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Chest pain
A. B. DEY, SRIKANTA SHARMA

Chest pain, a symptom frequently encountered in clinical practice,
is the commonest manifestation of coronary artery disease (CAD).
With an increase in the incidence of CAD and myocardial infarction
in the community, chest pain has assumed even greaterimportance.
Several other pathological conditions, the majority of which are
non-cardiac, also present as chest pain. A majority of patients with
chest pain, seen by general practitioners, probably do not have
angina pectoris. Since it is not always easy to differentiate
atypical pain due to any cause and angina, a substantial number of
patients are suspected to have CAD in its absence. Missed
diagnosis of a serious disorder often leads to loss of life, whereas
overdiagnosis leads to unnecessary, costly and invasive investiga-
tions. The common causes of chest pain are listed in Table I.

PATIIOGENESIS OF CHEST PAIN

In most instances, understanding the genesis of pain is essential
for arriving at a proper diagnosis.

Cardiovascular disease
Chest pain in cardiac disease is commonly due to myocardial
ischaemia which results in an imbalance between the demand and
supply of oxygen to the heart. The commonest cause of this
imbalance is physical exertion in the setting of diseased (narrow)
coronary arteries. Clinically manifest myocardial ischaemia
(angina) is a common manifestation of atherosclerotic CAD.
However, it also occurs in valvular heart disease such as aortic
stenosis and hypertrophic cardiomyopathy, myocarditis, tachy-
arrhythmia and anaemia in the presence of normal coronary
arteries. The risk factors for angina pectoris due to CAD are
obesity, hypercholesterolaemia, hypertension, diabetes mellitus
and smoking. Other unmodifiable risk factors are male sex
increasing age and family history of premature heart attacks. '
The single most important initiating factor for angina is effort.

In stable effort angina, additional myocardial oxygen demand
during acute stress and exercise typically brings on the symptoms.
The threshold for angina is lower in cold weather (sometimes in
hot weather), after heavy meals and with concomitant cardiovas-
cular diseases such as hypertension and tachyarrhythmias. In
unstable angina and myocardial infarction, there is an absolute
decline in myocardial oxygen supply due to anatomical reasons.
The precipitating factors are usually absent and the pain may start
at rest or may not be relieved after rest. Variant angina also
presents in a similar manner but the reduction in coronary circu-
lation is due to spasm and not thrombosis.
Pain due to pericarditis is related to inflammation and irritation
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of the adjacent parietal pleura. Pericarditis due to non-infectious
and non-inflammatory causes is associated with very mild pain.
Pain in myocarditis can be similar to that in angina or pericarditis.
Valvular heart diseases produce pain similar to angina due to
ventricular ischaemia secondary to excessive systolic overload.

Respiratory diseases
Disorders of the pleura, pneumonia and lung cancers produce
chest pain by irritating the sensory nerve fibres of the parietal
pleura. In addition, involvement of various structures of the chest
wall can cause pain in bronchogenic malignancy.

Gastro-oesophageal disorders
Diseases of the oesophagus commonly cause chest pain. Gastro-
oesophageal reflux and hiatus hernia can cause pain by chemical
(acid) irritation of the oesophageal mucosa. Pain can be induced
by diffuse oesophageal muscle spasm due to chemical irritation or
dysmotility, oesophageal contractions in the presence of obstruction
as in oesophageal cancer and peptic ulcer of the oesophagus and
stricture. Peri-oesophageal involvement due to cancer or peptic
plceration can also lead to constant pain. Acute inflammation of
the gall bladder and pancreas often cause pain or discomfort
because of the neuroanatornical relationship.

Musculoskeletal disorders of the chest wall
Intercostal muscle cramp, compression of nerve roots and inflam-
mation of a muscle, tendon, synovium or bursa are common

TABLEI. Causes of chest pain

1. Cardiac
Angina pectoris
Acute myocardial infarction
Pericarditis
Aortic stenosis

2. Respiratory
Pneumonia
Pleurisy
Pneumothorax
Bronchogenic carcinoma
Pulmonary embolism
Mediastinal tumour

3. Gastro-oesophageal
Reflux oesophagitis
Oesophageal spasm
Hiatus hernia
Oesophageal malignancy
Referred pain from abdominal diseases
Peptic ulcer disease
Acute pancreatitis
Acute cholecystitis

4. MusculoskeletaVchest wall
Costochondritis
Cervical spondylosis
Subacromial bursitis
Biceps tendinitis
Herpes zoster
Fibrocystic disease of the breast

5. Emotional disorder
Atypical angina (Da Costa's syndrome)
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causes of chest pain. Inflammatory and neoplastic diseases of the
breast, metastatic involvement of the chest wall and involvement
of nerve roots in herpes zoster are other important causes of pain.

Emotional disorders
Disturbances of autonomic control of the heart from intense
repetitive emotional stimuli can cause pain in the chest which may
be confused with angina. Palpitation, hyperventilation and dizzi-
ness are the other accompanying features.

DIFFERENTIAL DIAGNOSIS OF CHEST PAIN
Chest pain is a common problem which tests a physician's
diagnostic acumen. This condition is also one of those where the
importance of a good history is best emphasized.

Cardiovascular diseases
Angina pectoris is described as an unpleasant sensation mimick-
ing strangling, constriction, heaviness, tightness, pressure, ach-
ing, squeezing, expanding sensation or a choking feeling in the
throat. Milder descriptions include retrosternal aching and dis-
comfort. Unusual and often misleading descriptions are a faint
and peculiar feeling behind the sternum, retrosternal burning,
indigestion and difficulty in breathing. It is important to ask if the
retrosternal discomfort is a new experience. Angina pectoris is
usually preceded by precipitating factors. These include physical
exercise, emotional stress (excitement, anger, frustration) espe-
cially soon after a heavy meal or exposure to cold or warmth. It
usually does not follow coughing or respiratory movement.
However, unstable angina, myocardial infarction and variant
angina may not be precipitated by effort and relieved by rest. The
character of the pain in these conditions is similar to angina but
more severe in intensity.
In the majority of patients anginal pain is located in the retro-

sternal region. Other locations include the chest and both arms,
more commonly the left arm. Unusual and uncommon sites
include the mandible, teeth, tongue, hard palate, interscapular
region, shoulder, wrist, elbow and forearms. Progression of CAD
is also known to be associated with a change in the site of pain. The
area of pain is usually about the size of a fist. Chest pain limited
to an area the size of a finger tip is unlikely to be angina.
Angina lasts for 1-5 minutes if the precipitating factor is

removed, i.e. the patient stops exerting and rests. Ischaemic chest
discomfort or pain lasting for more than 15minutes in the absence
of effort usually indicates prolonged myocardial ischaemia or
infarction. The effort that leads to angina may vary. The preci-
pitating events of angina include fast walking, carrying a load,
parking a car, driving in heavy traffic, eating, shaving, sexual
intercourse, and severe pain on micturition and straining during
defaecation. Certain activities such as standing up after a night's
sleep and stooping can induce angina.
Emotional tension, disturbing thoughts, worry, anger, hurry,

excitement and nightmares are known to trigger angina. Exposure
to cold weather and tobacco smoking also precipitate angina.
Discontinuation of the effort and rest relieve angina within \-5
minutes. Angina provoked by emotional stress lasts longer than
effort angina. The effect of sublingual nitroglycerine is usually
prompt and dramatic (within 1-2 minutes) and is generally
considered to be diagnostic of myocardial ischaemia. However,
very short-lived and self-limiting non-coronary chest pain may
also disappear after sublingual nitroglycerine. Central chest pain
due to oesophageal spasm is also relieved by nitroglycerine and
can be confused with angina. Inability to precipitate chest pain

23\

with similar events after the use of nitroglycerine is also indicative
of myocardial ischaemia. Some patients carry out the Valsalva
manoeuvre to successfully abort angina.
The differentiation between angina and prolonged myocardial

ischaemia is generally not difficult. Short duration, temporal
relationship to a precipitating factor and relief after discontinuation
of effort and rest are typical of angina. On the other hand, patients
with prolonged ischaemia are generally restless. Physical exami-
nation may be non-contributory in CAD whereas non-coronary
heart diseases (e.g. valvular heart disease and cardiomyopathy)
which cause angina are diagnosed relatively easily. Presence of
risk factors for CAD (such as hypertension, hypercholesterolaemia)
and signs of other atherosclerotic diseases (carotid bruit) and
peripheral vascular disease suggest the possibility of CAD. The
presence of abnormal precordial movements, a third or fourth
heart sound, a new apical systolic murmur and basal lung rales
help in diagnosing ischaemic heart disease. Presence of a gallop
or apical systolic murmur during pain and its disappearance after
relief strongly suggests the possibility of CAD.
Limitations of history and physical examination in the diagno-

sis of myocardial ischaemia are well recognized. In the event of
doubt, it is prudent to overdiagnose rather than dismiss a poten-
tially significant lead in the history and examination.

Pleuro-pulmonary disorders
Chest pain in pleuro-pulmonary disorders is characteristically
pleuritic in nature. The pain is sharp, superficial, aggravated by
deep inspiration, coughing, straining and even breathing. Unilat-
eral chest pain of sudden onset associated with shortness of breath
can be due to a pneumothorax. The pain of tracheobronchitis is
substernal, burning in nature and increases on coughing. Broncho-
genic malignancy causes chest pain by involvement of the chest
wall and may be dull and persistent. Chest pain in pulmonary
embolism depends on the size of the embolus; pain due to a
massive embolus occasionally mimics acute myocardial infarction.
It is substernal in location and accompanied by haemodynamic
changes of low cardiac output. On the other hand, small emboli
lodged more peripherally may produce pleuritic chest pain and
haemoptysis. The diagnosis of pulmonary embolism requires a
setting of venous thrombosis in the form of deep vein thrombosis,
prolonged illness and bed-bound state. Examination of the chest
in most pleuro-pulmonary diseases provides evidence for a diag-
nosis which can be confirmed by a chest X-ray.

Gastro-oesophageal disorders
A deep, dull, burning thoracic discomfort is typical of acid-related
reflux oesophagi tis. The accompanying symptoms include a
sensation of warm fluid rising towards the mouth and movement
of pain down the oesophagus. The pain, when severe, may radiate
to any side ofthe chest, neck and jaw. It is aggravated by bending
forwards, straining or lying recumbent and is worse after aspirin,
alcohol and heavy meals. It is relieved by swallowing saliva or
water and disappears after antacids. It may be associated with
difficulty in swallowing. Obstructive oesophageal lesions pro-
duce pain specifically related to swallowing. Peptic or malignant
infiltration of peri-oesophageal tissues produces a persistent
agonizing dull pain. These conditions can be diagnosed easily by
endoscopy.
Diffuse oesophageal spasm produces dull pain which may

occur spontaneously or during a meal. It is typically located
centrally and retrostemally. Diffuse oesophageal spasm can some-
times be precipitated by exercise, can be severe in intensity and
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accompanied by sweating, pallor, tachycardia and dyspnoea
attributable to activation of the sympathetic nervous system. Pain
of diffuse oesophageal spasm is often confused with angina due
to its response to nitroglycerine. A useful diagnostic test in diffuse
oesophageal spasm is relief of pain on swallowing of saliva; this
does not relieve anginal pain. It must be kept in mind that serious
conditions like angina may co-exist with reflux oesophagitis or
diffuse esophageal spasm. Confirmation of the diagnosis of
oesophageal dysmotility by manometry and reflux oesophagitis
by pH measurements are advisable if the facilities are available.
Pain related to gastric or duodenal ulcer is commonly substernal.

Its relation to food and relief with antacid makes it easy to
distinguish from other causes. Chest pain due to acute cholecystitis
or pancreatitis is often accompanied by other abdominal symp-
toms and signs and is unrelated to exercise.

Muscloskeletal disorders of the chest wall
Costochondritis is acommon cause of anterior chest pain. Localized
swelling and redness are usually not present. However, localized
tenderness is a useful clue to clinch the diagnosis. The character
of pain varies from sharp to dull and may persist for minutes to
hours (even days). Often non-specific T-wave changes on an
electrocardiogram (ECG) can lead to a mistaken diagnosis of
angina. Pain from inflammatory conditions of the shoulder girdle
is usually precipitated by motion. Pain arising from lower cervical .
disc prolapse or brachial plexus involvement can produce pre-
cordial and left arm pain. However, the pain is neuralgic in
character and movement of the shoulder girdle may exacerbate it.
Diseases of the breast-both inflammatory and neoplastic-

can cause pain. In the latter, chest wall involvement is the cause
of pain. Fibrocystic disease of the breast is a common painful
condition but the localization of the pain seldom poses a diagnos-
tic problem.
Involvement of the chest wall by malignant tumours often

causes severe agonizing pain. However, physical examination
makes the diagnosis easy. Post-herpetic neuralgia involving the
thoracic segments is easily diagnosed from the history or scars of
herpes zoster. However, neuralgic pain prior to the appearance of
skin eruptions sometimes causes a diagnostic dilemma.

Psychological causes
Diagnosis of a psychological cause of chest pain is not unusual.
Vague chest discomfort attributable to muscle tension on a
background of anxiety and attention-seeking behaviour is not
uncommon. Better defined but heterogeneous conditions mani-
festing as sharp left submammary pain, palpitation and hyperven-
tilation have been described in the literature under various names.
These symptoms are probably related to anxiety about the health
of the heart and respond dramatically to confident exclusion of
cardiac disease and reassurance.

MANAGEMENT
The goal of management is to make a diagnosis with reasonable
certainty, so that potentially catastrophic and life-threatening
diseases of the heart and lungs are neither missed nor over-
diagnosed. The approach to chest pain is summarized in Table Il,

Clinical evaluation
The role of a good history in the diagnosis of chest pain is para-
mount. A detailed history of the character of pain, its behaviour,
location, quality, radiation, intensity, duration, and aggravating
and relieving factors can help in making a diagnosis (Table Ill).
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TABLEII. Management strategy of chest pain

• Clinical evaluation with history and physical examination
• Appropriate investigation
• Interpretation of clinical evaluation and investigatioDS-t:eaSOning out

a diagnosis
• Treatment at first contact
• Timely referral for hospitalization and specialist treatment

TABLEIII. Essential historical features of chest pain

• Quality of pain
• Location and radiation
• Size of the area of pain
• Duration of pain
• Frequency of pain
• Precipitating factors
• Relieving facton
• Patient's response to pain

It must be remembered that there is little correlation between the
severity of pain and the seriousness of its cause. Aggravation of
pain by breathing and coughing indicates that the pleura, lungs,
pericardium and mediastinum are the source of pain. Musculo-
skeletal and chest wall pain is aggravated by local movement.
Increase in pain after physical exercise and relief on rest is diag-
nostic of myocardial ischaemia. Presence of angina-like symp-
toms such as dyspnoea, exhaustion and syncope often help in
diagnosing myocardial ischaemia. Similarly. waterbrash, regurgi-
tation of food, and relief with antacids are typical of gastro-
oesophageal pain.
Not every patient with angina presents with a textbook des-

cription because of biological variations and the patient's inter-
pretation of significance of a symptom as well as hislher ability to
recall. Presence of atypical features should alert the clinician to
the possibility of non-anginal pain.
A thorough physical examination with special attention to

vital signs (pulse, blood pressure, respiratory rate and tempera-
ture) sometimes provide useful clues. Cyanosis always points to
a serious disturbance of oxygen transport and can be due to a low
cardiac output. The presence of obesity and xanthelasma are
suggestive of CAD, while localized tenderness indicates costo-
chondritis or muscular spasm. Examination of the lungs generally
provides evidence for disorders significant enough to cause pain;
. e.g. pleurisy, pneumothorax or pneumonia. Aortic stenosis and
other valvular heart diseases are usually accompanied by enough
signs to arrive at a diagnosis. An audible third or fourth heart
sound, apical systolic murmur and features of heart failure may be
easily detected in patients with myocardial infarction. However,
often the physical examination may be completely normal. An
accentuated pulmonary component ofthe second heart sound may
be the only sign of pulmonary embolism and a pericardial rub aids
the diagnosis of pericarditis. Abdominal examination usually
provides information in patients with acute abdominal condi-
tions. Careful examination of the shoulder girdle may aM in the
diagnosis when systemic examination is non-contributory. Re-
production of symptoms by means of a physical manoeuvre is
sometimes most rewarding.

Pitfalls
Clinical evaluation has several limitations in providing enough
information to arrive at a diagnosis. Presence of risk factors
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suggest the possibility of angina or infarction whereas their
absence does not exclude CAD. The style and framing of ques-
tions may elicit different answers from the same patient. A
patient's lifestyle and alteration in physical activity following
painmayalso cloud the value of the history. Absence of abnormal
physical signs is usual in angina, oesophageal spasm or pain due
to emotional reasons. Many patients with myocardial infarction
do not have any abnormal physical signs.
Improper interpretation of an abnormal physical sign can

sometimes lead to misdiagnosis.

Appropriate investigations
The choice of first investigation for chest pain is limited to electro-
cardiogram for central and retrostemal pain and chest X-ray for
suspected pleuro-pulmonary disorders. Coronary artery disease is
commonlyassociated with abnormal electrocardiographic changes.
Depression of the ST-segment (1 mm or more) during pain and its
disappearance after relief of pain is highly suggestive of angina.
Suchsigns of myocardial ischaemia not detected during evalua-
tioncan be reproduced in the laboratory by quantified and graded
exercise. Abnormalities in the resting ECG involving the ST-
segment and T-wave are frequently detected in patients with
CAD. However, the ECG may be completely normal between
attacks in up to 50% of patients.
The typical ECG manifestation of acute myocardial infarction

is ST-segment elevation. However, only half the patients with
acute myocardial infarction present with ST-segment elevation.
A substantial number (more than a quarter) of patients have
suggestive evidence of infarction and serial ECG is diagnostic in
about 85% of patients. Thus, nearly 50% of patients with acute
myocardial infarction may have a normal or equivocal first ECG,
indicating the limitation of the most important investigation used
in the diagnosis of chest pain. Most other heart diseases present
with non-diagnostic ECG abnormalities. It must be remembered
thata normal ECG does not exclude the presence of disease. Bio-
chemical markers of acute myocardial infarction evolve over time
andthe clinician should not wait for these prior to hospitalization.
In pleuro-pulmonary diseases the chest X-ray provides diag-

nostic clues. However, the chest X-ray is usually normal in acute
pleurisy prior to development of pleural effusion. The role of
other imaging techniques such as CT and MRI scan is limited.
They should be reserved for further evaluation of an abnormality
detected on the chest X-ray. Endoscopic examination, manometry
and pH studies for diagnosis of gastro-oesophageal disorders
requires expertise.

Reasoning out a diagnosis: Interpretation of clinical
evaluation and investigations
The physician has to assess the probability of various causes of

TABLE IV. Differentiation of common causes of chest pain
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chest pain integrating the results of investigations, history and
physical signs (Table N). The limitations of history-taking,
physical examination and investigations require the physician to
reason out the most likely diagnosis in a patient based on the
patient's age, sex and risk factor profile. The predictive value of
chest pain for diagnosis of angina in a middle-aged man with a
history of retrostemal pain produced by effort would be higher
than that in a man of the same age in the presence of coronary risk
factors and pain not related to effort. The predictive value of chest
pain with a typical description for diagnosis of angina in a young
woman of20 years would be very low. However, the middle-aged
man with coronary risk factors and chest pain not related to effort
needs to be evaluated further. It is not possible to quantify the
predictive value of chest pain and the physician needs to analyse
each situation individually. The typical ECG features of myocar-
dial ischaemia may be absent in a patient with CAD and may
present in the absence of disease.
The probability of obtaining a positive or negative test result

is, however, greatly affected by the pretest probability of angina
in the individual patient. Frequent negative ECGs in the presence
of not-50-typical history decreases the chances of CAD signifi-
cantly. Use of additional investigations such as exercise ECG,
radionuclide scanning and coronary angiography can provide
additional information to clinch or refute the diagnosis. However,
the decision to perform these investigations should be left to the
specialist.
It is useful to subgroup patients with chest pain into those with

acute, subacute and chronic pain. Patients presenting with the first
episode of chest pain need to be evaluated for serious and life-
threatening conditions whereas those with chronic and recurrent
pain should be evaluated for rarer causes of pain.

MANAGEMENT OF CHEST PAIN IN TIlE COMMUNITY
The goal of treatment of chest pain in the community is not to
waste time in the early part of the disease; correct and timely
action can prevent death and complications. The main emphasis
is obviously on curative intervention for acute myocardial infarction
during the period when the myocardium is still viable.
Coronary care units of hospitals provide the best setting for

treatment of acute myocardial infarction. In such a setting, throm-
bolytic therapy can be instituted safely and the complications of
myocardial infarction tackled effectively. The ultimate impact of
thrombolytic therapy on successful revascularization and mortal-
ity is inversely proportional to the window period between
infarction and initiation of therapy. Hence, the patient with a
'proven diagnosis of acute myocardial infarction should be sub-
jected to thrombolytic therapy as soon as possible. It has been
observed that the physician in the community is not the cause of
a delayed referral. Most delays occur due to patients' hesitation

Feature Angina Atypical angina Oesophageal Pulmonary Musculoskeletal

Location Substernal Left mammary Substernal. Substernal Substernal
epigastric

Quality Constricting Stabbing. aching Pressure Pressure Pressure

Duration 5-15 minutes Seconds to hours 5~0 minutes >30 minutes Variable

Reproducibility Effort Uncertain. rest Recumbency. Spontaneous Movement
fasting. hot drink

Relief Rest, nitrates Uncertain Food, antacid. Rest, analgesia Rest, analgesia
nitroglycerine
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in seeking medical advice. Concerted public education for seeking
medical help in the event of chest pain persisting for more than
15-20 minutes can prevent such delays. Aspirin in doses of 160-
300 mg (halfto one tablet) early in acute myocardial infarction not
onlyreduces complications andmortality, but also aborts infarction
at times. Thus, every patient with proven or suspected myocardial
infarction should be advised a tablet of aspirin before being
transported to hospital for thrombolytic therapy. It is not clear
whether such a patient should be administered thrombolytic
therapy in transit to hospital. Thrombolytic therapy is effective
within 6 hours of onset of infarction. However, there is some
evidence that it can be useful up to 12hours from the onset of pain.
Patients suspected to have stable angina pectoris should be

started on treatment with nitrates (both short- and long-acting)
and prophylactic aspirin (100-150 mg daily). Depending on the
associated risk factors, they may be treated with beta-blockers
(metoprolol) or calcium channel blockers (nifedipineordiltiazem).
Subsequent assessment would aim at providing more definitive
surgical or non-surgical invasive therapy for the diseased coro-
nary artery. Patients with prolonged myocardial ischaemia but no
evidence of myocardial infarction need hospitalization and inten-
sive therapy aimed at avoiding myocardial infarction and subse-
quent definitive therapy for CAD.
A large number of patients with chest pain not typical of angina

or infarction pose a management dilemma. In the presence of
coronary risk factors and a suspicious history, these patients may
need further investigations to demonstrate myocardial ischaemia
by graded exercise in controlled laboratory conditions. A nega-
tive stress test, though not 100% sensitive, is reassuring for the
patient and physician alike. Rational judgement by a specialist is
required to decide the extent of investigation to be pursued.
Management of pleuro-pulmonary chest pain is simpler.

Immunocompetent patients below 60 years of age with uncompli-
cated pneumonia without hypotension and hypoxia can be man-
aged at home with oral antibiotics (amoxycilJin, cefuroxime,
axetil, erythromycin, azithromycin or sparfJoxacin). However,
any doubt regarding patients' compliance to treatment and im-
mune status, age above 60 years, presence of complications,
hypotension and hypoxia are indications for hospitalization and
parenteral antibiotic therapy. Pleurisy without effusion needs to
be treated with analgesics and observed for development of
effusion, which relieves pain.
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Tuberculosis is the commonest cause of pleural effusion in
India, especially in younger patients. Diagnostic thoracocentesis
for examination of the fluid is essential for making a more
confident diagnosis. Haemorrhagic effusion in an older patient is
more likely to be malignant and requires specialist management.
Pneumothorax generally presents suddenly. Chest X-ray is

diagnostic and also helps in deciding the need for intercostal tube
drainage. As a rule of thumb, if the lung is separated from the
lateral chest wall by more than one-third of the transverse dia-
meter of the hemithorax, the patient should be referred to a hospi-
tal for intercostal tube drainage. Tension pneumothorax is an
extreme emergency where the patient may die due to compromise
of the other lung by progressively accumulating air in the pleural
cavity. Such patients require immediate intercostal drainage not
necessarily with the usual tube and innovation may be required in
a given situation to drain out air from the upper part of the
hemithorax. Chest pain due to lung cancer needs expert manage-
ment in hospital. Other uncommon thoracic causes of chest pain
are dissecting aneurysm of the aorta, mediastinitis and pneumo-
mediastinum. These conditions require specialist intervention for
both diagnosis and treatment.
Chest pain due to reflux oesophagi tis can be relieved promptly

with antacids, H2 receptor antagonists (ranitidine, famotidine)
and proton pump inhibitors (omeprazole).
Diffuse oesophageal spasm responds to long-acting nitrates

and calcium channel blockers and requires prolonged therapy.
Establishing a definitive diagnosis of diffuse oesophageal spasm
requires upper gastrointestinal endoscopy and motility studies.
Psychological chest pain requires proving the absence of heart
disease by minimal investigations and reassurance. Occasionally,
anxiolytics and beta-blockers are useful.
Analgesics and physiotherapy are generally useful in muscu-

loskeletal causes of chest pain. In central chest pain, three diag-
nostic possibilities Should be entertained-angina or prolonged
ischaemia, diffuse oesophageal spasm and musculoskeletal chest
pain. If the condition cannot be differentiated by the history, ECG
and administration of sublingual nitroglycerine, the patient should
be observed for Cr-8 hours with serial ECGs for evolution of
definitive evidence of myocardial ischaemia. It is prudent to treat
these patients cautiously so that potentially life-threatening con-
ditions are not missed.


