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techniques. But exercise testing also serves as the doorway to these and other more powerful studies for
coronary disease, including cardiac catheterization. It is
very important for informing about prognosis for medical and psychosocial purposes, and it provides a
reasonable and objective means of follow-up, particularly in patients who don't provide an excellent history or
don't know how far or how long they're walking.
In summary, exercise testing is not the most sensitive
noninvasive test for the diagnosis of chest pain, but its
reliability and cost-effectiveness for monitoring the
progression of disease and determining therapeutic efficacy are unmatched by other diagnostic means. In the
United States, the volume of exercise tests being performed is increasing. The Health Care Financing Administration reports a 22% increase in the number of
exercise tests interpreted and reported from 1986 to
1988. This represents an estimated increased annual
cost of about $30 million. With the test's increasing use
and its role as a means of access to more expensive
noninvasive and invasive procedures, improvements in
the recognition of its indications for performance can
have a huge impact on health care.
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TRENDS IN NONCARDIAC
CHEST PAIN
p to 30% of patients referred for cardiac
catheterization every year are found to have normal coronary arteries. Of these, up to 50% may have
esophageal abnormalities. Although the prognosis for
these patients is excellent, their functional outcome is
generally poor. Even with appropriate treatment, many
of these patients continue to have chest pain which
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they believe has a cardiac source. The result is costly in
terms of quality of life and lost work.
ESOPHAGEAL CAUSES RECONSIDERED

Until recently it was believed that most esophageal
chest pain resulted from motor disorders. However, the
association has been difficult to prove in controlled
settings; patients rarely have chest pain at the time of
manometry, even if a motor abnormality is present.
Even 24-hour manometry has failed to show a clear
association between pain and motor abnormalities. Increasingly, both the "nutcracker" esophagus (characterized by high-amplitude, long-duration peristaltic
contractions) and nonspecific motor disorders are
viewed as manometric epiphenomena.
In the 1990s, the pendulum has swung to
gastroesophageal reflux disease (GERD) as the
predominant esophageal cause of chest pain. Studies
have demonstrated that pain is reproduced more frequently in the setting of lowered pH (15% to 33%)
than with abnormal motor events.
DIAGNOSTIC STRATEGY

The American Gastroenterology Association has issued guidelines for the management of esophageal chest
pain. The first, crucial step is to exclude heart disease
with stress testing, cardiac catheterization, or both.
Musculoskeletal causes can be excluded on physical
examination.
Second, structural gastrointestinal disease should be
ruled out with a barium esophagram or upper endoscopy. If these are negative, then diagnosis of GERD
should be attempted, preferably with 24-hour pH
monitoring. Although expensive, 24-hour pH monitoring will determine the extent of reflux in upright,
supine, and combined positions, and it will correlate
reflux with chest pain.
A less expensive option is the Bernstein test. This
relatively simple procedure involves reproducing
heartburn or chest pain by perfusing the esophagus with
hydrochloric acid. However, the yield is low, ranging in
various studies from 6% to 36%. The Bernstein test is
helpful if the results are positive, but not if they are
negative.
If reflux cannot be identified, then specialized testing
is indicated to rule out motor disorders and altered pain
perception. This includes esophageal manometry,
Continued on page 237
VOLUME 59 NUMBER 3

Continued from page233
edrophonium provocation, balloon distension, and
psychological evaluation. An esophageal cause is
"definite" if symptoms can be reproduced during
provocative studies; an esophageal cause is "probable" if
only a manometric abnormality is seen. Although still
investigational, 24-hour manometry may be useful in
the future. At present the criteria for abnormal studies
with this technique are not yet well defined. The test is
also expensive and the diagnostic yield is low.
The prevalence of psychiatric disorders is high in this
patient population, and psychiatric referral is helpful if
the patient can be convinced to cooperate. Indeed, the
only controlled data available that support pharmacologic therapy in noncardiac chest pain conclude
that antidepressants are helpful.

When GERD has been established in a patient with
noncardiac chest pain, it is critical to reassure the
patient of the absence of cardiac disease. GERD warrants aggressive treatment with either an H-2 receptor
antagonist or omeprazole. Omeprazole is probably the
best antireflux agent available today, although controlled studies documenting its effect on chest pain have
not yet been published. A study is now under way at the
Cleveland Clinic to determine whether treatment of
GERD with omeprazole resolves chest pain and
whether 24-hour pH monitoring predicts a response to
therapy.
For patients whose chest pain does not resolve with
antireflux therapy, antidepressant therapy with
trazodone has been shown to be helpful, although the
difference between placebo and trazodone was not
statistically significant. This patient population has a
high placebo response rate.

MANAGEMENT OF GERD
G A R Y W . F A L K , MD

Even if a relationship can be established between
acid and chest pain, many questions remain unresolved.
Does treatment resolve the pain? What percentage of
chest pain episodes should correlate with reflux to be
diagnostic? What is a positive symptom index?
The mechanism of acid-related pain is also not clearly understood.
Only one study has evaluated whether treatment of
reflux has a positive effect on noncardiac chest pain. Of
50 patients with noncardiac chest pain who underwent
24-hour pH monitoring, nearly half were shown to have
abnormal amounts of gastroesophageal reflux. In 13
patients who had chest pain during the 24-hour
monitoring period, 12 had symptoms that correlated
with reflux drops of 92%. Medical or surgical antireflux
treatment resolved these patients' symptoms.
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Non-cardiac chest pain is often described as feeling like angina, the chest pain caused by heart disease. The patient feels a pressure or
squeezing pain behind the breast bone. Some people also report the pain spreads to the neck, left arm, or back. The pain can last for a
few minutes or for hours. Who gets non-cardiac chest pain? An episode of non-cardiac chest pain has occurred in as many as 25
percent of adults in the United States. No risk factors have been identified that make a person more likely to get non-cardiac chest pain.
What causes non-cardiac chest pain?Â Hershcovici T, Achem SR, Jha LK, Fass R. Systematic review: the treatment of noncardiac
chest pain. Aliment Pharmacol Ther 2012 Jan;35(1):5-14. Accessed 6/1/2015. Consecutive patients with chest pain and normal
angiograms were assessed and invited to take part in a randomized controlled evaluation. The intervention consisted of an
individualized information and discussion session by a specially trained cardiac nurse, together with a handout and cassette providing
information and advice and telephone follow-up to discuss progress, answer questions and reiterate advice.Â Cognitive-behavioral
therapy for noncardiac chest pain: a randomized trial. The American Journal of Medicine, Vol. 106, Issue. 4, p. 424. Noncardiac chest
pain is pain or discomfort in your chest that is not caused by a heart problem. It may be caused by any of the following: Acid reflux.
Nerve or muscle problems within the esophagus that slow the movement of food. Increased sensitivity to pain within your esophagus.
Panic attacks, anxiety, or depression. Chest wall, muscle, or rib pain. How is noncardiac chest pain diagnosed? Your healthcare
provider will ask about your symptoms. You may need any of the following to find the cause of your chest pain: pH monitoring is used to
check your throat for acid reflux. Manometry measures Chest pain is pain or discomfort in the chest, typically the front of the chest. It
may be described as sharp, dull, pressure, heaviness or squeezing. Associated symptoms may include pain in the shoulder, arm, upper
abdomen, or jaw, along with nausea, sweating, or shortness of breath. It can be divided into heart-related and non-heart-related pain.
Pain due to insufficient blood flow to the heart is also called angina pectoris. Those with diabetes or the elderly may have less clear
symptoms.

