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DEFINITION

¢ Uncomfortable pressure, fullness, squeezing, or other pain in the chest.
¢ This includes the area from the clavicles to the bottom of the rib cage.
¢ Not due to a traumatic injury.

TRIAGE ASSESSMENT QUESTIONS FOR CHEST PAIN

Call EMS 911 Now
SEVERE difficulty breathing (e.g., struggling for each breath, speaks in single words)
R/O: respiratory failure, hypoxia, acute pulmonary edema

Passed out (i.e., fainted, collapsed and was not responding)
R/O: shock

Chest pain lasting longer than 5 minutes and ANY of the following:

* Over 50 years old

* Over 30 years old and at least one cardiac risk factor (i.e., high blood pressure, diabetes, high
cholesterol, obesity, smoker or strong family history of heart disease)

* Pain is crushing, pressure-like, or heavy

* Took nitroglycerin and chest pain was not relieved

* History of heart disease (i.e., angina, heart attack, bypass surgery, angioplasty, CHF)

R/O: myocardial infarction, acute coronary syndrome

Visible sweat on face or sweat dripping down face

R/O: myocardial infarction, acute coronary syndrome

Sounds like a life-threatening emergency to the triager

See More Appropriate Protocol
Followed an injury to chest

Go to Guideline: Chest Injury (Adult)

Go to ED Now

SEVERE chest pain

Pain also present in shoulder(s) or arm(s) or jaw

R/O: acute coronary syndrome

Difficulty breathing

Cocaine use within last 3 days

Reason: cocaine can precipitate acute coronary syndrome

History of prior 'blood clot' in leg or lungs (i.e., deep vein thrombosis, pulmonary embolism)

Note: a "blood clot" typically would have required treatment with heparin or coumadin. Reason: increased risk of
thromboembolism. R/O: deep vein thrombosis



Recent illness requiring prolonged bed rest (i.e., immobilization)

R/O: pulmonary embolism

Hip or leg fracture in past 2 months (e.g, or had cast on leg or ankle)

R/O: pulmonary embolism

Major surgery in the past month
R/O: pulmonary embolism

Recent long-distance travel with prolonged time in car, bus, plane, or train (i.e., within past 2 weeks;
6 or more hours duration)

Reason: immobilization during prolonged travel increases risk of pulmonary embolus

Heart beating irregularly or very rapidly
R/O: SVT, tachyarrhythmia

Go to ED Now (or to Office with PCP Approval)

Chest pain lasting longer than 5 minutes
Reason: chest pain is a high-risk complaint; referral for evaluation

Intermittent chest pain and pain has been increasing in severity or frequency
R/O: unstable angina

Dizziness or lightheadedness

Coughing up blood

Patient sounds very sick or weak to the triager

Reason: severe acute illness or serious complication suspected
See Today in Office

Fever > 100.5° F (38.1° C)

Intermittent chest pains persist > 3 days

All other patients with chest pain

Alternate Disposition: Have physician speak directly with patient

Patient wants to be seen

Home Care

Intermittent mild chest pain lasting a few seconds each time

Home Care Advice for Mild Chest Pain

1.] Fleeting Chest Pain: Fleeting chest pains that last only a few seconds and then go away
are generally not serious. They may be from pinched muscles or nerves in your chest wall.

2.] Chest Pain Only When Coughing: Chest pains that occur with coughing generally come
from the chest wall and from irritation of the airways. They are usually not serious.



3.] Cough Medicines:

¢ OTC Cough Syrups: The most common cough suppressant in OTC cough medications is
dextromethorphan. Often the letters "DM" appear in the name.

¢ OTC Cough Drops: Cough drops can help a lot, especially for mild coughs. They reduce
coughing by soothing your irritated throat and removing that tickle sensation in the back of the
throat. Cough drops also have the advantage of portability - you can carry them with you.

e Home Remedy - Hard Candy: Hard candy works just as well as medicine-flavored OTC
cough drops. Diabetics should use sugar-free candy.

e Home Remedy - Honey: This old home remedy has been shown to help decrease coughing
at night. The adult dosage is 2 teaspoons (10 ml) at bedtime. Honey should not be given to
infants under one year of age.

4] Expected Course: These mild chest pains usually disappear within 3 days.

5.] Call Back If:

¢ Severe chest pain

e Constant chest pain lasting longer than 5 minutes
¢ Difficulty breathing

o Fever

e You become worse

FIRST AID

FIRST AID Advice for Shock: Lie down with the feet elevated.
FIRST AID ADVICE - Breathing Stopped or Cardiac Arrest
Hands-Only CPR

e Call 911.
¢ Push hard and fast on the center of the chest.

Special Notes:

¢ High quality CPR: Rescuers should push hard to a depth of at least 2 inches (5 cm), at a rate of at
least 100 compressions per minute, allow full chest recoil, and minimize interruptions in chest
compressions. The disco song "Stayin' Alive" has the right beat for CPR.

e The American Heart Association provides a 1 minute instructional video on Hands-Only CPR at:
http://handsonlycpr.org/. Be prepared. Watch it now, before you need it!

e Answers to Frequently Asked Questions about Hands-Only CPR are available here:
http://www.heart.org/HEARTORG/CPRANJECC/HandsOnlyCPR/LearnMore/Learn-More_UCM
440810 FAQ.jsp.

e The American Heart Association provides a free Hands-Only CPR App for the iPhone, PalmPre,
and Android.

¢ You are strongly encouraged to get training in CPR from the American Red Cross or the American
Heart Association.

¢ Hands-OnlyTM CPR is a trademark of the American Heart Association.

"All rescuers, regardless of training, should provide chest compressions to all cardiac arrest victims.
Because of their importance, chest compressions should be the initial CPR action for all victims
regardless of age. Rescuers who are able should add ventilations to chest compressions. Highly
trained rescuers working together should coordinate their care and perform chest compressions as
well as ventilations in a team-based approach." Source: 2010 AHA Guidelines for Cardiopulmonary
Resuscitation and Emergency Cardiovascular Care.

CPR by Trained Rescuers



Trained (confident) rescuers should add ventilations to chest compressions while waiting for
paramedics to arrive:;

e Call 911.

¢ Perform chest compressions and mouth-to-mouth breathing in cycles of 30 compressions and then
2 breaths.

Special Notes:

¢ Rescuers should push hard to a depth of at least 2 inches (5 cm), at a rate of at least 100
compressions per minute, allow full chest recoil, and minimize interruptions in chest compressions.

BACKGROUND INFORMATION

Key Points

¢ Chest pain is a challenging symptom from a triage perspective as there are a number of potentially
life-threatening causes of pain and no combination of symptoms that sufficiently discriminate serious
from non-serious pain.

¢ A conservative stance in triaging these patients is recommended.

Serious Causes of Chest Pain

e Acute coronary syndromes (angina, myocardial infarction): Chest pain caused by atherosclerotic
blockages in the coronary arteries is the most common cause of acute coronary syndromes. This
chest pain syndrome is typically seen with exertion, unless the blockage in a particular coronary
artery is complete and then pain occurs at rest. Acute myocardial infarctions result from a complete
loss of blood supply to the blocked coronary artery involved, often the result of an acute thrombus
formation in the diseased vessel or disruption of an atherosclerotic plaque. Atherosclerotic heart
disease, also referred to as ischemic heart disease, remains the leading cause of death in adults in
the United States. See the CAUTION statement below for further symptom description.

e Pulmonary Embolus: This potentially life-threatening process occurs when a clot, usually from a
source in the lower extremities, dislodges and causes mechanical obstruction in the pulmonary
arterial system of the lungs. The classic clinical picture is pleuritic chest pain, dyspnea, and
hemoptysis. Some or all of these symptoms may be present. Risk factors include immaobilization (e.g.,
bed bound, recent surgery, prolonged travel), trauma especially to the pelvis or lower extremities, and
peripartum and hypercoaguable states (e.g., birth control pills, estrogen use, malignancy).

e Pneumothorax: Lung collapse can occur spontaneously or with trauma. The symptoms typically
include pleuritic chest pain and dyspnea.

e Thoracic aortic dissection: A tear in the thoracic aorta usually presents with acute severe chest pain,
often described as sharp and tearing in nature. This pain can be referred to the interscapular area.
This disease entity is typically seen in the elderly.

e Pericarditis: Inflammation of the sac surrounding the heart or pericardium can result in positional
chest pain, often pleuritic and dyspnea.

Other Less Serious Causes of Chest Pain

e Pneumonia: Some patients with pneumonia will complain of a sharp localized pleuritic pain. In
general, any patient with pneumonia who is hypoxemic, has multilobe involvement, is unable to keep
down liquids or medications, or is of advanced age or immunocompromised will require
hospitalization.

e Herpes Zoster: Usually pain precedes the typical rash of grouped vesicles on a red base in a nerve
root distribution.

¢ Cholecystitis, cholelithiasis: The typical pain of gallstone disease is in the epigastrium and right
upper quadrant, crampy in nature, but can be confused with chest pain. Gallstone abdominal pain can
radiate to the upper back in the region of the shoulder blade.

¢ Costochondritis: Caused by inflammation of the rib cartilages where they attach to the sternum in
the front of the chest. The pain is usually sharp. The pain often is worse in by breathing in and it



usually hurts when one touches the area. Costochondritis is a diagnosis of exclusion in those with risk
factors for the more serious and life-threatening causes of chest pain.

¢ Rib-muscle strain: Typically the pain is positional, localized, intermittent, and sharp

¢ Reflux esophagitis: Patients will often describe an acid or sour taste from the reflux of stomach
contents and acid into the throat and mouth.

Myocardial Infarction - Should a Telephone Triage Nurse Recommend Aspirin?

e Background. Research has shown that early administration of aspirin reduces mortality from
myocardial infarction. EMS 911 dispatchers sometimes instruct patients to take aspirin after an
ambulance has been dispatched. Aspirin for cardiac chest pain is a standing medical order (SMO) for
all EMS providers across the United States and Canada. Aspirin is also the standard of care for
treating cardiac chest pain, once the patient reaches the emergency department. There is no
evidence that taking aspirin at home provides any additional benefit over taking aspirin during
paramedic transport or on arrival in the emergency department.

e Telephone Triage and an EMS 911 Disposition. Generally, these should be very short calls with
the goal being to have the caller speak with the EMS 911 dispatcher as soon as possible. The triager
should deliver and the caller should hear one piece of information: CALL 911 NOW. One can imagine
a scenario in which the nurse triager spends too long on the phone with a caller clarifying
allergies/whether or not they already took aspirin/explaining the difference between true aspirin and
non-aspirin pain relievers (e.g., Tylenol).

o If the Caller Asks about Aspirin. Emphasize the importance of calling EMS 911 first. If there is no
aspirin allergy, the patient may chew an aspirin (160 to 325 mg) while waiting for the paramedics to
arrive.

Caution - Cardiac Ischemia

¢ Cardiac ischemia is the most common life-threatening cause of acute chest pain.

e Sometimes adults may present with chest pain as the sole symptom of a myocardial infarction.
Often there will be other associated symptoms of cardiac ischemia: shortness of breath, nausea,
and/or diaphoresis.

e Some adults can have cardiac ischemia without chest discomfort. For example, a diabetic with
diaphoresis and shortness of breath.

e Women are less likely to experience chest pain and are more likely to have atypical symptoms; this
can lead to delays in evaluation and treatment.

¢ Cardiac ischemia should be suspected in any patients with risk factors for cardiac disease. These
include: hypertension, smoking, diabetes, hyperlipidemia, a strong family history of heart disease, and
age > 50.
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