Management of a case of
Acute Chest Pain
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Is it heart burn
or heart attack?
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Potentially Serious Causes of Acute Chest Pain

Acute coronary ischemia,

A Acute myocardial infarction,
A Unstable angina,

AStable angina

fAortic dissection,

APulmonary

Pulmonary embolus,

Pneumothorax, Mediastinitis,
Pneumonia, Pleuritis,

APericarditis,
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Other causesDifferential Diagnoses

Cardiac- Aortic Stenosis,MVP, Hypertrophic

Others cardiomyopathy

GIT Esophageal rupture Esophageal tear
(Mallory-

Weiss), Cholecystitis, Pancreatitis,
Esophageal spasm, Esophageal
reflux, Peptic ulcer, Biliary colic

Musculoskeletal |Muscle strain, Rib
fracture, Costochondritis, Nonspecific
chest wall pain

Neu rologic Spinal root compression, Postherpetic
neuralgia

Other Psychologic,
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Evaluation of
Chest Pain

u Systematic approach
needed!

u Description of chest pain
u Quality of the pain

Associated symptoms

Risk factors
u Region/location of pain _ -
Physical examination

u Radiation 5

u Temporal elements Investigations

u Provocation A ECG

u Palliation A Chest X-ray
A Blood work

u Severity
A Other



Index of Suspicion That Ched®aire Is Ischemic in Origin fa
on the Basis of Commonly Used Descriptors. "
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+ Central « Left-sided + Stabbing + Right-sided + Sharp

» Pressure + Dull + Tearing + Fleeting
» Squeezing + Aching + Ripping « Shifting
+ Gripping + Burning « Pleuritic
« Heaviness » Positional
» Tightness

+ Exertional/stress-related

« Retrosternal

High
—
Probability of Ischemia

Pain that can be localized to a very limited area and pain radiating to
below the umbilicus or hip are unlikely related to myocardial ischemia.



Examination in Patients With Chest Pain

ACS

RE

Aortic dissection

Esophageal

rupture

Diaphoresis, tachypnea, tachycardia, hypotension, crackles, S3, M

murmur; examination may be normal in uncomplicated cases

Tachycardia + dyspnéa>90% of patients; pain with inspiration
Connective tissue disorders (eldarfansyndrome), extremity pulse
differential (30% of patients, type A>B)

Severe pain, abrupt onset + pulse differential + widened mediastini
CXR >80% probability of dissection

Frequency of syncope >10®),AR 40% 75% (type A)

Emesis, subcutaneous emphysema, pneumothorax (20% patients)

unilateral decreased or absent breath sounds
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Ischemic Heart Diseases
u Stable Angina Pectoris

u ACS Vascular Disease: A Generalized
and Progressive Process

-UA/NSTEMI = ::;:::'jm
-STEMI

....... MI
i Ischemic

- stroke/TIA

Critical leg
ischemia

Cardiovascular
death

— Atherosclerosis H‘ Thrombosis

7/ \

Stable angina
Intermittent claudication

Adapted from Stary HC et al. Cirewiafion. 199592 1388-1374 and Fuster'. Vase Med. 1998,3:231-239.



How to Differentiate the Spectrum ?

Unstable angina g€—-"i—>p Myocardial infarction

Spectrum of severity of Eacute.:f cor

yocyte necrosis: <10g >1.0g >10g
Marker: Tn & CK-MB undetectable Tn 4 +/-CK-MB elevated

ECG: ST vor Tvor transient ST4A ST4or STV¥or T inversion:
or normal : may evolve Q waves

Risk of death*: 5-8% f 12-15%

Pathology: plaque disruption, intra-coronary thrombus, micro-emboli
Partial coronary occlusion «@——————3» Complete coronary occlusion

LV function: (_n—) Systolic dysfunction, LV dilation

No measurable dysfunction

Elevoted NT Pro BNP —_—




Unstable Angina & non-ST elevation M

-Syndrome between stable angina & AMI

-White platelet-rich partially ecclusive thrombus
-6-8% have nonfatal or. fatal Ml'in' 12 months
-Higher long term risk of death and Ml than pts

of STEMI

3 Presentations of UA:

u Rest Angina Prolonged,usually > 20min
u New-onset Angina at least CCS class Il in severity

u Crescendo Angina  previously diagnosed angina that
Is distinctly more frequent, longer in duration or lower
In threshold
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Algorithm for diagnosis € ,

. Step 1 (Eva
A Consider

uate need for emergent care)

potentially life -threatening

causes of chest pain

A If acute coronary syndrome suspected
start emergent care

A If emergent and not ACS, start
appropriate emergent care



Plaque disruption or erosion

P

ACUTE CORONARY SYNDROME

No ST elevation

Trop T- wp T+

NSTEMI

myocardial
ecrosis
Unstable angina

ST elevation
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