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FOI Ref: 6344
Category(ies): Trust - Policies
Subject: Management of Patients with Chest Pain, Suspected Aortic Dissection and Diagnosed Aortic Dissection
Date Received: 14/04/2022

	[bookmark: _Hlk66456130]Your request:

	Our response:


	[bookmark: _Hlk100829758]We are undertaking a piece of work to better understand if Trusts have policies and / or procedures in place for the management of patients with chest pain, suspected aortic dissection and diagnosed aortic dissection. From this we hope to produce a standard policy / procedure for the NHS.
[bookmark: _GoBack]
We would therefore like to submit a FOI request for the following information:


	1. Do you have a policy and/or written procedures for how your trust responds to patients presenting at A&E with chest pain or suspected heart related conditions? 

	We have a policy for the management of acute chest pain and NSTE-ACS patients in-house, while STEMI patients should not be treated locally and should be directed to the regional primary PCI centre, this is usually done by ambulance service, or by UECC team if the patient was brought to RGH by mistake.



	2. Do you have a policy and/or written procedures for managing suspected aortic dissection?

	These patients receive a CT aortogram while in UECC if there is clinical suspicion, and if that was confirmed, then these cases are discussed with and managed in the regional centre who has cardiac surgery/vascular surgery service 24h/7. They are not treated locally unless, after discussion with the relevant speciality depending on the site of the aortic syndrome (cardiac surgery or vascular surgery) they decide that these patients are not for invasive management for any reason e.g. high surgical risk, comorbidities, stable disease...then they are managed locally guided by their advice. 




	3. Do you have a policy and/or written procedures for managing aortic dissection once diagnosed? Please provide a copy of these

	UECC should have their own guidance on how to manage suspected/confirmed Aortic dissection cases. Whether it is pain control, haemodynamic stability, appropriate investigations, namely urgent CT Aortogram/MRI and referral to the right team whether Cardiothoracic or Vascular. 


	4. If you have a policy or procedures in place regarding aortic dissection, what is the trust's process for ensuring that all clinical staff are made aware and are reminded? 

	Induction for UECC includes raising staff awareness of this and ensures consideration of dissection is taught to all doctors rotating through UECC. Teaching on CP in line with the Hub guidance, M&M review where cases arise

	5. If you provide training, please provide a copy of the training material. Do you have any training / induction to ensure that all staff are familiar with it?

	This is covered as part of each rotating doctors induction to raise and maintain awareness throughout their rotation 
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Document Aortic Dissection (Thoracic) - UECC CG


Category Clinical Guidelines


Sub Category Surgical (non-trauma)


Details


Aortic dissection is rare but life threatening and treatable.


Remember to 'Think Aorta' and suspect aortic dissection when: 
　
Symptoms


1. Pain is the #1 symptom
2. Neck, back, chest or abdomen
3. Numbness or weakness in any limbs
4. History of collapse


Pain Characteristics


1. Maximal in seconds
2. Migratory & transient
3. Pain can be sharp, tearing, ripping


Risk Factors


1. Hypertension
2. Aortic aneurysm
3. Bicuspid aortic valve
4. Familial aortic disease
5. Marfans and other connective tissue disorders


Signs


1. Pulse deficit or vascular signs
2. Neurological signs of stroke or paraplegia


Chest x-ray, ECG, ultrasound & blood tests can be normal


If aortic dissection is suspected, d/w Clinician in Charge (CIC). CT
angiogram is required to confirm or rule out the diagnosis.


See attached for further guidance on arranging transfer for definitive
care.
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https://intranet.xrothgen.nhs.uk/TeamCentre/integratedmedicine/AandE/Lists/UECC%20Documents/Attachments/697/Think%20Aorta%20Poster.pdf

https://intranet.xrothgen.nhs.uk/TeamCentre/integratedmedicine/AandE/_layouts/15/listform.aspx?PageType=4&ListId={74742efe-c772-48dd-8311-398bd6d0090f}&ID=316





Created at 10/02/2020 08:12 
by 
Last modified at 14/04/2021 12:02 
by 


Close



https://intranet.xrothgen.nhs.uk/TeamCentre/integratedmedicine/AandE/_layouts/15/listform.aspx?PageType=4&ListId={74742efe-c772-48dd-8311-398bd6d0090f}&ID=304

https://intranet.xrothgen.nhs.uk/TeamCentre/integratedmedicine/AandE/_layouts/15/listform.aspx?PageType=4&ListId={74742efe-c772-48dd-8311-398bd6d0090f}&ID=393




image3.emf
6344 FOI -  Management of Patients with Chest Pain, Suspected Aortic Dissection and Diagnosed Aortic Dissection - Think Aorta Poster.pdf


6344 FOI - Management of Patients with Chest Pain, Suspected Aortic Dissection and Diagnosed Aortic Dissection - Think Aorta Poster.pdf


Unexplained Severe Pain?


THINK
AORTA


Aortic Dissection is an emergency 
that is often fatal when missed


CT Scan for a definitive 
diagnosis


Symptoms
•	 Pain is the #1 symptom
•	 Neck, back, chest or abdomen
•	 Numbness or weakness in any limbs
•	 History of collapse


Pain characteristics can be:


•	 Maximal in seconds
•	 Migratory & transient
•	 Pain can be sharp, tearing, ripping


Patient Risk Factors
•	 Hypertension
•	 Aortic aneurysm
•	 Bicuspid aortic valve
•	 Familial aortic disease
•	 Marfans and other connective tissue 


disorders


Physical Examination
•	 Pulse deficit or vascular signs
•	 Neurological signs of stroke or 


paraplegia


Diagnostic Warning
•	 Chest x-ray, ECG, ultrasound & 


blood tests can be normal


Aortic Dissection Awareness UK in collaboration with: 


Heart Research UK
Society for Cardiothoracic Surgery in Great Britain and Ireland
The Royal College of Emergency Medicine


www.thinkaorta.org 
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Document Chest Pain (Initial Assessment) - UECC CG


Category Clinical Guidelines


Sub Category Medical


Details


This guideline is about how to assess a patient presenting
with unspecified chest pain and begin the process
of investigation. For guidance on a specific diagnosis, use the
search function in the guidelines or click on the hyperlinks in
the list of differential diagnoses just below.



Chest Pain in Emergency Medicine:



Chest pain is one of the commonest presenting complaints in
Emergency Medicine and whilst often benign, it can be
caused by a significant number of disease processes which
are urgent and/or life threatening.



This makes it one of the highest risk presentations for us to
deal with and is why the Royal College of Emergency


Medicine has a standard that a consultant or middle grade in
EM should review all cases of atraumatic chest pain in


patients aged 30 years and over.


Please make sure you help us maintain this standard by
discussing these cases with a suitably qualified


colleague.


To improve the chances of making the correct diagnosis, here
are four important concepts to consider…


Keep an Open Mind:



Pattern recognition is part of medical expertise but can lead
to us not listening to our patients properly or failing
to consider alternative diagnoses. Keeping an open mind is
key because if we don't think of a particular diagnosis
(ie aortic dissection), we will never make it. Below is a list of
some causes of chest pain in the ED we should bear in mind.



Cardiac: Acute Coronary Syndrome (ACS); Myocardial
Infarction; Pericarditis; Myocarditis; Arrhythmias








Vascular: Aortic Dissection



Respiratory: Pulmonary Embolus; Pneumothorax;
Asthma; Pleurisy; ​Pneumonia


Gastroentestinal: Reflux; Peptic Ulcer; Cholecystitis;
Oesophageal Rupture; Pancreatitis


Musculoskeletal: Rib Trauma; Muscle Strains;
Costochondritis; Vertebral Collapse​; Shingles​



Breast Disease: Tumour; Abscess; Bruising


Others: Sickle Cell Crisis; Pre-eclampsia; Psychogenic


History and Examination Matter:


It can be tempting to think that a Troponin, D-Dimer, ECG and
CXR are all that is required to diagnose/exclude the cause of
a patient's underlying chest pain… it isn't. This is both lazy
and dangerous.


An appropriate history will include at least the following
information:


Pain – Location, Radiation, Character, Onset Time,
Duration, Aggravating/Relieving Factors, Previous
Episodes


Associated Symptoms – Cough, Shortness of Breath,
Collapse or Near Collapse, Sweating, Vomiting, Weight
Loss, Fever, Palpitations, Focal Neurology


PMH/DH – Previous Episodes, Risk
Factors/Treatments for IHD and TED, Valvular Disease,
Cancer, Smoking and Recreational Drug Use


FH – IHD, TED, Valvular Disease, Cancer, Similar
Presentations to this


Examination should include as a minimum a suitably focused
cardiac, respiratory and abdominal examination along with
comment on the patient's general appearance and both the
current and admission vital signs. Further or more detailed
examination should be guided by information raised in the
history or other findings identified in the examination.


Create a Broad Differential Diagnosis List:







Most chest pain producing diseases have a 'classic' pattern of
presentation or significant features to be aware of (these are
described at the beginning of each of their individual
guidelines), however, as before, keeping an open mind is
important. Patients may have a number of features of one
disease, only a few of another whilst also having some
specific or more significant features (eg haemoptosis, fever,
hypotension), acting as 'red flags' for others. Having multiple
possibility at this stage is a good thing.



Common errors are:


Diagnosing musculoskeletal pain just because the
patient does have tenderness, or conversely,
diagnosing musculoskeletal pain when the patient
doesn't have any tenderness or movement precipitated
pain.



Failing to appreciate that ACS/MI symptoms in women
are often less about chest pain and more about fatigue,
shortness of breath and feeling generally unwell.



Not taking in to account differences between this
episode of pain and previous episodes, thus assuming
it is the same problem



Explaining away abnormal observations such as fever,
tachycardia or hypotension as they don't fit the pattern
of the disease you wish to diagnose.


Decide on Testing – Is it Likely? Is it Serious?


All tests that we do (D-Dimer, Troponin, ECG, CXR,
CTPA etc) need to be interpreted in the context of the
patient tested, so if at all possible, try to consider your
differential diagnosis list before seeing any test results.


The most important factor to consider is how likely we
believe the patient is to have the disease in question
BEFORE we do the test. Splitting our differential
diagnosis list in to Likely, Possible and Unlikely can be
helpful.



If we think a disease is particularly unlikely, doing a test
may be unnecessary or even unhelpful because a
positive result is more likely to be a false positive and
lead to over investigation/treatment. An example of this
is when D-Dimer tests are done 'routinely' for
possible PE rather than using appropriate risk scoring
tools such as the Well's Score or PERC. On the other







hand, testing a disease that we believe is very likely
may give a false negative result, reassuring
us inappropriately, as happens sometimes with a
normal ECG in patients who are clinically highly
suspicious for ACS.



The other significant factor to consider is how serious a
potential differential diagnosis is. ​For instance, a chest
infection or gastric reflux would usually be a relatively
benign condition, whereas a pulmonary embolus or
aortic dissection are potentially life threatening.


With more serious conditions, we are likely to have a
lower threshold for initial testing (eg Troponin for
possible ACS) or need a particularly accurate test to be
confident of excluding a specific diagnosis (eg CT for
aortic dissection).


Details on specific testing for individual diagnoses are
available on the guidelines page for that diagnosis.
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