
PMH: well 
controlled HTN; 
Uncontrolled DM; 
hyperlipidemia; 
moderate aortic 
stenosis (last echo 
w/ preserved 
biventricular 
function); chronic 
gastritis, HP 
positive -> 
eradicated

Meds: 
simvastatin, 
perindopril, 
indapamide, 
finasteride, 
metformin, 
dapagliflozin

Fam Hx: 
-

Soc Hx: -

Health-R
elated 
Behavior
s: -

Allergies
: -

CC:  Chest pain
HPI:  DAY ONE: 75 yo M 
presents with continuous 
oppressive retrosternal and 
epigastric pain for over 2 days, 
progressively worsening. On 
second day of symptoms, one 
episode of fever, nausea, 
vomiting and diarrhea. No blood 
or mucus in the stool, dyspnea, 
orthopnea, PND, syncope, 
palpitations or cough.

Vitals: T: 37.7ºC HR: 104 BP: 140/73 RR: 24 SpO
2
: 97%

Exam: Gen: tired and tachypneic
CV: s1 and s2 present, rhythmic and regular, panfocal midsystolic murmur II/VI
Pulm: lungs clear to auscultation
Abd: nl
Neuro: alert and oriented w/ no focal deficits
Extremities/Skin: nl

Notable Labs & Imaging:
Hematology: WBC: 6.9 lymphopenia 280 neutrophils 6.4 Hgb: 13.6  Plt: 105    
Chemistry: Na: 132  K: 2.88  Cl: 92  BUN: 66 Cr: 1.1 glucose: 200 AST: 71 ALT: 69 Alk-P: 68 T. Bili: 
2 D. Bili 0.6  CK 188 CKmb 24 Trop T 0.153 CRP: 198 UA: normal ABG: pH 7.4 pCO2 26.8 pO2 
84.4 HCO3 21.4 Lactate 1.5
Imaging:
EKG: diffuse ST elevation and PR depression
CXR: normal.
Echo: moderate aortic stenosis no wall motion abnormalities, thickening of the pericardial 
leaflets with no effusion, preserved biventricular function
DAY TWO: some relief of chest and abdominal pain w/ paracetamol and NSAIDs. No fever, 
physical exam was the same, except for new irregular heart sounds, EKG -> auricular flutter (HR 
~130) BP 120/70 . Trop T and myoglobin trending down, still high CRP. Started amiodarone. 
Later: pale and diaphoretic, tachypneic, disoriented in time and space. ABG: pH 7.3 pCO2 14 
pO2 96 lac 2.5 HCO3 8 glucose 355 AG 26
Started on fluids, insulin drip.
DAY THREE: AMS: GCS 7, roving eyes, no meningeal signs, babinski + right side, no motor 
asymmetry. Febrile, tachypneic, BP 115/70 HR 130 mottled skin and petechiae of lower limbs. 
Lac 4.5 Evolution: shock w/ need for pressors and intubation. CT head: multiple bilateral 
cerebral infarcts, probably subacute
CT TAP: hypodense nodular lesion on the R coronary cusp of the aortic valve, consistent w/ 
vegetation and opacification of the proximal and medial segment of the R coronary artery, 
suggesting the presence of thrombus, large splenic infarct
Blood cultures: MRSA
Final dx: MRSA endocarditis w/ cerebral, splenic and coronary embolization + septic shock

Problem Representation: 75M w/ uncontrolled DM and Ao 
stenosis, p/w acute chest pain and fever. Labs showed 
lymphopenia and high troponin. CT showed b/l brain infarcts.

Teaching Points (Vale):
● Chest pain: 

○ Emergent causes (4+2+2): 
■  ❤  ACS, Ao dissection, Tamponade, Takotsubo.
■  🫁 PE, Pneumothorax.
■  ☕ Esophageal rupture and impaction.

○ + Fever aka Inflammation -> Prioritize the lung! And 
consider -itis: endocarditis, aortitis, mediastinitis, 
pericarditis, myocarditis. 

● 3Ws of Problem representations: 
Who? -> Valvular dz, Immune state (uncontrolled DM) -> 
increased risk for Pseudomonas, Mucor, systemic mycoses, 
Melioidosis, Salmonella.

    When? -> Acute onset (rule out emergent causes) 
What -> Chest pain, lymphopenia, elevated troponin and ST 
elevations.

● Lymphocytopenia Ddx: Infections (HIV, COVID, Typhoid, TB, 
malaria), Autoimmune, Meds (steroids, chemo, biologic agents), 
Cancer, Nutritional deficiencies.

● Troponin pyramid (https://bit.ly/33U51EY): 
○ If it stays or increases go to the top! -> myocarditis, 

Takotsubo, ESRD.
○ If it decreases -> MI, MINOCA, Takotsubo, PE, HTN, CHF, Ao 

stenosis. 
● Sympathetic toxidrome (tachycardia, hypokalemia, HTN): 

Exogenous causes vs Endogenous (Pheochromocytoma, 
Thyrotoxicosis) 

● Causes of b/l 🧠  infarction: ❤, Arteries, 🩸
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