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Chest PainChest Pain

• Common complaint in ED
– 5% of all ED visits or 5 million visits per year

• Wide range of etiologies
– Cardiac, Pulmonary, GI, Musculoskeletal

• Why does distinguishing these causes matter?

• How do you distinguish causes of chest pain?



ChestChest PainPain

• Acute Coronary Syndromes

• Pulmonary Embolism

• Aortic Dissection

• Esophageal Rupture

• Pneumothorax

• Pneumonia

• Pericarditis



• Location: Central, left, or right

• Associated symptoms: SOB, sweating, nausea

• Timing: Gradual or sudden onset

• Provocation: What makes worse or better?

• Quality: Visceral vs somatic

• Radiation: Back, neck, arm

• Severity: Scale of 1-10





2.2. Eligibility criteria

Pts hospitalized within 4 h of the onset of symptoms, suitable 
for thrombolysis, with a 1st episode of AMI, Killip Class I-II, 
and acceptable echocardiographic window. 
an ST elevation or depression > 1 mm in the peripheral leads 
and >2 mm in precordial leads involving more than one lead, 
with concomitant alterations of the segmentary motion in the 
2DE, performed on admission.  
Pts with chest discomfort at rest (1st episode), that was 
judged to be caused by ischemia (ST changes as previously 
reported) and that lasted > 5 min but < 30 min, and pts with 
chest discomfort without ECG changes and with alterations of 
segmentary motion were also admitted. Normal CK, CKMB at 
the basal sample







9 inferior and 19 anterior AMI showed ST 
depression , and 16 pts normal ECG (7 inferior, 2 
anterior AMIs and 7 UA). 

All pts with anterior AMI and UA with 
concomitant RVD dysfunction showed 2/3 
damaged vessels on CVG. 

Pts with chest pain and without alterations of 
ECG and 2DE were excluded from the study, and 
these patients did not show successively (first 
24 h) evidence of any cardiac event.



The sensitivity of 2DE to
determine the presence of
cardiac events was 99%.
Specificity,predictive value,
and test accuracy were 96%,
98%,and 98%, respectively.





153 pts admitted between March 31, 1989, and April 30, 
1994, were randomized in a single blind manner to receive 
thrombolytic therapy and heparin or heparin alone. 
Pts had to meet the following criteria: 
Chest discomfort at rest (1st episode) that was judged to be 
caused by ischemia and that lasted >5 min but <30 min.
(Killip class 1-2); 
an acceptable echocardiographic window ; 
on admission ECG showing an ST elevation or depression of at 
least 1 mm in the peripheral leads and 2 mm in precordial
leads and involving more than one lead, with concomitant 
alterations of the segmentary kinetic in the ECHO on 
admission; pain and ST segment alterations lack of response 
to intravenous nitroglycerin; 
CK and CK-MB) within the normal range.



















• Sensivity,Specificity and predictive values of the TNT ,2DE and
their combination (TnT+ and 2DE+, and TnT+ plus 2DE+).

• ST-depression TnT 2DE 2DE+ and TnT+ TnT + plus 2DE+

• Sensivity 84% 98% 82% 100%

• Specificity 88% 86% 96% 84%

• Pos. Pred. V. 95% 97% 98% 94%

• Neg. Pred.V. 67% 95% 67% 100%

• T-wave Inversion ----------______________________________________

• Sensivity 28% 85% 28% 85%

• Specificity 100% 90% 100% 90%

• Pos.Pred. V 100% 85% 100% 85%

• Neg. Pred. V. 68% 90% 68% 90%

• Non diagnostic ECG _____________________________                                          _                                      
Sensivity 35% 71% 35%  71%

• Specificity 83% 91% 91% 83%
• Pos. Pred. V. 71% 90% 83% 83%

• Neg. Pred. V. 52% 73% 55% 71%





Journal of the American College of Radiology
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ACR Appropriateness Criteria® on Chest Pain, 
Suggestive of Acute Coronary Syndrome

US echocardiography transthoracic resting  Primarily 
for evaluating wall motion abnormalities and aortic
dissection.







Table 3: Echocardiographic data.

Entry 24h 48h 72h P<
_______________________________________________________________________________
PSSM 35 31 24 14 heparin
PSSM 37 24 16 6 thrombolysis
P< ns 0.1 0.25 0.46

RVDmm 48+2.3 46+1.3 39+1.2 36+2.2 0.0001 heparin
RVDmm 49+2.4 42+2.1 35+1.2 28+1.1 0.0001 thrombolysis
P< 0.069 0.0001 0.0001 0.0001

RV/LV 1.42+0.04 1.25+0.04 1.22+0.02 1.15+0.04 0.0001 heparin
RV/LV 1.41+0.05 1.12+0.04 1.03+0.02 1.01+0.02 0.0001 thrombolysis
P< 0.354 0.0001 0.0001 0.0001

PH mmHg 58+19 53+16 47+11 43+9 0.0001 heparin
PH mmHg 57+18 45+13 38+7 35+7 0.0001 thrombolysis
P< 0.819 0.0001 0.0001 0.0001

IVCmm 26.3+1.1 24.1+1.5 22.3+1.2 21.3+0.9 0.0001 heparin
IVCmm 26.2+1.4 22.6+1.3 20.6+1.0 18.2+0.6 0.0001 thrombolysis
P< 0.738 0.001 0.0001 0.0001

PSSM=Paradoxical systolic septal motion.RVD=Right Ventricle diameter. TAPSE=Tricuspid Annular plane Systolic Excursion.
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“Dr House” and co.



Thank You!Thank You!

Questions?


