
PMH: 
None

Meds: 
None

Fam Hx: Brother MI 
at 39 yo (Cath lab 
and stent).

Soc Hx:

Health-Related 
Behaviors: Vaping 
smoking, cocaine 
abuse history 1 year 
ago.

Allergies:

CC:  Chest pain
 
HPI:  30 yo M presents with 11d 
of retroesternal tearing chest 
pain, worsening SOB and mild 
productive cough. Pain is 8/10 
even at rest and wakes him at 
night.  Pain is not radiating or 
associated with diaphoresis. 

Denies: Ortopnea, claudication, 
changes with position, trauma, 
GERD.

Vitals: T:Nl HR:78 BP:150/90 (both arms) RR:18 SpO
2
: 98% Height 6.1 

ft Weight 160-180 p BMI Nl
Exam:
Gen: Not distress
CV: No JVD, no hepatojugular reflux,  no murmurs or gallops. 
Pulm: No rales
Abd: Soft, non distended
Extremities/Skin: No rash, nodules, jaundice. Simetric (Not marfanoid), 
Not hyperlaxity. Trace lower extremity edema. Normal pulses. 

Notable Labs & Imaging:
Hematology: 
WBC: 7.9 Hgb: 15.8 Htc Plt: 538000
Chemistry:
Na: 137  K:  4.2 Cl:101 CO2: 30 BUN: 18 Cr: .83 glucose: 103 Ca: Phos: 
2.8 Mag: 2.1. Nl: AST, ALT, Alk-P, T. Bili, Albumin
Troponins (Not hs): .202 → 1.93 → 1.77
ESR: High
DDimer: Negative
Imaging:
EKG: Q waves     
CXR: Scattered bilateral infiltrations, not pleural effusion or 
cardiomegaly and perihilar lymphadenopathy.
Cath Lab: Single vessel non obstructing CAD 60% LAD Lx
Echo: 35-40%, no motion abnormalities.
Cardiac MRI: Mildly dilated LV inferior akinesis mid ventricular level at 
apex.
2nd admission: Presents w/ VF arrest → Lung caseating granuloma on 
lung biopsy → Sarcoid treatment.

Final Diagnosis: Sarcoidosis

Problem Representation: Male young adult p/w retrosternal tearing chest pain, q 
waves on EKG, reduced EF and bilateral perihilar hymphadenopaties. 

Teaching Points (Brodie):
● Chest pain typical features: type, position, relation to activity, aggravating and 

relieving factors. Relation of SOB w/ chest pain: helps us differentiate between a 
cardiac/pulmonary cause. Active chest pain

● 4-2-2 causes of chest pain emergencies: 4 cardiac: ACS, Dissection, Pericarditis, 
Tamponade, 2 Pulmonary: Embolism, Pneumothorax and 2 GI: Esophageal 
perforation, impaction

● Sudden Cardiac Death:  arrhythmia causes :ARVC, HCM, tamponade, three 
generation family history - both for syndromes and for risk enhancing factors.

● Aortic dissection: Marfan, ED, aortitis (syphilis), cocaine/meth, bicuspid aortic 
valve

● TRIAGE: Normal vitals: relatively r/o Massive PE, dissection, acute HF. vitals and 
EKG for triage, Negative D-dimer: r/o PE and Aortic dissection, important labs: Cr, 
LFT for end organ damage. About physical exam: note blood pressure: which 
sided blood pressure, feel the pulses for morphologies, apex, S3, S4.

●  Loeys Dietz: Aortic dissection and bifid uvula.
● Some EKG pointers: T wave changes repolarization changes-Fabry disease, HCM, 

infiltrative CMPs, ARVC: epsilon. s1q3T3: PE, Q waves: scar, prior ischemia
● XR: Pleural effusion, cardiomegaly, hilar lymph-sarcoidosis.
● Reversible causes of CMP: Ferritin, transferrin saturation, HIV, Urine tox* (with 

patient’s permission), alcohol, genetic causes (titin), (ACE levels: *debunked* for 
CS)

●  5 kinds of MI: ACS, demand-perfusion mismatch, 3-PCI, 4-CABG, 5- death
● ECHO: LV dimensions, mass, RV function, strain, diastolic and systolic function, 

wall motion abnormalities, bicuspid aortic valve, tissue doppler, tissue doppler 
velocities, respirophasic concordance between the LV and RV, and septal motion.

● Cardiac MRI: a pretest diagnostic hypothesis helps to direct special 
sequences/protocols (cost conscious care).

● FDG-PET: clinical (cardiac/extracardiac)+multimodal imaging (EMB not required) 
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