
APPROACH TO CHEST PAIN 
 

A SYMPTOM CAUSED BY SEVERAL LIFE-THREATENING DISEASES AND 
THUS HAD BROAD DIFFERENTIAL 
 
APPLICATION OF A SIMPLE ALGORITHM IS IMPOSSIBLE 
 
PATHOPHYSIOLOGY: 

• Afferent fibres from the heart, lungs, great vessels and oesophagus all enter the 
same thoracic dorsal ganglia 

o Each organ produces the same indistinct quality and location of pain 
 
DIAGNOSTIC APPROACH: 
 

 
 

• First consideration is whether immediate intervention is warranted, followed by 
considering LIFE-THREATENING possibilities in an individual patient 

• Information pertinent to the differential diagnosis is obtained by the history, 
physical exam and ECG in 80-90% of cases 

• HISTORY: 
o Character of pain: 

 Varies from: 
• Crushing, pressure, squeezing  cardiac ischaemia 
• Sharp/stabbing PE vs musculoskeletal 
• Tearing, migratory pain  dissection 
• Burning, indigestion  GI aetiology 

 HOWEVER, due to visceral nature of chest pain, ALL causes of 
pain may present with any of preceding descriptions 



o Activity at onset: 
 During exertion  ischaemia 
 At rest  AMI 
 Sudden onset  PE, dissection, pneumothorax 

o Location: 
 If localised to small area, more likely to be SOMATIC 
 Periphery  pulmonary more likely than cardiac 

o Radiation: 
 Transthoracic pain to back: 

• Dissection 
• Pancreatitis 
• Posterior ulcer 
• Inferoposterior MI 

 Arms, neck, jaw  cardiac ischaemia 
o Duration: 

 Seconds  cardiac cause unlikely 
 Maximal at onset  aortic dissection, PE 
 If not severe and lasting days  serious cause unlikely 

o Aggravating/relieving factors: 
 Worsens with exertion, relieved by rest  cardiac ischaemia 
 Related to meals  GI 
 Worsens with respiration  pulmonary, pericardial, 

musculoskeletal 
o History of prior pain and associated diagnoses on those occasions 
o Risk factors associated with catastrophic causes of chest pain: 

 It is important to note that in the ED, PRESENCE OR ABSENCE 
OF RISK FACTORS IN AN INDIVIDUAL PATIENT 
WITHOUT ESTABLISHED DISEASE HAS MINIMAL OR NO 
EFFECT ON CLINICAL LIKELIHOOD 

 ACS  the usual suspects 
 PE: 

• Prolonged immobilisation 
• Surgery >30 minutes in last 3 months 
• Prior DVT/PE 
• Pregnancy 
• Pelvic or lower extremity trauma 
• OCP  
• Cigarettes 
• COPD 
• CHF 
• Obesity 
• Family history of PE, hypercoagulable state 

 Dissection: 
• HT 
• Inflammatory aortic dises 



• Congenital disease of the aorta or aortic valve 
• Connective tissue disease 
• Pregnancy 
• Arteriosclerosis 
• Cigarette use 

 Pericarditis, myocarditis: 
• Infection 
• Autoimmune disease 
• Acute rheumatic fever 
• Recent MI/cardiac surgery 
• Malignancy 
• Radiation therapy to mediastinum 
• Uraemia 
• Drugs 
• Prior pericarditis 

 Pneumothorax: 
• PRIOR pneumothorax 
• Valsalva manoeuvre 
• Chronic lung disease 
• Cigarette use 

Associated symptoms with chest 
pain and related diagnoses 



 
• PHYSICAL EXAMINATION: 

 

 
 
 
  



ANCILLARY TESTING: 
 

 
 

MANAGEMENT OF POTENTIAL ACS: 
o Good algorithm below 
o For more detail, see notes on ACS 

 



 



MANAGEMENT OF OTHER POTENTIALLY DISASTROUS CHEST PAIN 
SYNDROMES: 
 

 


