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“CHEST PAIN” 

 

     As a physician, when a patient complains of chest pain, we are interested in several aspects of the 
nature of the pain.  The first and most important step in the evaluation is to identify the initial event and 
the duration of the event.  We then want to characterize the type of pain, whether the pain were 
pressing, squeezing, tight, heavy, sharp, or dull.  We then would like to understand if it is recurrent 
chest pain, and what brings it on, and what relieves it.   

 

     For example, if the chest pain occurred only at rest, and had been occurring for years and was very 
fleeting in nature, lasting only seconds at a time, it is very unlikely that there would be a cardiac cause.  
On the other hand, if the chest discomfort were described as heavy and tight, or like an elephant sitting 
on the chest, and brought on with exertion and is relieved shortly after rest, then a cardiac cause is much 
more likely the cause, especially if it were predictable and repeatable.   

 

     Please understand that not all causes of chest pain are due to direct issues with the heart.  This is 
where an experienced physician is so useful to risk stratify the patient.   

 

     A sudden closure of one or more of the three main arteries that supply the heart muscle with blood is 
what results in heart attacks, also known as myocardial infarctions.   There are other diseases of the 
heart that can cause chest pain that have nothing to do with blockages in the vital arteries that feed the 
heart muscle its supply of oxygenated blood.  Some of the more common blocked artery “mimics” are 
inflammation of the sack that surrounds the heart.  The heart needs this protective sack to reduce friction 
as it moves in the chest.  Any inflammation of that sack can cause chest pain.  This disease is called 
“Pericarditis.”  This type of pain usually gets worse when lying down on your back and is relieved 
somewhat upon sitting up.  It is often associated with a prior viral infection, though it can come on out 
of the blue and make it painful to take deep breaths.  We will try to address and discriminate these in 
more detail as we move along. 

 

     When a patient has chest pain, and is of middle age or older, the most concerning event is that the 
patient might be in the beginning stages of a heart attack, or potentially have heart disease.  Heart 
disease is the term we often use to describe patients who might have some limitation of blood flow to 
the heart muscle itself in the form of partial or complete blockages of the “Coronary Arteries.”  In 
order to determine the probability that the chest pain is related to heart disease, whether it be an 
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impending heart attack, or “Angina” (which usually accompanies partially blocked arteries in the heart 
with associated exertional chest pain), the physician will ask several questions.   

 

     Heart disease (meaning blocked arteries of the heart that might ultimately cause a heart attack, or that 
did cause a heart attack, or that causes just angina, which is not a heart attack, but puts you at risk for a 
heart attack) is usually brought on initially by exertion and goes away gradually with rest.  But every 
patient doesn’t read a textbook, so there are exceptions.  Patients with new symptomatic true heart 
disease generally describe a heaviness, tightness, or shortness of breath with exertion that was not 
present in the past.  This is particularly true when patients regularly exercise and note a significant 
reduction in exercise capacity before eliciting these types of symptoms.  Again, these symptoms could, 
but do not necessarily, indicate that you might have blocked arteries.  We do want you to understand, 
however, that tightness, heaviness, pressure, and shortness of breath associated with chest pain with 
exertion leads to a high level of suspicion of blocked arteries of the heart, generally referred to as heart 
disease, as the culprit.  This is particularly true if you are not as young as you once were, you smoke, 
have high blood pressure, diabetes, are overweight, have high cholesterol, or a family history of 
heart disease.  It is important to understand that risk factors for heart disease are not additive, 
they are multiplicative. 

 

     Heart disease-driven chest pain, caused by blocked arteries, either partially or totally, is usually 
reproducible with exertion, but it can occur at rest.  Heart attacks can come on out of the blue and 
usually cause discomfort.  They may cause chest discomfort for sure, but they can present also as jaw 
discomfort, particularly in the lower jaw, but almost never the upper jaw.  In some patients having an 
acute heart attack, there is no chest pain at all, but rather scapular pain, neck pain, jaw pain, pain on the 
inside of either the right or the left arm, or some other symptom as simple as unusual shortness of breath 
or unexplained sweating or nausea.  The sweating and nausea are particularly concerning in those with 
long-standing diabetes, because the elevated blood sugar over the years damages the nerves that 
allows diabetics to feel pain.  Unexplained sweating can also be associated with low blood sugar and 
other issues.  If you think you are having a heart attack, it is our advice that you seek medical 
attention immediately.   

 

     Chest pain that is fleeting, however, lasting seconds and relieving immediately is usually non-
threatening.  These less ominous pains are usually sharp and repetitive and have been going on for quite 
some time.  Though rarely, they are harbingers of something more serious, they are usually not 
derivative of a cardiac source, or heart source you might say.  But remember to err on the side of 
caution if you are concerned. 



3 | P a g e  

 

     As a patient, if you are suffering from the more ominous types of chest pain mentioned above, we 
recommend that you see your physician immediately to obtain some sort of provocative test, either in 
the form of a treadmill test, a nuclear stress test, or a stress echocardiogram which might help narrow 
down the differential diagnosis.  If that fails to narrow down the differential diagnosis, you might be 
asked to go a step further and undergo a Cardiac Catheterization, where a tube is passed either from 
your groin or your wrist up to your heart and dye is injected and pictures are made to see the arteries of 
the heart directly.  This allows direct visualization of any potential blockage that might exist.   

 

     If you have a blockage in an artery or more of your heart as noted on a heart catheterization, it is 
likely that the narrowing can be fixed either with a stent or bypass surgery, or perhaps medication.  You 
might ask why we don’t just perform a cardiac catheterization on everyone with chest pain and who has 
other risk factors?  The reason is simple.  There is some, albeit small, risk to having a heart 
catheterization.  It is an invasive procedure reserved for those the physician deems at moderate or high 
risk of having blocked arteries. 

 

     If you have a cath and are found not to have coronary artery disease, you will go home the same day 
and resume your normal activity a few days thereafter.  In our experience, most patients who had a heart 
cath had a very good outcome and stated that the procedure was nearly painless and a lot of worry was 
wasted. This emphasizes that many things we dread rarely happen.  If you have a heart cath and have 
disease, meaning bad blockages in the arteries feeding your heart, there are plentiful treatment options.  
If there is minimal disease, medications might be all you need.  In more advanced disease, you might 
need one or more stents, and in severe cases, possibly bypass surgery.  We have at 
MDeduONLINE.com disease division under our Heart Attack and Stent section a thorough 
education on those events and procedures.   

 

     The important thing to remember is that it is always best to catch and diagnose heart disease 
BEFORE it damages your heart muscle.  Again, if you have compelling sudden heart attack 
symptoms, call 911 immediately and take four baby chewable aspirin if you are not allergic and not 
already on aspirin.  The diagnosis of an ongoing heart attack, called a myocardial infarction, once you 
get to the emergency room can usually be made quickly with an EKG, showing ST Segment Elevation 
(STEMI), supplemented by blood chemistry analysis of elevated Troponin levels.  In certain and more 
rare cases, the EKG and troponin levels can miss some heart attacks.  That is why multiple troponin 
levels spaced a few hours apart are needed if the first set is negative.  And to make matters more 
complex for the emergency room physicians is that some heart attacks do not reveal themselves on 
the EKG, so a “normal” EKG cannot always rule out a heart attack as the cause of the symptoms.  
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The most important thing the patient can do when a heart attack is suspected is to get to the hospital 
quickly by whatever means.  With full-blown heart attacks, each passing minute results often in more 
permanent damage to the heart muscle, something we try our best to avoid. 

 

     Non-cardiac causes of chest pain are voluminous.  The most dangerous cause, that has nothing to do 
with the heart itself, is a Pulmonary Embolus.  A pulmonary embolus is a blood clot that usually forms 
in the leg (however, occasionally the arm or the pelvis) that travels through the heart and gets lodged in 
the arteries that go to the lungs.  This is unfortunate, and quite a problem.     

 

     Pulmonary emboli can be mild, moderate, or severe, and can result in death if not recognized and 
treated appropriately and urgently.  The chest pain associated with a pulmonary embolus can mimic that 
of heart disease, but is often described as a sudden onset of shortness of breath associated with a slightly 
different type of chest pain.  It might be a little bit more intense and have a little sharper component to it.  
This can be diagnosed at a hospital through an ultrasound of the legs to look for the presence of blood 
clots, and through other various testing, the most  common being a CT angiogram of the lungs, which 
involves the injection of contrast, to determine if a pulmonary embolus is present.  Another study that 
can be performed is called a VQ scan, and this involves radionuclide inhalation and tagged red blood 
cells that will perform the same task with roughly the similar level of accuracy.  Pulmonary emboli that 
originate as clots in the legs usually follow a long car ride or air travel, though they can occur without 
that.  Many patients describe a slight swelling in one leg of the other that might have been present for a 
while.  There can be a genetic component, as well, as they tend to run in families.  Pulmonary emboli 
are more common in smokers, sedentary people and those with some sort of cancer or deficiency in 
blood clotting.  They are also more prone to form in patients afflicted with “Lupus.”  Lupus is a poorly 
understood disease that tends to run in families.  It got its name from the wolf-like rash that some 
patients exhibit on their face.  Female Lupus patients also can have miscarriages due to the presence of 
Lupus Anticoagulant, or Anticardiolipin Antibody.  Lastly, patients who have had knee, hip or back 
surgery, or have been sedentary for protracted periods of time are prone to form Deep Vein 
Thromboses, known as DVTs.  Again, most pulmonary emboli come from DVTs.  Let us not forget 
birth control pills and hormone replacement therapy, which have been shown to make some female 
patients prone to forming DVTs.  The latter is not extremely common, but it should be considered in 
women with a family history of pulmonary embolus. 

 

     A Spontaneous Pneumothorax, where a part of the lung collapses, can elicit chest pain.  These tend 
to run in families, and are usually associated with the presence of Emphysema or COPD.  Patients 
having these drops of part of their lungs generally describe sudden onset of shortness of breath and sharp 
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chest pain that continues to occur.  If you are having a spontaneous pneumothorax, the diagnosis is 
usually made by an x-ray done at end expiration.  Again, if you think this is the case or have a family 
history of the same and suffer sudden onset of sharp chest pain anywhere in the chest area associated 
with shortness of breath, we strongly advise you to go to the emergency room for an urgent chest x-
ray.  Once diagnosed, it is not a hard thing to fix, but it might require the insertion of a temporary tube 
in your chest to suck the lung back into place. 

 

     Tearing, or dissection of the lining of the Aorta, which is the main tube that carries blood out of 
your heart to the body, can cause chest pain.  This Aortic Dissection is usually diagnosed by a CT scan 
with contrast.  It tends to occur in patients who have high blood pressure, smokers, and those with 
Marfan Syndrome, Ehrlers-Danlos Syndrome (the stretchy skin disease, that is a genetic defect), but 
it can occur in anyone, particularly young women during or after childbirth. 

 

     An aneurysm of the aorta can cause chest pain, particularly if it is bursting or getting ready to burst.  
The diagnosis of this is the same as for aortic dissection, and the treatment is usually surgical, though 
stent-grafts inserted through the groin are becoming more common. 

 

     Pericarditis is a disease that is usually caused by viruses; however, it can also be caused by lack or 
too much thyroid hormone, kidney failure, and inflammatory processes, such as Lupus, 
Rheumatoid Arthritis, Ankylosing Spondylitis, Polymyalgia Rheumatica, and other autoimmune 
diseases.  Even longstanding kidney failure, and some medications can cause it.  One of the more 
common medicines that can cause it is a high blood pressure pill called Hydralazine.  There are other 
medications, but they rarely do this.  Sometimes pericarditis can be Cryptic, which means simply that 
we are not smart enough to know what caused it.  In any case, pericarditis results in chest pain in most 
people as a result of inflammation of the pericardial sac.  In case you forgot, the pericardial sac is the 
sac the heart sits in within the chest wall to mitigate, or reduce, the amount of friction in the chest as the 
heart beats.  Any time the pericardial sac becomes inflamed, it usually results in chest discomfort that is 
generally described as sharp and usually worsens on becoming recumbent in the bed.  An EKG can 
show specific changes consistent with pericarditis, but not always.  If it is accompanied by large 
amounts of fluid in the sac around the heart, the heart has difficulty filling, and that generally results in 
lightheadedness, dizziness, and occasionally passing out.  While we are speaking of passing out, we 
should mention that pulmonary emboli can cause a patient to pass out, as well. Untreated pericarditis can 
be dangerous if fluid collects in the pericardial space that prohibits the heart from filling.  That usually 
causes the neck veins to bulge out and can result in passing out we call Syncope. 
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     If you believe you have pericarditis because your chest pain gets worse when you are recumbent, 
particularly on your back, and it has been gradually building, we suggest you see your physician to get a 
battery of blood tests to include a red blood cell sedimentation rate, which is a non-specific marker of 
some inflammation somewhere.  Other blood chemistry tests will be done, as well.  You will also need 
to have an echocardiogram and/or a chest x-ray to see if you have fluid around your heart.  This will 
assist the physician with diagnosing pericarditis.  If pericarditis is the diagnosis, and the heart muscle 
itself works well, and there is not too much fluid in the sac around the heart, it can be treated one or 
more of several ways.  Most physicians and resources recommend high-dose aspirin, Ibuprophen, or 
colchicine, an old gout medication.  In difficult cases, glucocorticoid-steroids are an option.  We reserve 
these for recalcitrant cases, because the use of steroids can often result in Relapsing Pericarditis, a 
situation we want to avoid.  Recurrent pericarditis, in rare cases, can result in Constrictive Pericarditis 
that might require surgical removal of the pericardium.  These cases are rare!  Many years ago 
tuberculosis was a common cause of constrictive pericarditis. 

 

     There are other non-heart, non-lung related causes of chest pain that mimics a heart cause. 

 

     Gallstones can mimic heart attack for reasons that are somewhat difficult to explain.  This actually 
happened to my mother.  She was a smoker and had pain that we thought could only be coming from her 
heart.  It turned out that it was not her heart, but rather a gallbladder attack. Our profession as doctors is 
far from easy, and often, humbling.  Many times, gallbladder pain is reflected up to the chest area, right 
around where the heart is located anatomically within the chest cavity.  Gallstone pain can mimic heart 
disease chest pain almost to the letter.  This is certainly not always true, but is often true.  Gallstones are 
usually diagnosed by a gallbladder ultrasound, which shows the presence of stones.  Blood tests are 
useful.  We are especially interested in looking at liver enzymes, particularly alkaline phosphatase and 
bilirubin.  Some patients with sick gallbladders have no obvious stones, but rather biliary sludge, 
where the gallbladder doesn’t empty completely.  This can be serious and requires a radionuclide scan 
called a HIDA scan to assess the gallbladder ejection fraction.  Though there is some variability, a low 
ejection fraction usually results in removal of the gallbladder, and the symptoms resolve. 

 

      Peptic Ulcer Disease or Gastroesophageal Reflux Disease can mimic heart pain.  This pain 
usually causes pain to radiate up from its source, that being the stomach or the lower esophagus, to the 
chest area.  The hallmark of this is that it usually gets worse upon recumbence, and can worsen after 
eating.  It is sometimes very difficult to discern or distinguish between chest pains caused by stomach or 
esophagus issues versus heart issues.  Patients afflicted with a Hiatal Hernia can suffer similar 
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symptoms.  Once the heart and lungs are ruled out as the cause of chest pain, attention is generally 
focused on the abdominal area.   

 

      Chest pain can also come from irregular heart rhythms where the heart is going too fast.  The most 
common types of abnormal heart rhythms are atrial flutter and atrial fibrillation.  These dysrhythmias 
can cause the heart to beat entirely too fast and become inefficient, resulting in chest pain and shortness 
of breath.  Diagnosing this might require wearing of a heart monitor called an Event or Holter Monitor 
which records the heart rhythm. 

 

     Another cause of chest pain to be considered is Sarcoidosis.  This actually happened to my 
favorite nurse in my office.  Sarcoidosis is a non-caseating granulomatous disease that few people fully 
understand.  This causes enlargement of the lymph nodes around the heart, in the mediastinum, which is 
basically the center of your chest.  Sarcoidosis can be diagnosed by chest x-ray and by biopsy of lesions 
that typically appear on the skin, but they are not always present.  Sarcoid is more common in black 
females, but it can affect anyone.  There are blood tests to help diagnose sarcoidosis to include ACE 
levels, which are angiotensin-converting enzyme levels.  In patients with sarcoidosis, an ACE level 
typically elevates, but not always.  Coincident with this, the sedimentation rate might be elevated, as 
well.  For some reason, many patients with sarcoid tend to get Raynaud’s Phenomenon, which is 
blanching of the fingers when exposed to cold temperatures. 

     Costochondritis is inflammation of the sternum where the ribs intersect.  This is described as 
pleuritic chest pain, or chest pain that occurs upon deep breathing.  This is difficult to diagnose, but 
usually is reproducible by pressing on the chest wall by the physician with the patient lying on a gurney 
or in the bed.  This is usually treated with nonsteroidal anti-inflammatory drugs, or steroids if it is 
particularly bad.  It is usually self-limiting.  This disease has its own name called Tietzes Syndrome. 

 

      Pleurisy is another cause of chest pain.  Pleurisy is inflammation of the lining of the lungs, very 
similar to pericarditis.  This type of chest pain is usually caused by a virus or an infection of some sort 
and is worse with inspiration.  It is sometimes accompanied by a cough.  A chest x-ray may or may not 
reveal this.  Pleurisy can accompany pneumonia.  

 

     Excessive coughing can lead to chest pain, whether it is caused by pneumonia, bronchitis, or COPD. 
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     Chronic obstructive pulmonary disease, asthma, and emphysema can also mimic heart pain and 
usually comes on with exertion or when exposed to an antigen or an allergic agent.  The physician 
usually discriminates this by breathing tests, chest x-ray and the presence of wheezing on physical exam 
when listening with a stethoscope.   

 

     Another more esoteric and much less frequent cause of chest pain could be metastatic cancer to the 
lung or ribcage area.  Please remember that if you have chest pain, it is very unlikely you have cancer 
that is metastatic to the chest area, but it needs to be looked at, and a CT scan or a chest x-ray might 
need to be performed.               Certain types of leukemia and lymphoma can do the same thing.   

 

     Although there are other less common causes of chest pain, the ones outlined are the most important, 
in our estimation, and can cause the most damage if left unattended.  Understand that the diagnosis of 
chest pain and narrowing down the actual cause is difficult and requires a sequential and logical thought 
process, along with well-thought out testing and many questions asked of you by the physician as to the 
nature, the character, the mitigating factors, and exacerbating factors of the same.   

 

     Please understand that these are not all of the causes of chest pain, but we have outlined the most 
dangerous causes and that your cause is hopefully not a more dangerous type; however, if it is a more 
dangerous type, it is imperative that you see your physician quickly, particularly if it is markedly out of 
character to how you were a week, a month, or even a day ago.  Any tightness or heaviness in your 
chest associated with shortness of breath and unexplained sweating is a heart attack until proven 
otherwise in an older individual.  If it is not a heart attack, that is good news for you.  The bad news 
for the physician is that he or she needs to expand the search to find other causes.   

 

     We hope you have found this information useful.  It is our intent to keep you well-informed and to 
avoid a catastrophic event while not making you worry too much.  Anxiety and panic attacks were not 
mentioned, but they are also common causes of chest discomfort, as well.  Thank you for your time and 
interest at MDeduONLINE.com.   

      

     Please let us know if there is anything we are missing.  You might just be able to teach us a thing or 
two and bring resolution and relief to some of your friends. 
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