author: Dennis A. Shannon III, MD
Senior Resident
Department of Medicine
Pennsylvania State University College of Medicine
Hershey, PA

Cover Illustration by Scott Holladay

NOTE FROM THE PUBLISHER:
This peer-reviewed publication has been
developed without involvement of or
review by the American Board of Internal
Medicine.



2 Hospital Physician Board Review Manual

®

I. INTRODUCTION

Venous thromboembolism (VTE) has 2 major clini-
cal manifestations. The first—deep venous thrombosis
(DVT)—causes swelling, pain, tenderness, increased
warmth, and erythema of the affected extremity. Most
lower extremity thrombi originate in deep calf veins
and later extend proximally. Signs and symptoms occur
when venous return in the large proximal lower
extremity veins (popliteal and iliofemoral) becomes
severely impaired. The second manifestation, pul-
monary embolism (PE), occurs when a clot dislodges
from a venous site and migrates to the pulmonary cir-
culation. Most pulmonary emboli originate from
thrombi in proximal lower extremity veins; however,
clots from any venous site or right-sided cardiac cham-
bers can embolize. Lower extremity emboli, by virtue of
their large size, are more likely to cause symptoms than
clots originating from other venous locations. The clin-
ical manifestations of PE are diverse and may range
from mild pleuritic chest pain to sudden death.
Frequently reported signs and symptoms such as dys-
pnea, tachypnea, chest pain, and tachycardia are non-
specific, occurring in many other common disease
processes that are included in the differential diagnosis
of suspected PE. Although most pulmonary emboli
originate from lower extremity sites, clinical signs and

symptoms of DVT are usually lacking in patients with
PE. Of patients with confirmed PE, 70% have evidence
of lower extremity clot on bilateral contrast venogra-
phy; however, most do not have positive noninvasive
lower extremity studies. In addition, among patients
with confirmed symptomatic DVT, close to 50% of
patients without symptoms of PE have lung scan find-
ings suggesting that embolism has occurred.1

The exact incidence of VTE is unknown. Recent
studies suggest that in the United States, approximately
1 in 1000 persons is hospitalized with this diagnosis
annually.2 The actual incidence is probably much high-
er because autopsy data indicate that most pulmonary
emboli are not diagnosed antemortem. It has been esti-
mated that approximately 10% of patients with PE die
within 1 hour of onset. In the remaining 90%, fewer
than 33% are diagnosed and treated. The mortality rate
with untreated PE may be as high as 30%; however, with
accurate diagnosis and treatment, death from recurrent
thromboembolism is uncommon (< 10%).3

The incidence of VTE increases exponentially with
age. In patients older than 40 years, the incidence dou-
bles with each decade. Among elderly persons, the 30-
day mortality rate may approach 15% in patients with
documented VTE. Among all patients with VTE, 1-year
mortality is approximately 20% to 25%. Most deaths are
attributable to coexisting illnesses, particularly cancer,
heart disease, and chronic lung disease. 1,3
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