
2) Patients & Methods

We retrospectively collected data from all patients attending A&E 

with “chest pain” coded as their primary presenting complaint 

during September 2014. Only patients requiring admission under 

medical teams for delayed troponins and/or further evaluation 

were included in the study. STEMIs transferred straight to 

catheterisation lab, patients with missing notes, medically 

expected patients, and self-discharges were all excluded. 

Information was subsequently gathered from A&E 

documentation, patient records, and discharge summaries to 

ascertain final diagnosis. 

1) Background

Risk stratifying patients with chest pain has long been a 

diagnostic dilemma in Emergency Medicine. Attempts at earlier 

exclusion of Acute Coronary Syndrome (ACS) is fraught with 

risk. Up to 6% of discharges may have an unrecognised ACS.1

Body et al. showed that patients with a normal ECG and 

negative initial troponin, who clinicians felt ‘probably’ or 

‘definitely’ did not have ACS, could be safely discharged from 

A&E.2 This method was 100% sensitive, but had just a 23% 

positive predictive value (PPV) i.e. 77% of those admitted had 

alternative diagnoses.

At the Royal Sussex County Hospital (RSCH) we also use a 

combination of clinical judgement, ECG and initial troponin to 

identify patients that can be safely discharged.  All cases are 

discussed with a registrar or consultant. Of those requiring 

admission, the lower risk patients have their troponin repeated in 

the A&E clinical decision unit, whilst higher risk patients are 

admitted under the medical team. We decided to review the 

diagnostic accuracy (PPV) of this method in our department.

4) Results

In September 2014, 432 patients attended RSCH A&E with 

chest pain. 108 of these patients required admission for 

further evaluation.15 of these were excluded. 

47 of 93 (51%) patients included in the study were referred 

from A&E to medical teams with suspected ACS. 34 of 

these were diagnosed with ACS by discharge (34/47; PPV 

= 72%;). This was comparable between females (14/17; 

PPV = 82%) and males (20/30; PPV = 67%). 

The remaining 13 patients were diagnosed with unknown 

aetiology (4), musculoskeletal pain (2), AF (2), gastritis (1), 

Myopericarditis (1), Dressler’s Syndrome (1), ischaemia 

secondary to sepsis (1), and heart failure (1). Only four of 

these patients were subsequently discharged within 24 

hours (median = 37.5 hours; mean = 144 hours).

None of the 46 patients admitted from A&E with a “non-

ACS” diagnosis were subsequently diagnosed with ACS.

5) Discussion & Conclusion

During September 2014, 72% of patients referred and 

admitted from RSCH A&E with a provisional diagnosis of 

ACS were identified correctly. This is considerably higher 

than the 23% PPV found by Body et al. in 2014.1

This could be as a result of our department’s 24 hour 

consultant presence and close support from cardiology 

colleagues. However, this may also indicate we are 

incorrectly discharging patients with ACS from the 

Emergency Department. We therefore plan to perform a 

further retrospective review of patients discharged from A&E 

to assess if they return with an acute cardiac event.
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