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Does This Patient With Chest Pain
Have Acute Coronary Syndrome?
The Rational Clinical Examination Systematic Review
Alexander C. Fanaroff, MD; Jennifer A. Rymer, MD, MBA; Sarah A. Goldstein, MD; David L. Simel, MD, MHS;
L. Kristin Newby, MD, MHS

IMPORTANCE About 10% of patients with acute chest pain are ultimately diagnosed with
acute coronary syndrome (ACS). Early, accurate estimation of the probability of ACS in these
patients using the clinical examination could prevent many hospital admissions among
low-risk patients and ensure that high-risk patients are promptly treated.

OBJECTIVE To review systematically the accuracy of the initial history, physical examination,
electrocardiogram, and risk scores incorporating these elements with the first
cardiac-specific troponin.

STUDY SELECTION MEDLINE and EMBASE were searched (January 1, 1995-July 31, 2015),
along with reference lists from retrieved articles, to identify prospective studies of diagnostic
test accuracy among patients admitted to the emergency department with symptoms
suggesting ACS.

DATA EXTRACTION AND SYNTHESIS We identified 2992 unique articles; 58 met
inclusion criteria.

MAIN OUTCOMES AND MEASURES Sensitivity, specificity, and likelihood ratio (LR) of findings
for the diagnosis of ACS. The reference standard for ACS was either a final hospital diagnosis
of ACS or occurrence of a cardiovascular event within 6 weeks.

RESULTS The clinical findings and risk factors most suggestive of ACS were prior abnormal
stress test (specificity, 96%; LR, 3.1 [95% CI, 2.0-4.7]), peripheral arterial disease (specificity,
97%; LR, 2.7 [95% CI, 1.5-4.8]), and pain radiation to both arms (specificity, 96%; LR, 2.6
[95% CI, 1.8-3.7]). The most useful electrocardiogram findings were ST-segment depression
(specificity, 95%; LR, 5.3 [95% CI, 2.1-8.6]) and any evidence of ischemia (specificity, 91%;
LR, 3.6 [95% CI,1.6-5.7]). Both the History, Electrocardiogram, Age, Risk Factors, Troponin
(HEART) and Thrombolysis in Myocardial Infarction (TIMI) risk scores performed well in
diagnosing ACS: LR, 13 (95% CI, 7.0-24) for the high-risk range of the HEART score (7-10)
and LR, 6.8 (95% CI, 5.2-8.9) for the high-risk range of the TIMI score (5-7). The most useful
for identifying patients less likely to have ACS were the low-risk range HEART score (0-3)
(LR, 0.20 [95% CI, 0.13-0.30]), low-risk range TIMI score (0-1) (LR, 0.31 [95% CI, 0.23-0.43]),
or low to intermediate risk designation by the Heart Foundation of Australia and Cardiac
Society of Australia and New Zealand risk algorithm (LR, 0.24 [95% CI, 0.19-0.31]).

CONCLUSIONS AND RELEVANCE Among patients with suspected ACS presenting to
emergency departments, the initial history, physical examination, and electrocardiogram
alone did not confirm or exclude the diagnosis of ACS. Instead, the HEART or TIMI risk scores,
which incorporate the first cardiac troponin, provided more diagnostic information.
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Clinical Scenario

Case 1
A 42-year-old, previously healthy woman presents to the emer-
gency department with 45 minutes of crushing substernal chest
pain. On arrival to the emergency department, the pain is com-
pletely relieved by nitroglycerin, the electrocardiogram (ECG) is
unremarkable, and initial troponin level is 0.01 ng/mL (reference
range, 0.00-0.08 ng/mL).

Case 2
A 74-year-old man with a myocardial infarction 3 years prior pre-
sents to the emergency department with several days of intermit-
tent burning retrosternal chest pain. The ECG shows Q waves in leads
II, III, and aVF that were present on his last ECG 3 months prior; there
are no new ischemic changes. His initial troponin level is 0.14 ng/mL
(reference range, 0.00-0.08 ng/mL).

Are these patients having acute coronary syndrome (ACS)?

Background
Why Is This an Important Question to Answer
With a Clinical Evaluation?
More than 8 million patients present to US emergency depart-
ments each year with acute chest pain,1 though as few as 10% will
ultimately be diagnosed with acute coronary syndrome (ACS), a
clinical diagnosis encompassing ST-segment elevation myocardial
infarction (STEMI), non–STEMI (NSTEMI), and unstable angina.
Many more patients undergo prolonged emergency department
observation or hospital admission to rule out ACS,2 followed by
stress testing or cardiac catheterization. In part because so many
patients are observed or admitted, the percentage of patients
with ACS discharged home during the initial emergency depart-
ment visit is low. In 1 study that included 10 689 patients, 2.2% of
those presenting with acute chest pain and ultimately diagnosed
with ACS were mistakenly discharged from the emergency
department, though the mortality risk ratio was similar for those
with ACS mistakenly discharged to home vs those admitted (risk
ratio, 1.4 [95% CI, 0.4-4.1]; absolute risk, 7.7% mortality for those
discharged vs 5.7% for those admitted).3 There are no firm guide-
lines for what rate of missed ACS is acceptable in practice, and the
threshold is likely to differ among emergency department provid-
ers and hospitals. A recent, multinational survey of 1029 emer-
gency department physicians found that a majority desired a miss
rate less than 1%.4 Several studies demonstrated that clinical
impression alone is not sufficiently sensitive to exclude ACS or
significant coronary artery disease at this threshold.5,6

Clinical Classification and Case Definitions
Physicians seek to categorize patients presenting with symptoms
concerning for myocardial ischemia into 1 of 3 groups: STEMI, non–
ST-segment elevation ACS (NSTE-ACS, which includes NSTEMI and
unstable angina), and noncardiac chest pain.

A prior systematic review in this series examined the perfor-
mance of history, physical examination, and ECG in determining the
presence or absence of myocardial infarction.7 Subsequently, more

studies addressed the performance of elements of the history, physi-
cal examination, and ECG in distinguishing between ACS and non-
cardiac chest pain.

Because STEMI can be excluded by ECG and occurs in less
than 25% of patients presenting with symptoms concerning for
ischemia, the key distinction in the majority of patients is between
NSTE-ACS and noncardiac chest pain.8 Determining the appropri-
ate diagnostic category is imperative to subsequent management
decisions; therefore, professional societies have published recom-
mendations to aid clinicians in evaluating patients with suspected
ACS.1,9 The recommendations propose an initial ECG within 10
minutes of presentation, clinical examination, and baseline cardiac
troponin testing followed by serial ECGs and cardiac troponin
evaluation over an 8- to 23-hour observation period. Patients with
NSTE-ACS require admission to a monitored bed, coronary care
unit, or intensive care unit, with immediate administration of
guidelines-directed medical therapy, including antiplatelet and
antithrombotic therapy.9,10 Patients with noncardiac chest pain
may be discharged home or undergo a period of observation.

Myocardial infarction is defined as at least 1 elevation in car-
diac troponin above the 99th percentile reference limit of the
assay with a typical rise or fall, along with either symptoms of
ischemia, ECG changes consistent with ischemia, imaging evi-
dence of loss of viable myocardium, or detection of an intracoro-
nary thrombus.11 By contrast, ACS (encompassing both myocardial
infarction and unstable angina) has no such consensus definition
and remains a clinical diagnosis without a clear reference
standard, though some groups have proposed a standardized
definition for research purposes.12 Despite increasing sensitivity of
cardiac troponin assays, there still exist cases of biomarker-
negative ACS (ie, unstable angina).13 For the purposes of
diagnostic studies, some investigators use discharge diagnosis
or have a panel adjudicate final diagnosis based on clinical
history and hospital course. However, the majority of investigators
have chosen a reference standard based on follow-up, with
ACS defined as the incidence of a clinical end point (such as cardio-
vascular death, myocardial infarction, coronary revascularization,
or medically managed significant coronary artery disease [CAD])
within a certain timeframe after the initial presentation. Both
reference standards introduce verification bias (in which the
result of a screening test influences whether or not the reference
standard test is performed) and incorporation bias (in which
the result of the screening test is a component of the reference
standard).

When clinical end points are used as the reference standard,
patients with risk factors or symptoms will more likely undergo
further testing, which in turn makes them more likely to undergo
revascularization or be diagnosed with obstructive CAD, thereby
reaching a clinical end point. This verification bias results in an
overestimation of sensitivity so that the negative likelihood ratio
(LR−) is less useful than it appears for identifying patients without
ACS, while specificity is underestimated so that the positive likeli-
hood ratio (LR+) is actually better than it appears. When the dis-
charge diagnosis or adjudicated final diagnosis is used as the refer-
ence standard, the index test may be used directly in determining
the reference standard, which creates incorporation bias. Incorpo-
ration bias means that both the LR+ and LR− appear more useful
than they actually are.
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We estimated the pretest probability for ACS among all
patients presenting to the emergency department in whom the
diagnosis of ACS is suspected, without regard for age, sex, or
other traditional cardiac risk factors. The ECG and often the car-
diac troponin level are available at the time of the clinician’s first
evaluation. We focused on features of the history, physical exami-
nation, and ECG that increase or decrease the estimated likeli-
hood of ACS. We also systematically reviewed decision aids that
incorporate elements of the history, physical examination, and
ECG on initial emergency department presentation combined
with initial cardiac troponin results.

Methods
Search Strategy and Study Selection
We performed English-language searches in MEDLINE and EMBASE
from January 1, 1995 (the beginning of the cardiac troponin era) to
July 31, 2015, using the following Medical Subject Headings (MeSH)
terms and search strategy: physical examination or medical history
taking or professional competence or sensitivity and specificity or re-
producibility of results or observer variation or diagnostic tests, rou-
tine or decision support techniques or Bayes theorem or risk assess-
ment or electrocardiography and chest pain and emergency service,
hospital. For our EMBASE search, we replaced the MeSH terms with
the appropriate Emtree terms. We also searched for key words re-
lated to each MeSH term in the title and abstract. After identifying
articles, we reviewed references from appropriate articles to iden-
tify additional references for this systematic review.

Titles and abstracts for all articles were screened independently and
in duplicate by the primary author (A.C.F.) and 1 additional author
(J.A.R. or S.A.G.). If either author identified the article as poten-
tially appropriate for inclusion, the full text of the article was re-
viewed in detail and data were extracted independently and in du-
plicate. If data sufficient for generation of a 2 × 2 table could be
extracted, the methods of the article were reviewed in further de-
tail by 2 authors independently, and methodological quality and eli-
gibility were determined.

Inclusion Criteria
For the accuracy of elements of the history, physical examination,
ECG, or decision aids that consider those elements plus cardiac
troponin level on presentation, we included studies that met the
following criteria: (1) patients presenting to an emergency depart-
ment with suspected ACS; (2) test (history, physical examination,
ECG, or decision aid combining those elements plus cardiac tro-
ponin level on presentation), described in adequate detail; and
(3) outcome (either final hospital discharge diagnosis of ACS
[either as determined by the treating physician or by systematic
central adjudication by reviewers using a prespecified definition of
ACS] or clinical cardiac events [encompassing at least cardiovascu-
lar death, myocardial infarction, and revascularization] through 14
days to 6 weeks after presentation).

Exclusion Criteria
We excluded studies testing decision aids or accelerated diagnos-
tic protocols that required serial ECGs or troponin measurements,

as these tools cannot be used at the time of the initial emergency
department assessment, and as such are not helpful in determin-
ing a patient’s probability of ACS at the time of the clinician’s first
evaluation of the patient with chest discomfort. As the focus of
this review was initial examination of the undifferentiated patient
with potential NSTE-ACS (NSTEMI or unstable angina), studies
enrolling only patients after assignment to emergency depart-
ment observation units were excluded because these patients
represent preselected low-risk populations. We also excluded
studies that selected for only intermediate- or high-risk patients,
studies that did not include a cardiac event during the index pre-
sentation as a major adverse cardiac event, and studies with an
end point of myocardial infarction rather than all ACS. Studies
evaluating index tests that incorporated high-sensitivity troponin
were excluded, as this test is not yet available in the United States.
We included only articles published in peer-reviewed literature,
and did not seek unpublished data. For each included article, we
evaluated the Rational Clinical Examination level of evidence (eAp-
pendix 1 in the Supplement),14 and evaluated bias with the Quality
Assessment of Diagnostic Accuracy Studies (QUADAS) Criteria, a
meta-analytic system devised specifically for diagnostic studies
(eAppendix 2 in the Supplement).15 Studies with a Rational Clinical
Examination quality level of 3 through 5 were excluded.

Clinical Prediction Rules
The Thrombolysis in Myocardial Infarction (TIMI) risk score was
initially derived as a prognostic rule to predict 14-day outcomes in
a clinical trial population of patients with ACS.16 It uses 7 variables
(1 of these variables is a composite of traditional risk factors),
each scored as present or absent to give a score of 0 through 7.
The History, ECG, Age, Risk Factors, Troponin (HEART) risk score;
the Heart Foundation of Australia and Cardiac Society of Australia
and New Zealand (HFA/CSANZ) rule; and the Agency for Health-
care Policy and Research (AHCPR) rule were derived a priori
based on expert opinion, and have been tested exclusively in
populations of patients with undifferentiated suspected ACS. Like
the TIMI score, the HEART score incorporates elements of history,
presentation ECG, and presentation cardiac troponin results.17-23

Unlike the TIMI risk score, each of its 5 elements is scored from 0
through 2, to give a total score of 0 through 10. The HFA/CSANZ
and AHCPR algorithms provide a list of high- and intermediate-
risk features. If none are present, patients are at low risk.

The Global Registry of Acute Coronary Events (GRACE) risk
score was derived by multivariable modeling in an international
observational study of patients with confirmed ACS to predict
in-hospital and 6-month death or recurrent myocardial infarction.
Like the TIMI risk score, the Platelet Glycoprotein IIb/IIIa in
Unstable Angina: Receptor Suppression Using Integrilin Therapy
(PURSUIT) score was derived from a clinical trial of patients with
ACS as a prognostic tool.24 The Emergency Department Assess-
ment of Chest Pain Score (EDACS) was designed to be incorpo-
rated (along with baseline and 2-hour troponin results) into an
accelerated diagnostic protocol to rapidly exclude ACS in patients
presenting to the emergency department with chest pain. It
incorporates age, sex, risk factors, and various chest pain
characteristics.25

Features of the TIMI risk score, the HEART risk score, the HFA/
CSANZ rule, and the AHCPR rule are summarized in the Box.
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Analysis
We calculated the sensitivity, specificity, and LRs from the ab-
stracted data. Summary data for dichotomous findings are re-
ported as a range when a finding was evaluated in 2 studies, uni-
variate random effects summary measures when the finding was
evaluated in 3 studies using Comprehensive Meta-Analysis
(Biostat), version 2.2046, and bivariate random effects summary

measures for findings evaluated in 4 or more studies using SAS
(SAS Institute), version 9.2. The summary prevalence of disease was
calculated as a random effects estimate from the included studies,
and the point estimate was combined with the LRs to calculate the
predictive values.

Heterogeneity was assessed for the LRs for findings assessed
in at least 3 studies. The heterogeneity for these studies is dis-
played through both the CI and I2 statistic. The I2 statistic describes
the percentage of total variation across studies that is due to hetero-
geneity rather than chance. Heterogeneity is qualitatively consid-
ered as low, moderate, or high corresponding to I2 values of 25%,
50%, and 75%, respectively.26 Publication bias was assessed by 3
methods: Begg and Mazumdar rank correlation, Egger regression
intercept, and the trim and fill procedure.27

For meta-analysis of risk scores, studies were included only if
they provided data for each risk score stratum. With multiple
thresholds on an ordinal scale, the sensitivity and specificity
terms lack definition. Thus, we calculated a random-effects sum-
mary LR at each threshold for the risk scores. Studies that
reported data for ranges of risk scores were excluded from the
summary measures, though their data are presented as part of
the systematic review.

Of 195 symptoms, signs, risk factors, ECG findings, and inte-
grated algorithms evaluated, 164 of these (84%) were compared
with a reference standard of cardiac events at follow-up rather
than discharge diagnosis of ACS, but the sample sizes were too
small for meaningful comparisons of findings based on the refer-
ence standard.

Results
Of 2992 unique articles; 58 articles met our inclusion criteria and
were included in the systematic review (eFigure in the Supple-
ment) as Rational Clinical Examination level 1 through 2 studies
(eTable 1 in the Supplement).17-23,25,28-74 For each variable evalu-
ated, data were extracted from 1 to 12 studies; the total number
of studies providing data for each variable, and the total number
of patients enrolled in those studies are presented in Tables 1
through 4. Risk of bias for each included study is shown in eTable
2 in the Supplement. All studies enrolled either consecutive
patients presenting to the emergency department with chest
pain or chest pain during prespecified hours of the day. Twenty
studies compared elements of the history or presentation ECG
with a reference standard of final diagnosis of centrally or locally
adjudicated ACS; the remainder used a reference standard of
14-day to 6-week cardiac events. The between-clinician reliability
was moderate to good for risk factors (κ>0.60) and ECG (κ>0.55),
but for chest pain quality, location, radiation, and associated
symptoms, reliability was fair (κ range, 0.29-0.37) (eAppendix 3
in the Supplement).

Pretest Probability of ACS in All Patients Presenting to the
Emergency Department With Suspected ACS
Rates of final ACS diagnosis ranged from 5% to 42% (median,
14% [interquartile range, 10%-20%]).The estimated incidence of
ACS in the 28 studies that evaluated a risk score was 13% (95% CI,
11%-16%), I2 = 99%. There was no publication bias based on

Box. Clinical Decision Rules Used in Diagnosing
Acute Coronary Syndrome (ACS)

TIMI Risk Score16

Assesses for the presence of 7 variables to give a score from 0
through 7: age �65 years; 3 or more cardiac risk factors; known
CAD; aspirin use; �2 episodes of angina in the preceding 24 hours;
ST-segment elevation or depression �0.5 mm; and elevation in
cardiac biomarkers

HEART Risk Score22

Scores 5 categories on a scale of 0 through 2 to give a score from 0
through 10:

History: 0 points for history incompatible with ACS, 1 point for a
history potentially compatible with ACS, 2 points for a history
strongly suggestive of ACS

ECG: 0 points for a normal ECG, 1 point for an ECG with
nonspecific repolarization abnormalities, 2 points for an ECG
with ST depression or transient ST elevation

Age: 0 points for <45 years, 1 point for 45-65 years, 2 points for
>65 years

Risk factors: 0 points for no risk factors, 1 point for 1-2 risk
factors, 2 points for �3 risk factors or known CAD

Troponin level: 0 points for normal troponin level, 1 point for
troponin level of 1-3 × upper limit of normal, 2 points for
troponin level of >3 × upper limit of normal

HFA/CSANZ Rule76

Scores patients as low, intermediate, or high risk based on clinical
parameters:

High risk: either prolonged chest discomfort; ST depression,
transient ST elevation, or T-wave inversion on ECG;
hemodynamic compromise; sustained ventricular tachycardia;
left ventricular systolic dysfunction; percutaneous coronary
intervention within 6 months or any prior coronary artery
bypass grafting; diabetes or chronic kidney disease with typical
symptoms; any positive cardiac biomarker

Intermediate risk: not meeting high-risk criteria and either age
>65 years, known CAD, non–high-risk ECG, 2 or more cardiac
risk factors, diabetes or chronic kidney disease with atypical
symptoms, or prior aspirin use

Low risk: not meeting high- or low-risk criteria

AHCPR Rule1

Scores patients as low, intermediate, or high risk based on clinical
parameters:

High risk: either reproduction of prior anginal pain, known CAD,
hemodynamic instability or pulmonary edema, ST-segment
deviation or T-wave inversion, or elevated cardiac biomarkers

Intermediate risk: not meeting high-risk criteria and either chest
pain or left arm pain as chief symptom, age >70 years, male sex,
diabetes mellitus, known noncardiac vascular disease, ECG with
Q waves or nonspecific ST-segment changes

Low risk: not meting criteria for high or intermediate risk
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prevalence as evident through inspection of the funnel plot and 3
assessments for publication bias (Begg and Mazumdar, P = .75;
Egger regression intercept, P = .89; trim and fill procedure, no
studies trimmed). These data are consistent with a recent report
from the Centers for Disease Control and Prevention, which indi-
cated that 13% of emergency department visits for chest pain
resulted in a diagnosis of ACS in 2007-2008.75

Accuracy of the Clinical Examination in Diagnosing ACS
Clinical impression. One well-performed study including 458
patients examined the diagnostic accuracy of overall clinical
impression in the diagnosis of ACS.72 Before they saw initial
serum troponin and ECG results but after taking a full history, resi-
dent and attending physicians were asked to estimate the prob-
ability that a patient presenting with chest discomfort had ACS on
a 5-point Likert scale. A choice of “definite” ACS had a diagnostic
LR of 4.0 (95% CI, 2.5-6.6); “probable” ACS, 1.8 (95% CI, 1.3-2.4);
“could be” ACS, 0.66 (95% CI, 0.46-0.96); “probably not” ACS,
0.20 (95% CI, 0.09-0.44); and “definitely not” ACS, 0.36 (95%
CI, 0.05-2.8).

Risk factors. Family history of CAD, history of tobacco use,
and obesity were not strong predictors of an ACS diagnosis
(Table 1). Findings suggesting ACS (LR+�2.0 and CI that excluded
1.0) were history of abnormal prior stress test (specificity, 96%;
LR, 3.1 [95% CI, 2.0-4.7]) and peripheral arterial disease (specific-
ity, 97%; LR, 2.7 [95% CI, 1.5-4.8]). For identifying patients less
likely to have ACS, no risk factor when absent conferred an LR of
0.5 or lower.

Symptoms. Findings with an LR+ of 2.0 or higher and a CI
that excluded 1.0 (Table 2) were pain radiation to both arms
(specificity, 96%; LR, 2.6 [95% CI, 1.8-3.7]), pain similar to prior
ischemia (specificity, 79%; LR, 2.2 [95% CI, 2.0-2.6]), and change
in pain pattern over the prior 24 hours (specificity, 86%; LR, 2.0
[95% CI, 1.6-2.4]). Response to nitroglycerin was unhelpful; both
improvement and lack of improvement had LRs approaching 1.0.
Pleuritic pain had an LR range of 0.35 to 0.61.

Physical examination. Only 2 well-conducted studies, each en-
rolling more than 600 patients, tested the performance of physi-
cal examination findings in diagnosing ACS. Hypotension (Table 3)
was the strongest clinical sign (LR, 3.9 [95% CI, 0.98-15]), though
the CI was broad and did not exclude 1.0. Of all risk factors, symp-
toms, and signs, pain reproduced by palpation lowered the likeli-
hood of ACS most (LR, 0.28 [95% CI, 0.14-0.54]).

ECG. In all studies,* ECGs were interpreted by physicians
rather than computer algorithms (Table 4), but the extent of clini-
cal information available to them generally was not described.
Many studies evaluated an ischemic ECG vs a nonischemic ECG.
Though there was some variability in how individual studies
defined an ischemic ECG, an ischemic ECG had considerable speci-
ficity in diagnosing ACS (specificity, 91%; sensitivity, 32%; LR+, 3.6
[95% CI, 1.6-5.7]). ST-segment depression further enhanced speci-
ficity with a corresponding decrease in sensitivity (specificity,
95%; sensitivity, 25%; LR+, 5.3 [95% CI, 2.1-8.6]).

*References 17, 20-23, 31, 37, 39, 44, 45, 49, 62, 67, 68, 70

Table 1. Performance of Cardiac Risk Factors in Diagnosing Acute Coronary Syndromea

Test

No. % (95% CI)

LR+ (95% CI) I2, % LR− (95% CI) I2, %

%b

Studies Patients Sensitivity Specificity PPV NPV
Abnormal prior stressc,61 1 1777 12 (8-16) 96 (95-97) 3.1 (2.0-4.7) 0.92 (0.88-0.96) 32 12

Peripheral arterial
disease21,23,49

3 6034 7.5 (2-11) 97 (95-99) 2.7 (1.5-4.8) 0 0.96 (0.94-0.98) 64 29 13

Prior CAD37,40,49,57,60 5 6396 41 (13-69) 79 (60-98) 2.0 (1.4-2.6) 87 0.75 (0.56-0.93) 96 23 10

Prior myocardial
infarctiond

9 10 491 28 (21-36) 82 (78-86) 1.6 (1.4-1.7) 42 0.88 (0.81-0.93) 81 19 12

Diabetese 9 10 237 26 (21-32) 82 (77-85) 1.4 (1.3-1.6) 4 0.90 (0.86-0.94) 45 17 12

Cerebrovascular
disease21,23,49,70

4 6682 10 (8-13) 93 (91-94) 1.4 (1.1-1.8) 18 0.97 (0.94-0.99) 14 17 13

Menf 12 21 113 66 (62-76) 50 (44-51) 1.3 (1.2-1.3) 65 0.70 (0.64-0.77) 39 16 9

Hyperlipidemiag 10 10 288 42 (31-55) 67 (56-79) 1.3 (1.1-1.5) 70 0.85 (0.77-0.93) 69 16 11

Hypertensionh 11 10 931 59 (53-66) 52 (44-60) 1.2 (1.1-1.3) 51 0.78 (0.72-0.85) 29 15 10

Any tobacco usei 9 7 381 38 (28-47) 65 (55-75) 1.1 (0.9-1.3) 75 0.96 (0.85-1.1) 77 14 13

Family history of
CAD21,23,40,49,51,54,58

7 8 717 37 (26-47) 64 (58-71) 1.0 (0.9-1.2) 54 0.99 (0.91-1.1) 65 13 13

Obesity21,41,60 3 4887 40 (26-55) 68 (48-84) 1.0 (0.9-1.2) 45 0.99 (0.88-1.1) 44 13 13

Prior CABG23,31,58,70 4 5902 9.1 (6-14) 91 (87-94) 0.97 (0.5-2.1) 77 1.00 (0.92-1.1) 77 13 13

Abbreviations: CABG, coronary artery bypass graft; CAD, coronary artery
disease; LR+, positive likelihood ratio; LR−, negative likelihood ratio;
NPV, negative predictive value; PPV, positive predictive value.
a See eTable 4 in the Supplement for results from individual studies.
b PPV and NPV calculated assuming an acute coronary syndrome rate of 13%.

The included studies had an acute coronary syndrome rate of 13% (95% CI,
11%-16%).

c When the summary measure was from less than 3 studies, the I2 was not
calculated.

d References 21, 23, 37, 49, 54, 58, 60, 70.
e References 21, 23, 31, 40, 49, 51, 58, 62, 70.
f References 21, 23, 31, 40, 47, 49, 51, 54, 58, 60, 62, 70.
g References 21, 23, 40, 49, 51, 54, 58, 60, 62, 70.
h References 21, 23, 31, 40, 49, 51, 54, 58, 60, 62, 70.
i References 21, 31, 40, 49, 51, 54, 58, 60, 62.
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Clinical prediction rules. Multiple studies examined the per-
formance of clinical prediction rules incorporating history, ECG,
and initial cardiac troponin result (Table 5). The scales fell into
natural likelihood groupings of high (likelihood of ACS greatly

increases with an LR much higher than 2), intermediate (likelihood
of ACS is >1.0 and approximates 2.0), indeterminate (likelihood of
ACS approximates 1.0), and low (ACS much less likely with an LR
much lower than 0.5).

Table 2. Performance of Chest Pain Characteristics in Diagnosing Acute Coronary Syndromea

Test

No. % (95% CI)

LR+ (95% CI) I2, %b LR− (95% CI) I2, %b

%c

Studies Patients Sensitivity Specificity PPV NPV
Radiation to both arms49 1 2718 11 (8.3-15) 96 (95-96) 2.6 (1.8-3.7) 0.93 (0.89-0.96) 28 12

Pain similar to prior
ischemia49

1 2718 47 (42-53) 79 (77-80) 2.2 (2.0-2.6) 0.67 (0.60-0.74) 25 9

Change in pattern over
prior 24 h49

1 2718 27 (23-32) 86 (85-88) 2.0 (1.6-2.5) 0.84 (0.79-0.90) 23 11

“Typical” chest
paind,47,49,54,60,62,71

6 14 584 66 (58-74) 66 (49-83) 1.9 (0.94-2.9) 98 0.52 (0.35-0.69) 95 22 7

Worse with
exertione,49,73

2 5049 38-53 73-777 1.5-1.8 0.66-0.83 18-21 9-11

Radiation to neck
or jaw37,49,60

3 4018 24 (15-36) 84 (76-90) 1.5 (1.3-1.8) 0 0.91 (0.87-0.95) 7.2 18 12

Recent episode
of similar pain73

1 2331 55 (50-60) 56 (54-59) 1.3 (1.1-1.4) 0.80 (0.71-0.90) 16 11

Radiation to left
arm37,47,49

3 13 613 40 (28-54) 69 (61-76) 1.3 (1.2-1.4) 0 0.88 (0.81-0.96) 69 16 12

Radiation to right arm49 1 2718 5.4 (3.4-8.3) 96 (95-97) 1.3 (0.78-2.1) 0.99 (0.96-1.0) 16 13

Associated
diaphoresise,49,60

2 3249 24-28 79-82 1.3-1.4 0.91-0.93 16-17 12-12

Associated
dyspnea49,60,62

3 3648 45 (42-49) 61 (59-63) 1.2 (1.1-1.3) 0 0.89 (0.82-0.96) 0 15 12

Abrupt onset49 1 2718 76 (71-80) 32 (30-34) 1.1 (1.0-1.2) 0.75 (0.61-0.91) 14 10

Any improvement with
nitroglycerin40,66,73

3 3218 71 (23-95) 35 (44-86) 1.1 (0.93-1.3) 86 0.90 (0.85-0.96) 0 14 12

“Typical”
radiatione,f,54,62

2 560 25-32 69-96 1.0-5.7 0.78-0.98 13-46 10-13

Burning paine,49,60 2 3249 12-16 84-92 1.0-1.4 0.97-1.0 13-17 13-13

Associated
nausea/vomitinge,49,60

2 3249 21-22 77-80 0.92-1.1 0.98-1.0 12-14 13-13

Associated
palpitations60

1 3487 6.0 (3.5-10) 91 (88-94) 0.71 (0.37-1.3) 1.0 (0.98-1.1) 10 13

Associated syncope73 1 2331 9.0 (6.4-12) 84 (82-85) 0.55 (0.39-0.76) 1.1 (1.1-1.1) 8 14

Pleuritic paine,37,49 2 3487 18-36 78-93 0.35-0.61 1.1-1.2 6.6-8.4 14-15

Abbreviations: LR+, positive likelihood ratio; LR−, negative likelihood ratio;
NPV, negative predictive value; PPV, positive predictive value.
a See eTable 5 in the Supplement for results from individual studies.
b When the summary measure was from less than 3 studies, the I2 was not

calculated.
c PPV and NPV calculated assuming an acute coronary syndrome rate of 13%.

The included studies had an acute coronary syndrome rate of 13% (95% CI,
11%-16%).

d “Typical” chest pain was defined by the individual studies, or when studies
described pressure-like chest pain.

e When index tests were evaluated in 2 studies, data was reported from both
studies as a range.

f “Typical” radiation was defined by the individual studies.

Table 3. Performance of Physical Examination Elements in Diagnosing Acute Coronary Syndromea

Test

No. % (95% CI)

LR+ (95% CI) LR− (95% CI)

%b

Studies Patients Sensitivity Specificity PPV NPV
Hypotension
(SBP<100)31

1 634 3.1 (1.2-7.9) 99 (98-100) 3.9 (0.98-15) 0.98 (0.95-1.0) 37 13

Lung rales31 1 634 9.2 (5.3-16) 95 (93-97) 2.0 (1.0-4.0) 0.95 (0.90-1.0) 23 12

Tachypnea31 1 634 10 (5.9-16) 95 (92-96) 1.9 (0.99-3.5) 0.95 (0.89-1.0) 22 12

Tachycardia (heart
rate>120)31

1 619 3.2 (0.86-7.9) 98 (96-99) 1.3 (0.42-3.94) 0.99 (0.96-1.0) 16 13

Pain reproduced on
palpation37

1 839 5.5 (2.5-10) 80 (77-84) 0.28 (0.14-0.54) 1.2 (1.0-1.2) 4.0 15

Abbreviations: LR+, positive likelihood ratio; LR−, negative likelihood ratio;
NPV, negative predictive value; PPV, positive predictive value; SBP, systolic
blood pressure.
a See eTable 6 in the Supplement for results from individual studies.

b PPV and NPV calculated assuming an acute coronary syndrome rate of 13%.
The included studies had an acute coronary syndrome rate of 13% (95% CI,
11%-16%).
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The TIMI risk score has been evaluated in several studies en-
rolling unselected patients presenting to the emergency depart-
ment with acute chest pain.† Compared with individual compo-
nents of the history, it has excellent accuracy for ACS; patients with
a TIMI score of 5 or higher have a summary LR for ACS of 6.8 (95%
CI, 5.2-8.9) (Table 5); whereas patients with a TIMI score of 0 through
1 have an LR of 0.31 (95% CI, 0.23-0.43). A modified TIMI risk score,
which assigns 5 points for an ischemic ECG or elevated cardiac tro-
ponin level on presentation performs similarly to the original ver-
sion in diagnosing ACS.32,34,50,57

The diagnostic performance of the HEART score is similar to the
TIMI risk score among high-likelihood patients (HEART score range
of 7-10), for whom the LR for the diagnosis of ACS was 13 (95% CI,
7.0-24) (Table 5), and in low-likelihood patients (HEART score range
of 0-3), for whom the LR was 0.20 (95% CI, 0.13-0.30).17-23

After combining patients that the HFA/CSANZ algorithm clas-
sified as either low or intermediate risk, the HFA/CSANZ rule had simi-
lar accuracy to the TIMI and HEART risk scores for identifying low-

risk patients (LR, 0.24 [95% CI, 0.19-0.31] in patients identified as
low or intermediate risk), but did not identify a high-risk group (LR,
2.8 [95% CI, 2.6-3.0]) (Table 5).38,53,58,63,76

The AHCPR algorithm, which was first published before the tro-
ponin era, is less accurate.43,49 In the 1 study of AHCPR that re-
ported at all 3 strata (low, intermediate, and high), low-risk pa-
tients had an LR for ACS diagnosis of 0.36, and high-risk patients had
an LR for ACS diagnosis of 1.8.43

In addition to these widely studied clinical prediction rules, other
rules combining history, ECG, and cardiac troponin have been evalu-
ated, but either in single studies or in a way that resists meta-
analysis. Four large, high-quality studies evaluated the accuracy of
the GRACE risk score for ACS diagnosis17,38,55,56; however, each di-
vided patients into groups using different GRACE score cutoffs. In
each study, the GRACE score was compared with the TIMI risk score,
and its accuracy was comparable.

In the era before the advent of serum troponin assays and per-
cutaneous coronary intervention, Goldman et al77 developed a score
to predict the likelihood of in-hospital complications among pa-†References 17, 20, 29, 32-34, 36, 39, 46, 50, 52, 55-57, 62, 64, 65, 69

Table 4. Performance of the ECG in Diagnosing Acute Coronary Syndromea

Test

No. % (95% CI)

LR+ (95% CI) I2, % LR− (95% CI) I2, %

%b

Studies Patients Sensitivity Specificity PPV NPV
ST depression17,21-23,49,62,70 7 9589 25 (16-34) 95 (92-99) 5.3 (2.1-8.6) 89 0.79 (0.71-0.87) 84 44 11

Ischemic ECGc 7 16 559 32 (24-40) 91 (85-97) 3.6 (1.6-5.7) 97 0.74 (0.68-0.81) 87 35 10

T wave inversion49,62,70 3 3765 24 (15-38) 87 (69-95) 1.8 (1.3-2.7) 77 0.89 (0.86-0.93) 0 21 12

Abbreviations: ECG, electrocardiogram; LR+, positive likelihood ratio;
LR−, negative likelihood ratio; NPV, negative predictive value; PPV, positive
predictive value.
a See eTable 7 in the Supplement for the results from individual studies.
b PPV and NPV calculated assuming an acute coronary syndrome rate of 13%.

The included studies had an acute coronary syndrome rate of 13% (95% CI,
11%-16%).

c References 17, 31, 38, 39, 45, 49, 67, 68. Ishemic ECG defined as any T wave
inversion, ST depression, Q waves.

Table 5. Performance of Clinical Decision Tools in Diagnosing Acute Coronary Syndromea

Risk Level Threshold LR (95% CI)b

%

I2 Predictive Valuec

High

HEART score18,20,21,23 7-10 13 (7.0-24) 89 66

TIMI scored 5-7 6.8 (5.2-8.9) 56 50

Intermediate

HEART score18,20,21,23 5-6 2.4 (1.6-3.6) 96 26

TIMI scored 3-4 2.4 (2.1-2.7) 77 26

HFA/CSANZ rule38,58,63 High risk 2.8 (2.6-3.0) 0 29

Indeterminate

HEART score18,20,21,23 4 0.79 (0.53-1.2) 88 11

TIMI scored 2 0.94 (0.85-1.0) 23 12

Low

HEART score18,20,21,23 0-3 0.20 (0.13-0.30) 78 2.9

TIMI scored 0-1 0.31 (0.23-0.43) 96 4.4

HFA/CSANZ rule38,58,63 Low to intermediate risk 0.24 (0.19-0.31) 10 3.5

Abbreviations: HEART, History, Electrocardiogram, Age, Risk Factors, Troponin;
HFA/CSANZ, The Heart Foundation of Australia and Cardiac Society of Australia
and New Zealand; LR, likelihood ratio; TIMI, Thrombolysis in Myocardial
Infarction.
a See Box for acronyms definition; see eTable 8 in the Supplement for the

results from individual studies.

b Summary LR from studies that report original data at each threshold without
combining across clinical decision rule thresholds.

c Predictive value calculated assuming an acute coronary syndrome rate of 13%.
The included studies had an acute coronary syndrome rate of 13% (95% CI,
11%-16%).

d References 20, 28, 29, 32-34, 36, 38, 39, 46, 49, 52, 55, 56, 58, 62, 65.
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tients presenting to the emergency department with chest pain. This
score was recently evaluated in 1 small, but high-quality, study in-
volving 256 patients, and it demonstrated poor predictive accu-
racy (sensitivity, 69%; specificity, 47%).33 The PURSUIT score was
evaluated in 1 large, high-quality diagnostic study that compared its
performance with the TIMI and GRACE risk scores, and it was found
to be slightly less accurate than these risk scores.55 The EDACS has
been evaluated in 1 large, high-quality study enrolling 2 separate co-
horts of patients: 1 cohort for derivation and 1 cohort for validation.
Using the investigators’ cutoff of less than 16 to define low risk, the
EDACS was highly sensitive, with an LR− of 0.03 (95% CI, 0.01-
0.10; sensitivity, 98%) in the validation cohort, but lacked specific-
ity (LR+, 2.4 [95% CI, 2.2-2.6]; specificity, 58%).25

Discussion
In this systematic review, we identified 58 high-quality studies fo-
cusing on the accuracy or precision of elements of the history, physi-
cal examination, and ECG for ACS diagnosis, as well as the accuracy
of clinical prediction tools incorporating these elements along with
cardiac troponin level. We found that the accuracy of risk factors and
symptoms was generally poor, and that any individual element was
unlikely to be helpful in making an ACS diagnosis. Moreover, even
those risk factors and symptoms that performed better tended to
be more specific than sensitive, and most parameters had poor sen-
sitivity. Overall clinical impression, incorporating all elements of the
history and physical examination performed better, but the best di-
agnostic tests were clinical prediction tools (eg, TIMI score, HEART
score, and HFA/CSANZ rule) that incorporated historical elements
along with the initial ECG and cardiac troponin results.

In the era of contemporary, sensitive measurements of cardiac
troponin, a diagnosis of myocardial necrosis can often be made within
1 to 3 hours of a patient’s arrival in the emergency department based
on laboratory results alone,78,79 and the coming era of high-
sensitivity troponin assays will only increase the sensitivity of this
laboratory parameter.80-82 However, a cardiac troponin level may
be above the 99th percentile in a number of clinical conditions; thus,
it is not specific for the diagnosis of myocardial infarction, and in-
terpretation of the result depends on serial testing and the clinical
context.82 Risk scores can be effective because they synthesize the
clinical context, ECG, and cardiac troponin into a quantitative as-
sessment of pretest probability. However, effective use of these com-
posite risk scores requires the clinician to determine each compo-
nent independent of the others.

Study Limitations
Patients receiving an ACS diagnosis in the included studies repre-
sented were heterogeneous. The use of revascularization, in par-
ticular, to support the diagnosis of ACS at presentation has limita-
tions; chiefly, that revascularization is limited to patients who
undergo angiography and reflects an anatomic diagnosis of CAD
rather than identifying unstable coronary plaque. It is likely that, in
each study in which revascularization was included as a compo-
nent of the ACS end point, among patients for whom the diagnosis
of ACS was supported purely by revascularization, there was a sub-
set that had true acute coronary artery thrombosis at presentation
and a subset that underwent revascularization for stable athero-

sclerotic coronary disease. This limitation may have been partially
overcome by pursuing an analysis limited to studies employing rig-
orously defined and centrally adjudicated ACS diagnosis as their ref-
erence standard; however, only 4 studies representing 2930 pa-
tients across 26 index tests used centrally adjudicated ACS as their
reference standard, and no index test was evaluated in more than 2
studies that used this standard. This would considerably limit the sta-
tistical rigor of such an approach.

Regardless, the heterogeneous nature of ACS diagnosis in these
studies and the inclusion of revascularization in studies utilizing a
composite end point as their reference standard reflects the reality
of clinical practice. Patients ultimately diagnosed with ACS do rep-
resent a spectrum of pathophysiologic processes. To the emer-
gency department physician seeing the patient with potential ACS,
the relevant question is whether the patient will benefit from inpa-
tient treatment of ACS (particularly with anticoagulation, antiplate-
let therapy, and cardiac catheterization) or can be sent home with a
diagnosis of noncardiac chest pain.

The heterogeneous nature of patients receiving an ACS diag-
nosis is further reflected in the considerable heterogeneity for
many of the index tests evaluated. Beyond the different reference
standards employed, the studies defined index tests differently and
enrolled different patient populations, further increasing heteroge-
neity between the studies. For these reasons, significant heteroge-
neity is extremely common in meta-analyses of diagnostic tests.83

Nevertheless, the CIs for many of the index tests are narrow enough
to inform clinical practice because the goal of the emergency de-
partment evaluation is to broadly categorize patients into low, me-
dium, and high likelihood of ACS.

A second limitation of this systematic review is verification and
incorporation biases in the included studies. ACS is a clinical diag-
nosis, and information related to the history, ECG, and cardiac tro-
ponin level at presentation is necessarily incorporated into the fi-
nal diagnosis. Even in studies that use a hard end point like 30-day
cardiovascular death, myocardial infarction, or revascularization, pa-
tients with more traditional cardiac risk factors, ECG abnormalities,
or troponin elevation are more likely to undergo further diagnostic
testing that will lead to revascularization. A diagnostic study could
overcome this limitation by standardizing a diagnostic pathway such
that all patients in the study undergo identical diagnostic testing, in-
cluding some form of an evaluation for ischemia followed by car-
diac catheterization. However, such a study would be impractical and
potentially expose patients without ACS to unnecessary diagnostic
procedures that have associated risks but no benefit.

Third, though many studies met our inclusion criteria, the stud-
ies assessed a wide array of index tests, such that only a minority of
the included studies contributed data for any given test. For ex-
ample, chest pain radiation to both arms and history of a prior ab-
normal stress test were both strong predictors of ACS, but both were
evaluated in only a single study. All physical examination findings
were also evaluated in only 1 study. This limits our ability to com-
bine data across studies to reduce bias from any single study. Read-
ers should note instances in which the accuracy of an index test is
supported by only 1 or 2 studies, as the evidence in support of the
accuracy of these tests may be less robust than for tests evaluated
in a larger number of studies. However, all studies included in the
meta-analysis were of high quality, and most were large; as a result,
no index test included in this meta-analysis has been assessed in
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fewer than 560 rigorously evaluated patients. Moreover, the TIMI
and HEART risk scores, which we found to have the best diagnostic
performance for ACS, were evaluated in 16 and 4 high-quality stud-
ies, respectively, that enrolled more than 30 000 and 13 000 pa-
tients. The HFA/CSANZ rule has not been as widely studied and does
not stratify patients into as many levels of probability.

In addition, our study is limited by our decision to exclude stud-
ies incorporating high-sensitivity troponin. We excluded these stud-
ies because high-sensitivity troponin is not yet available in the United
States, and because we wanted to avoid the inherent confusion
caused by discussing risk models incorporating high-sensitivity and
standard troponin assays. Moreover, though high-sensitivity tro-
ponin has been evaluated in a number of high-quality studies evalu-
ating the utility of serial measurements of cardiac biomarkers for the
exclusion of ACS, to our knowledge, it has not been evaluated as a
component of risk models incorporating a single cardiac biomarker
measured on presentation, which was the focus of this review.

Finally, we do not know how the assessment of chest pain his-
tory that is part of the prediction rules is affected by knowledge of
the ECG and troponin level. In current emergency clinical practice,
these tests are often obtained before the clinician evaluates the pa-
tient. However, independence of the items in the scores requires that
the chest pain history not be influenced by the results of the ECG
and troponin level.

Bottom Line
The cardiac troponin level and ECG in the context of symptoms sug-
gestive of an underlying ischemic etiology should be the focus for
assessment, rather than individual risk factors, symptoms, and signs
in isolation. Using 1 of the available clinical prediction tools at the ini-
tial evaluation gives the highest likelihood of correctly identifying
or excluding ACS. Physicians should use the results of the predic-
tion tools when deciding whether or not to forgo serial evaluation

and testing. A rational approach to the patient with suspected ACS
would be to use the HEART or TIMI risk score combined with a hos-
pital’s background prevalence of ACS to determine the initial pre-
stress test probability of ACS. Using the average pretest probability
of 13%, the probability of ACS decreased to 2.9% (95% CI, 1.9%-
4.3%) for a HEART score of 0 through 3 and to 4.4% (95% CI, 3.3%-
6.0%) for a TIMI score of 0 through 1. Thus, these risk scores alone
may not be adequate to lower the probability sufficiently to achieve
a miss rate lower than 1%, as desired by a majority of emergency de-
partment physicians. A lower probability can be obtained only for
patients with a lower pretest probability or with serial evaluation.
Several accelerated diagnostic protocols involving serial cardiac tro-
ponin measurements in low-risk patients accurately rule out ACS
without stress testing; the clinical variables and risk scores identi-
fied in this analysis will help clinicians identify low-risk patients for
inclusion in these accelerated diagnostic protocols.18,39,67,84,85

Scenario Resolution
For each patient, we assume a pretest probability of 13%.

Case 1
The patient, despite a story consistent with typical angina, has a
HEART risk score of 2. A HEART risk score of 2 has an LR for the di-
agnosis of ACS of 0.2, and the posttest probability is 3%. Relief of
her pain with nitroglycerin is unhelpful for diagnosing or ruling out
ACS. She could be considered for an accelerated diagnostic proto-
col with early discharge if a second cardiac troponin is negative.

Case 2
The patient has known CAD and is elderly. His ECG does not show
dynamic changes, and troponin elevation is mild. With a HEART score
of 6, he is at intermediate risk (LR, 2.4), yielding a posttest probabil-
ity of 26%. He should be admitted and treated for ACS.

ARTICLE INFORMATION

Author Contributions: Drs Fanaroff and Simel had
full access to all the data in the study and take
responsibility for the integrity of the data and the
accuracy of the data analysis.
Study concept and design: Fanaroff, Simel, Newby.
Acquisition, analysis, or interpretation of data: All
authors.
Drafting of the manuscript: Fanaroff, Rymer, Simel.
Critical revision of the manuscript for important
intellectual content: Rymer, Goldstein, Simel,
Newby.
Statistical analysis: Fanaroff, Rymer, Goldstein,
Simel.
Administrative, technical, or material support:
Rymer, Goldstein.
Study supervision: Simel, Newby.

Conflict of Interest Disclosures: All authors have
completed and submitted the ICMJE Form for
Disclosure of Potential Conflicts of Interest. Dr
Simel reports receiving honoraria for contributions
to JAMAevidence.com and being section editor of
the Rational Clinical Examination series. Dr Newby
reports receiving research grant funding through
Duke University from Google Life Sciences, Amgen,
Patient-Centered Outcomes Research Institute,

National Institutes of Health, and a philanthropic
gift from the David H. Murdock Research Institute
for Business and Culture; consulting honoraria from
Philips Healthcare, Roche Diagnostics, and Merck;
stock options for consulting for Biokier; an
honorarium as a senior associate editor for the
Journal of the American Heart Association; and
being a member of board of directors for the
Society of Cardiovascular Patient Care and the
board of trustees for the AstraZeneca Healthcare
Foundation. No other disclosures are reported.

Disclaimer: Dr Simel was not involved in the
editorial review of, or decision to publish, this
article.

Additional Contributions: We thank Megan
von Isenberg, MSLS (Medical Center Library,
Duke University), for her assistance with
development of the search strategy. We also thank
David F. Brown, MD (Massachusetts General
Hospital), John E. Brush, MD (Eastern Virginia
Medical School), Mark L. Graber, MD (Research
Triangle International and Society to Improve
Diagnosis in Medicine), and Akbar Panju, MB ChB
(McMaster University), for providing helpful advice
on the manuscript. None of these individuals
received any compensation for their contributions.

REFERENCES

1. Amsterdam EA, Kirk JD, Bluemke DA, et al;
American Heart Association Exercise, Cardiac
Rehabilitation, and Prevention Committee of the
Council on Clinical Cardiology, Council on
Cardiovascular Nursing, and Interdisciplinary
Council on Quality of Care and Outcomes Research.
Testing of low-risk patients presenting to the
emergency department with chest pain: a scientific
statement from the American Heart Association.
Circulation. 2010;122(17):1756-1776.

2. Penumetsa SC, Mallidi J, Friderici JL, Hiser W,
Rothberg MB. Outcomes of patients admitted for
observation of chest pain. Arch Intern Med. 2012;
172(11):873-877.

3. Pope JH, Aufderheide TP, Ruthazer R, et al.
Missed diagnoses of acute cardiac ischemia in the
emergency department. N Engl J Med. 2000;342
(16):1163-1170.

4. Than M, Herbert M, Flaws D, et al. What is an
acceptable risk of major adverse cardiac event in
chest pain patients soon after discharge from the
emergency department?: a clinical survey. Int J
Cardiol. 2013;166(3):752-754.

Does This Patient With Chest Pain Have Acute Coronary Syndrome? The Rational Clinical Examination Clinical Review & Education

jama.com (Reprinted) JAMA November 10, 2015 Volume 314, Number 18 1963

Copyright 2015 American Medical Association. All rights reserved.

Downloaded From:  by a University of Sussex Library User  on 09/26/2018

http://www.ncbi.nlm.nih.gov/pubmed/20660809
http://www.ncbi.nlm.nih.gov/pubmed/22566486
http://www.ncbi.nlm.nih.gov/pubmed/22566486
http://www.ncbi.nlm.nih.gov/pubmed/10770981
http://www.ncbi.nlm.nih.gov/pubmed/10770981
http://www.ncbi.nlm.nih.gov/pubmed/23084108
http://www.ncbi.nlm.nih.gov/pubmed/23084108
http://www.jama.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2015.12735


Copyright 2015 American Medical Association. All rights reserved.

5. Mitchell AM, Garvey JL, Chandra A, Diercks D,
Pollack CV, Kline JA. Prospective multicenter study
of quantitative pretest probability assessment to
exclude acute coronary syndrome for patients
evaluated in emergency department chest pain
units. Ann Emerg Med. 2006;47(5):447.

6. Høilund-Carlsen PF, Johansen A, Vach W,
Christensen HW, Møldrup M, Haghfelt T. High
probability of disease in angina pectoris patients: is
clinical estimation reliable? Can J Cardiol. 2007;23
(8):641-647.

7. Panju AA, Hemmelgarn BR, Guyatt GH, Simel DL.
The rational clinical examination: is this patient
having a myocardial infarction? JAMA. 1998;280
(14):1256-1263.

8. O’Gara PT, Kushner FG, Ascheim DD, et al;
American College of Emergency Physicians; Society
for Cardiovascular Angiography and Interventions.
2013 ACCF/AHA guideline for the management of
ST-elevation myocardial infarction: a report of the
American College of Cardiology Foundation/
American Heart Association Task Force on Practice
Guidelines. J Am Coll Cardiol. 2013;61(4):e78-e140.

9. Hamm CW, Bassand J-P, Agewall S, et al; ESC
Committee for Practice Guidelines. ESC Guidelines
for the management of acute coronary syndromes
in patients presenting without persistent
ST-segment elevation: the task force for the
management of acute coronary syndromes (ACS) in
patients presenting without persistent ST-segment
elevation of the European Society of Cardiology
(ESC). Eur Heart J. 2011;32(23):2999-3054.

10. Amsterdam EA, Wenger NK, Brindis RG, et al.
2014 AHA/ACC Guideline for the Management of
Patients with Non-ST-Elevation Acute Coronary
Syndromes: a report of the American College of
Cardiology/American Heart Association Task Force
on Practice Guidelines. J Am Coll Cardiol. 2014;64
(24):e139-e228.

11. Thygesen K, Alpert JS, Jaffe AS, et al. Third
universal definition of myocardial infarction. J Am
Coll Cardiol. 2012;60(16):1581-1598.

12. Cullen L, Than M, Brown AF, et al.
Comprehensive standardized data definitions for
acute coronary syndrome research in emergency
departments in Australasia. Emerg Med Australas.
2010;22(1):35-55.

13. Kelly AM, Klim S. What is the 30-day rate of
adverse cardiac events in chest pain patients with
ED troponin I assays�99th centile using a
contemporary sensitive assay? an exploratory
analysis. Eur J Emerg Med. 2014;21(4):276-280.

14. Simel DL, Rennie D. A Primer on the Precision
and Accuracy of the Clinical Examination. In: Simel
DL, Rennie D, eds. The Rational Clinical
Examination: Evidence-Based Clinical Diagnosis. New
York, NY: McGraw-Hill; 2009.

15. Whiting P, Rutjes AW, Reitsma JB, Bossuyt PM,
Kleijnen J. The development of QUADAS: a tool for
the quality assessment of studies of diagnostic
accuracy included in systematic reviews. BMC Med
Res Methodol. 2003;3:25.

16. Antman EM, Cohen M, Bernink PJ, et al. The
TIMI risk score for unstable angina/non-ST elevation
myocardial infarction: a method for prognostication
and therapeutic decision making. JAMA. 2000;284
(7):835-842.

17. Backus BE, Six AJ, Kelder JC, et al.
A prospective validation of the HEART score for

chest pain patients at the emergency department.
Int J Cardiol. 2013;168(3):2153-2158.

18. Fesmire FM, Martin EJ, Cao Y, Heath GW.
Improving risk stratification in patients with chest
pain: the Erlanger HEARTS3 score. Am J Emerg Med.
2012;30(9):1829-1837.

19. Jellema LJ, Backus BE, Six AJ, et al. The value of
clinical and laboratory diagnostics for chest pain
patients at the emergency department. Clin Chem
Lab Med. 2014;52(2):259-266.

20. Marcoon S, Chang AM, Lee B, Salhi R,
Hollander JE. HEART score to further risk stratify
patients with low TIMI scores. Crit Pathw Cardiol.
2013;12(1):1-5.

21. Melki D, Jernberg T. HEART score: a simple and
useful tool that may lower the proportion of chest
pain patients who are admitted. Crit Pathw Cardiol.
2013;12(3):127-131.

22. Six AJ, Backus BE, Kelder JC. Chest pain in the
emergency room: value of the HEART score. Neth
Heart J. 2008;16(6):191-196.

23. Six AJ, Cullen L, Backus BE, et al. The HEART
score for the assessment of patients with chest pain
in the emergency department: a multinational
validation study. Crit Pathw Cardiol. 2013;12(3):121-
126.

24. Boersma E, Pieper KS, Steyerberg EW, et al;
The PURSUIT Investigators. Predictors of outcome
in patients with acute coronary syndromes without
persistent ST-segment elevation: results from an
international trial of 9461 patients. Circulation.
2000;101(22):2557-2567.

25. Sanders S, Flaws D, Than M, Pickering JW,
Doust J, Glasziou P. Simplification of a scoring
system maintained overall accuracy but decreased
the proportion classified as low risk [published
online May 14, 2015]. J Clin Epidemiol. 2015;
S0895-4356(15)00227-9.

26. Higgins JP, Thompson SG. Quantifying
heterogeneity in a meta-analysis. Stat Med. 2002;
21(11):1539-1558.

27. Borenstein MHL, Higgins JPT, Rothstein HR.
Introduction to Meta-analysis. Chichester, United
Kingdom: John Wiley & Sons; 2009.

28. Aldous SJ, Richards M, Cullen L, Troughton R,
Than M. A 2-hour thrombolysis in myocardial
infarction score outperforms other risk
stratification tools in patients presenting with
possible acute coronary syndromes: comparison of
chest pain risk stratification tools. Am Heart J. 2012;
164(4):516-523.

29. Aldous SJ, Richards MA, Cullen L, Troughton R,
Than M. A new improved accelerated diagnostic
protocol safely identifies low-risk patients with
chest pain in the emergency department. Acad
Emerg Med. 2012;19(5):510-516.

30. Backus BE, Six AJ, Kelder JC, et al. Chest pain in
the emergency room: a multicenter validation of
the HEART Score. Crit Pathw Cardiol. 2010;9(3):
164-169.

31. Björk J, Forberg JL, Ohlsson M, Edenbrandt L,
Ohlin H, Ekelund U. A simple statistical model for
prediction of acute coronary syndrome in chest
pain patients in the emergency department. BMC
Med Inform Decis Mak. 2006;6:28.

32. Body R, Carley S, McDowell G, Ferguson J,
Mackway-Jones K. Can a modified thrombolysis in
myocardial infarction risk score outperform the

original for risk stratifying emergency department
patients with chest pain? Emerg Med J. 2009;26
(2):95-99.

33. Burkett E, Marwick T, Thom O, Kelly AM.
A comparative analysis of risk stratification tools for
emergency department patients with chest pain.
Int J Emerg Med. 2014;7(1):10.

34. Campbell CF, Chang AM, Sease KL, et al.
Combining Thrombolysis in Myocardial Infarction
risk score and clear-cut alternative diagnosis for
chest pain risk stratification. Am J Emerg Med.
2009;27(1):37-42.

35. Chang AM, Shofer FS, Tabas JA, Magid DJ,
McCusker CM, Hollander JE. Lack of association
between left bundle-branch block and acute
myocardial infarction in symptomatic emergency
department patients. Am J Emerg Med. 2009;27
(8):916-921.

36. Chase M, Robey JL, Zogby KE, Sease KL, Shofer
FS, Hollander JE. Prospective validation of the
Thrombolysis in Myocardial Infarction risk score in
the emergency department chest pain population.
Ann Emerg Med. 2006;48(3):252-259.

37. Christenson J, Innes G, McKnight D, et al.
A clinical prediction rule for early discharge of
patients with chest pain. Ann Emerg Med. 2006;47
(1):1-10.

38. Cullen L, Greenslade J, Hammett CJ, et al.
Comparison of 3 risk stratification rules for
predicting patients with acute coronary syndrome
presenting to an Australian emergency
department. Heart Lung Circ. 2013;22(10):844-851.

39. Cullen L, Mueller C, Parsonage WA, et al.
Validation of high-sensitivity troponin I in a 2-hour
diagnostic strategy to assess 30-day outcomes in
emergency department patients with possible
acute coronary syndrome. J Am Coll Cardiol. 2013;
62(14):1242-1249.

40. Diercks DB, Boghos E, Guzman H, Amsterdam
EA, Kirk JD. Changes in the numeric descriptive
scale for pain after sublingual nitroglycerin do not
predict cardiac etiology of chest pain. Ann Emerg
Med. 2005;45(6):581-585.

41. Dooley J, Chang AM, A Salhi R, Hollander JE.
Relationship between body mass index and
prognosis of patients presenting with potential
acute coronary syndromes. Acad Emerg Med. 2013;
20(9):904-910.

42. Edwards M, Chang AM, Matsuura AC, Green M,
Robey JM, Hollander JE. Relationship between pain
severity and outcomes in patients presenting with
potential acute coronary syndromes. Ann Emerg Med.
2011;58(6):501-507.

43. Farkouh ME, Aneja A, Reeder GS, et al. Clinical
risk stratification in the emergency department
predicts long-term cardiovascular outcomes in a
population-based cohort presenting with acute
chest pain: primary results of the Olmsted county
chest pain study. Medicine (Baltimore). 2009;88
(5):307-313.

44. Fermann GJ, Lindsell CJ, O’Neil BJ, Gibler WB.
Performance of a body surface mapping system
using emergency physician real-time interpretation.
Am J Emerg Med. 2009;27(7):816-822.

45. Forest RS, Shofer FS, Sease KL, Hollander JE.
Assessment of the standardized reporting
guidelines ECG classification system: the presenting
ECG predicts 30-day outcomes. Ann Emerg Med.
2004;44(3):206-212.

Clinical Review & Education The Rational Clinical Examination Does This Patient With Chest Pain Have Acute Coronary Syndrome?

1964 JAMA November 10, 2015 Volume 314, Number 18 (Reprinted) jama.com

Copyright 2015 American Medical Association. All rights reserved.

Downloaded From:  by a University of Sussex Library User  on 09/26/2018

http://www.ncbi.nlm.nih.gov/pubmed/16631984
http://www.ncbi.nlm.nih.gov/pubmed/17593989
http://www.ncbi.nlm.nih.gov/pubmed/17593989
http://www.ncbi.nlm.nih.gov/pubmed/9786377
http://www.ncbi.nlm.nih.gov/pubmed/9786377
http://www.ncbi.nlm.nih.gov/pubmed/23256914
http://www.ncbi.nlm.nih.gov/pubmed/21873419
http://www.ncbi.nlm.nih.gov/pubmed/25260718
http://www.ncbi.nlm.nih.gov/pubmed/25260718
http://www.ncbi.nlm.nih.gov/pubmed/22958960
http://www.ncbi.nlm.nih.gov/pubmed/22958960
http://www.ncbi.nlm.nih.gov/pubmed/20136639
http://www.ncbi.nlm.nih.gov/pubmed/20136639
http://www.ncbi.nlm.nih.gov/pubmed/24025851
http://www.ncbi.nlm.nih.gov/pubmed/14606960
http://www.ncbi.nlm.nih.gov/pubmed/14606960
http://www.ncbi.nlm.nih.gov/pubmed/10938172
http://www.ncbi.nlm.nih.gov/pubmed/10938172
http://www.ncbi.nlm.nih.gov/pubmed/23465250
http://www.ncbi.nlm.nih.gov/pubmed/22626816
http://www.ncbi.nlm.nih.gov/pubmed/22626816
http://www.ncbi.nlm.nih.gov/pubmed/23940061
http://www.ncbi.nlm.nih.gov/pubmed/23940061
http://www.ncbi.nlm.nih.gov/pubmed/23411600
http://www.ncbi.nlm.nih.gov/pubmed/23411600
http://www.ncbi.nlm.nih.gov/pubmed/23892942
http://www.ncbi.nlm.nih.gov/pubmed/23892942
http://www.ncbi.nlm.nih.gov/pubmed/18665203
http://www.ncbi.nlm.nih.gov/pubmed/18665203
http://www.ncbi.nlm.nih.gov/pubmed/23892941
http://www.ncbi.nlm.nih.gov/pubmed/23892941
http://www.ncbi.nlm.nih.gov/pubmed/10840005
http://www.ncbi.nlm.nih.gov/pubmed/10840005
http://www.ncbi.nlm.nih.gov/pubmed/26070978
http://www.ncbi.nlm.nih.gov/pubmed/26070978
http://www.ncbi.nlm.nih.gov/pubmed/12111919
http://www.ncbi.nlm.nih.gov/pubmed/12111919
http://www.ncbi.nlm.nih.gov/pubmed/23067909
http://www.ncbi.nlm.nih.gov/pubmed/23067909
http://www.ncbi.nlm.nih.gov/pubmed/22594354
http://www.ncbi.nlm.nih.gov/pubmed/22594354
http://www.ncbi.nlm.nih.gov/pubmed/20802272
http://www.ncbi.nlm.nih.gov/pubmed/20802272
http://www.ncbi.nlm.nih.gov/pubmed/16824205
http://www.ncbi.nlm.nih.gov/pubmed/16824205
http://www.ncbi.nlm.nih.gov/pubmed/19164616
http://www.ncbi.nlm.nih.gov/pubmed/19164616
http://www.ncbi.nlm.nih.gov/pubmed/24506937
http://www.ncbi.nlm.nih.gov/pubmed/19041531
http://www.ncbi.nlm.nih.gov/pubmed/19041531
http://www.ncbi.nlm.nih.gov/pubmed/19857407
http://www.ncbi.nlm.nih.gov/pubmed/19857407
http://www.ncbi.nlm.nih.gov/pubmed/16934646
http://www.ncbi.nlm.nih.gov/pubmed/16387209
http://www.ncbi.nlm.nih.gov/pubmed/16387209
http://www.ncbi.nlm.nih.gov/pubmed/23683717
http://www.ncbi.nlm.nih.gov/pubmed/23583250
http://www.ncbi.nlm.nih.gov/pubmed/23583250
http://www.ncbi.nlm.nih.gov/pubmed/15940087
http://www.ncbi.nlm.nih.gov/pubmed/15940087
http://www.ncbi.nlm.nih.gov/pubmed/24050796
http://www.ncbi.nlm.nih.gov/pubmed/24050796
http://www.ncbi.nlm.nih.gov/pubmed/21802776
http://www.ncbi.nlm.nih.gov/pubmed/21802776
http://www.ncbi.nlm.nih.gov/pubmed/19745690
http://www.ncbi.nlm.nih.gov/pubmed/19745690
http://www.ncbi.nlm.nih.gov/pubmed/19683110
http://www.ncbi.nlm.nih.gov/pubmed/15332059
http://www.ncbi.nlm.nih.gov/pubmed/15332059
http://www.jama.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2015.12735


Copyright 2015 American Medical Association. All rights reserved.

46. Graham CA, Tsay SX, Rotheray KR, Rainer TH.
Validation of the TIMI risk score in Chinese patients
presenting to the emergency department with
chest pain. Int J Cardiol. 2013;168(1):597-598.

47. Han JH, Lindsell CJ, Hornung RW, et al. The
elder patient with suspected acute coronary
syndromes in the emergency department. Acad
Emerg Med. 2007;14(8):732-739.

48. Henrikson CA, Howell EE, Bush DE, et al. Chest
pain relief by nitroglycerin does not predict active
coronary artery disease. Ann Intern Med. 2003;139
(12):979-986.

49. Hess EP, Brison RJ, Perry JJ, et al. Development
of a clinical prediction rule for 30-day cardiac
events in emergency department patients with
chest pain and possible acute coronary syndrome.
Ann Emerg Med. 2012;59(2):115-125.e1.

50. Hess EP, Perry JJ, Calder LA, et al. Prospective
validation of a modified thrombolysis in myocardial
infarction risk score in emergency department
patients with chest pain and possible acute
coronary syndrome. Acad Emerg Med. 2010;17(4):
368-375.

51. Ilgen JS, Manini AF, Hoffmann U, et al.
Prognostic utility of the acute cardiac ischemia
time-insensitive predictive instrument (ACI-TIPI).
Int J Emerg Med. 2011;4(1):49.

52. Jaffery Z, Hudson MP, Jacobsen G, Nowak R,
McCord J. Modified thrombolysis in myocardial
infarction (TIMI) risk score to risk stratify patients in
the emergency department with possible acute
coronary syndrome. J Thromb Thrombolysis. 2007;
24(2):137-144.

53. Kelly AM. How useful are the Heart Foundation
risk criteria for assessment of emergency
department patients with chest pain? Emerg Med
Australas. 2012;24(3):260-265.

54. Kwong RY, Schussheim AE, Rekhraj S, et al.
Detecting acute coronary syndrome in the
emergency department with cardiac magnetic
resonance imaging. Circulation. 2003;107(4):531-537.

55. Lee B, Chang AM, Matsuura AC, Marcoon S,
Hollander JE. Comparison of cardiac risk scores in
emergency department patients with potential
acute coronary syndrome. Crit Pathw Cardiol. 2011;
10(2):64-68.

56. Lyon R, Morris AC, Caesar D, Gray S, Gray A.
Chest pain presenting to the emergency
department—to stratify risk with GRACE or TIMI?
Resuscitation. 2007;74(1):90-93.

57. Macdonald SP, Nagree Y, Fatovich DM, Brown
SG. Modified TIMI risk score cannot be used to
identify low-risk chest pain in the emergency
department: a multicentre validation study. Emerg
Med J. 2014;31(4):281-285.

58. Macdonald SP, Nagree Y, Fatovich DM, Flavell
HL, Loutsky F. Comparison of 2 clinical scoring
systems for emergency department risk
stratification of suspected acute coronary
syndrome. Emerg Med Australas. 2011;23(6):717-725.

59. Mahler SA, Miller CD, Hollander JE, et al.
Identifying patients for early discharge:
performance of decision rules among patients with
acute chest pain. Int J Cardiol. 2013;168(2):795-802.

60. Milner KA, Funk M, Richards S, Vaccarino V,
Krumholz HM. Symptom predictors of acute
coronary syndromes in younger and older patients.
Nurs Res. 2001;50(4):233-241.

61. Nerenberg RH, Shofer FS, Robey JL, Brown AM,
Hollander JE. Impact of a negative prior stress test
on emergency physician disposition decision in
emergency department patients with chest pain
syndromes. Am J Emerg Med. 2007;25(1):39-44.

62. Ngako A, Santin A, Hémery F, et al. Prediction
of myocardial infarction risk in older patients with
acute coronary syndrome. Am J Emerg Med. 2009;
27(6):675-682.

63. Parsonage WA, Greenslade JH, Hammett CJ,
et al. Validation of an accelerated high-sensitivity
troponin T assay protocol in an Australian cohort
with chest pain. Med J Aust. 2014;200(3):161-165.

64. Pelliccia F, Salvini P, Cartoni D, et al. Frequency
and clinical correlates of changes in Thrombolysis In
Myocardial Infarction risk score during observation
period at emergency department in “low-risk”
patients with acute chest pain. Am J Cardiol. 2006;
97(6):781-784.

65. Pollack CV Jr, Sites FD, Shofer FS, Sease KL,
Hollander JE. Application of the TIMI risk score for
unstable angina and non-ST elevation acute
coronary syndrome to an unselected emergency
department chest pain population. Acad Emerg Med.
2006;13(1):13-18.

66. Shry EA, Dacus J, Van De Graaff E, Hjelkrem M,
Stajduhar KC, Steinhubl SR. Usefulness of the
response to sublingual nitroglycerin as a predictor
of ischemic chest pain in the emergency
department. Am J Cardiol. 2002;90(11):1264-1266.

67. Than M, Cullen L, Aldous S, et al. 2-Hour
accelerated diagnostic protocol to assess patients
with chest pain symptoms using contemporary
troponins as the only biomarker: the ADAPT trial.
J Am Coll Cardiol. 2012;59(23):2091-2098.

68. Than M, Cullen L, Reid CM, et al.
A 2-h diagnostic protocol to assess patients with
chest pain symptoms in the Asia-Pacific region
(ASPECT): a prospective observational validation
study. Lancet. 2011;377(9771):1077-1084.

69. Tong KL, Kaul S, Wang XQ, et al. Myocardial
contrast echocardiography versus Thrombolysis In
Myocardial Infarction score in patients presenting
to the emergency department with chest pain and a
nondiagnostic electrocardiogram. J Am Coll Cardiol.
2005;46(5):920-927.

70. Liu N, Lee MAB, Ho AFW, et al. Risk
stratification for prediction of adverse coronary
events in emergency department chest pain
patients with a machine learning score compared
with the TIMI score. Int J Cardiol. 2014;177(3):1095-
1097.

71. Biener M, Mueller M, Vafaie M, Katus HA,
Giannitsis E. Impact of leading presenting
symptoms on the diagnostic performance of
high-sensitivity cardiac troponin T and on
outcomes in patients with suspected acute
coronary syndrome. Clin Chem. 2015;61(5):744-751.

72. Body R, Cook G, Burrows G, Carley S, Lewis PS.
Can emergency physicians “rule in” and “rule out”
acute myocardial infarction with clinical
judgement? Emerg Med J. 2014;31(11):872-876.

73. van der Meer MG, Backus BE, van der Graaf Y,
et al. The diagnostic value of clinical symptoms in
women and men presenting with chest pain at the
emergency department, a prospective cohort
study. PLoS One. 2015;10(1):e0116431.

74. Taylor BT, Mancini M. Discrepancy between
clinician and research assistant in TIMI score
calculation (TRIAGED CPU). West J Emerg Med.
2015;16(1):24-33.

75. Bhuiya FA, Pitts SR, McCaig LF. Emergency
department visits for chest pain and abdominal
pain: United States, 1999-2008. NCHS Data Brief.
2010;(43):1-8.

76. Acute Coronary Syndrome Guidelines Working
Group. Guidelines for the management of acute
coronary syndromes 2006. Med J Aust. 2006;184
(8)(suppl):S9-S29.

77. Goldman L, Cook EF, Johnson PA, Brand DA,
Rouan GW, Lee TH. Prediction of the need for
intensive care in patients who come to the
emergency departments with acute chest pain.
N Engl J Med. 1996;334(23):1498-1504.

78. Storrow AB, Nowak RM, Diercks DB, et al.
Absolute and relative changes (delta) in troponin I
for early diagnosis of myocardial infarction: results
of a prospective multicenter trial. Clin Biochem.
2015;48(4-5):260-267.

79. Kelly AM, Klim S. Does undetectable troponin I
at presentation using a contemporary sensitive
assay rule out myocardial infarction? a cohort study.
Emerg Med J. 2014;32(10):760-763.

80. Reichlin T, Twerenbold R, Wildi K, et al.
Prospective validation of a 1-hour algorithm to
rule-out and rule-in acute myocardial infarction
using a high-sensitivity cardiac troponin T assay.
CMAJ. 2015;187(8):E243-E252.

81. Bandstein N, Ljung R, Johansson M, Holzmann
MJ. Undetectable high-sensitivity cardiac troponin
T level in the emergency department and risk of
myocardial infarction. J Am Coll Cardiol. 2014;63
(23):2569-2578.

82. Marini MG, Cardillo MT, Caroli A, Sonnino C,
Biasucci LM. Increasing specificity of
high-sensitivity troponin: new approaches and
perspectives in the diagnosis of acute coronary
syndromes. J Cardiol. 2013;62(4):205-209.

83. Bossuyt PM, Davenport C, Keeks J, Hyde C,
Leeflang M, Scholten R. Interpreting results and
drawing conclusions. In: Deeks JJBP, Gatsonis C,
eds. Cochrane Handbook for Systematic Reviews of
Diagnostic Test Accuracy, Version 0.9. London, United
Kingdom: The Cochrane Collaboration; 2013:chap
11.

84. Mahler SA, Riley RF, Hiestand BC, et al. The
HEART Pathway randomized trial: identifying
emergency department patients with acute chest
pain for early discharge. Circ Cardiovasc Qual
Outcomes. 2015;8(2):195-203.

85. Than M, Flaws D, Sanders S, et al. Development
and validation of the Emergency Department
Assessment of Chest Pain score and 2-h accelerated
diagnostic protocol. Emerg Med Australas. 2014;26
(1):34-44.

Does This Patient With Chest Pain Have Acute Coronary Syndrome? The Rational Clinical Examination Clinical Review & Education

jama.com (Reprinted) JAMA November 10, 2015 Volume 314, Number 18 1965

Copyright 2015 American Medical Association. All rights reserved.

Downloaded From:  by a University of Sussex Library User  on 09/26/2018

http://www.ncbi.nlm.nih.gov/pubmed/23453446
http://www.ncbi.nlm.nih.gov/pubmed/17567963
http://www.ncbi.nlm.nih.gov/pubmed/17567963
http://www.ncbi.nlm.nih.gov/pubmed/14678917
http://www.ncbi.nlm.nih.gov/pubmed/14678917
http://www.ncbi.nlm.nih.gov/pubmed/21885156
http://www.ncbi.nlm.nih.gov/pubmed/20370775
http://www.ncbi.nlm.nih.gov/pubmed/20370775
http://www.ncbi.nlm.nih.gov/pubmed/21801452
http://www.ncbi.nlm.nih.gov/pubmed/17318424
http://www.ncbi.nlm.nih.gov/pubmed/17318424
http://www.ncbi.nlm.nih.gov/pubmed/22672166
http://www.ncbi.nlm.nih.gov/pubmed/22672166
http://www.ncbi.nlm.nih.gov/pubmed/12566362
http://www.ncbi.nlm.nih.gov/pubmed/21988945
http://www.ncbi.nlm.nih.gov/pubmed/21988945
http://www.ncbi.nlm.nih.gov/pubmed/17360096
http://www.ncbi.nlm.nih.gov/pubmed/23576231
http://www.ncbi.nlm.nih.gov/pubmed/23576231
http://www.ncbi.nlm.nih.gov/pubmed/22151670
http://www.ncbi.nlm.nih.gov/pubmed/23117012
http://www.ncbi.nlm.nih.gov/pubmed/11480532
http://www.ncbi.nlm.nih.gov/pubmed/17157680
http://www.ncbi.nlm.nih.gov/pubmed/19751624
http://www.ncbi.nlm.nih.gov/pubmed/19751624
http://www.ncbi.nlm.nih.gov/pubmed/24528432
http://www.ncbi.nlm.nih.gov/pubmed/16516575
http://www.ncbi.nlm.nih.gov/pubmed/16516575
http://www.ncbi.nlm.nih.gov/pubmed/16365321
http://www.ncbi.nlm.nih.gov/pubmed/16365321
http://www.ncbi.nlm.nih.gov/pubmed/12450614
http://www.ncbi.nlm.nih.gov/pubmed/22578923
http://www.ncbi.nlm.nih.gov/pubmed/21435709
http://www.ncbi.nlm.nih.gov/pubmed/16139144
http://www.ncbi.nlm.nih.gov/pubmed/16139144
http://www.ncbi.nlm.nih.gov/pubmed/25449521
http://www.ncbi.nlm.nih.gov/pubmed/25449521
http://www.ncbi.nlm.nih.gov/pubmed/25737534
http://www.ncbi.nlm.nih.gov/pubmed/25016388
http://www.ncbi.nlm.nih.gov/pubmed/25590466
http://www.ncbi.nlm.nih.gov/pubmed/25671004
http://www.ncbi.nlm.nih.gov/pubmed/25671004
http://www.ncbi.nlm.nih.gov/pubmed/20854746
http://www.ncbi.nlm.nih.gov/pubmed/20854746
http://www.ncbi.nlm.nih.gov/pubmed/16618231
http://www.ncbi.nlm.nih.gov/pubmed/16618231
http://www.ncbi.nlm.nih.gov/pubmed/8618604
http://www.ncbi.nlm.nih.gov/pubmed/25261587
http://www.ncbi.nlm.nih.gov/pubmed/25261587
http://www.ncbi.nlm.nih.gov/pubmed/25552547
http://www.ncbi.nlm.nih.gov/pubmed/25869867
http://www.ncbi.nlm.nih.gov/pubmed/24694529
http://www.ncbi.nlm.nih.gov/pubmed/24694529
http://www.ncbi.nlm.nih.gov/pubmed/23787156
http://www.ncbi.nlm.nih.gov/pubmed/25737484
http://www.ncbi.nlm.nih.gov/pubmed/25737484
http://www.ncbi.nlm.nih.gov/pubmed/24428678
http://www.ncbi.nlm.nih.gov/pubmed/24428678
http://www.jama.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2015.12735

