The Differential Diagnosis of Chest Pain

I. Myocardial ischemic Pain

a. The main feature of myocardial ischemia (impending infarction) is usually prolonged chest pain
II. Typical characteristics of the pain include

a. Duration usually over 20 minutes- pain is continuous, and its intensity does not alter- but may get worse
b. Retrosternal pain, may radiate to the arms, back, neck, or the lower jaw
c. Described as pressing or heavy or as a sensation of a tight band around the chest; breathing or changing posture does not notably influence the severity of the pain
d. The symptoms (pain beginning in the upper abdomen, nausea) may resemble acute abdomen- women diabetic elderly- start MI like that
e. In inferioposterior wall MI, vagal reflexes may cause bradycardia and hypotension- fainting
i. Give IV, Don’t give nitrates or beta blockers
f. Electrocardiogram (ECG) is the key examination during the first 4 hours after pain onset, but normal electrocardiogram does not rule out an imminent infarction
g. Markers of myocardial injury (cardiac troponin, CK-MB) start to rise about 4 hours after pain onset. Increase of these markers is diagnostic of MI irrespective of ECG findings
i. “STELIN DISH”- ST elevation infarction, ST depression ischemia
	Condition
	Differentiating Signs and Symptoms

	Hiatal hernia

Reflux Esophagitis

GERD
	The most common cause of chest pain

Heartburn and regurgitation, relieved by antacids

Worse in recumbent position, after meals

Esophogeal spasm relieved by nitroglycerin- prescription drug for angina
DX: Upper GI series, endoscopy, esophageal pH monitoring

	Pulmonary Embolism
	Dyspnea, tachypnea(first 2 signs), tachycardia, hypoxemia, hypocarbia (respiratory alkalosis)
Pain usually pleuritic, especially when pulmonary infarction develops- and you get hemoptysis
No pulmonary congestion on chest X-ray

Virchow’s triad for thromboembolism- hypercoaguability-cancer, DIC, venous stasis, injury
Both PaO2 and PaCO2 decreased

Dx: VQ scan (normal ventilation/decreased perfusion), pulmonary angiogram

	Prinzmetal’s Angina
	Coronary artery spasm

Intermittent recurrent often occurring at rest
Tx: CCBs and Beta Blockers

	Aortic Dissection
	Severe, sharp, tearing pain which typically radiates to the back
Pulses may be asymmetrical or lost
Long standing HTN hitting intima wall lifting up the lumen

Tx: surgery if not, control HTN
Mediastinum widened on chest X-ray

New aortic valve regurgitation

Dx: CT scan, aortography

	Pericarditis
	Pain is sharp, positional, pleuritic and relieved by leaning forward
A friction sound or pericardial rub may be heard
Fever, cough, dyspnea, precedent viral URI

Dressler’s syndrome- pericarditis after MI
EKG: Diffuse ST elevation without evolution of Q waves

Tx: NSAIDs

	Myocarditis
	Pain is generally vague and mild
Total levels of CK and the MB portion are often elevated

Conduction abnormalities may occur

Radiation, chemicals, drugs

	Pleuritis
	A sharp stabbing pain increased by inspiration
Pleural friction rub may be present, cessation upon apnea

Most common cause of stabbing pain-prolonged cough

Midsternal pain

Hyperresonance on percussion, decreased tactile fremitus

Tx: small- give O2,  large- chest tube

	Pneumothorax
	Abrupt onset of sharp pleuritic chest pain and dyspnea
Absent breath sounds

Tracheal deviation, DOE

Dx: Chest X-ray

	Costochondral pain

Cervical Spondylosis
	Pain is atypical, stabbing, localized and may be pleuritic

Reproduced by motion or palpation

Might also be an insignificant incidental finding

	Early Herpes Zoster
	Localized paresthesias before rash in a dermatomal pattern

History of VZV infection

	Gallbladder disease
	Colicky, RUQ abdominal pain; may be related to food intake 

Post prandial pain with high fat foods

Dx: ultrasound

Tx: lithotripsy

	Pancreatitis
	Epigastric pain with radiation to the back, N/V

Associated with food intake

Dx: Lipase (more specific), amylase

	Mesenteric Ischemia
	Dull, generalized abdominal pain in elderly patient

Pain out of proportion to physical exam findings

Dx: angiography

	Psychogenic

Depression
	Unexplained chest pain and hyperventilation

Diagnosis of exclusion

	Pneumonia
	Inflammation of bronchi and alveoli with exudate

Fever, SOB, cough, sputum production
Pleuritic chest pain, adventitious lung sound (wheezes, rales, ronchi)
Dull to percussion, decreased breath sound

Dx: chest X-ray


