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Acute coronary syndrome (ACS) includes a spectrum of 

conditions caused by an acute reduction in myocardial 

blood �ow and remains a major cause of emergency 

presentations worldwide [1, 2]. Typical ACS symptoms 

include central chest pain or pressure with radiation to the 

arm or jaw, often accompanied by autonomic symptoms or 

dyspnea [3]. However, a clinically important proportion of 

patients present without classical chest pain and instead 

report non-classical symptoms such as dyspnea, fatigue, 

epigastric discomfort, dizziness, or syncope [3-6]. These 

atypical presentations increase diagnostic uncertainty in 

the emergency department (ED) and can contribute to 
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delayed recognition, delayed reperfusion/medical therapy, 

and worse outcomes [6, 7]. Multiple studies have shown 

that ACS without chest pain is not rare and may account for 

roughly one-quarter to one-third of ACS cases in some 

c o h o r t s  [ 8 ,  9 ] .  O l d e r  a d u l t s  a n d  p a t i e n t s  w i t h 

cardiometabolic comorbidities may be more likely to 

present atypically and may experience greater diagnostic 

delays [10, 8]. Because ED triage and early decision-making 

frequently rely on symptoms, atypical presentations pose a 

consistent challenge and may lead to missed ischemia if 

objective testing is not performed promptly [11].

In Pakistan, local evidence regarding the frequency of ACS 
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Acute coronary syndrome (ACS) classically presents with chest pain; however, many patients 

present atypically, which can delay diagnosis and treatment. Objectives: To determine the 

frequency of ACS among patients presenting with atypical symptoms to the emergency room of 

the National Institute of Cardiovascular Diseases (NICVD), Karachi. Methods: This prospective 

cross-sectional study was conducted in the NICVD emergency room from 28 May to 27 

September 2025. Adults aged 18–80 years presenting with atypical symptoms (dyspnea, fatigue, 

epigastric pain, dizziness, or syncope ± chest pain) were consecutively enrolled (n=165). ACS was 

de�ned by ischemic ECG changes and/or elevated troponin I/T and con�rmed by a consultant 

cardiologist. Associations were assessed using Chi-square or Fisher's exact tests; p<0.05 was 

considered statistically signi�cant. Results: Mean age was 61.8 ± 12.6 years; 54.5% were male. 

ACS was diagnosed in 49 patients (29.7%). Dyspnea was the most common symptom (40.0%) 

and was signi�cantly associated with ACS (51.0% vs 35.3%; p = 0.031). ACS was more frequent in 

patients aged ≥60 years (36.5% vs 18.9%; p=0.012). Hypertension (p=0.021), diabetes (p=0.038), 

and obesity (p=0.047) were signi�cantly associated with ACS. Conclusions: Approximately one 

in three patients presenting atypically in the NICVD emergency room had ACS. Older age, 

dyspnea, hypertension, diabetes, and obesity were signi�cantly associated with ACS, 

supporting early ECG and troponin testing in atypical presentations. 
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among patients presenting with atypical symptoms in high-

volume emergency cardiac settings remains limited. This 

study de�nes this gap. This study aimed to determine the 

frequency of ACS among adults presenting with atypical 

symptoms to the NICVD emergency room in Karachi and to 

identify clinical factors signi�cantly associated with ACS, 

to support earlier recognition and reduce delays in care. 

M E T H O D S

continuous variables was assessed using the Shapiro–Wilk 

test. Associations between ACS and clinical variables were 

evaluated using Chi-square or Fisher's exact test as 

appropriate; p<0.05 was considered statistically 

signi�cant. Unadjusted odds ratios (OR) with 95% 

con�dence intervals (CI) were calculated for key clinical 

risk factors and diagnostic tests to quantify associations. 

A total of 165 patients presenting with atypical symptoms 

suggestive of ACS were included. The mean age was 61.8 ± 

12.6 years (range: 24–80 years). Most participants were 

male (54.5%), and 21.2% were obese (BMI ≥30 kg/m²). 

Demographic characteristics are presented. Findings 

summarize baseline demographic characteristics of adults 

presenting with atypical symptoms (n=165). Continuous 

variables are shown as Mean ± SD and categorical variables 

as Frequency (%). BMI categories are de�ned using 

standard cutoffs (Table 1).
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This prospective cross-sectional study was conducted at 

the Emergency Room of the National Institute of 

Cardiovascular Diseases (NICVD), Karachi, Pakistan, from 

28 May to 27 September 2025. Ethical approval was 

obtained from the Institutional Review Board of NICVD, 

Karachi (IRB Ref No: IRB-08/2025). Written informed 

consent was taken from all participants before enrollment. 

A total of 165 patients were enrolled using consecutive non-

probability sampling. The sample size was calculated using 

the World Health Organization (WHO) formula for a single 

proportion, assuming a 30% prevalence of ACS among 

atypical presentations, a 7% margin of error, and a 95% 

con�dence level. Adults aged 18–80 years presenting with 

atypical symptoms such as dyspnea, fatigue, epigastric 

pain, dizziness, or syncope, with or without chest pain, and 

who provided informed consent were included. Patients 

were excluded if they had: prior diagnosed ACS, known 

structural heart disease, previous revascularization (PCI or 

CABG), non-cardiac causes of hemodynamic instability, or 

use of anti-arrhythmic or anticoagulant therapy at 

presentation.  Atypical symptoms were de�ned as 

presentations not classically associated with ischemic 

chest pain, including dyspnea, fatigue, epigastric pain, 

dizziness, or syncope without typical ischemic chest pain. 

[ACS was de�ned by ischemic ECG changes (ST-segment 

deviation and/or T-wave abnormalities suggestive of 

myocardial ischemia) and/or elevated cardiac troponin I or 

T, in accordance with established guidance, and the �nal 

diagnosis was con�rmed by a consultant cardiologist [19]. 

Demographic and clinical information, including age, sex, 

residence, body mass index (BMI), smoking history, and 

comorbidit ies (hyper tension,  diabetes mell itus, 

dyslipidemia, and family history of coronary artery 

disease), were recorded on a structured proforma. All 

participants underwent physical examination, routine 

investigations, and a 12-lead ECG within six hours of 

presentation. Troponin I or T was measured at arrival 

according to the emergency room protocol. Data were 

collected daily by trained emergency medicine residents 

under the supervision of a senior cardiologist; all 

identi�ers were removed before analysis. 

Data were analyzed using IBM SPSS Statistics version 25. 

Continuous variables were summarized as Mean ± SD, and 

categorical variables as Frequency (%). Normality of 

Table 1: Demographic Characteristics of Patients with Atypical 
Symptoms (n=165)

Dyspnea was the most common atypical symptom (40.0%), 

followed by fatigue (21.8%), epigastric pain (18.2%), 

dizziness (12.1%), and syncope (7.9%). Dyspnea showed a 

statistically signi�cant association with ACS (51.0% vs 

35.3%; p=0.031), whereas the other atypical symptoms 

were not signi�cantly associated with ACS (p>0.05). 

Results present the frequency of atypical symptoms 

among participants and compare the ACS vs non-ACS 

groups. Values are shown as Frequency (%). The p-values 

were calculated using Chi-square or Fisher's exact test 

where appropriate (Table 2).
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Variables Frequency (%) / Mean ± SD

Years

Years

Male

Female

Normal (18.5–24.9)

Overweight (25.0–29.9)

Obese (≥30.0)

Urban

Rural

61.8 ± 12.6

24–80

90 (54.5%)

75 (45.5%)

58 (35.2%)

72 (43.6%)

35 (21.2%)

98 (59.4%)

67 (40.6%)

Age

Age Range

Gender

Body Mass Index (kg/m²)

Residence

Table 2: Frequency of Atypical Symptoms among Study 
Participants (n=165)

Symptoms
Total,

Frequency (%)
p-

value
Non-ACS (n=116),

Frequency (%)
ACS (n=49),

Frequency (%)

Dyspnea 66 (40.0%) 25 (51.0%) 41 (35.3%) 0.031



Cardiovascular risk factors were also compared between 

the ACS and non-ACS groups. Hypertension was the most 

prevalent risk factor (61.8%), followed by diabetes mellitus 

(47.9%) and dyslipidemia (32.7%). Hypertension was 

signi�cantly associated with ACS (p=0.021), and diabetes 

mellitus was also signi�cantly associated with ACS 

(p=0.038). Obesity (BMI ≥30 kg/m²) was signi�cantly more 

common among ACS patients (28.6% vs 18.1%; p=0.047). 

Dyslipidemia, smoking history, and family history of CAD 

were not signi�cantly associated with ACS (p>0.05). The 

study compares cardiovascular risk factors between ACS 

and non-ACS groups. Values are shown as Frequency (%). 

CAD indicates coronary artery disease. P-values were 

calculated using Chi-square or Fisher's exact test where 

appropriate. Additionally, diagnostic �ndings were 

evaluated explicitly. Ischemic ECG changes were observed 

in 41.2% of all participants, and elevated troponin I/T levels 

in 35.2%.  Among patients diagnosed with ACS, ischemic 

ECG changes were present in 87.8% and elevated troponin 

in 79.6%, compared with 21.6% and 16.4%, respectively, in 

non-ACS patients (both p<0.001). The combined positivity 

of both ECG and troponin was also strongly associated with 

ACS (p<0.001). The study presents key diagnostic test 

�ndings (ECG and troponin) and compares ACS vs non-ACS 

groups. Values are shown as Frequency (%). ECG indicates 

electrocardiogram; troponin refers to troponin I or T (Table 

3).
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Table 3: Distribution of Cardiovascular Risk Factors among 
Patients and Diagnostic Test Findings among Patients with 
Atypical Symptoms (n=165)

DOI: https://doi.org/10.54393/pjhs.v7i2.3709

Frequency of ACS among Patients Presenting with Atypical Presentation
Tariq M et al.,

Fatigue

Epigastric
Pain

36 (21.8%)

30 (18.2%)

13 (26.5%)

10 (20.4%)

23 (19.8%)

20 (17.2%)

0.247

0.592

Dizziness

Syncope

20 (12.1%)

13 (7.9%)

6 (12.2%)

4 (8.2%)

14 (12.0%)

9 (7.8%)

0.971

0.934

Symptoms
p-

value

Hypertension

Diabetes Mellitus

Dyslipidemia

Smoking History

Family History of CAD

Obesity (BMI ≥30 kg/m²)

ECG Changes
Suggestive of Ischemia

Total,
Frequency

(%)

Non-
ACS (n=116),
Frequency

(%)

ACS (n=49),
Frequency

(%)

102 (61.8)

79 (47.9)

54 (32.7)

51 (30.9)

31 (18.8)

35 (21.2)

68 (41.2%)

38 (77.6)

29 (59.2)

18 (36.7)

18 (36.7)

11 (22.4)

14 (28.6)

43 (87.8%)

64 (55.2)

50 (43.1)

36 (31.0)

33 (28.4)

20 (17.2)

21 (18.1)

25 (21.6%)

0.021

0.038

0.482

0.311

0.418

0.047

<0.001

Elevated Troponin I/T

Both ECG and Troponin
Positive

58 (35.2%)

46 (27.9%)

39 (79.6%)

36 (73.5%)

19 (16.4%)

10 (8.6%)

<0.001

<0.001

Age ≥60 years was signi�cantly associated with a higher 

incidence of ACS. Speci�cally, ACS was more frequent 

among participants aged ≥60 years compared with those 

<60 years (36.5% vs 18.9%; p=0.012). There was no 

signi�cant association between gender and ACS (p=0.871). 

These results stratify ACS by age group and gender to 

address the reviewer's statistical questions. Values are 

shown as Frequency (%). P-values were calculated using 

the Chi-square test (Table 4).

Table 4: Strati�cation of ACS by Age and Gender (n=165)

Variables
p-

value
Non-ACS (n=116),

Frequency (%)
ACS (n=49),

Frequency (%)
Category

<60

≥60

Male

Female

17 (18.9%)

32 (36.5%)

27 (30.0%)

22 (29.3%)

73 (81.1%)

43 (63.5%)

63 (70.0%)

53 (70.7%)

Age Group
(Years)

Gender

0.012

0.871

To quantify the strength of association, unadjusted odds 

ratios (ORs) with 95% CI were calculated for key clinical risk 

factors and diagnostic tests. Age ≥60 years (OR 3.20), 

dyspnea (OR 1.91), hypertension (OR=2.81), diabetes mellitus 

(OR 1.91), and obesity (OR 1.81) showed increased odds for 

ACS. ECG ischemic changes and elevated troponin had the 

highest ORs, re�ecting a strong diagnostic association 

with ACS. These results provide unadjusted odds ratios to 

support reviewer requests regarding “key risk factors” and 

diagnostic tests. ORs are unadjusted and calculated from 

the 2×2 group frequencies. CI indicates con�dence 

interval; ECG indicates electrocardiogram (Table 5).

Table 5: Odds Ratios for ACS Based on Key Risk Factors and 
Diagnostic Findings

Variables OR (95% CI)

Non-
ACS (n=116),
Frequency

(%)

ACS (n=49),
Frequency

(%)

Age ≥60 Years

Dyspnea

Hypertension

Diabetes Mellitus

Dyslipidemia

Obesity (BMI ≥30 kg/m²)

ECG Ischemic Changes

Elevated Troponin I/T

32 (65.3%)

25 (51.0%)

38 (77.6%)

29 (59.2%)

18 (36.7%)

14 (28.6%)

43 (87.8%)

39 (79.6%)

3.20 (1.59–6.43)

1.91 (0.97–3.75)

2.81 (1.31–6.03)

1.91 (0.97–3.77)

1.29 (0.64–2.60)

1.81 (0.83–3.95)

26.09 (9.97–68.27)

19.91 (8.50–46.64)

43 (37.1%)

41 (35.3%)

64 (55.2%)

50 (43.1%)

36 (31.0%)

21 (18.1%)

25 (21.6%)

19 (16.4%)

D I S C U S S I O N

This study provides evidence on the burden of ACS among 

adults presenting with atypical symptoms in a tertiary 

cardiac emergency setting in Karachi. Nearly one-third of 

patients presenting atypically were diagnosed with ACS 

(29.7%), highlighting that non-classical symptoms in the ED 

should not be considered low risk by default. Current 

guideline-based pathways emphasize rapid ECG and 

cardiac biomarker testing to reduce missed ACS, and our 

�ndings support applying these principles even in atypical 

presentations [12, 13]. Dyspnea was the most common 

atypical symptom in our cohort (40.0%). Importantly, 

dyspnea showed a signi�cant association with ACS 
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(p=0.031). This supports prior international observations 

that ACS can present without chest pain and that dyspnea 

may be a key “warning symptom,” particularly in older adults 

and comorbid patients [8, 9]. Since dyspnea is common in 

multiple non-cardiac conditions, the clinical implication is 

not to over-diagnose ACS, but rather to ensure objective 

testing (ECG and troponin) is performed early in dyspneic 

patients with potential ischemic risk features [14, 15]. Age 

≥60 years was signi�cantly associated with ACS in this 

atypical cohort (p=0.012). This �nding aligns with literature 

showing that older adults may have more atypical ischemic 

symptoms and may face greater diagnostic delays [10, 8]. 

Hypertension (p=0.021), diabetes mellitus (p=0.038), and 

obesity (p=0.047) were also signi�cantly associated with 

ACS in our study. Diabetes is well known to be linked to 

altered symptom perception and atypical or silent 

ischemia, and outcomes may be worse when recognition is 

delayed [16]. Hypertension and obesity re�ect increased 

baseline cardiovascular risk and may contribute to a higher 

probability of ACS even when presentations are non-

classical [17]. ECG ischemic changes and elevated troponin 

were strongly associated with ACS (both p<0.001), with very 

high odds ratios. This reinforces the central diagnostic role 

of ECG and cardiac troponins in suspected ACS and aligns 

with contemporar y recommendations supporting 

structured ED strategies for rapid rule-out and rule-in [18-

20]. Our results emphasize that early ECG and troponin 

should be prioritized during triage, particularly for older 

patients or those with hypertension, diabetes, obesity, or 

dyspnea. From an emergency medicine perspective, these 

�ndings support maintaining a low threshold for early ECG 

and troponin testing among patients presenting atypically, 

especially those with age ≥60 years or cardiometabolic risk 

factors. Implementing protocol-based triage pathways 

may reduce missed ischemia and improve timely 

management decisions in resource-limited, high-volume 

settings [7, 14].

This study has limitations. First, it was a single-center 

study conducted at a tertiary cardiac institute, which may 

limit generalizability to primary or rural hospitals. Second, 

the study design was observational and not blinded, raising 

the possibility of residual confounding. Third, symptom 

reporting may be affected by recall bias, especially among 

older or more unwell patients. Finally, the odds ratios 

presented are unadjusted; larger multicenter studies using 

multivariable models are recommended to determine 

independent predictors more robustly.

C O N C L U S I O N S

Approximately one in three adults presenting with atypical 

symptoms in the NICVD emergency room had ACS. 

Dyspnea, age ≥60 years, hypertension, diabetes mellitus, 

and obesity were signi�cantly associated with ACS. These 

C o n  i c t s o f I n t e r e s t

All the authors declare no con�ict of interest.

S o u r c e o f F u n d i n g

The author received no �nancial support for the research, 

authorship and/or publication of this article.

A u t h o r s ’ C o n t r i b u t i o n

Conceptualization: MT, �B

Methodology: MT, KAK, KFA, �B

Formal analysis: KAK, RS, KFA, �B

Writing and Drafting: MT, KAK, RS, KFA, �B

Review and Editing: MT, KAK, RS, KFA, �B

All authors approved the �nal manuscript and take 
responsibility for the integrity of the work.

R E F E R E N C E S

Rao SV, O'Donoghue ML, Ruel M, Rab T, Tamis-Holland 

JE, Alexander JH et al. 2025 ACC/AHA/ACEP/ 

NAEMSP/SCAI Guideline for the Management of 

Patients with Acute Coronary Syndromes: A Report 

of the American College of Cardiology/American 

Heart Association Joint Committee on Clinical 

Practice Guidelines. Journal of the American College 

of Cardiology.  2025 Jun; 85(22): 2135-237. 

Byrne R, Rossello X, Coughlan J, Barbato E, Berry C, 

Chieffo A et al.  2023 ESC Guidelines for the 

Management of Acute Coronar y Syndromes. 

European Heart Journal.  2023 Oct; 44(38): 3720-

826. 

Van Damme A, Vanderheeren P, De Backer T, 

Desimpel F. Atypical Presentation of Acute Coronary 

Syndrome (ACS): A Case Report. Acta Clinica Belgica.  

2018 Nov; 73(6): 453-9. doi: 10.1080/17843286.2018. 

1460019.

Kraler S, Mueller C, Libby P, Bhatt DL. Acute Coronary 

Syndromes: Mechanisms, Challenges, and New 

Opportunities. European Heart Journal.  2025 May: 

ehaf289. doi: 10.1093/eurheartj/ehaf289.

Shehata MA, AlDawsari AA, Saeedi AH, lbrahim 

AlAyshan M, Saleh MA et al. Acute Coronary Syndrome 

Diagnosis & Management Approach in Emergency 

Department: Literature Review. World Journal of 

Environmental Biosciences.  2022; 11(2-2022): 61-4. 

doi: 10.51847/Gihy97OwCC.

Hwang SY, Park EH, Shin ES, Jeong MH. Comparison 

of Factors Associated with Atypical Symptoms in 

Younger and Older Patients with Acute Coronary 

Syndromes. Journal of Korean Medical Science.  

[1]

[2]

[3]

[4]

[5]

[6]

DOI: https://doi.org/10.54393/pjhs.v7i2.3709

Frequency of ACS among Patients Presenting with Atypical Presentation
Tariq M et al.,

�ndings support early ECG and troponin testing for atypical 

emergency presentations, particularly in older adults and 

patients with cardiometabolic comorbidities, to reduce 

diagnostic delay and improve outcomes.



Jaffe AS, Body R, Mills NL, Aakre KM, Collinson PO, 

Saenger A et al. Single Troponin Measurement to Rule 

Out Myocardial Infarction: JACC Review Topic of the 

Week. Journal of the American College of Cardiology.  

2023 Jul; 82(1): 60-9. doi: 10.1016/j.jacc.2023.04.040.

Stampouloglou PK, Anastasiou A, Bletsa E, Lygkoni S, 

Chouzouri F, Xenou M et al. Diabetes Mellitus in Acute 

Coronary Syndrome. Life.  2023 Nov; 13(11): 2226. doi: 

10.3390/life13112226.

D'Agostino RB, Grundy S, Sullivan LM, Wilson P, CHD 

Risk Prediction Group. Validation of the Framingham 

Coronary Heart Disease Prediction Scores: Results 

of a Multiple Ethnic Groups Investigation. Journal of 

the American Medical Association.  2001 Jul; 286(2): 

180-7. doi: 10.1001/jama.286.2.180.

Li Z, Tao J, Wang H, Zhang Q, Liu Q, Wang Q et al. High-

sensitivity Cardiac Troponin I in the Diagnosis of 

Acute Myocardial Infarction: A Study in Patients with 

Renal Insu�ciency. American Heart Journal Plus: 

Cardiology Research and Practice.  2025 Oct: 100631. 

doi: 10.1016/j.ahjo.2025.100631.

Heart Foundation Working Group. Comprehensive 

Australian Clinical Guideline for Diagnosing and 

Managing Acute Coronary Syndromes.  2025. 

D'Agostino Sr RB, Vasan RS, Pencina MJ, Wolf PA, 

Cobain M, Massaro JM et al. General Cardiovascular 

Risk Pro�le for Use in Primary Care: The Framingham 

Heart Study. Circulation.  2008 Feb; 117(6): 743-53. 

doi: 10.1161/CIRCULATIONAHA.107.699579.

2009 Sep; 24(5): 789. doi: 10.3346/jkms.2009.24.5.7 

89.

Pope JH, Aufderheide TP, Ruthazer R, Woolard RH, 

Feldman JA, Beshansky JR et al. Missed Diagnoses of 

Ac u te  Ca rd i a c  I s c h e m i a  i n  t h e  E m e rg e n cy 

Department. New England Journal of Medicine.  

2000 Apr; 342(16): 1163-70. doi: 10.1056/NEJM20000 

4203421603.

Brieger D, Eagle KA, Goodman SG, Steg PG, Budaj A, 

White K et al. Acute Coronary Syndromes without 

Chest Pain, an Underdiagnosed and Undertreated 

High-Risk Group: Insights from the Global Registry of 

Acute Coronary Events. Chest.  2004 Aug; 126(2): 

461-9. doi: 10.1378/chest.126.2.461.

Perona M, Cooklin A, Thorpe C, O'Meara P, Rahman 

MA. Symptomology, Outcomes and Risk Factors of 

Acute Coronary Syndrome Presentations without 

Cardiac Chest Pain: A Scoping Review. European 

Cardiology Review.  2024 Jul; 19: e12. doi: 10.15420/ 

ecr.2023.45.

Canto JG, Rogers WJ, Goldberg RJ, Peterson ED, 

Wenger NK, Vaccarino V et al. Association of Age and 

S e x  w i t h  M y o c a r d i a l  I n f a r c t i o n  S y m p t o m 

Presentation and In-Hospital Mortality. Jama. 2012 

Feb; 307(8): 813-22. doi: 10.1001/jama.2012.199.

Thompson A, Fleischmann KE, Smilowitz NR, de Las 

Fuentes L, Mukherjee D, Aggarwal NR et al. 2024 

AHA/ACC/ACS/ASNC/HRS/SCA/SCCT/SCMR/SVM 

Guidel ine for  Perioperative Cardiovascular 

Management for Noncardiac Surgery: A Report of the 

American College of Cardiology/American Heart 

Association Joint Committee on Clinical Practice 

Guidelines. Journal of the American College of 

Cardiology.  2024 Nov; 84(19): 1869-969. 

Thygesen K, Alpert JS, Jaffe AS, Chaitman BR, Bax 

JJ, Morrow DA et al. Fourth Universal De�nition of 

Myocardial Infarction (2018). Journal of the American 

College of Cardiology.  2018 Oct; 72(18): 2231-64. doi: 

10.1016/j.jacc.2018.08.1038.

Ataman MG, Sariyer G, Saglam C, Karagoz A, Unluer 

EE. Factors Relating to Decision Delay in the 

Emergency Department: Effects of Diagnostic Tests 

and Consultations. Open Access Emergency 

Medicine.  2023 Dec: 119-31. doi: 10.2147/OAEM.S384 

774.

Torralba F, Navarro A, la Hoz JC, Ortiz C, Botero A, 

Alarcón F et al. HEART, TIMI, and GRACE Scores for 

Prediction Of 30-Day Major Adverse Cardiovascular 

Events in the Era of High-Sensitivity Troponin. 

Arquivos Brasileiros de Cardiologia.  2020 Mar; 114: 

795-802. 

[15]

[16]

[17]

[18]

[19]

[20]

[7]

[8]

[9]

[10]

[11]

[12]

[13]

[14]

PJHSL VOL. 7 Issue. 02 Feb 2026
116

Copyright © 2026. PJHSL, Published by Crosslinks International Publishers LLC, USA
This work is licensed under a Creative Commons Attribution 4.0 International License.

DOI: https://doi.org/10.54393/pjhs.v7i2.3709

Frequency of ACS among Patients Presenting with Atypical Presentation
Tariq M et al.,


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5

