EDITORIAL

Rapid access chest pain clinics:
are they clinically effective?

oronary heart disease is the

commonest cause of prema-

ture death in adults. Risk is

greatest early after the devel-
opment of symptoms and in a commu-
nity-based study, 14% of patients
diagnosed with angina and treated with
sublingual nitrates developed serious
complications within 6 months of pre-
sentation, often within the first
4 weeks (Duncan et al, 1976). A one-
stop cardiac outpatient clinic also
reported heightened risk for patients
with recent onset cardiac symptoms,
highlighting the importance of rapid
assessment of patients with chest pain
(Jain et al, 1997).

RAPID ASSESSMENT
Evidence-based treatments are available
that can reduce risk and it is reasonable
to assume, therefore, that rapid assess-
ment has the potential to save lives
(Antiplatelet Trialists Collaboration,
1994; Scandinavian Simvastatin
Survival Study, 1994; Yusuf et al, 1994,
2000). This assumption led to the estab-
lishment of rapid access chest pain clin-
ics in a limited number of centres
(Norell et al, 1992; Gandhi et al, 1995;
Davie et al, 1998; El Gaylani et al,
1998; Newby et al, 1998) and subse-
quently to recommendations for their
more widespread implementation in the
National Service Framework Document
(NSF) for coronary heart disease
(Department of Health, 2000).

The rapid access chest pain clinic at
Newham (Timmis, 1999) was estab-
lished in 1996, using a fax-based sys-
tem (Figure 1) that allowed patients to
be seen the same day of referral from
primary care, with immediate com-
puter-generated correspondence sent
back to the referring physician detail-
ing diagnoses and management deci-
sions (Ray et al, 1998).

In order to make the clinic manage-
able guidelines were developed that
emphasized the importance of recent
onset symptoms while discouraging

referral of very young patients in
whom coronary disease is unusual.
Also discouraged were patients with
acute coronary syndromes who are bet-
ter managed in the emergency depart-
ment. These and other referral
guidelines (Figure 2) were worked up
in consultation with local primary care
physicians to suit the needs of the
catchment population and the facilities
available. To date over 6000 patients
have been seen in the rapid access
chest pain clinic, about 25% of whom
have been diagnosed with angina.

The rapid access chest pain clinic at
Newham was identified as a service
model in the NSF, which called for 50
further rapid access chest pain clinics
in England by April 2001 and 100 by
April 2002, with a maximum waiting
time of 2 weeks between referral and
attendance. These proved to be rather
modest targets and there were already
161 clinics established by January
2002, reflecting the enthusiasm with
which this method of outpatient care
has been received.

MONITORING EFFECTIVENESS
Enthusiasm, however, should not be
interpreted as confirmation that rapid

access chest pain clinics are effective
in identifying patients with cardiac
chest pain or reducing their risk of
future events. Indeed, very little is
known about the effectiveness of rapid
access chest pain clinics, early reports
merely confirming their feasibility,
with outcome data in four studies lim-
ited to small patient cohorts followed
up for only 616 months (Duncan et al,
1976; Gandhi et al, 1995; Davie et al,
1998; El Gaylani et al, 1998). Thus the
reliability of a single assessment for
distinguishing between patients with
cardiac and non-cardiac causes of
chest pain is still not known.

Reliable information about out-
comes and how these are affected by
risk stratification and treatment is not
available. It is not known whether dif-
ferences in outcomes are consistent in
women, ethnic minorities and older
people, groups for whom cardiac pre-
sentation may differ from the classical
picture and diagnosis is often less
reliable  (Chiamvimonvat and
Sternberg, 1998; Philpott et al, 2001;
Barakat et al, 2003). Nor do we know
whether these important groups have
equitable access to rapid access chest
pain clinics.

Figure 1. Referral procedure for rapid access chest pain clinic. ECG = electrocardiogram.

® GP faxes referral proforma to dedicated number in cardiac department

@ Patient attends between 12.00 and 2.00 pm Monday-Friday on the same day as the
referral is made (next day for afternoon referrals)

@® ECG on arrival. Seen by doctor
® All patient details entered onto database

® Computer-generated letter faxed back to GP same day

Figure 2. Referral guidelines for rapid access chest pain clinic. AMI = acute myocardial infarction.

@ Recent onset chest pain in previous 2-4 weeks

® Do not refer

- Patients who have been previously seen for assessment of chest pain

Patients known to have coronary disease

Men <30 years, women <40 years

— Patients suspected of having AMI or unstable angina
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FUTURE RESEARCH

These questions about rapid access
chest pain clinics represent major gaps
in our knowledge and need answering
for proper evaluation of this new
model of outpatient care. With the
widespread implementation of rapid
access chest pain clinics it is probably
too late for randomized trials, but the
opportunity for large prospective
cohort studies with long-term follow-
up must not be missed.

One such study is already under way
involving the rapid access chest pain
clinics at Newham and five other cen-
tres, all of which have been using the
same electronic database, providing reg-
istry data on more than 10 000 patients.
Central to this study will be an outcome
analysis to determine whether the car-
diac and non-cardiac diagnoses
obtained in the rapid access chest pain
clinics effectively risk stratify the
patients and whether the clinics are
indeed targeting high-risk patients.
There will also be the opportunity to
assess the equity of access to rapid
access chest pain clinics by age, ethnic
group and gender and to compare dif-

ferent models of care used in the centres
participating in the study. The findings
will provide the first systematic evalua-
tion of rapid access chest pain clinics
and will permit an estimate of their
effectiveness for improving the manage-
ment of patients with chest pain.
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