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Evaluation of the Patient with Acute Chest Pain
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m313f 1 Differential Diagnosis of Chest Pain®

1. Angina pectoris / myocardial infarction
2. Other cardiovascular causes
a. Likely ischemic in origin

(1) Aortic stenosis
(2) Hypertrophic cardiomyopathy
(8) Severe systemic hypertension
(4) Severe right ventricular hypertension
(5) Aortic regurgitation
(6) Severe anemia / hypoxia

b. Nonischemic in origin
(1) Aortic dissection
(2) Pericarditis
(3) Mitral valve prolapse
3. Gastrointestinal
a. Esophageal spasm
b. Esophageal reflux
c. Esophageal rupture
d. Peptic ulcer disease
4. Psychogenic
a. Anxiety
b. Depression
c. Cardiac psychosis

d. Self-gain
5. Neuromusculoskeletal
Thoracic outlet syndrome
Degenerative joint disease of cervical / thoracic spine
Costochondritis (Tietze's syndrome)
Herpes zoster

® a0 o

Chest wall pain and tenderness

6. Pulmonary
a. Pulmonary embolus with or without pulmonary infarction
b. Pneumothorax
c. Pneumonia with pleural involvement

7. Pleurisy
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Mm99l 2 Evaluation of acute chest pain : excerpts from the clinical policy of the American College of

Emergency Physicians (ACEP)*

VARIABLE FINDING

ACTION

RULE' GUIDELINE¥

Pain Ongoing and severe and crushing and substernal

or same as previous pain diagnosed as M!

Severe or pressure or substernal or exertional or
radiating to jaw, neck, shoulder, or arm

Tearing, severe, and radiating to back

Serum cardiac markers
CXR
Anticoagulation

IV access

Supplemental oxygen
Cardiac monitor

EKG

Aspirin

Nitrates

Management of ongoing pain

Admit

EKG IV access
Supplemental oxygen
Cardiac monitor
Serum cardiac markers
CXR

Nitrates
Management of ongoing pain

Admit
Large-bore IV access Differential upper-extremity
Supplemental oxygen blood pressure
Cardiac monitor Aortic imaging
CXR Management of ongoing pain
EKG Admit
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mi 2 (se)

VARIABLE FINDING ACTION
RULE' GUIDELINE#
Similar to that of previous pulmonary embolus IV access CXR
Supplemental oxygen Admit
Cardiac monitor
ABG/oximetry
Anticoagulation/pulmonary
vascular imaging
EKG
Ingestion or burning epigastric None EKG
Pleuritic None CXR
EKG
Age Male, > 33 years None EKG
Female, > 40 years
Associated Syncope or near-syncope EKG Cardiac monitor
Symptoms Hematocrit
Shortness of breath, dyspnea on exertion, EKG ABG/oximetry
paroxysmal nocturnal dyspnea, or CXR
orthopnea
Medical history Previous M, coronary-artery bypass graft/ EKG
angioplasty, cocaine use within last 96 hours,
previous positive cardiac diagnostic studies
Major risk factors for coronary artery disease EKG
Assessment Unstable angina - new -onset, exertional EKG IV access
Aspirin Supplemental oxygen
Cardiac monitor
Nitrates
Consult/admit
Unstable angina-ongoing or recurrent IV access Serial serum cardiac markers
Ischemia Supplemental oxygen CXR
Cardiac monitor Cardiac imaging
EKG Serial EKG
Anticoagulation Beta-blockers
Aspirin
Nitrates
Management of ongoing pain
Admit
High clinical suspicion of MI IV access Serial serum cardiac markers
with nondiagnostic EKG Supplemental oxygen CXR
Cardiac monitor Cardiac imaging
Anticoagulation Serial EKG
Aspirin Magnesium therapy
Nitrates Beta-blockers
Management of ongoing pain
Admit
High clinical suspicion of Mi IV access Serial serum cardiac markers
with bundle-branch block Supplemental oxygen CXR
Cardiac monitor Cardiac imaging
Or
Acute Ml with diagnostic Assessment for thrombolytic Serial EKG
EKG therapy or other reperfusion Magnesium therapy if not
techniques given thrombolytics
Anticoagulation Beta-blockers
Aspirin
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VARIABLE FINDING ACTION
RULE' GUIDELINE¥

Nitrates

Management of ongoing pain

Admit

Aortic dissection Large-bore IV access Aortic imaging

Supplemental oxygen

Cardiac monitor

Blood type and crossmatch

EKG

Management of blood pressure/
cardiac contractility

Management of ongoing pain

Immediate surgical consultation

Admit
Pericarditis/myocarditis EKG Serum cardiac markers
CXR
Echocardiography
Consult/admit

* Data are from the American College of Emergency Physi(:ians.18 Mi denotes myocardial infarction, 1V intravenous, EKG electrocardiography,
CXR chest radiography, and ABG arterial-blood gases.

+ A rule is an action that reflects principles of good practice in most situations. There may be circumstances in which a rule does not need to be
or cannot be followed ; in these situations, it is advisable that the deviation from the rule be justified in writing. If a rule is not considered a
standard of care at an institution, this fact should be documented as an institutional policy.

$ A guideline is an action that may be considered, depending on the patient, the circumstances, or other factors. Thus, guidelines are not
always followed, and there is no implication that failure to follow a guideline is improper.

M3197 8 Detemination of short-term risk of fatal or nonfatal myocardial infarction.*

High risk Intermediate risk # Low risk §
Prolonged (> 20 min) ongoing pain at rest Prolonged (> 20 min) angina at rest, now resolved, Increased frequency, severity
Pulmonary edema, most likely related with moderate or high likelihood of or duration of angina
to ischemia coronary artery disease Angina provoked at a
Angina at rest, with dynamic ST-segment Angina at rest (> 20 min or relieved with lower threshold
changes of >1 mm rest or sublingual nitroglycerin) New-onset angina with
Angina with new or worsening mitral Nocturnal angina onset 2 wk to 2 mo
regurgitant murmur Angina with dynamic T-wave changes before presentation
Angina with S3 or new or worsening New-onset Canadian Cardiovascular Society Normal or unchanged
rales class Il or IV angina in the previous 2 wk electrocardiogram
Angina with hypotension with a moderate or high likelihood of
coronary artery disease
Pathologic Q waves or ST-segment depression
of <1 mm in multiple lead groups
(anterior, inferior, lateral) at rest
Age >65yr

* Data are from the AHCPR guidelines for unstable angina in Braunwald et al.

+ To be considered at high risk, a patient must have at least one of the features described.

$ To be considered at intermediate risk, a patient must have no high-risk features and at least one of the features described.

§ To be considered at low risk, a patient must have no features of the high-risk or intermediate-risk patient and have at least one of the features

described.
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FUl3%nwlu intensive care unit
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nsfugilen acute chest pain 13lulsaneung #
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‘mi‘leﬁ 4 Recommended strategies for determining where to admit patients with acute chest pain for the
treatment of ongoing, life-threatening conditions.

Location Indication

Intensive care unit

old :

Intermediate-care unit

Evaluation or observation unit

Home with office Other conditions
follow-up in 7 to 10
days to determine whether

further testing is needed

One of the following :
Substantial ischemic electrocardiographic changes in two or more leads that
are not known to be
ST-segment elevation > 1 mm or Q waves of 0.04 sec or more
ST-segment depression > 1 mm or T-wave inversion consistent with
presence of ischemia
Any two of the following conditions, with or without substantial electrocar-
diographic changes :
Coronary artery disease known to be unstable (in terms of frequency,
duration, intensity, or failure to respond to usual measures)
Systolic blood pressure < 100 mmHg
Serious new arrhythmias (new-onset atrial fibrillation, atrial flutter,
sustained supraventricular tachycardia, second-degree or complete
heart block, or sustained or recurrent ventricular arrhythmias)
Rales above the bases
Any of the following conditions but meeting no criteria for intensive care :
Coronary artery disease known to be unstable
Systolic blood pressure < 110 mmHg
Rales above the bases
Major arrhythmias (new-onset atrial fibrillation, atrial flutter, sustained supra-
yentricular tachycardia, second-degree or complete heart block, or
sustained or recurrent ventricular arrhythmias)
New onset of typical ischemic heart disease that meets the clinical criteria
for unstable angina and that occurs at rest or with minimal exertion
New-onset symptoms that may be consistent with ischemic heart disease
but are not associated with electrocardiographic changes or a convincing
diagnosis of unstable ischemic heart disease at rest or with minimal exertion
Known coronary artery disease whose presentation does not suggest a true
worsening but for which further observation is thought to be beneficial
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