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This	
  handout	
   is	
  designed	
   to	
  partner	
   the	
   topic	
  overview	
  simulation	
  session	
  C1	
  –	
  Triage	
   for	
  Chest	
  Pain.	
  	
  
This	
  session	
  involves	
  a	
  presentation,	
  followed	
  by	
  3	
  simulated	
  triage	
  scenarios.	
  	
  Use	
  this	
  document	
  to	
  jog	
  
your	
  memory	
  or	
  to	
  aid	
  in	
  your	
  reflection	
  of	
  the	
  session,	
  and	
  the	
  simulation.	
  

We	
   are	
   targeting	
   “higher	
   level	
   learning”.	
   	
   This	
   is	
   the	
   application	
   of	
   skills	
   and	
   knowledge	
   within	
   a	
  
contextualised	
  event	
  to,	
  hopefully,	
  improve	
  performance	
  and	
  practice.	
  	
  Learning	
  is	
  further	
  encouraged	
  
through	
  discussion	
  and	
  also	
  working	
  through	
  simulated	
  scenarios.	
  	
  This	
  session	
  is	
  also	
  designed	
  to	
  allow	
  
you	
  to	
  put	
  into	
  practice	
  knowledge	
  and	
  skills	
  attained	
  from	
  this	
  session	
  and	
  other	
  learning	
  environments	
  
(other	
  EdWISE	
  cardiac	
  sessions,	
  any	
  associated	
  eLearning,	
  clinical	
  placements,	
  etc.).	
  

As	
  clinicians	
  we	
  should	
  be	
  constantly	
  reviewing	
  our	
  own	
  practices	
  and	
  looking	
  for	
  current	
  best	
  practice	
  
standards.	
   	
  During	
  the	
  feedback	
  sessions	
  we	
  will	
  facilitate	
  this	
  reflection	
  but	
  we	
  would	
  also	
  encourage	
  
you	
  to	
  reflect	
  on	
  your	
  experience	
  in	
  this	
  session	
  and	
  think	
  about	
  any	
  improvements	
  that	
  could	
  be	
  made	
  
to	
  your	
  own	
  practice,	
  the	
  practice	
  of	
  your	
  team	
  or	
  department	
  or	
  to	
  any	
  systems	
  that	
  you	
  work	
  within.	
  	
  
Reviewing	
  this	
  handout	
  may	
  help	
  you	
  to	
  do	
  this.	
  

Session	
  Objectives	
  

1. Understand	
  	
  the	
  process	
  of	
  triage	
  	
  
2. Be	
   aware	
   of	
   the	
   levels	
   of	
   seriousness	
   of	
   chest	
   pain	
   and	
   their	
   implications	
   for	
   treatment	
   and	
  

outcome	
  
3. Apply	
  triage	
  to	
  chest	
  pain	
  	
  

a. Triage	
  categories	
  
b. Discriminating	
  cardiac	
  versus	
  non-­‐cardiac	
  pain	
  
c. Discharge	
  and	
  transfer	
  pathways	
  

4. Practice	
  the	
  ISBAR	
  handover	
  
	
  

Introduction	
  

Chest	
  pain	
  is	
  a	
  common	
  presenting	
  complaint	
  in	
  Australian	
  Emergency	
  Departments	
  –	
  comprising	
  up	
  to	
  
5%	
  of	
  all	
  presentations.	
  Of	
  course	
  there	
  are	
  many	
  possible	
  causes	
  of	
  chest	
  pain	
  –	
  some	
  are	
  very	
  serious	
  
and	
  need	
  to	
  be	
  identified	
  and	
  acted	
  on	
  urgently.	
  Some	
  other	
  causes	
  –	
  say	
  a	
  minor	
  area	
  of	
  cellulitis	
  on	
  
the	
  chest	
  –	
  may	
  well	
  need	
  ED	
  care	
  but	
  are	
  not	
  so	
  serious	
  or	
  urgent.	
  

Identifying	
   the	
   serious	
   from	
   the	
   not	
   so	
   serious	
   can	
   be	
   a	
   major	
   challenge.	
   There	
   are	
   many	
   possible	
  
causes:	
  

• From	
  the	
  serious	
  
• Ischaemic	
  Heart	
  Disease:	
  biggest	
  killer	
  -­‐	
  15%	
  of	
  all	
  deaths	
  
• PE	
  
• Pneumothorax	
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• Pneumonia	
  
• aortic	
  dissection	
  

	
  
• To	
  the	
  “trivial”	
  

• Costochondritis	
  
• Shingles	
  
• indigestion…	
  

Triage	
  

The	
   word	
   “triage”	
   comes	
   from	
   the	
   French	
   trier	
   “to	
   sort”	
   and	
   the	
   concept	
   was	
   first	
   used	
   on	
   the	
  
battlefields	
  of	
  Napoleonic	
  France.	
  The	
  aim	
  of	
   triage	
   is	
   to	
   try	
   to	
   figure	
  out	
  which	
  of	
   the	
  many	
  patients	
  
presenting	
  need	
  to	
  be	
  seen	
  &	
  treated	
  most	
  urgently.	
  

The	
   process	
   of	
   accurately	
   triaging	
   patients	
   is	
   complex	
   and	
   takes	
   years	
   to	
   learn.	
   Put	
   simply,	
   triage	
  
decisions	
  are	
  based	
  on	
  the	
  patient’s	
  presenting	
  problem	
  (chest	
  pain	
  or	
  seizure	
  or	
  sore	
  lip	
  or	
  whatever),	
  
their	
  general	
  appearance	
  (well	
  &	
  happy	
  –	
  sick	
  &	
  dying)	
  and	
  the	
  vital	
  signs.	
  

Most	
  of	
  the	
  time	
  the	
  definitive	
  diagnosis	
  will	
  not	
  (and	
  cannot)	
  be	
  known	
  until	
  much	
  later	
  in	
  the	
  patient’s	
  
“journey”	
  

Chest	
  pain	
  is	
  an	
  emergency!	
  

Chest	
   pain	
   is	
   generally	
   considered	
   to	
   be	
   something	
   that	
   should	
   be	
   seen	
   urgently	
   –	
   there	
   are	
  
advertisements	
  on	
  TV	
  with	
  people	
  clutching	
  their	
  chest	
  with	
  the	
  message	
  “quick	
  –	
  call	
  000”.	
  If	
  the	
  pain	
  is	
  
cardiac	
   in	
   origin	
   –	
   it	
   does	
   need	
   to	
   be	
   seen	
   urgently	
   (talk	
   about	
  why	
   in	
   a	
  minute)…but	
   how	
   can	
   you	
  
know?	
  

Distinguishing	
  Cardiac	
  from	
  Non-­‐cardiac	
  chest	
  pain	
  

Acute	
  Coronary	
  Syndrome	
  not	
  infrequently	
  presents	
  in	
  an	
  “atypical”	
  manner	
  –	
  for	
  example	
  with	
  some	
  of	
  
the	
   features	
   listed	
   as	
   “reassuring”.	
  Non-­‐classic	
   presentations	
   are	
  more	
   common	
   in	
   older	
   people	
  &	
   in	
  
diabetics	
  –	
  indeed,	
  it	
  might	
  be	
  said	
  that	
  atypical	
  is	
  typical.	
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Serious	
  versus	
  Non-­‐serious	
  chest	
  pain	
  

In	
  the	
  diagnosis	
  of	
  lots	
  of	
  diseases	
  there	
  seems	
  to	
  be	
  three	
  grades:	
  	
  

• The	
  cases	
  where	
  it	
  is	
  clear	
  that	
  the	
  patient	
  has	
  the	
  condition	
  
• The	
  cases	
  where	
  it	
  is	
  obvious	
  they	
  do	
  not	
  
• Every	
  other	
  case	
  in	
  between	
  

This	
  third	
  group	
  is	
  the	
  most	
  common	
  &	
  the	
  most	
  problematic!	
  

Part	
   of	
   the	
   job	
   in	
   Emergency	
  Medicine	
   –	
   and	
   certainly	
   at	
   Triage	
   –	
   is	
   to	
   worry	
   about	
   the	
  worst-­‐case	
  
scenario.	
  Complete	
  risk	
  stratification	
  should	
  occur	
  as	
  part	
  of	
  the	
  full	
  assessment,	
  but	
  is	
  useful	
  to	
  know	
  
many	
  of	
  the	
  features	
  to	
  aid	
  in	
  triage.	
  	
  

• If	
  it	
  is	
  (or	
  is	
  possibly)	
  cardiac	
  origin	
  chest	
  pain	
  
• Triage	
  as	
  an	
  emergency	
  –	
  ATS	
  2	
  
• Must	
  be	
  seen	
  within	
  10	
  minutes	
  

There	
  are	
  two	
  main	
  reasons	
  for	
  this	
  urgency	
  

• All	
  patients	
  with	
  chest	
  pain	
  need	
  to	
  have	
  a	
  12-­‐lead	
  ECG	
  performed	
  and	
  urgently	
  interpreted	
  by	
  
someone	
  who	
  skilled	
  at	
  reading	
  ECGs	
  –	
  typically	
  an	
  Emergency	
  Physician	
  or	
  Registrar.	
  The	
  ECG	
  
will	
  diagnosis	
  an	
  ST	
  elevation	
  myocardial	
   infarction	
  which	
  may	
  require	
  urgent	
  revascularisation	
  
and	
  involvement	
  of	
  a	
  cardiologist.	
  

• The	
  other	
  main	
  reason	
  for	
  urgent	
  evaluation	
  is	
  that	
  even	
  if	
  there	
  is	
  no	
  STEMI,	
  a	
  patient	
  with	
  any	
  
degree	
  of	
  ACS	
  is	
  at	
  risk	
  of	
  complications	
  like	
  an	
  arrhythmia	
  or	
  cardiogenic	
  shock	
  –	
  they	
  need	
  to	
  
be	
   assessed	
   for	
   these	
   and	
   early	
   treatment	
   (including	
   aspirin)	
   started	
   to	
   reduce	
  morbidity	
   and	
  
mortality.	
  

Disposition	
  

Disposition	
  of	
  chest	
  pain	
  patients	
  depends	
  on	
  risk	
  stratification.	
  	
  This	
  is	
  based	
  on:	
  

• History	
  
• Examination	
  
• ECG	
  
• Blood	
  tests	
  

	
  
This	
  is	
  the	
  level	
  of	
  risk	
  that	
  the	
  patient	
  has	
  ACS	
  causing	
  further	
  problems,	
  such	
  as	
  myocardial	
  infarction	
  
or	
  fatal	
  arrhythmia.	
  There	
  will	
  be	
  more	
  detail	
  about	
  risk	
  stratification	
  in	
  a	
  subsequent	
  session	
  –	
  for	
  now	
  
that	
  high-­‐risk	
  patients	
  need	
  admission	
  to	
  a	
  monitored	
  area,	
   low	
  risk	
  patients	
  can	
  often	
  go	
  home	
  (with	
  
appropriate	
  further	
  follow-­‐up)	
  and	
  patients	
  in-­‐between	
  are…in-­‐between!	
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Handover	
  

Handover	
  to	
  another	
  clinician	
  –	
  whether	
   it’s	
  to	
  a	
  colleague	
  in	
  the	
  ED	
  or	
  to	
  an	
  inpatient	
  service	
  –	
   is	
  an	
  
extremely	
  important	
  time.	
  This	
  is	
  when	
  things	
  can	
  be	
  missed	
  or	
  forgotten,	
  when	
  communication	
  errors	
  
can	
  contribute	
  to	
  poor	
  outcomes.	
  

New	
   South	
  Wales,	
   along	
   with	
   other	
   parts	
   of	
   Australia	
   and	
   the	
  World,	
   have	
   adopted	
   a	
   standardised	
  
structure	
  to	
  facilitate	
  clear	
  and	
  concise	
  handover	
  within	
  the	
  medical	
  professions.	
  	
  Some	
  of	
  you	
  may	
  have	
  
already	
  seen	
  this	
  on	
  DETECT	
  courses	
  or	
  use	
  the	
  ISBAR	
  handover	
  tool.	
  

I	
  	
  	
   Introduction	
  	
   	
  
Introduce	
  yourself	
  and	
  clarify	
  whom	
  you	
  are	
  handing	
  over.	
  
Introduce	
  the	
  patient	
  and	
  their	
  demographics.	
  

S	
  	
  	
   Situation	
  	
   	
   	
  
Explain	
  the	
  Presenting	
  complaint	
  and	
  severity	
  of	
  illness.	
  
Explain	
  why	
  you	
  are	
  talking	
  to	
  the	
  person	
  you	
  are	
  communicating	
  with.	
  

B	
  	
  	
   Background	
  	
  	
   	
  
Elaborate	
   on	
   the	
   patient’s	
   presenting	
   complaint	
   and	
   their	
   relevant	
   previous	
   medical	
  
history/social	
  history/family	
  history/medications/	
  allergies/fasting	
  status	
  –	
  as	
  relevant.	
  

A	
  	
  	
   Assessment	
  	
   	
  
Explain	
  what	
  you	
  found	
  in	
  your	
  assessment.	
  
Use	
  numbers	
  for	
  observations	
  rather	
  than	
  describing	
  them	
  as	
  high/low/normal.	
  	
  	
  

R	
  	
   Recommendations	
  	
  
This	
   can	
   include	
  what	
   you	
  would	
   like	
   them	
   to	
  do	
   “I	
   need	
   you	
   to	
   assess	
   this	
   patient	
  within	
   10	
  
minutes”	
  and	
  what	
  you	
  would	
  like	
  to	
  do	
  “I	
  would	
  like	
  to	
  give	
  this	
  patient	
  300mg	
  of	
  aspirin	
  before	
  
moving	
  him	
  to	
  resus	
  bay	
  4	
  for	
  further	
  assessment	
  and	
  treatment”	
  	
  

	
  
Note	
   that	
   this	
   is	
   not	
   specific	
   to	
   cardiac	
   patients	
   –	
   it	
   applies	
   to	
   all	
   handovers.
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  Department	
  of	
  Health	
  NSW;	
  (09-­‐Jun-­‐2011).	
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http://www.health.nsw.gov.au/policies/pd/2011/pdf/PD2011_037.pdf	
  

	
   	
  



	
  

	
  

Participant	
  Handout	
  
Acknowledgements	
  

C1	
  Topic	
  expert	
  author:	
  John	
  Kennedy	
  
C1	
  Simulation	
  session	
  author:	
  Morgan	
  Sherwood	
  
Cardiac	
  Module	
  Expert	
  Working	
  Party	
  and	
  Peer	
  Review	
  Team	
  
Michael	
  Bastick	
  FACEM	
  Gosford	
  Hospital	
  
Sandra	
  Cheng	
  Simulation	
  Fellow	
  SCSSC	
  
John	
  Kennedy	
  FACEM	
  Royal	
  North	
  Shore	
  Hospital	
  
Marian	
  Lee	
  FACEM	
  Prince	
  of	
  Wales	
  Hospital	
  
John	
  McKenzie	
  FACEM	
  Australian	
  Institute	
  for	
  Clinical	
  Education	
  (AICE)	
  
Clare	
  Richmond	
  FACEM	
  Royal	
  Prince	
  Alfred	
  Hospital	
  
Morgan	
  Sherwood	
  Simulation	
  Fellow	
  SCSSC	
  
Timothy	
  Tan	
  Simulation	
  Fellow	
  SCSSC	
  
John	
  Vassiliadis	
  FACEM	
  Royal	
  North	
  Shore	
  Hospital	
  
	
  
Educational	
  consultants	
  and	
  editorial	
  team:	
  
	
   Stephanie	
  O’Regan	
  Nurse	
  Educator	
  SCSSC	
  

Leonie	
  Watterson	
  Director	
  Simulation	
  Division	
  SCSSC	
  
John	
  Vassiliadis	
  Deputy	
  Director	
  SCSSC	
  

	
   Clare	
  Richmond	
  FACEM	
  Royal	
  Prince	
  Alfred	
  Hospital	
  
	
   Morgan	
  Sherwood	
  Simulation	
  Fellow	
  SCSSC	
  
	
  
Disclaimer	
  
Care	
  has	
  been	
   taken	
   to	
   confirm	
   the	
  accuracy	
  of	
   the	
   information	
  presented	
  and	
   to	
  describe	
   generally	
  
accepted	
   practices.	
  	
   However	
   the	
   authors,	
   editor	
   and	
   publisher	
   are	
   not	
   responsible	
   for	
   errors	
   or	
  
omissions	
   or	
   for	
   any	
   consequences	
   from	
   the	
   application	
   of	
   the	
   information	
   in	
   this	
   presentation	
   and	
  
make	
  no	
  warranty,	
  express	
  or	
  implied,	
  with	
  respect	
  to	
  the	
  contents	
  of	
  the	
  presentation.	
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