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; . There were 167 patients who were medicolegal referrals (Group 1 —
This review was undertaken to ascertain the incidence of asbgstos- \ , ] Litigants) and 115 clinical referrals (Group 2 - Clinical).

related chest pain at presentation within two separate groups of patients ' | x
referred with asbestos diseases. Group 1 were litigant referrals jwhile Co-morbidities were broadly grouped as indicated (Table 1.). The pro- Table 3:

Group 2 were clinical referrals. Factors including demographics, | portion of co-morbidities was not significantly different in the two High resolution CT chest findings by group
comorbidities, chest CT findings associated with chest pain jvere groups, although the proportion of patients with ischaemic heart dis-

examined between the groups. ease was relatively high. CT chest diagnosis | -1I9an's %'r'glzg%' b value
(n=167) (n=115)

Chest Pain Pleural plaques 0.000
_ Although the patients in the litigant group tended to have more severe [ilERIENEIR S 0.000
Figure 1. e _ disease, there was no difference in the proportion of subjects in the two  [EEEIERIEN 0.135

Cross section of chest indicating proposed pain from exposed nerves. groups with “asbestos-related chest pain” 46% (76/167) and 56 % . . .
(64/115) respectively (Table 2.). The proportion with pain in Groups 1 Asbestosis 0-099

Az:::o:::v:;::m s i e hrmial arbay Figure 2: and 2 respectively was as follows; pleural plaques (47% and 60%, P= gshowsthe litigants had more severe disease than the clinical
o teromtal Vo & Eeslesioremoial arbery CT chest scan indicating pleural plaques and folded atelectasis. 0.000), diffuse pleural thickening (51% and 67%, P= 0.000), folded referrals
N F s e \ atelectasis (71% and 83%, P= 0.151) and asbestosis (44% and 53%, P=
s § | AN | - Discussion
L ARG BRI CT Chest Scans
Iternl Tnerestal y” High resolution CT scans of the chest showed a higher proportion of This retrospective study reveals that chest pain appears common in

Pleural thickening

litigants with more severe disease (Table 2) while the proportion with groups of patients with benign asbestos diseases, presenting ov
chest pain for each radiographic diagnosis Is show Iin Table 3. Of all thirteen year period. This retrospective study was done as a “snap-s
those with folded atelectasis 17/23 (74%) had chest pain (P= 0.015).of past clinical experience rather than a prospective study which
’ Of all patients with asbestosis, 60/131 (46%) had chest pain althoughhave resulted in a selection bias.
many also had concurrent pleural disease. Although the litigants had more severe asbestos-related diseases
the clinical group, they had no higher incidence of chest pain.
higher proportion of chest pain in those with folded atelectasis &
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Table L diffuse pleural thickening is not surprising as these are relat

For 82405 ME+ 35, dnmpven Comorbidities in Group 1 and 2 inflammatory process emanating from the pleura and often caus

Background \ _ Litigants Clinical o entrapment of the adjacent lung. Pleural plagues were also associ
Figure 3: Comorbidities roup 2 S.Sta?f“ca' with chest pain. The data in our study indicated that many patie

For many years, chest pain has been a clinical problem commonly CT chest scan indicating pleural thickening. INIIEAnte suffered from this type of pain which was poorly recognised by t

encountered by Australian respiratory and pain specialists managipg,, medical community and often Inadequately treated. Selt-medicatl
patients with benign asbestos diseases. The Intractable chest pain with simple analgesics was common.

observed in a subgroup of asbestos disease patients is a signifiqasita Collection Improved recog_nitio_n of this entity IS need_e_d along with praqtic
clinical and legal issue rivalling dyspnoea and impaired lung functiopedical charts of patients presenting 1995-2008, audited for quali[Ce N EEEEAEAE A management guidelines for the general practitioner. Further studies
The condition not only impacts on the patients but also on the lovedsurance, were chosen at random by data managers. Patients [Chaaici I EN AR envisaged by the authors.

N.S.

ones supporting the suffers. mesothelioma, lung cancer and angina were excluded. Rigorol N SICNEE LR AR
. attempts had been taken by the authors to exclude other cause{aVNEEEEGEGGEGTE-TN -7 VIRV T
Despite its significance, the problem has been poorly documenteddRest pain.

both Australian and international medical literature. There are some
articles which both recognise the entity of chest pain in benighwo groups of patients were studied. Group 1 (Litigants) comprise[a A AR EA B

asbestos pleural disease, however there Is a relative paucity ftients referred with asbestos diseases for medicolegal assessmen
detailed knowledge of this condition [1]. To exacerbate the situatiaghile Group 2 (Clinical) had been referred by general practitioners for
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evidence. This lack ot knowledge and acceptance of the conditiq) patients had had a general and occupational history taken, Byple 2:
_often Ieac!s to.lncorr_ect_dlagnoas, no dlaQHOS!S at all and sometingHysical examination, lung function in a body plethysmograph Withproportion with chest pain by group.
Inappropriate investigations for the suffers. This was exemplified In @ffusing capacity and a high resolution CT chest with prone lung
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benign asbestos chest pain [2]. Further Investigation angthocardiography, coronary angiography, barium swallow witt

documentation Is necessary to allow a better understanding a@ﬁbvoca’[ive posturing, upper endoscopy, CT scan and MRI of th cural plagues ° ° '
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The proposed cause of “plaque” pain Is thought to be due to the

irritation of exposed Intercostals nerves (Fig. 1), by plaques (Fig. Ratistical Analysis

folded atelectasis (Fig. 2) and/or pleural thickening (Fig.3). Data was analysed with the assistance of a biostatistician usin@hest pain was more common in clinical referred patients than

software package PASW 17 (SPPS Inc., Chicago, IL, U.S.A.). The litigants.

Here we have extended on the work of Mukherjee and co-workers [thsts used most frequently were Student’s t-test, Chi-square and z-test
through a retrospective clinical study of asbestos disease patients. for differences between proportions.

Summary and Conclusions

Plague pain is very common

The condition is under recognised by medical professio
It has a neuropathic element

Therefore may be difficult to control

Usually leads to chronic pain
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