
 

 

 

 

 

CHEST PAIN - PLEURITIC 

 

“The Death of Julius Caesar”, 44 B.C, Jean-Leon Gerome, oil on canvas 1867, Walters 

Art Gallery, Baltimore, USA 

 

“Et tu, Brute?” Julius Caesar (III, i, 77), 1599 William Shakespeare 

 

“When Caesar entered, the  senate stood up to show their respect to him, and of Brutus’s 

confederates, some came about  his chair and stood behind it, others met him, pretending 

to add their petitions to those of Tillius Cimber, on behalf of his brother, who was in exile; 

and they followed him with their  joint applications till he came to his seat. When he was 

sat down, he refused to comply with  their requests, and upon their urging him, further 

began to reproach them severely for their  importunities, when Tillius, laying hold of his 

robe with both his hands, pulled it down from his  neck, which was the signal for the 

assault.  

 



Casca gave him the first cut in the neck, which was  not mortal nor dangerous, as coming 

from one who at the beginning of such a bold action was  probably very much disturbed; 

Caesar immediately turned about, and laid his hand upon the dagger and kept hold of it. 

And both of them at the same time cried out, he that received the blow, in Latin, “Vile 

Casca, what does this mean?” and he that gave it, in Greek to his brother, “Brother, 

help!” Upon this first onset, those who were not privy to the design were astonished, and 

their horror and amazement at what they saw were so great that they durst not fly nor 

assist Caesar, nor so much as speak a word. But those who came prepared for the business 

enclosed him on every side, with their naked daggers in their hands. Which way so ever he 

turned he met with blows, and saw their swords leveled at his face and eyes, and was 

encompassed like a wild beast in the toils on every side. For it had been agreed they should 

each of them make a thrust at him, and flesh themselves with his blood; for which reason 

Brutus also gave him one stab in the groin.  

 

Some say that he fought and resisted all the rest,  shifting his body to avoid the blows, and 

calling out for help, but that when he saw Brutus’s  sword drawn, he covered his face with 

his robe and submitted, letting himself fall, whether it  were by chance or that he was 

pushed in that direction by his murderers, at the foot of the pedestal on which Pompey’s 

statue stood, and which was thus wetted with his blood. So that Pompey himself seemed to 

have presided, as it were, over the revenge done upon his adversary, who lay here at his 

feet, and breathed out his soul through his multitude of wounds, for they say he received 

three-and-twenty.  

 

And the conspirators themselves were many of them wounded by each other, whilst they all 

leveled their blows at the same person”. 

 

Plutarch,  

An Account of the assassination of Julius Caesar, 75 AD 

 

In 44 BC Julius Caesar received multiple wounds, 23 in all, of the “pleuritic” type. He had 

been contemplating further conquests of the regions of Dacia, north of the Danube and of 

Parthia to the east.  Both these invasions were put to one side in the ensuing civil war led 

by Mark Anthony his leading general on one side and his nephew Octavian on the other 

who would eventually prove triumphant and rule as Augustus Caesar, the first Roman 

Emperor. Both the regions of Dacia and Parthia were never to be subsequently fully 

“subdued” by the Roman Empire and it is possible that only a general of Julius’ genius 

would have been capable of achieving this.  

 

Perhaps if Julius had had a higher index of suspicion in regards to the loyalty of his 

colleagues he could have avoided his assassination and the course of Western history may 

have taken a different path. However he was caught utterly by surprise and Shakespeare’s 

words “Et tu, Brute?” have echoed down through the centuries as a reminder to us of 

Caesar’s total lack of “suspicion”.  

 

We must not be caught out when assessing our patients who present with their own “knife-

like” pain. A high index of suspicion for the more serious causes should always be 

maintained.  

 



 

CHEST PAIN - PLEURITIC 

 

Introduction 

 

Pleuritic chest pain is an extremely common presenting complaint to the Emergency 

Department. 

 

True pleuritic chest pain is defined as that caused by the movement of inflamed pleura or 

pericardial surfaces over one another. 
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The characteristic features of pain that is “pleuritic” include: 

 

 ●  “Sharp”, or “knife-like” in nature 

 

● Precisely located (i.e “Pin point”) location 

 

● Clearly made worse by movement, (including coughing or deep breathing) 

 

It is important to recognize that whilst the “medical” description of what constitutes 

pleuritic chest pain is clear, in real life a patient’s individual perception of the nature of 

their pain can be extremely subjective.  

 

Textbooks traditionally give great credence to the nature of chest pain, especially on the 

division between that of a pleuritic (or sharp or somatic) nature or that of a visceral (dull or 

“crushing” diffuse or ill localized nature). Great importance is placed on the second variety 

in view of its association with cardiac pain.  

 

Non - “cardiac” pain or pleuritic pain is often referred to as “atypical” pain. This label is 

informally applied in the sense of not being typical of ischaemic cardiac pain. This is 

entirely reasonable as cardiac conditions have high potential for mortality, although there 

are equally lethal causes of pleuritic pain as well. 

 

The division has some use, when clear communication is possible; however in real life 

modern Australia, the reality is that we have a CALD (i.e “culturally and linguistically 

diverse”) society and so these “textbook” distinctions are frequently not possible.  

 

Emergency departments also deal with patients that present significant communication 

barriers, amoung these: 

 

● Language and/ or cultural barriers 

    

● Intellectual impairment  

 

● Cognitive impairment 

 

● Mental illness 

 



● Drug / alcohol affected.   

 

● The personality disordered 

 

The most important causes of pleuritic chest to exclude will include: 

 

● Pericarditis/ myocarditis  

 

● Pulmonary embolism 

 

● Pneumothorax 

 

● Aortic dissection   

 

In a significant number of cases no apparent cause will be found, however the most 

important aspect to the investigation of the patient with pleuritic chest pain is to rule 

out potentially serious causes. The degree to which the “ruling out” process is taken 

must be tempered by the degree of clinical suspicion for any given pathology. 

 

For a more general discussion on chest pain see also: 

 

● Chest Pain (in CVS folder) 

 

Pathology 

 

Causes 

 

The commonest causes of true pleuritic chest pain include: 

 

1. Pericarditis. 

 

2. Pneumothorax. 

 

3. Pulmonary embolism 

 

4. Anxiety symptoms, especially in association with hyperventilation. 

 

5. Infection 

 

 ● Pneumonia 

 

 ● Viral pleurisy. 

 

6. Musculoskeletal. 

 

7. Malignant disease. 

 

Less common causes include: 



 

8. Aortic dissection. 

 

9. Oesophageal pain (this is more commonly dull in nature, though oesophageal 

 rupture may be sharp) 

 

10. Connective tissue “pleurisy”, such as SLE, rheumatoid disease. 

 

11. Thoracic herpes zoster, (the pain may precede the rash by 24-48 hours) 

 

12. Neuroma, (rare) 

 

Medical literature also describes less certain “conditions” such as “fibrositis” and 

“costochondritis”. It is best to avoid these labels, until more serious conditions can be 

confidently ruled out. 

 

Differential Diagnoses: 

 

Pleuritic chest pan may also be caused by a number of radiating non-chest conditions 

including: 

 

1. GIT, (to lower central chest) 

 

 ● Reflux esophagitis 

 

 ● Peptic ulcer disease 

 

2. Thoracic spine disease, including radicular pain from nerve root irritation. 

 

3. Biliary tract disease, (to right lower chest)  

 

4. Pancreatitis, (to lower central chest) 

 

5. Renal tract, pyelonephritis, (to lower back regions) 

 

6. Hepatic and splenic pathology. 

 

Clinical Features 

 

Important points of history 

 

1. Is the pain pleuritic in nature, ie worse with movement, coughing or deep 

 breathing? 

 

2. Are there any significant language / communication difficulties which make 

 interpretation of the nature of the pain problematic? 

 

3. Are there any risk factors for pulmonary embolism / myocardial ischemia? 



 

4. Is there a history suggestive of a musculoskeletal cause? 

 

 ● Trauma 

 

 ● Exertion (including nature of work) 

 

5. Are there any associated symptoms, (cough, sputum, SOB, fever or palpitations)? 

 

Important points of examination 

 

1. Does the patient appear unwell? 

 

2. Vital signs should always be checked, including a pulse oximetry reading. 

 

3. Does the patient have any signs of a DVT? 

 

4. Chest auscultation in particular for: 

 

 ● Pneumothorax 

 

 ● Pleural or pericardial rubs 

 

5. Localized tenderness: 

 

● Note however that this sign is non-specific and on many occasions little 

reliance can be placed on it. It may indicate a musculoskeletal problem, 

however any pleuritic pain may result in a localized tenderness or may be 

interpreted by an anxious patient as such.  

 

Investigation 

 

The degree of investigation will depend on:  

 

● The degree of clinical suspicion for any given pathology. This will further be 

 guided by risk factors a patient may have for any given condition. 

 

● How unwell a patient is. 

 

● The persistence of the symptoms. 

 

● In more general terms, it may also depend on the age and co-morbidities of a 

 patient. 

 

Most cases should have a minimum workup of an ECG and a CXR. 

 

 

 



Blood tests 

 

1. FBE  

 

2. CRP: 

 

 ● For infection 

 

3. ESR: 

 

 ● If connective tissue disease is being considered. 

 

4. D-Dimer: 

 

● In conjunction with the Well’s risk stratification criteria) if pulmonary 

 embolism is being considered, (see also PE document). 

 

5 Troponin levels: 

 

● If ACS is being considered, especially in cases where there are 

 communication difficulties where the exact nature of the pain cannot be 

 accurately ascertained. 

 

6 Protein electrophoresis if multiple myeloma is being considered. 

 

ECG 

 

To help exclude: 

 

● Pericarditis 

 

● Unexpected cardiac ischemia 

 

CXR 

 

To help exclude: 

 

● Pneumothorax. 

 

● Infection. 

 

● Malignant disease. 

 

● Unexpected rib fractures. 

 

 

 

 



CT scan /  CTPA/  V/Q 

 

These may be considered if other investigations have not been helpful, yet clinical 

suspicion remains for significant pathology. 

 

CT is also useful to screen the upper abdomen for abdominal conditions that may be 

causing radiating pain to the lower chest.  

 

Management  

 

Analgesia should be given as clinically indicated. 

 

Definitive Management will then obviously depend on the cause of the pain, however in 

many cases this may not be apparent on initial clinical assessment. 

 

The 3 most important conditions to rule out in the first instance will be pericarditis, 

pneumothorax, aortic dissection and pulmonary embolism. CXR and ECG will help 

rule out pneumothorax and pericarditis. 

 

The patient should then be screened for PE if the cause remains unclear. The Well’s risk 

stratification in conjunction with the d-dimer can be useful in ruling out the need for  

 

The most important aspects of the management of a patient with pleuritic chest pain of 

uncertain origin include: 

 

● How unwell is the patient? 

 

● How reliably can the patient be “labelled” as having pleuritic chest pain? 

 

● Does the patient have significant risk factors for important pathologies? 

 

● Rule out the most important conditions 

 

● How far to investigate. 

 

● Can the patient be safely discharged? 

 

How unwell is the patient? 

 

The more unwell a patient appears, the more aggressive should be the investigation and the 

lower the threshold for admission. 

 

How reliably can the patient be “labelled” as having pleuritic chest pain? 

 

If the nature of the pain is uncertain, it is more relevant to consider any risk factors a 

patient may have, especially in regard to cardiac disease and manage according to this. 

 

 



Does the patient have significant risk factors? 

 

Pulmonary embolism, aortic dissection and cardiac disease as have well recognized risk 

factors. 

 

Rule out the most important conditions 

 

This is the priority in the ED, even over and above a definitive diagnosis, which on many 

occasions will not be possible.  

 

Disposition  

 

This will obviously depend on the diagnosis.  

 

In those patients without a clear diagnosis discharge or admission will depend on the 

degree to which investigation is to be done to rule out a serious condition and on how 

unwell a patient appears to be. 

 

At night if senior staff are not available and there is uncertainty about whether to discharge 

a well patient with pleuritic chest pain, they may be kept in the ED / SSU and reviewed by 

more senior staff in the morning. 

 

Patients, in general terms, may be discharged providing: 

 

1. They are not unwell. 

 

2. Serious causes have been considered and ruled out (by investigation if necessary). 
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