
her GP. She seldom saw a doctor, and was always
punctual and ‘sorry to bother anyone’. Some
20 minutes after her scheduled appointment time,
the receptionist took a phone call from a nearby GP
surgery asking for this patient’s medical details. She
had apparently collapsed on the pavement outside
and a kindly neighbour had taken her to the nearer
GP surgery, which — in view of her collapse and
head injury — subsequently arranged for her
transfer by ambulance to the local accident and
emergency department.
Later that same morning two police officers

arrived to interview me as her GP, requesting further
information about the case. It transpired that she
had been unable to park her car in the other surgery
car park, as it was full. No one had actually seen her
collapse, she had her car keys in her pocket but
arrived at the hospital without a handbag. As ‘all
women carry a handbag’, the question of whether
she had fallen or was assaulted and robbed needed
to be answered. By this time she was in the
accident and emergency department and having
brain CT due to contusions to the head.
In the circumstances, I thought it reasonable to

inform the police of her recent hospital attendance
and her diagnosis of angina and severe aortic
stenosis. Due to her failure to find a parking space
at the surgery and her possible haste to arrive on
time for her consultation, her cardiac condition may
well have caused her collapse. This explanation
seemed plausible and, until she had recovered
sufficiently to be questioned further, it would
obviate the urgency to invoke a third party under
the assumption that there had been some foul play
with the intention of stealing a handbag. It could
save valuable police time and avoid investigating a
crime that never took place.
After a short spell in hospital the woman was

discharged to a local intermediate care unit before
returning to her own home. Although she no longer
drove her car, her indomitable spirit remained.
Three months later she died peacefully at home
from congestive cardiac failure, aortic stenosis,
and, quite probably, old age.

DISCUSSION
Aortic stenosis has become the most frequent type
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INTRODUCTION
Medicine is not too dissimilar to police work: a set of
symptoms/signs (clues) is elicited by taking a careful
history plus an examination (of the scene), following
which a diagnosis is made (crime is solved).
Dialogue between the two services happens
infrequently in ordinary general practice. This case
illustrates an example of such cooperation in an
incident involving an older woman who collapsed
due to severe aortic stenosis.

CASE HISTORY
A previously fit, active, and independent 95-year-
old woman had recently been diagnosed with
severe aortic stenosis and angina. She failed to
arrive for a mid-morning consultation with myself,
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of valvular heart disease in Europe and North
America.1 The most common cause is calcific aortic
stenosis in older people (2–7% of the population
aged over 65 years).1 Careful assessment of
individual patients with aortic stenosis is critical for
appropriate management.

Diagnosis
Auscultation alone is unreliable as accuracy can
depend on examiner expertise. In addition,
although the absence of a murmur over the right
clavicle may help to exclude aortic stenosis,2 with
severe aortic stenosis, a soft systolic murmur may
be caused by poor left ventricle function.3

Shortness of breath, angina, dizziness, or syncope
require investigation: electrocardiogram, possible
exercise testing, echocardiography, renal function,
and assessment of comorbidity. Doppler echo is the
preferred technique to assess severity of aortic
stenosis and a valve area <1.0cm2 is considered
severe.1

Management
As soon as symptoms develop, the prognosis is
poor and mortality is significant. The average
survival rate is 3 years after the onset of angina
pectoris or syncope in severe aortic stenosis.4

Aortic valve replacement is the treatment of choice
with an operative mortality of 3–5% in patients
under 70 years and 5–15% in older adults.1

Mortality is increased in older age, females, left
ventricular dysfunction, co-existing coronary artery
disease, and when surgery is performed as an
emergency. In those patients who are considered
unsuitable for aortic valve replacement, balloon
valvuloplasty may be an option.5

Medical management in this patient consisted of
low-dose, long-acting nitrates. These must be used
with caution as they may cause orthostatic
hypotension and syncope. The use of diuretics in
patients with coronary heart failure may decrease
cardiac output and cause hypotension. Data are
conflicting regarding the use of angiotensin-
converting enzyme inhibitors and, if there is co-
existing coronary heart failure, angiotensin-II
receptor antagonists should be avoided. The same
applies to beta-blockers.1 The routine use of
prophylactic antibiotics to prevent bacterial
endocarditis is no longer recommended.6

Vehicle licensing regulations in the UK state that
age is no bar to holding a valid driving licence but,
at the age of 70 years, confirmation is needed that
no medical disability is present. Thereafter, a 3-year
licence is issued subject to satisfactory answers to
the medical questions on an application form.7

Driving must cease:
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• if angina occurs at rest, with emotion, or at the
wheel,

• if symptoms of heart failure may distract the
driver,

• if there is loss of consciousness or altered
awareness, and

• in heart valve disease associated with any other
disqualifying condition such as those mentioned.

At the time, it was not possible to seek the
patient’s consent to give someone else information
about her medical condition. However, disclosure to
another responsible person was deemed in her best
interests and would assist in determining whether a
serious crime had been committed against her.8

CONCLUSION
I could not find a definitive reference to
substantiate that women always carry a handbag,
although the assumption made by the police would
seem to me reasonable — that is, that most women
do and it is the exception to the ‘rule’ who doesn’t.
The patient was, in fact, not carrying one. Finally,
during the interview with the police, I could not
help thinking about Oscar Wilde’s Lady Bracknell in
The Importance of Being Earnest — a thought I
kept to myself.
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The patient provided the author with consent before she
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