
Chest Pain in Our Emergency 
Department

Every patient who you want to discharge who has non-traumatic chest pain needs to 
be discussed with and reviewed by the most senior doctor in the department. 

We have departmental guidelines for individual conditions on the intranet website

Cardiac Chest Pain 
1. Do not use ‘atypical pain’ as a reason to ignore the possibility of ACS 
2. Unless the patient has an allergy then give early 300mg PO aspirin
3. Patients should have serial ECG’s to look for dynamic changes
4. Troponin measurements should be taken on arrival and after 6hrs
5. A rapid access troponin assay is available in GRH. There is an algorithm on patient first to discharge 

low risk patients at 90minutes using this method.
6. Further treatments depend on the patients condition (see guidelines)
7. If you suspect STEMI then the treatment is urgent angioplasty. There is a Cardiac Catheter Lab in 

CGH. This is open 9-5 Monday-Friday. Outside of this time refer to the Bristol Royal Infirmary through 
switchboard. 

8. Cardiology teams are based in both GRH and CGH but patients are normally initially admitted under 
the acute medical team. 

9. Patients with dynamic ECG changes, an elevated troponin or ongoing cardiac sounding chest pain  
should be discussed with seniors as CCU or urgent PCI may be appropriate.

Cardiac Sounding Chest Pain - Discharge
10. A  patient is unlikely to have had an acute MI if they have

10.1. no ongoing episodes of pain
10.2. no acute or dynamic ECG changes on serial ECGs 
10.3. a negative 6hr troponin

11. If you think this could have been cardiac chest pain then follow up with the GP is advisable. They can 
then refer your patient to the Rapid Access Chest Pain Clinic for further assessment.

Aortic dissection 
12. If you think your patient could have an aortic dissection then let a senior know ASAP. They may need 

a  CT aortogram or TOE. As mortality approaches 1.2% per hour they need to be investigated early. 

Pulmonary Embolism - see the departmental guidelines
13. For very large PE’s we sometimes consider thrombolysis  
14. If you are thinking that PE may be the diagnosis, but it is less likely, then you can apply the PERC 

criteria. If they have 0/8 risk factors then they do not need any further workup. If you look at the 
departmental guidelines there is more information regarding this.

15. Always use the Wells score to identify if a d-dimer will change your management before you send it
16. AEC, the Ambulatory Emergency Care team, has management pathways for those in whom you 

suspect a PE but who are very well. They can be treated with LMWH and booked into a next day 
clinic.

Pneumonia
17. Early antibiotics and early oxygen. 
18. Think sepsis 6 if they are unwell (sepsis e-Induction)

For further chest pain guidelines see intranet 
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