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Foreword
There is an abundance of excellent medical and surgical textbooks, written in both
traditional and more novel formats. However, in a climate in which the content
and mode of delivery of medical education remain in constant ﬂux there remains
a need for new resources that stimulate interest in the reader as well as providing
the important and relevant facts. Oxford Cases in Medicine and Surgery fulﬁls this
need. This book’s uniqueness – and its educational value – stems from the way that
the authors have approached the learning aspect from direct clinical symptoms,
highlighting the most important diﬀerential diagnoses but also explaining how to
diﬀerentiate them. This approach represents the book’s real strength, mirroring
as it does the integrated systems-based approach that is commonly used by many
medical schools.
In my experience as a clinical teacher, course organiser, and examiner over the
past decade, this is the ﬁrst book that has attempted to bring together, and explain
from a basic science concept, the reasons for the clinical picture or condition. This
will help readers enormously, whether they are under-graduate or post-graduate
medical, dental, or nursing students. It is an important book for those who wish to
understand the reasons for clinical presentations and their diﬀering management.
Mr Christopher LH Chan
Senior Lecturer/Honorary Consultant Surgeon
Barts and The London School of Medicine and Dentistry

This page intentionally left blank

Introduction
Why we wrote this book
The inspiration for this book comes from our time as medical students. The
problem we found with existing textbooks was twofold.
Firstly, most books are organized by pathology. For example, they may have chapters on ‘cardiology’ that then discuss speciﬁc conditions, like ‘myocardial infarction’,
in detail. But patients do not present with ready-made diagnoses like ‘myocardial
infarction’. They present with symptoms, such as ‘chest pain’, which could be a myocardial infarction – but could also be anything from reﬂux oesophagitis to aortic
dissection.
Secondly, there are also textbooks based around cases rather than pathologies.
Our experience is that these tend to skip over the diagnostic approach too quickly,
in order to move on to a discussion of the underlying disease. Many give the reader
so much information in the initial case presentation that the diagnosis is virtually
made for you. For example, a ‘62-year-old diabetic male with sudden onset, crushing chest pain; tachycardia on examination; ST elevation on his ECG, plus raised
troponins’ has a myocardial infarction. But by giving so much information upfront,
these books neglect to address what many students ﬁnd most challenging – how
do you decide what information to collect in order to make a diagnosis? Patients
present with symptoms such as ‘chest pain’ and it is your job to elicit the key clues
on history and examination, and to arrange the key investigations that will conﬁrm
that this is a myocardial infarction and rule out other diagnoses.
Knowing what to do when faced simply with ‘confusion’ or ‘abdominal pain’ can be
daunting and tricky – we know, and that is what motivated us to write this book.
We hope this book will help you start thinking like a diagnostician from your ﬁrst
day on the wards. Thus, we hope you will be able to work out why your patient is
short of breath or has abdominal pain in a way that is safe and eﬃcient, and avoids
you missing important diagnoses. Even with detailed knowledge of anatomy, physiology, biochemistry, pathology, history-taking, examination skills, and data interpretation, it can be diﬃcult to integrate everything when faced with acutely ill
patients on the wards. We beneﬁted greatly from case-based seminars that taught
us a hypothesis-driven, logical, step-by-step approach to diagnosis. Our hope is that
this book emulates the teaching that we found so beneﬁcial.
Finally, we wanted to write a workbook that students will enjoy using and where
even the simplest concepts are clearly explained.

The need for a logical diagnostic approach
Looks like an elephant. Sounds like an elephant. Smells like an elephant. Probably an elephant. Experienced clinicians often use pattern recognition to guide
diagnosis. As a student, you will begin to do this rapidly for conditions that you
will encounter frequently – chances are that, by now, you easily recognized that
the 62-year-old diabetic male mentioned above was having a myocardial infarction.
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Pattern recognition is useful and eﬃcient, and we have tried to illustrate stereotypical
presentations of some diseases in our short cases.
Looks like a crocodile. Sounds like a crocodile. Smells like a crocodile . . .
but is actually an alligator. Pattern recognition is a problem when a disease presents
in a way that mimics another disease. For example, patients with oesophageal spasm
may describe the same pain as those with an acute coronary syndrome. Such diagnostic puzzles are the stuﬀ that hospital grand rounds and television shows are made
of. But misdiagnosis due to (incorrect) pattern recognition can have disastrous consequences – you could inadvertently thrombolyse a patient you thought was having
a myocardial infarction but actually had an aortic dissection. This is one reason why
it is important to always follow a logical diagnostic approach.
Looks like an elephant. Sounds like a lion. Not sure what it smells like. Must be
a . . . ? You cannot recognize a pattern you have never seen before, an especially big
problem for the inexperienced medical student starting their clinical placements.
On other occasions, the symptoms may not ﬁt any known pattern, and even experienced clinicians may struggle initially with the diagnosis. This is another reason for
having a logical diagnostic approach.

A logical approach to diagnosis
Below is an outline of the diagnostic strategy we have used throughout this book. We
recognize that, over time, everyone develops their own diagnostic strategy and that
tutors may teach you diﬀering approaches. This is simply one that has worked for us.
‘50-year-old male with chest pain’. It is tempting to assume that he is having a myocardial infarction, like the 62-year-old diabetic male mentioned above. However, . . .

• Step 1: Think of all the things that could cause this presentation. Use anatomy,
a surgical sieve (e.g. INVITED MD), etc. to come up with as long a list as
possible.

• Step 2: Highlight from your list the most common causes. For example, acute
coronary syndrome is a common cause of chest pain, viral costochondritis is
not. Mark the ones that you must exclude because they are lethal. In the case
of chest pain, Boerhaave’s perforation of the oesophagus is important as, if
untreated, it carries a 100% mortality.

• Step 3: Think of key clues in the patient history for each of the diagnoses. For
example, patients with Boerhaave’s perforation of the oesophagus invariably
give a history of vomiting immediately before onset of the pain. Now take a
history that deliberately tries to pick up these clues, rather than just going
through a set of ‘standard’ questions which may miss things. Also consider the
patient themselves (e.g. their age, occupation, etc.) and how this aﬀects the
relative likelihoods of your diﬀerential diagnoses. Has the patient’s history or
epidemiological factors made any diagnoses more/less likely?

• Step 4: Think of key clues on examination for your diagnoses. For example,
patients with a pneumothorax will have an area of the chest that is hyperexpanded, hyper-resonant to percussion, with absent breath sounds. Perform a
thorough examination looking for these clues. Have your examination ﬁndings made any diagnoses more/less likely?

Step 1: What could it
be?

Step 2: What is most likely?
What must I exclude (*)?

Step 3: Key clues on
history?

Step 4: Key clues on
examination?

Step 5: Key clues on basic
investigations?

Step 6: Patient improving
with management?

Acute coronary
syndrome
Pneumothorax
Aortic dissection
Boerhaave’s perforation
Peptic ulcer disease
Stable angina
Musculoskeletal
Oesophagitis (e.g. due
to reﬂux)
Oesophageal spasm
Pulmonary embolism
Pleurisy (secondary to
infection)
Anxiety
Myopericarditis
Aortic aneurysm
Coronary spasm
Cholecystitis
Pancreatitis

Acute coronary
syndrome*

Acute coronary
syndrome*

Acute coronary
syndrome*

Acute coronary
syndrome*

Acute coronary
syndrome*

Pneumothorax*
Aortic dissection*
Boerhaave’s perforation*
Peptic ulcer disease

Pneumothorax*
Pneumothorax*
Aortic dissection*
Aortic dissection*
Boerhaave’s perforation* Boerhaave’s
Peptic ulcer disease
perforation*
Stable angina*
Peptic ulcer disease

50-year-old male with
chest pain

50-year-old male with
chest pain

Stable angina*
Musculoskeletal

Musculoskeletal

Oesophagitis
Oesophageal spasm

Oesophagitis
Oesophageal spasm

Pulmonary embolism*

Pulmonary
embolism*

Pleurisy

Anxiety
Myopericarditis
Aortic aneurysm
Coronary spasm
Cholecystitis
Pancreatitis

Stable angina*
Musculoskeletal

50-year-old male with
sharp, left-sided chest
pain, came on suddenly
whilst watching TV.
Smoker with known
COPD. No risk factors
for venous thrombosis.

Upper left zone of
chest is hyper- resonant
with reduced air entry
and reduced vocal
resonance. Chest not
tender to palpation. No
signs of DVT in calves.

Aortic dissection*
Boerhaave’s perforation*
Peptic ulcer disease

Aortic dissection*
Boerhaave’s perforation*
Peptic ulcer disease

Stable angina*
Musculoskeletal

Stable angina*
Musculoskeletal

Oesophagitis
Oesophageal spasm
Pulmonary embolism*
Pleurisy
Anxiety
Myopericarditis
Aortic aneurysm
Coronary spasm
Cholecystitis
Pancreatitis

Oesophagitis
Oesophageal spasm
Pulmonary embolism*
Pleurisy
Anxiety
Myopericarditis
Aortic aneurysm
Coronary spasm
Cholecystitis
Pancreatitis

Chest radiograph shows
air in pleural space on left,
with lung collapsing away
from the upper left apex.

Patient improves after
insertion of a chest drain
for pneumothorax. Chest
pain resolves completely.
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Pleurisy
Anxiety
Myopericarditis
Aortic aneurysm
Coronary spasm
Cholecystitis
Pancreatitis

Oesophagitis
Oesophageal spasm
Pulmonary embolism*
Pleurisy
Anxiety
Myopericarditis
Aortic aneurysm
Coronary spasm
Cholecystitis
Pancreatitis

Pneumothorax* Pneumothorax*
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• Step 5: Don’t order a set of ‘standard’ investigations. Think about those investigations that will help conﬁrm or dismiss each diagnosis. Also include those
that are relevant for management. Thus urea and electrolytes are necessary if a
patient is put nil by mouth and on intravenous ﬂuids, or started on drugs that
are renally excreted or potentially nephrotoxic. Try to prioritize investigations
into those that are more readily available (e.g. an MRI head scan is not a viable
option for everyone who presents with a fall). Also think about which investigations are safe for this patient – is radiation exposure necessary, is the woman
pregnant, do they have contraindications to MRI? Then ask yourself, have your
investigation results made any diagnoses more/less likely?

• Step 6: Always try to conﬁrm your diagnosis. Is the patient getting better with
your management for your proposed diagnosis? If not, why not?

What this book is about
✓Common acute presentations: We cover 29 of the most common patient
presentations in acute general medicine (internal medicine for our American
readers) and general surgery. These reﬂect both the general medical and surgical syllabus at UK medical schools and those presentations that you are most
likely to encounter during clinical attachments.
✓Diagnostic strategy: This book is primarily a diagnostic manual. It should
equip the student with a framework for thinking about the most common
general medical and surgical presentations.
✓Pattern recognition: The cases are loosely based on real clinical scenarios,
although any likeness to a particular patient or individual is unintended. Some
cases represent stereotypical presentations of diseases, from which the student may begin to pick up pattern recognition skills. Others illustrate more
unusual presentations, and are designed to keep readers on their toes and
remind them to keep an open mind at all times.
✓Basic management: For completeness, we include a discussion of the basic
management for many of the diseases featured in the cases. Points on management cover the core knowledge expected of a medical student but are necessarily brief. We have tried to highlight areas of contention, and to refer to
landmark trials and guidelines where relevant. Some of this is covered under
our ‘viva questions’.

What this book is not about
✗Every possible diagnosis: It is not logistically possible to condense the
entirety of the medical and surgical syllabus into a book of this style – indeed
such an attempt would run counter to the aims of this book. Our aim is to
cover the most common presentations, and in so doing we also cover the most
common diagnoses. We are fully aware that many diagnoses are not covered.
But our hope is that we have provided a framework that will enable the reader
to exclude the more common conditions, and be able to deal intelligently with
clinical conundrums. The reader should be equipped to recognize the salient
features of the case in question, and know when to ask for specialist help.
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A case-based book which attempted to cover all possible diagnoses which may
be encountered would not only be so long as to be unwieldy, but would also
run the risk of suggesting that pattern recognition is a surrogate for a rational
diagnostic strategy.
✗Basic sciences and clinical skills: This book does not aim to teach disease
pathology or how to take a history, examine a patient, and how to interpret
basic investigations (biochemistry, haematology, radiology). However, we
believe that this book can be fruitfully read alongside books and teaching
about basic science and clinical skills.
✗Specialities: It should also be noted that the cases covered reﬂect only a
selection, albeit a broad one, of the diseases and presentations that a medical
student needs to cover. The bulk of the omissions relate to the specialities (e.g.
obstetrics and gynaecology, paediatrics, ear, nose, and throat, ophthalmology,
etc.) and general practice (family medicine).
✗Epidemiology: This book does not contain detailed epidemiological data
on the exact likelihood of diagnoses, because such data are rarely available
and hardly memorable. Instead, we consider diagnoses to be either ‘common’,
‘occasional’, or ‘very rare’. This is based on data, where available, or the cumulative experience of our senior reviewers (all of them consultants of many years’
standing).
✗Detailed management: This book does not focus on drug doses, surgical
techniques, or other details of management, because these can already be
found in other textbooks.

How to use this book
A workbook, not a reference text: This is intended to be an exercise text
where you ‘learn by doing’. Try to cover up the answers and work through the
text (without cheating!) to get the most out of it.
Find a presentation: We have structured this book by presenting complaint, rather than pathology, because patients present with ‘chest pain’
rather than ‘aortic dissection’. For ease of reference there is also an index
by disease. Each chapter can be read individually, so the student can read
those that relate to the presentation they last encountered or that was most
recently discussed. Every chapter contains a core case, short cases, and viva
questions, in that order.
Core case: Each core case is a clinical problem that walks you through the
diagnostic approach. The information the clerking doctor might receive is
provided in an initial box, followed by a question. The answer follows, with
another section with clinical information and another question, and so on.
Short cases: The short case ‘vignettes’ are designed to highlight some of the
other conditions that can present in a similar manner (indeed, with the same
symptom). They will help develop your ‘pattern recognition’ of some diseases,
but also remind you that pathologies can masquerade as one another, hence
the need for a logical approach.
Viva questions: These questions are designed to test aspects of anatomy,
pharmacology, physiology, etc. related to the cases. We hope they will prepare
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the reader for the inevitable quizzing that occurs on teaching ward rounds or
in theatres/operating rooms.
Graphical features: Questions are on a red background. Font sizes in a diﬀerential diagnosis illustrate how likely a diagnosis is (or isn’t). Important points
are in red or bold text.
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