
Clinical Presentation
History:  age and gender, site, nature of the pain, radiation, onset, precipitating factors,

 relieving factors, associated factors, risk factors for coronary disease, history of IHD, 
previous investigations for chest pain, stability of symptoms.

Important not to miss myocardial ischaemia:
Chest pain that radiates, pain that is associated with exertion or strong emotion, pain with vomiting (not 

nausea), pain with sweating, lasts longer than 15 minutes, worsened by exertion, relieved by rest or GTN spray.
Beware atypical presentation in patients with diabetes (autonomic dysfunction) or elderly (generalised 

weakness, syncope, confusion) or chronic renal failure.

NB Think Aorta – can present similarly to ACS with acute onset of severe tearing 
or rising pain radiating to the back

Suspected Acute Coronary Syndrome (ACS)?
ACS is more likely if – a prolonged episode of severe angina type chest pain lasting more than 15 minutes at rest.  New 

onset angina or crescendo symptoms in previously stable angina.  Pain associated with nausea, vomiting, sweating, 
breathlessness, haemodynamic instability

If still have chest pain call 999 while 
initiating emergency treatment as 
appropriate – pain relief, loading dose 
300 mgs Aspirin, GTN spray, oxygen if 
02 sats<94%

Refer immediately by ambulance any 
patient who is pain-free but has had 
chest pain in the last 12 hours and an 
abnormal ECG or any patient who has 
developed further chest pain after 
recent episode of ACS.

Use clinical judgment to decide whether 
referral should be immediate or urgent 
same-day for patients with chest pain in 
last 12 hours resolved and normal ECG 
or signs of complications such as 
pulmonary oedema.

If episode of pain  6days ago consider 
referral to A&E. If  7 days ago assess 
risk of CAD from table below and 
consider referral to rapid access chest 
pain clinic if appropriate

Suspect STABLE angina if patient presents with the following:

 History of non-severe cardiac chest pain for less than 15 minutes 
duration starting more than 72 hours ago with no complications

 Not increasing in frequency or intensity

 Provoked by exercise and/or emotion i.e. not at rest

 Relieved by rest or GTN spray

 Factors making stable angina LESS likely, in which case consider 
alternative diagnosis (see list below) and investigate as appropriate:

 Continuous or very prolonged pain

 Unrelated to activity

 Brought on by inspiration

 Associated with symptoms such as dizziness, palpitations, tingling or 
difficulty swallowing.

If suspecting stable angina, consider following investigations in primary 
care: 

 12 Lead ECG

 Fasting blood tests – FBC, U&Es, lipid profile, blood glucose and HbA1c, 
TFTs

 In patients with previously diagnosed coronary artery disease (CAD), if 
experiencing typical angina pain, consider interventions for symptom 
control and risk reduction. If atypical angina pain, refer to ED or 
Cardiology depending on level of concern. 

 In patients with no history of CAD, perform a risk-stratification (see 
table below). If patients have features of typical angina and their 
estimated likelihood of CAD greater than 90% manage as angina and 
refer to rapid access chest pain service for invasive angiography.

 If estimated likelihood of CAD is 10 – 90% – refer to a rapid access 
chest pain service for further diagnostic assessment and treat as stable 
angina whilst awaiting outcome of tests. 

 If estimated likelihood of CAD is less than 10%, consider other causes 
of non-cardiac chest pain and investigate appropriately. Consider 
investigating other causes of angina e.g. HCOM if typical angina-like 
chest pain. 

If on clinical assessment patient is 
haemo unstable or acutely 

unwell with non sounding 
chest pain refer immediately to A&E 

via ambulance. 

Yes No
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No

Perform 12 lead ECG if able and suspect cardiac cause



Differential Diagnosis for Acute Chest Pain
 Cardiac chest pain – ACS or stable angina, pericarditits, myocarditis
 GI pathology – oesophageal reflux, gastritis, peptic ulcer, oesophageal rupture
 Musculoskeletal chest pain – Tietze s syndrome or costochondritis, rib pain, referred pain from 

thoracic spine
 Pleuritic chest pain – pneumonia, pneumothorax, pulmonary embolus
 Other abdominal pathology – pancreatitis, cholecystitis, cholelithiasis, other biliary tract disease
 Panic disorder
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