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HPI:

* 48 year old Spanish speaking
Female

 No significant PMH

« Works in warehouse

« Chest pain + near syncope
* No head trauma or LOC

* Burning, non-radiating CP

« NO: SOB, fever, N/V, abdo pain,
travel, h/o CA or blood clots,
immobilization, hormone therapy




There are a few more
things I'd like to know
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PMH: no medical hx
PSH: no surgical hx
All: no known allergies
Meds: none
Soc: no

drugs/EtOH/tobacco/marijuana

BP: 118/59 T: 98F HR: 70 RR: 20 Ox: 97%
RA

Gen: diaphoretic, ill appearing
HEENT: normal
CV: No JVD, RRR, chest nontender

Resp: tachypneic, CTA, no
crackles/wheezing, speaking full sentences

Abdo: soft, nontender, no peritoneal signs
Ext: no swelling or tenderness
Skin: no rashes consistent with shingles

Neuro: No neuro deficits



) POCUS

Tests
=3

Ordered

Lipase

LFT
(redundant?)

Serial
Troponin




Initial thoughts
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GERD

)

Pancreatitis

Acute Coronary Syndrome
Coronary Artery Dissection
Aortic Dissection

Myocarditis/Pericarditis

Differentials

Cardiomyopathy
Aortic/Coronary Artery Vasculitis
Pulmonary Embolism

Pneumonia

Pneumothorax



O

e Dimer: 0.47

D-Dimer

* Lipase: 19
* Troponin: 6ng/L>77ng/L (3 hrs)

Troponin
Troponin T
Delta Difference Troponin T

Mk

Troponin
Tmpu nT

Delta DlFfE rence Tn cm-:un nT

Pro BNP : 183

NT-Pro BNP
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Ref Range & Units

Sodium 135
135 - 145 mmol/L

Potassium * 3.3
3.5 - 5.1 mmol/L

Chioride o7
96 - 106 mmol/L

Bicarbonate 17w
21 - 32 mmol/L *

Anion Gap 18

10 - 20 mmol/L

Glucose 126 A
65 - 99 mg/dL

BUN 4

8 - 25 mg/dL

Creatinine 0.28
0,40 - 1.70 mg/dL

eGFR =1

*»=60 mL/min/1.73 m2
Comment: Estimated GFR was calculated using the 2021 CKD-EPI creatinine eguation.

BUMN/Creatinine Ratio 1z.2
10.0 - 20.0
Calcium 5.1

8.4 - 10.2 mg/dL



Ref Range & Units
Total Protein
60-80¢g/d
Albumin
32-52g/dL
Total Bilirubin
0.0- 1.3 mg/dL
Bilirubin Direct
0.0 - 04 mg/dl
Alkaline Phosphatase
40 - 130 UL

AST

0-45U/L

ALT
0-40UL

7.3

4.0

0.4

<0.1

54

17

15



Initial
EKG

O




3 Hour ﬂ:’"’\f“**r‘—fr‘*r*r*ﬂ" B amennn e

=KG L

HMWML‘MNM’
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Reported

D

OCUS No right No B.Lin Estimated
(lmages heart strain ° e normal EF

unavailable)




Now what am |
thinking?
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NN\ © ACS[R
/\/\/\/\ * Coronary Artery Dissection ?

. @
. Pantitis

* Aortic Dissection ?

* Myoca rrica rditis

 Cardiomyopathy |9

« Aortic/Coronary Vasculitis ?

. Pulmon.fmbollsm

e Pnd @ onia
* Pneu orax

Revisiting my
Differentials
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O Just Saying....

It would be helpful to have
those CTPE results. Also,
WHY did we geta CTPE

study????
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O

mm Acute Cd oy Syndrome

mm Coronary Artery Dissection

Narrowing

o Aortic Dissection

down my
differentials Ny

Aortic/Coronary Artery Vasculitis




Coronary Artery
Dissection

 Nonatherosclerotic,
nontraumatic formation of
intramural hematoma in the
tunica media of epicardial
coronary artery
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ANANAA
NNNNCoronary Artery
Dissection

* Middle aged women from
ages 44-53 years old

e Absence of traditional CV
risk factors

e Attributed to 35% of all
ACS events in women
under the age of 50

False lumen with
Intramural hematoma




AN NN\
AN NN\

Diagnosis

* Difficult to diagnose
* Abnormal EKG
 Cardiac enzyme

* Angiography
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Aortic Dissection

e Atear in the innermost
layer of the Aortic intima
that allows for blood to
dissect between layers of
the aortic wall

AORTIC DISSECTION

DEBAKEY 1 I ITIA I1IB

e
STANFORD A A B B

NOTE: ALWAYS REPORT VASCULAR COMPROMISE TO VITAL
ORGANS IN STANFORD TYPE B AS IT WOULD REQUIRE
SURGICAL / ENDOVASCULAR THERAPY




Typel- o!igirmmg aorta and

The ABCs of
- - . L 1 o propagates at least to the aortic arch

Ao rtl c d Is s ect I o n )—f“""; Type A : ascend o lgan propagate  They are typically seen in patients under 65yrs and

carry the highest mortalit
UNDERSTANDING THE FACTS BEHIND [otheacmcarcnanddescendmgaona Y gl iy
Tear in the intimal layer of the aortic wall, causing blood "
e EBEIAT ~!piw et el Type B: does not involve the ascending aorta Type II- confined to the ascending aorta

Classically in elderly patients with atherosclerotic

B RISK FACTORS :
disease and hypertension

Acute (when diagnosed <14 days)

Type Ill-originates distal to the subdlavian artery in
the descending aorta
Further subdivided into llla which extends distally to
the diaphragm and lllb which extends beyond the
diaphragm into the abdominal aorta

Adventia

Wi
ntima.
| 1 COMPLICATIONS
’ Tt ot " rem
Healthy vessel Rupture of Intima  Dissection of Media. ol 'I""""""'
Clinical features LR e Aortic rupture
Tearing chest pain radiating to the back Imaging Aortic regurgitation
Tachycardia N CXR e’ MANAGEMENT Myocardial ischaemia
. ; FHVDS[T”SJG“f 5 May or may not show an abnormality but is (Secondary to
frscondary:1o hypovolerla om biood loss) fast, can be done bedside and does not delay A coranary artery
New aortic regurgitation murmmur Waiting time for CTAMRI Start high flow 02 dissection)
New signs of reduced end-crgan hypoperfusion T Gain IV access and start fluid resuscitation (should be: Cardiac tamponade
-Reduced urine output Disgnostic imaging for suspected Aortic done very carefully) Stroke or paraplegia
-Lower limb ischemia 4 dissection, allows for classification to help with Target pressure should be just enough for cerebral (Secondary to
Abdominal pain srcarpland g _perfasion ventebral artery or
-Reduced consciousness If the dissecti6n is unfun‘DT?EalEd aim for spinal artery
BP<110mm HG involvement)
Can accurately diagnose Aortic Dissection as \ )
well e 2! < ‘
INVESTIGATIONS Following. o=
Tran hageal & [ l Following Tmestermnt - >

Stanford type A-high mortality.
Surgical removal of ascending aortar
cal replacement with synthetic graft §

" Requires a well trained professional
Baseline blood tests = i s
S

Stanford type B-best treated medically if no

rupture /
Manage hypertension 1st line IV BBs (eg. labetalol), g’(‘MUM

2nd line CCBs.

PG e
Coagulation profille

Aortic Dissection

e Sudden onset of tearing chest
ain with radiation

« Symptoms will vary dependin
on dissection location

* Vital signs
« 4% of AD patients are women

e Risk factors



Diagnosis

« EKG
« CXR
* CT Chest
* Labs
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e Rare

* Includes multiple
inflammatory diseases

» Causes secondary
complications
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@ Takayasu arteritis

Kawasaki disease

Types of
Vasculitis Behcet disease

to consider
Churg-Strauss syndrome

Moyamoya




TAKAYASU




8

CHURG-
STRAUSS




So what do | REALLY
think?
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-
Final answer?

A: Spontaneo™ ¥Gronary Artery
Dissection

e C Vasculitis
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