
PMH: 
Dyslipidemia - 
atorvastatin 

Meds:

Fam Hx:

Soc Hx:limiting 
access to 
healthcare. 

Health-Related 
Behaviors: 
drinks 6 cans of 
beers on the 
weekend. No 
recreational 
drugs. 

Allergies:

CC:  Chest pain 
 
HPI:  24yM 1 day history of exertional 
chest pain who presented after a loss 
of consciousness. 

He reported chest pain begun 24h ago 
while exerting himself at work. It was 
substernal, oppressive, 8/10. Had a 
brief period of loss of consciousness 
without prodromal symptoms. 

Vitals: T: HR:80 BP:90/60 RR:18 18 SpO
2
: 95%

Exam:
Gen:
HEENT: yellow colour plaque in eyelids, opaque rings 
surrounding cornea b/l. 
CV: RRR, no murmurs/gallops 
Pulm: crackles b/l bases. 
Abd: 
Neuro: 
Extremities/Skin: yellow colour plaque on extensor 
surfaces of arms. Extremities were warmed and with 
good capillary refill. 

Notable Labs & Imaging:
Hematology: normal CBC. 

Chemistry: normal BNP 
Total Cholesterol 567 HDL 29 LDL 318 
Triglycerides 82 

Imaging:
EKG: ST segment elevation in V4-V6. Troponin was 
elevated. He was started on tenecteplase.   
Cath lab: triple vessel disease, 90% stenosis of LAD, 
complete occlusion of middle segment of circumflex 
artery and RCA 
TTE: Preserved EF with no wall abnormalities.  

 Final Dx: Familial Hypercholesterolemia and STEMI. 

Problem Representation: Young male w/ dyslipidemia on treatment w/statins  p/w loss of 
consciousness and acute chest pain. PE shows xanthomas, corneal arcus and b/l lung crackles.  
Evaluation remarkable for an abnormal cholesterol panel and a anterolateral STEMI. 

Teaching Points (Gurleen):
● SYNCOPE - rule out mimics - seizure, stroke, hypoglycemia

-Cardiogenic (arrhythmia vs.  structural - valvular, AS, HOCM,  atrial myxoma) vs. 
orthostatic vs. vasovagal
-Think: MAP = CO x SVR, decrease in CO or decrease in resistance 
Clues to cardiogenic: exertional, no prodromal symptoms (typically in arrhythmogenic), 
abnormal EKG, baseline cardiac disease. 

● TROPONIN ELEVATION: decr supply (angio + - type 1 MI, MINOCA - dissection, 
vasospasm) vs. inc demand 

ACS: plaque rupture w/ thrombus vs. embolism, vasospasm, dissection, coronary 
anomalies 

● CHEST PAIN: emergent cardiac causes - ACS, aortic dissection, tamponade, Takotsubo, 
pulmonary (PE). Who is our patient? Risk factors?

Younger pts: benign causes of chest pain may be more common but wide spectrum - 
congenital, HOCM 

● ST elevation: MI, myocarditis, pericarditis, Takotsubo’s cardiomyopathy
-II, III, avF - inferior lead - RCA
-V2-V4 (anterior), V1-V2 (anteroseptal) - LAD
-I, aVL, V5-V6 - lateral - circumflex

● FAMILIAL HYPERCHOLESTEROLEMIA: most common - autosomal dominant, receptor in 
LDL receptor, apoB, or PCSK9

-Physical exam clues - tendon xanthomas (cholesterol deposition in macrophages), 
xanthelasmas (eyelid), corneal arcus

● SHOCK: characterize extremities - warm/cold
● Law of symmetry: If disease in each vessel → no segmental changes since no 

asymmetry 
● Chronic occlusion: may have preserved EF from collateralization 
● V.tach - electrolyte imbalances, MI - old scar 
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