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History taking ( LQQOPERA)

Location ({7 &) .
Quality (FL%E) .

Quantity / time course (FEEF=55) .

Onset mode (FEJHERFREEFEE ) -
Precipitation factors (|5 aEE25 K 2) .
Exaggerating factors (JIEHXZR) .

Relieving factors (41K

ESR

Accompanying symptoms (£EFBERER)




B Gastrointestinal 42%

B Ischemic heart disease 31%

B Chest wall syndrome 28%

B Pericarditis 4%

B Pleurtis 2%

B Pulmonary embolism 2%
B Lung cancer 1.5%

W Aortic aneurysm 1%

Aortic stenosis 1%

W Herpes zoster 1%

GURE19-1  Distribution of final discharge diagnoses in patients with nontraumatic acute chest pain. (Figure prepared from data in
Fruergaard et al: Eur Heart J 17:1028, 19%.) 25



L1 E g W TYPICAL CLINICAL FEATURES OF MAJOR CAUSES OF ACUTE CHEST DISCOMFORT

System Condition Onset/Duration Quality Location Associated Features
Cardiopulmonary
Cardiac Myocardial ischemia  Stable angina: Pressure, tightness, Retrosternal; often radia- 5, gallop or mitral regurgitation
Precipitated by exertion, 50 ueezing, heaviness,  tion to neck, jaw, shoul  murmur (rare) during pain; 5, or
cold, or stress: 2-10 min buming de_rs, or arms; sometimes ralgs if severe ischgm_ia of cpmpli-
. epigastric cation of myocardial infarction
Unstabie angina:
Increasing pattern or
at rest
Myocardial infarction:
Usually »30 min
Pericarditis \ariable: hours to days;  Pleuritic, sharp Retrosternal ortoward  May be relieved by sitting up and
may be episodic cardiac apex; may radi-  leaning forward, pericardial fric-
ate to left shoulder tion rub
Vascular Acute aortic Sudden onset of unre-  Tearing or ripping; Anterior chest, often Associated with hypertension and/
syndrome lenting pain knifelike radiating to back, or underlying connective tissue
between shoulder disorder: murmur of aortic insuffi-
blades ciency: loss of peripheral pulses
Pulmaonary Sudden onset Pleuritic; may manifest as Often lateral, on the side  Dyspnea, tachypnea, tachycardia,
embolism heaviness with massive  of the embolism and hypotension
pulmanary embolism
Pulmonary Variable: often exertional  Pressure Substernal Dyspnea, signs of increased venous
hypertension pressure
Pulmonary Preurmonia or Variable Pleuritic Unilateral, often localized  Dysprea, cough, fever, rales,
pleuritis occasional rub
Spontaneous Sudden onset Pleuritic Lateral to side of Dyspnea, decreased breath sounds
pneurmnothorax pneumathorax on side of pneumothaorax



111302 TYPICAL CLINICAL FEATURES OF MAJOR CAUSES OF ACUTE CHEST DISCOMFORT

System Condition Onset/Duration Quality Location Associated Features
Gastrointenstinal — Esophageal reflux— 10-60 min Bumning Substernal, epigastric~ Worsened by postprandial recurn- |
bency: relieved by antacids
Esophageal spasm  2-30 min Pressure tightness, Retrostemnal Can closely mimic angina
burning
Peptic ulcer Prolonged: 60-90min ~ Buming Epigastric substernal — Relieved with food or antadids
after meals
Gallbladder disease  Prolonged Aching or colicky Epigastric, right upper ~ May follow meal
quadrant: sometimes to
the back
Neuromuscular — Costochondritis Variable Aching Sternal Sometimes swollen, tender, warm
over joint: may be reproduced by
localized pressure on examination
Cervical disk disease  Variable; may be sudden  Aching; mayinclude  Arms and shoulders May be exacerbated by movement
numbness of neck
Trauma or strain Usually constant Aching | ocalized to area of Reproduced by movement or
strain palpation
Herpes zoster Usually prolonged Sharp or burning Dermatomal distribution  Vesicular rash in area of discomfort
Peychological Emotional and psy-  Variable; may be fleeting  Variable: often mani- Variable: may be Situational factors may precipitate
chiatric conditions o prolonged fests as tightnessand ~ retrosternal symptoms; history of panic attacks,
dyspnea with feeling of depression
panic or doom

27



Life-threatening conditions

Acute coronary syndrome

Acute aortic syndrome

Pulmonary embolism

Pericardial tamponade

Tension pneumothorax

Mediastinitis (eg, esophageal rupture)



Acute coronary syndrome

e Unstable angina pectoris
* Non-ST elevation myocardial infarction
e ST elevation myocardial infarction.

29



Acute coronary syndrome

Electrocardiography

Physical examination: Basal rales, S3 gallop,
abnormal murmur

Cardiac biomarker

Immediately life-threatening cause for their
chest pain tend to appear anxious and
distressed and may be diaphoretic and
dyspneic

30



- Systole Diastole

1 23 45 6 7

Time (sec)
Reference: https://cvphysiology.com/heart-disease/hd010
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Heart
Sound

Occurs
during:
Isovolumetric

contraction

Isovolumetric
relaxation

Early
ventricular
filling
Atrial

contraction

Associated with:

Closure of mitral and tricuspid valves

Closure of aortic and pulmonic valves

Normal in children; in adults, associated with ventricular dilation

(e.g. ventricular systolic failure)

Associated with stiff, low compliant ventricle (e.g., ventricular

hypertrophy; ischemic ventricle)

Reference: https://cvphysiology.com/heart-disease/hd010 32



Risk factor for ACS

Age
Hypertension
Diabetes mellitus

Hypercholesteremia
Smoking
Family history



Management

MONA

Heparin

Coronary artery angiography

DAPT, ACEI/ARB, Beta-blocker, statin



Anterior wall ST Elevation Ml

.........................

.......................
...............

.....................

.........................
...................

.........................

.........................

- . .
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Coronary angiography

36



Inferior wall ST Elevation Ml




Figure 1: Mid RCA occluded by organized thrombus, developed a
protracted perforation upon recanalising that sealed with prolonged

ballooning. Lesion extends down to rPda (type 2 presentation).

38




DHEZERR © Q wave FEERFEIHVEME
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O LB E fi minutes ~ hours hours ~ 1 day 1 week months
7 (4mmBL ) & (0.04F0 DL E) HYQRY

ST Elevation s 0 wave 0 wave

Acute Ml Old MI
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Multiples of the upper limit of normal

Cardiac biomarker

Days after onset of AMI
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Aortic dissection

* Abrupt onset of thoracic or abdominal pain with
a sharp, tearing and/or ripping character

e Variation in pulse (absence of a proximal
extremity or carotid pulse) and/or blood pressure
(>20 mmHg difference between the right and left
arm)

* Chest radiograph (CXR): Mediastinal and/or aortic
widening ( a measured width greater than 6 cm
on an upright PA or 8 cm on supine AP chest film).

41



Aortic dissection

83 percent of patients with classic aortic
dissection pain and suggestive CXR findings

92 percent of patients with classic pain and an
absent pulse or significant difference in blood
pressure.

When all three variables coexist, aortic
dissection is present in all patients.

When no variables are present approximately
7 percent of patients have aortic dissection.



Previous history taking

Hypertension (abrupt, transient severe increase)

Genetically mediated aortic disease

eg. Marfan syndrome, Turner syndrome, Bicuspid
valve of aortic

Preexisting thoracic aortic aneurysm (TAA) and
abdominal aortic aneurysm (AAA)

Inflammatory conditions

Aortic instrumentation, trauma, or surgery




Standford classification
of aortic dissection

Type A

Source: Fauci AS, Kasper DL, Braunwald E, Hauser SL, Longo DL, Jameson JL, Loscalzo J:
Harrison's Principles of Internal Medicine, 17th Edition: http://www.accessmedicine.com

Copyright @ The McGraw-Hill Companies, Inc. All rights reserved.

Classification of dissections. Stanford classification: Type A dissections (top panels) involve the ascending aort

44



Diagnosis and evaluation the severity
of aortic dissection

e CT of aorta
* Echocardiography
* MRI of aorta
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Management of aortic dissection

Type A : Emergent operation
Type B: Conservative treatment

Pain control: morphine

BP control: for SBP 110~120 mmHg. According
to the urine amount

IV or oral form Beta-blocker: for HR< 60/min



Pulmonary embolism

Tachycardia  D-dimer
Tachypnea e ABG
Hypotension

Desaturation



RITITERY WELLS CLINICAL PREDICTION RULE FOR PULMONARY EMBOLISM

Clinical Feature Points
Clinical signs of deep vein thrombosis 3
Alternative diagnosis is less likely than pulmonary 3
embolism

Heart rate >100 beats/min 1.5
Immobilization >3 days or surgery in previous 4 weeks 1.5
History of deep vein thrombosis or pulmonary 1.5
embolism

Hemoptysis 1
Malignancy (with treatment within 6 months) or ]
palliative

Interpretation

Score >6.0 High
Score 2.0-6.0 Intermediate
Score <2.0 L ow



EKG

Sinus tachycardia is most common

S1Q3T3 sign is relative specific but insensitive
RV strain pattern

T wave inversion in V1-3 may be occurred
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Westermark’s signs

CXR

Palla’s signs
Hampton’s hump signs

52



CT of chest

Pulmonary embolism

Pulmonary
Artery

Thrombus



Echocardiography

 McConnell’s sign: hypokinesis of the RV free
wall with normal or hyperkinetic motion of

the RV apex.
* Elevated of pulmonary artery pressure



Just to the Point
McConnell’s Sign

et P

(2

Kick in
wRY apex~
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Dilated
RV

P> Pl o 005/009

Reference: https://www.youtube.com/watch?v=__ ZTKRwHVkY




ALGORITHM FOR PE MANAGEMENT

Risk stratify |

!

Normotension
plus normal RV

i

Secondary
prevention

MNormotension
plus RV hypokinesis

e

!

g

Individualize
therapy

)

Hypotension

Primary
therapy

{

)

Anticoagulation
alone

IVC filter

Anticoagulation
plus
thrombolysis

Embolectomy:
catheter/surgical

FIGURE 300-7 Acute management of pulmonary thromboembo-
lism. RV, right ventricular; IVC, inferior vena cava.
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Medical treatment for
pulmonary embolism

Unfractioned heparin
Low molecular heparin
rt-PA

Maintained with warfarin and rivaroxaban for
following 3-6 months.



Pericarditis and Pericardial tamponade

* Any type of pericarditis can cause an effusion.
* Post-cardiac OP (rarely tamponade)
- resolve in several weeks.

 Trauma, post-MI LV rupture, complication of PClI
& device implantation—2> bleeding into the
pericardial sac.

» Aortic dissection: retrograde bleeding—> fatal.

* High incidence of progression to tamponade:
oacteria ( include TB), fungus, HIV—related,
oleeding, and neoplastic involvement
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* Treatment

pericarditis

— High dose aspirin
— NSAID




Physical examination

Hypotension

JVE
Tachycardia
Tachypnea

Friction rub
Pulsus paradoxus
Limbs edema

==

Distant heart sound.

P>

[

Beck’s triad




Pulsus paradoxus

Pericardial
fluid
FP=20 mm Hg
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12-leads EKG

* Low QRS voltage
 Electrical alternans

e i, (. mes (e &
I R o

62



CXR and CT

63



Echocardiography

* End diastolic collapse of RA

e Early diastolic collapse of RV

64


Fig 10.26 video.flv

Treatment

* Pericardiocentesis and drainage by pigtail or
surgery

* Control underlying disease.



(6) Other causes of Prolonged Chest pain

* 1.Pneumothorax

e 2.Mediastinal emphysema
* 3.Acute pancreatitis

* 4 Acute cholecystitis

* 5.Peptic ulcer disease E.
* 6.Perforated ulcers
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Reference: https://www.apexhospitals.com/symptoms/peptic-ulcer
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* Up To Date

* Harrisons Principles of Internal Medicine, 19t
Edition

 FEIGENBAUM Text book
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