
ACS AHD Learner Guide 

 

Agenda: 

1:00-1:15 PM Theory Burst 1 

1:15-2:00 PM Small groups 

2:00-2:10 PM Expert Questions 

2:15-2:20 PM Break 

2:20-2:30 PM Theory Burst 2 

2:30-3:00 PM Small groups 

3:00-3:30 PM Expert questions and wrap-up 

 

Case 1: A 68 year old Caucasian male with a history of Type 2 DM, HTN, HLD presents to the ER with 
chest pain.  He describes it as a ‘squeezing’ located in the middle of his chest without radiation. He has 
been experiencing this chest pain weekly and is most noticeable after he mows his lawn with a push 
mower. His symptoms are relieved with sitting down and resting.  Over the last 48 hours he has 
experienced the symptoms more frequently and they occurred twice this morning after carrying in his 
grocery bags. Reports associated dyspnea and feeling ‘uncomfortable.’ His symptoms this morning 
persisted despite rest and prompted him to seek medical attention. 
 
Family History: unknown, patient is adopted 
Social History: retired electrician, former smoker: 1ppd x20 years, quit age 60, 1-2 beers per week, 
denies IVDA 
Medications: Metformin 1000mg BID, Lisinopril 20mg daily, ASA 81mg daily, Simvastatin 20mg daily 
 
Physical Exam: 
Vitals: 140/80, P98, RR 16, 94% RA 
Gen: Mild distress 
CV: Regular rhythm and rate, no murmurs, rubs, or gallops 
Resp: Clear to auscultation bilaterally 
GI: Soft, non-tender, non-distended, +BS 
Ext: 2+ DP pulses bilaterally, no edema 
 
EKG: Read provided EKG; had normal EKG 1 year ago 
Labs: POC troponin in ED is 0.03, 3 hours later is 0.03 
 
1.  What is your working diagnosis? Why? 
 
 
 
 
 
 
 
 
 
 



2. How would you risk stratify this patient? Why is this important? 
 
 
 
 
 
3. You are admitting this patient to the cardiology service.  What are the goals of your treatment?  
What treatment do you initiate?   

 
Case Continued: 
The patient’s chest pain has resolved and you have initiated appropriate medical therapy.  CBC, renal, 
and LFTs are normal.  CXR shows non-acute cardiopulmonary disease. 
 
4. What other work-up would you pursue?   
 
 
 
 
5. The patient’s troponins return at 0.08 in 6hours and then 0.4 in 12hours (reminder POC troponins 
0.03 x 2 three hours apart in ED). What’s your diagnosis?  Does this change your management? 
 
 
 
 
 
6. How would your initial impression and management change if this patient’s physical exam findings 
were the following? 
Vitals: 100/60, P110, RR 20, 89% RA 
Gen: Moderate distress 
CV: Tachycardic, regular rhythm, no murmurs, S3 gallop  
Resp: Crackles at bases bilaterally 
GI: Soft, non-tender, non-distended, +BS 
Ext: 1+ DP pulses bilaterally, 2+ edema to mid-shins bilaterally  
 
 
 
 
 
 
 
BREAK: 
Depending on questions from groups can discuss with cardiology expert concepts of Plavix loading with 
potential for LHC and need for CABG, UFH vs LMWH, and BB w/ h/o cocaine use. 
 
 
 
 
 



Case 2: 
A 56 year-old male is admitted for fatigue and dyspnea. He has a history of ESRD on HD and missed his 

last outpatient dialysis treatment. He is receiving HD in-hospital today with improvement in his dyspnea. 

You are the night float intern covering and receive a call that the patient has developed chest pain 

during dialysis. You immediately go and assess this patient. He describes his symptoms as a sudden 

pressure in the middle of his chest. Has been present for the preceding 5 minutes. There is associated 

nausea and dizziness.  

 
Past Medical History: HTN, HLD, DMII 
Family History: father deceased at age 49 from acute MI 
Social History: former truck driver, current smoker: 1ppd x25 years, denies alcohol and IVDA 
 
Physical Exam: 
Vitals: 104/64, P108, RR 22, 94% RA 
Gen: Moderate distress, diaphoretic, clutching at chest 
CV: Tachycardic, regular rhythm, no murmurs, rubs, or gallops 
Resp: Clear to auscultation bilaterally 
GI: Soft, non-tender, non-distended, +BS 
Ext: 2+ DP pulses bilaterally, no edema 
 
Prior ECG: normal sinus rhythm, no ST-T wave changes, no q-waves, PVCs 
You obtain a new ECG which reveals the following:  
 

 
1.  What is your diagnosis? Explain your answer in terms of the EKG. 
 
 
 
 



2.  What are your next steps in management? 
 
 
 
 
 
3.  What if you are at a community, stand-alone hospital and you are the moonlighting resident, how 
would your management change? 
 
.  What are absolute contraindications to reperfusion therapy in setting of STEMI?  What do you do if 
they exist? 
 
 
 
 
Case #3 
 
A 30 yo G2P2 female with PMH depression on no medications presents with 5 hours of chest pressure 
that started while sleeping. When asked about the location of the pain she places a flat palm against her 
sternum. She states it is accompanied by numbness and tingling that begins in the left shoulder and 
radiates to the elbow. The pain does not change with position. She has felt some intermittent 
palpitations as well. She received one dose of SL nitroglycerin in the ED that made the pain improve.  
 
Family Hx: Diabetes in mother, COPD in father 
Social Hx: Denies EtOH or tobacco. Occasional marijuana use (~2x/month) 
Medications: none 
 
Vitals/Physical Exam 
T 98.9  BP 135/70  P 87  RR 16  SpO2 98% on RA. Orthostats negative 
BMI: 23 
Gen: African American female in no apparent distress 
HEENT: PERRL, Moist mucus membranes 
Neck: No JVD 
CV: S1/S2 normal with no S3 or S4, No murmurs, rubs, or gallops. Strong equal pulses throughout 
Chest Wall: no reproducible tenderness to palpation 
Lungs: CTAB 
Abd: S/NTTP/ND, no RUQ pain 
Skin: no jaundice 
Neuro: intact sensation to light touch in feet, no acanthosis present 
 
 
 
Tests 
EKG: See Case 2 EKG 1 
Renal panel normal, Cr 1.0, CBC normal 
Troponin: 0.04 
CXR: no infiltrates, normal cardiac silhouette, no pneumothorax 
 



Question 1 
What is your pretest probability that this patient is having ACS? 
 
 
 
 
 
Question 2 
What is your next step in managing this patient? 
 
 
 
 
 
Update to case 
The patient has another episode of chest pain 3 hours into observation with the following EKG  
(See Case #2 EKG 2). The pain resolves spontaneously. Another episode 3 hours later and another EKG 
(Case #2 EKG 3) is performed. Another SL nitroglycerin is given again with improvement in symptoms. 
Repeat troponin at this time is consistently at 0.04.  
 
Question 3 
 
 
 
 
 
 
Case #4 
A 52 yo male with PMH HTN and 20 pack year smoking history presents to the ED with acute onset chest 
pain from one hour prior. The initial chest pain was described as fleeting, pressure like and located to 
the left of midline on the chest. He initially thought it was likely heart burn. His wife however, after 
hearing him mention these thoughts told him he had to go the emergency room. He had an additional 
episode on the car ride over. He is mildly nauseous now but is chest pain free.  
 
Vitals/Physical Exam 
T 97  HR 90 BP 128/70  RR 17  SpO2 91% on RA 
Gen: middle aged male in mild discomfort, overweight 
HEENT: PEERL, EOMI 
Neck: no JVD 
Heart: irregular rhythm, no murmurs 
Chest wall: no tenderness to palpation 
Lungs: CTAB 
Abd: S/NTTP/ND 
Ext: no edema 
 
Tests 
See EKG- Case #3  
Renal panel: Normal, Cr 0.8 



CBC normal 
Troponin <0.04 
 
 
Question 1: What does the EKG show? 
 
 
 
 
 
Question 2: What do you do next? 



 


