
ACS Case Presentation 



ACS case 

• M/61 

• non smoker 

• HT, gallstone, right inguinal hernia with repair 

• private CT coro in 2014: minor CAD 

• called ambulance for chest pain since 8pm 



Pre-hospital ECG 

 

Aspirin 200mg given by ambulance man 





History  

• retrosternal chest pain radiates to both shoulders and back 

• associated with sweating 

• also bilateral LL numbness 



Physical Examination 

• BP 97/63, P 61 

• RR 18/min., SpO2 97 (room air) 

• temp. 36.6 

• chest: heart sounds normal, no murmur detected, no basal creps 









Progress 

• AMI clinical pathway commenced 

• CCU consulted  

• CBP, L/RFTs, TnT, CK, PT/APTT, X match 

• CXR 

• Normal saline infusion 





 



Management 

• Ticagrelor 180mg given 

• persistently lowish BP 

• Normal saline FR X3  

• Dopamine infusion 

• Foley insertion 

• bedside echo.: EF 50%, RV akinesia, no pericardial effusion, no flap 
seen (no hard copy saved)  

• imp.: RV inferior wall infarct, cardiogenic shock 

• plan: PPCI 









Progress 

• to CCU 

• pending PPCI 

• Bedside echo. done by on-call cardiologist:  

• flap at ascending aorta 

• moderate AR 

• no pericardial effusion 

• urgent CT thorax  

• CTSU on call alerted 



Bedside echo.  

 







 



 



blood test 

 



Progress 

• CTSU take over 

• emergency Bentall Operation 

• post-op fever, controlled with antibiotics 

• post echo.: no significant AR, trace pericardial effusion 

• discharged D15 after admission 



Conclusions 

• Pre-hospital ECG could facilitate diagnosis of ACS 

• AMI pathway could standardize the procedure and shorten 
management time 

• Aortic dissection is still a diagnostic challenge in AED  


