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Abstract 
 
Introduction 
Rapid Access chest pain clinics have become a central component at the primary / secondary care 
interface of cardiac services within the UK. Similar clinics for arrhythmia and heart failure are also being 
developed. The long term effectiveness of these clinics is not known.  
We conducted a one year follow up study of patients seen in a combined Rapid Access Chest Pain, 
Arrhythmia and Heart Failure Clinic. 
 
Methods 
Local General Practitioners (GPs), Accident and Emergency (A&E) department and other hospital 
clinicians are invited to refer patients with a new presentation of chest pain, palpitations and suspected 
cardiac-induced breathlessness to the Rapid Cardiology clinics at Charing Cross Hospital on a ‘one-stop, 
no appointment’ basis.  Consent to be followed up via a postal questionnaire one year on was sought from 
all patients attending between 1st November 2002 and 31st October 2003.  
 
Results 
1223 patients were seen in the 12 month study period. 940 (77%) consented to one year follow up.  
216 (23%) patients were diagnosed as ‘definite’ cardiac disease, 621 (66%) ‘not cardiac’  and 103 
possible cardiac disease (11%). 98% of patients diagnosed ‘not cardiac’ did not have a diagnosis of 
cardiac disease attributed to them over the following 12 months.   
 
Of patients given a diagnosis of definite cardiac disease, one-year cardiac mortality was 7/216 (3%), 
compared with an age-sex matched expected cardiac mortality of 0.9% (Standardised Mortality Ratio 
(SMR) 3.5 (95% Confidence Interval 1.4, 7.2). For patients given an initial diagnosis of ‘possible’ or ‘not 
cardiac’ cardiac mortality at one-year was 0.3% compared to expected cardiac mortality of 0.4% (SMR 0.8 
(95% CI 0.1, 2.8)). 
 
Conclusions 
A Rapid Cardiology clinic accurately diagnoses and risk stratifies patients into those with cardiac disease 
at high risk of cardiac death, and those without significant cardiac disease. 
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Introduction 
 
Rapid Access Chest Pain clinics (RACPCs) were identified as the model of choice for the assessment of 
patients presenting with suspected angina in March 2000 as part of the National Service Framework 
(NSF) for Coronary Heart Disease (1), By April 2002, the number of RACPCs had greatly exceeded the 
original expected number of 100 nationwide.  
Extrapolating the experience of RACPCs to the symptoms of palpitations and cardiac-related 
breathlessness we have developed  Rapid Access Arrhythmia (2) and Heart Failure clinics (RAAC and 
RAHFC) (3, 4). In the same way as the symptom of chest pain is diagnosed ischaemic or not in a RACPC, 
the symptoms of palpitations and/or syncope and breathlessness may be diagnosed as being due to a 
significant arrhythmia or heart failure respectively. Uniquely, since February 2002 there is an NHS funded 
‘Rapid Cardiology’ service running each weekday at Charing Cross Hospital in West London. 
The aim of ‘Rapid Cardiology’ is that first presentations of suspected cardiac disease are identified, 
diagnosed and risk stratified promptly, and if a positive diagnosis is made effective management 
immediately initiated.  
Support for such diagnostic clinics is demonstrated not only in the original NSF for coronary heart disease 
but also in the recently published additional Chapter 8 on arrhythmias (1) which recommends RAACs and 
The National Institute for Clinical Excellence (NICE) guidelines on heart failure which recommends 
specialist diagnostic clinics (5). 
 
 
 

There is however presently limited data on the effectiveness of Rapid Cardiology services. Much of 
what is known applies to RACPCs.  There are no randomised trials, only reports from observational 
cohorts from (often academically staffed and funded) chest pain clinics, (4, 6-13). Even fewer reports 
provide the evidence base for arrhythmia and heart failure clinics (2,3,4). While the case for a service 
model which prioritises prompt diagnosis and effective management has been strongly advocated, 
several publications have highlighted the need for a study evaluating long term follow up for patients seen 
in Rapid Access clinics (14, 15, 16). 

  
We performed a prospective observational study to assess whether a Rapid Cardiology service effectively 
diagnosis patients presenting with suspected cardiac disease and identifies patients at high risk. 
 
Methods 
 

Charing Cross Hospital, situated in West London is a teaching hospital with secondary care 
services for cardiology situated in the catchment area of Hammersmith and Fulham Primary Care Trust 
(PCT) with a population of 165,000. 
 

The Rapid Cardiology service is open every week day morning from 09:30 hours to 12:30 hours.  
The core team consists of a Specialist Registrar (SpR) grade clinical fellow (JT) supported by SpRs who 
lead on patients presenting with suspected heart failure or arrhythmias, a senior nurse at F or G grade 
level who leads for patients presenting with suspected angina, with physiologist support and overall 
consultant supervision (KF). 

 Referrals to the clinic are invited from local General Practitioners (GPs), the hospital A&E 
department and other hospital specialties. 

The criteria for referral are suspected first presentation of chest pain thought to be due to stable 
angina, palpitations or syncopal episode thought to be due to a significant arrhythmia, or breathlessness 
thought to be due to heart failure. Referrers are asked to provide a referral letter which is faxed, e-mailed 
or brought to the cardiology department by the patient. In some cases where referrers send a referral 
letter to the cardiology department first, e.g. seeking advice as to whether a rapid access referral is 
appropriate, an invitation letter is then sent to the patient asking them to attend at the next available 
opportunity. 
No appointments are needed. Patients are seen on the day of attendance, which in most cases is also the 
day of referral. Patients are encouraged to attend before 10:30 a.m. where possible.  
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The clinic operates on a one-stop principle, integrating the clinical assessment with relevant non-invasive 
investigations into a single assessment. 
 

All patients have a history taken, examination performed, and appropriate investigations initiated. All 
patients attending the chest pain clinic are discussed with, or seen by the physician. Investigations 
available are treadmill exercise testing, echocardiography, blood tests including full blood count, 
creatinine, urea and electrolytes, liver function tests, thyroid function tests if appropriate, random (or if 
required, fasting) cholesterol and glucose, near patient B-type Natriuretic Peptide (BNP)(Biosite Ltd, Belfast, UK) 
(normal cut-off <100pg/ml), near-patient Troponin T(Biosite Ltd, Belfast, UK)  (normal range <0.1mcg/l) and Holter 
monitoring (24 hour, 48 hour, or 7 day event monitoring).  

Myocardial perfusion scintigraphy, dobutamine stress echocardiography are available although not 
necessarily performed on the day of attendance. Arterial blood gases, ventilation perfusion scanning and 
Multiple Gated Acquisistion (MUGA) scanning are also available as needed. Protocols for diagnostic 
pathways for the 3 clinics is shown in Figure 1. 

 
Descriptive statistical analysis was used. Data was analysed using SPSS for Windows (Version 11.5) and 
Stata version 8.2. 
 
Fig 1 

 
Where possible, a definitive diagnosis is made by the end of the assessment and appropriate 

treatment initiated: Patients with a diagnosis of exertional angina are initiated at the first presentation on 
aspirin, beta-blocker and a statin unless contraindicated. Heart failure patients are started on a diuretic 
and ACE-inhibitor (unless contraindicated). Patients with atrial fibrillation are started on warfarin (or 
aspirin) unless contraindicated, with or without rate control and antiarrhythmics and other arrhythmias are 
managed according to specific diagnosis and mode of presentation.  

The minority of patients who need further follow up either with a definitive diagnosis pending, or for 
management purposes are given appointments in the appropriate general or subspecialty cardiology 
clinic.  
A Microsoft Access TM Database is used to record individual patient data as well as to generate written 
communication back to the referrer.  
 
 
Patient Consent 
 
Informed written consent for the study was obtained from patients (or from a relative or friend on their 
behalf) participating in the study. Ethics approval was obtained from Riverside Research Ethics 
Committee (Reference: RREC 3194).  
 
Diagnosis 
3 main categories and 2 minor categories of diagnosis were used: 
Definite - where a positive diagnosis of exertional angina, significant arrhythmia or heart failure is made 
at the end of the initial presentation to the relevant Rapid Access clinic. This also comprises ‘other cardiac’ 
below. 
Not - where a diagnosis of exertional angina, significant arrhythmia or heart failure is ruled out at the end 
of the initial presentation. This also comprises ‘other non cardiac’ below. 
Possible – where the clinician is unsure of the diagnosis, or is awaiting the results of further 
investigations before making a definitive diagnosis – positive or negative, at the end of the initial 
presentation. 
Other cardiac – where a positive diagnosis of cardiac disease is made but in a different clinic to that 
which would normally be regarded as the ‘appropriate’ clinic, for example, a diagnosis of exertional angina 
where a patient presents to the Rapid Access Heart failure clinic with breathlessness. 
This category also includes other cardiac diagnoses where the patient has been referred to the 
‘appropriate’ clinic, for example, a diagnosis of severe aortic stenosis where a patient presents to the 
Rapid Access chest pain clinic with exertional chest pain. 
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Other non-cardiac – where a non cardiac but significant other medical diagnosis is made which 
obviously explains the patient’s symptoms – such as significant anaemia in a patient presenting with 
breathlessness. 
 

 
Below is a summary of cardiac definitions used in this study: 

 
� Heart Failure  – symptoms of breathlessness, lethargy or fluid retention with evidence of a cardiac abnormality (17). Evidence includes 

echocardiographic data including abnormal systolic or diastolic or valvular abnormalities or elevated BNP levels (5). 
 
� ‘Angina’ (18)  
1) Exertional angina 
2) symptoms of myocardial ischaemia at rest or minimal exertion where troponin T is negative (<0.1mcg/l) more than 12 hours after the 

onset of chest pain.  
 
� ‘Significant arrhythmia’ 

For the purpose of this study the following arrhythmias were defined as significant  (based on their clear pathological  and adverse 
prognosis in terms of cardiac morbidity and mortality): 
Atrial fibrillation (sustained/persistent or paroxysmal) 
Atrial flutter (sustained or paroxysmal) 
Supraventricular Tachycardia 
Atrioventricular Re-entrant Tachycardia 
Atrioventricular Re-entrant Nodal Tachycardia 
Wolff-Parkinson-White Syndrome 
Atrial Tachycardia 
 
Complete Heart Block 
Second Degree Heart block (symptomatic) 
Sinus Node disease  – evidence of symptomatic sinus bradycardia with no obvious cause such as drug-induced with or without intermittent 
tachycardia 

 
 

 

 

Follow up  
 
Vital status of consenting patients was sought from the Office For National Statistics (ONS). Data from 
hospital systems, hospital notes and records were also collated. 

Each consenting patient’s GP was sent a short questionnaire enquiring about the subsequent diagnosis of 
a cardiovascular event (myocardial or cerebral infarct, angina, atrial fibrillation or heart failure) and vital 
status of the patient. 

Concurrently, patients were sent a longer postal questionnaire one year after their attendance at the Rapid 
Access clinic enquiring about their symptomatology, investigations and procedures, use of primary and 
secondary care resources, medication and comments on the Rapid Access clinic. 

Data collected from patients and GPs were corroborated with data from hospital data systems, patient 
notes and returns from the ONS. Data acquired were collated and reviewed  by one clinician (JT). A 10% 
sample of the collated patient data was reviewed and validated by a second clinician (KF).  

Initial diagnosis denotes the diagnosis made at the end of the Rapid Access consultation, whereas final 
diagnosis denotes diagnosis made at the end of further investigations, e.g. angiography censored at one 
year post initial presentation at the Rapid Access Clinic.  
 
Vital status of subjects was recorded at one year after attendance at the Rapid Access clinic. 
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Cardiac and non cardiac death is defined by the primary diagnosis or cause of death as stated on the 
death certificate (Section 1 categorised by the International Classification of Diseases  ICD-10).  
 
 
 
 
Results 
1223 patients (46.1% male) were seen in the Rapid Access clinics between 1st November 2002 and 31st 
October 2003. Age range of patients was 17 to 99 years, with a mean of 57.6 years. 130 were seen in the 
RAHFC, 499 in the RAAC, and 594 in the RACPC. 940 (77%) consented to participation in the study. Of 
these 107 were seen in the RAHFC (i.e. 82% of RAHFC patients consented), 425 in the RACPC (72%), 
and 408 (82%) in the RAAC.  
Of the 940 consenters, 487 (52%) returned completed questionnaires. Data on use of primary care 
resources were obtainable for 867 (92%) of consenting patients, via the questionnaires completed by 
GPs. Use of secondary care resources was available for all responders and consenting non-responders 
who attended our centre for cardiac or other clinics, and admissions. (80% of the cohort of 940 patients 
were resident within the catchment area of the PCT).  

Mortality data was available for 931/940 (99%) of patients. 9 patients  were untraceable by the ONS e.g. 
due to emigration. 

 
Non consenters did not differ significantly from consenters in terms of sex, age, race and postcode, but 
were more likely to have been initially diagnosed ‘possible’ (p=0.002) and to have been referred from A&E 
(p<0.001).  
 
 
 
Positive Predictive Value of investigations undertaken at Rapid Access clinics 
Of 425 RACPC patients, 225 (53%) had ETT, 42 (19%) of which were abnormal. Of 46 patients with a 
final diagnosis of angina who had an ETT, 30 (65%) were abnormal, i.e. the positive predictive value 
(PPV) of ETT was 65%.  
54 patients (13%) had a non-invasive investigation of ischaemia (myocarial perfusion scintigraphy or 
stress echocardiography), 22 (41%) of which were abnormal. The PPV was 95% (19/20). 
49 (12%) underwent coronary angiography, with 36 (73%) showing significant ischaemia.  PPV of 
coronary angiography was 97% (33/34). 
Of 408 RAAC patients, 240 (59%) underwent ambulatory Holter monitoring. Of these 19 (8%) showed a 
significant arrhythmia. The PPV was 56% (18/32). 
Of 107 RAHFC patients, 48 (45%) had BNP testing, 18 (38%) of which were abnormal. PPV was 100% 
(11/11). 
97 (91%) had echocardiography, 29 (30%) of which were deemed consistent with impaired systolic or 
diastolic function. PPV was 88% (22/25). 
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The initial diagnoses made at each Rapid Access clinic is shown in Table 1. 
 
Table 1:  Initial diagnosis by Rapid Access Clinic 

Initial Diagnosis 
RACP Clinic 
(N=425) 

RAA Clinic 
(N=408) 

RAHF Clinic 
(N=107) 

Definite Cardiac 35 (8%) 110 (27%) 25 (23%) 

 Exertional angina (35) Sustained AF (45) Heart failure (25) 

 Including 2 ACS Paroxysmal AF (40)  

  Atrial flutter (3)  

  SVT/WPW/AVRT/AVNRT (14)  

  Complete Heart Block (3)  

  Second degree heart block (1)  

  Sinus node disease (4)  

Possible cardiac 67 (16%) 26 (6%) 10 (10%) 

Not cardiac 310 (73%) 233 (57%) 59 (55%) 

Other Cardiac 11 (3%) 22 (6%) 13 (12%) 

 SVT/AF (2) Sinus bradycardia (3) SVT/AF (2) 

 Valvular Heart disease/ 
Congenital (5) 

Valvular Heart disease/ 
Congenital (2) 

Valvular Heart disease/ 
Congenital (1) 

 Suspected heart failure (2) Suspected heart failure (1) Suspected CAD (3) 

 Hypertension (2) Hypertension (5) Hypertension (7) 

  Suspected CAD (11)  

Other Non-cardiac 2 (<1%) 17 (4%)  

 Anaemia (1) Anaemia (1)  

 Other (1) Vasovagal syncope (3)  

  TIA (3)  

  Micturition/unexplained/ 
neurogenic syncope (6) 

 

  Other (4)  

 
Key: 
AF: Atrial Fibrillation 
SVT: Supraventricular Tachycardia 
WPW: Wolff-Parkinson-White Syndrome 
AVRT: Atrioventricular Re-entrant Tachycardia 
AVNRT: Atrioventricular Nodal Re-entrant Tachycardia 
CAD: Coronary Artery Disease 
TIA: Transient Ischaemic Attack 
ACS: Acute Coronary Syndrome 

 
 
 216 (23%) patients were diagnosed as ‘definite’, 621 (66%) ‘not’ and 103 (11%) possible 
cardiac disease. 

 
Positive and Negative Predictive Values of a Rapid Access Initial Diagnosis 

Table 2 shows the positive and negative predictive values of a Rapid Access diagnosis at 
initial presentation: 
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‘Positive Predictive Value’ = 76% (164/216) 
‘Negative Predictive Value’ =98% (606/621)  

 

 

Just 15 out of 621 patients (2%) given a diagnosis of ‘not cardiac’ disease at the initial 
assessment were attributed a diagnosis of cardiac disease over the ensuing 12 months. The 
majority of patients (89/103 – 86%) with ‘possible cardiac’ disease had this modified to ‘not 
cardiac’ or ‘definite’ at the end of the 12 month follow up period. 
 
Mortality  at 1 year 
 
Vital status of study patients, grouped according to initial diagnosis is shown, in Table 3.  The 
numbers in bold refer to the age-sex matched expected cardiac mortality based on general 
population cardiac mortality data for England and Wales 2003 (19).  
Patients diagnosed with cardiac disease had a three fold greater cardiac mortality than age-
sex matched controls. Patients diagnosed as ‘not cardiac’ had a trend towards a lower one 
year cardiac mortality compared to age-sex matched controls. 

 
 
 
Discussion 
These data show that a Rapid Cardiology service is an effective way of risk stratifying patients 
who present with cardiac symptoms into those with and without cardiac disease and at low or 

Table 2: 

Final (1 year)  
Diagnosis 

Definite Possible Not Total 

Definite 164 1 51 216 

Possible 29 14 60 103 Initial  

Not 13 2 606 621 

 Total 186 17 717 940 

Table 3: Cardiac Mortality by initial diagnosis – number (%)  

Initial Diagnosis 
Vital Status 

Definite Possible Not Total 

Alive 202 (93.5) 99 (96.1) 606 (97.5) 907 (97) 

Cardiac death (all 3 clinics) 7 (3.3) 0 2 (0.3) 9 (1) 
RACPC 2 (4.3) 0 0 2 (4.3) 
RAAC 1 (0.8) 0 0 1 (0.8) 
RAHFC 4 (10.5) 0 2 (3.4) 6 (13.9) 

Non Cardiac death 5 (2.3) 2 (1.9) 6 (1) 13 (1.8) 

Unknown cause of death 0 1 (1) 1 (0.2) 2 (0.2) 

Unknown mortality status 2 (0.9) 1 (1) 6 (1) 9 (1) 

Total 216 (100) 103 (100) 621 (100) 940 (100) 

Expected cardiac mortality based on 
general population data 2 (0.9) 0.6 (0.6) 2.4 (0.4) 5 (0.6) 
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high cardiac risk. This is the first study to evaluate outcomes and prognosis in a cohort of 
patients seen in a combined rapid access cardiology clinic setting. 
The first principle of this service was to establish an accurate diagnosis.  
Our definitions of angina and heart failure are based on the recommendations of the 
European Society of Cardiology and NICE guidelines for the diagnosis of heart failure. The 
concept of ‘diastolic heart failure’ is included as a positive diagnosis of heart failure where 
current diagnostic criteria for ‘diastolic heart failure’ are met and no other cause is attributed 
to the patient’s symptoms. One possible limitation of this study therefore (but one of ‘over-
diagnosis) is therefore related to the current controversy surrounding diastolic heart failure.  
Given the seriousness of cardiac disease it is essential that patients are not falsely reassured. 
A key finding is therefore the 98% negative predictive value of a ‘not-cardiac’ rapid cardiology 
assessment for the development of a cardiac diagnosis in the ensuing 12 months. The 
second principle of the service, closely linked but not identical to the first, was to identify 
patients at high risk of cardiac death. The patient group diagnosed with cardiac disease had a 
10 fold greater cardiac mortality than those diagnosed ‘not-cardiac’ and 3 fold greater than an 
age and sex matched cohort to the definite group. The Standardised Mortality Ratio (SMR) for 
those diagnosed with cardiac disease was 3.5 (95% Confidence Interval 1.4, 7.2). The lower 
mortality of the ‘not cardiac’ group compared to an age and sex matched cohort did not reach 
statistical significance but suggests a reassuring Rapid Access clinic outcome predicts a low 
mortality.  Overall these data provide evidence of effective risk stratification.  
The methodology on which this study is based is necessarily not a randomised trial. A trial of 
Rapid Access Chest Pain clinics, now an NSF recommended and  established part of 
secondary care cardiology service provision, is  ethically dubious, and a trial of Rapid 
cardiology would not be complete without a RACPC component.   
 

In terms of other limitations to the generalisability of this study, the non consenters 
tended to be referred from the A&E department rather than by their GP, and were more likely 
to be diagnosed ‘possible’ at initial presentation than ‘definite’ or ‘non cardiac’. However the 
differences between consenters and non-consenters were not statistically significant in terms 
of age, sex, residential post code, race. A substantial part of the effort in this study was 
engaged in determining the patient diagnostic status at one year. So although only 52% 
returned questionnaires (comparable with other similar reports) it is important to note that the 
final diagnosis was not reliant on returning the questionnaire but used information from the 
GP and hospital systems combined with questionnaire data where submitted. Vital status was 
completely established through ONS registration. 
The initial diagnosis was purposely left as the diagnosis made by the person seeing the 
patient in the clinic. This specifically assesses clinic operation in the real world. In fact all 
clinic data are reviewed by a consultant cardiologist as part of a clinical governance 
programme. For these reasons we did not use an initial diagnosis validated by a panel of 
experts only available to research cohorts. The final diagnosis was based on evidence from 
diagnostic investigations and specialist assessments where appropriate. It is of course 
possible these final diagnoses were incorrect but it was not feasible or appropriate to 
thoroughly assess and reinvestigate the 940 patients at 1 year, nor would this have enhanced 
the generalisability of our results. One potential gap was patients in whom a subsequent 
diagnosis was made a distant hospital. However patients had chosen to come to our centre 
for their initial assessment and logically the great majority would return to our hospital 
subsequently. Furthermore this would still not be a problem as long as either the GP or the 
patient alerted us to the new diagnosis in the 1 year questionnaire, further diminishing the 
importance of this potential source of error. 
 

 
The feasibility of extending the concept of RACPCs seems clear. The advantages of a ‘Rapid 
cardiology’ service as opposed to three distinct Rapid Access clinics is illustrated with the 
inclusion of patients who while referred to one subgroup of the service (e.g. chest pain), 
ultimately had a diagnosis of cardiac disease but within another subgroup (e.g. heart failure). 
As is shown in Table 1, 3%, 6% and 12% respectively of patients seen in the RACPC, RAAC 
and RAHFC had a ‘crossover’ diagnosis. We believe that patients present across the 
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spectrum of cardiac disease and subgrouping into chest pain or heart failure or arrhythmias is 
artificial and may be detrimental to patient diagnosis particularly on referral to the RAHFC 
where up to 12% of patients may have a significant other cardiac diagnosis.  
The service was established with a re-engineering rather than a substantial expansion of 
cardiac services and we believe this is widely applicable. Details such as the role and use of 
nurse practitioners or GPs with a special interest in cardiology may vary. The overall 
resources and organisation required to operate a Rapid Cardiology service are available to 
cardiology departments, particularly in collaboration with primary care and the developing 
cardiac networks.  

Rapid Cardiology has been developed to be an improved service for patients and GPs but 
also because it is likely, but not proven, that intervening early will improve outcomes. It is 
known that there is a 30% risk of myocardial infarction, coronary artery bypass grafting or 
mortality from coronary heart disease in new cases of exertional angina which occurs within 
the first 12 months of diagnosis (7). In traditional cardiology outpatient settings, there was 
usually at least an 8-18 week wait for a first appointment (8) and further visits for 
investigations usually resulted in a time period of around 12 months before a management 
strategy could be undertaken. Hence the majority of cardiac events may occur before 
definitive diagnosis using previous models of care. ACE inhibitors improve morbidity and 
mortality in patients with heart failure (20) but may also cause side effects. It is reasonable to 
assume that accurate diagnosis and prompt initiation of ACE inhibitor therapy is 
advantageous. For patients with new onset atrial fibrillation the risk of stroke is maximal early 
after development of the arrhythmia (21) and it would seem similarly logical that early 
anticoagulation or restoration of sinus rhythm would reduce adverse events.  Rapid Access 
services may be applicable beyond cardiology. Suitable conditions for this model of care are 
those which are common, difficult to diagnose in primary care but where prompt diagnosis 
and initiation of known effective therapies may improve outcomes in the short term. 

 
 
 
 
 
 
Conclusion 
This study shows that a Rapid Cardiology Service, for the assessment of patients presenting 
with suspected cardiac disease accurately identifies cardiac disease and those with non-
cardiac symptoms. Furthermore a Rapid Cardiology Service effectively risk stratifies patients 
into those with a significant cardiac mortality at 12 months and those with a very low 12 
month cardiac mortality.  
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History, examination, ECG findings 

 
Holter 

 
Diagnosis from history, examination or 
from emergency department strip 

Normal: low threshold 
for significant 
arrhythmia 

 
Likely ischaemia 

 
Abnormal 

 
Bradycardia, Tachycadia (e.g. 
AF), Heart block, other 

 

Reassure and 
discharge 

Exercise testing, or if 
inappropriate, consider 
pharmacological stress test 

 

Treat Repeat Holter (24 or 48 
hours) – consider 7 day event 
recorder 

History of vasovagal event 
and high impact on life/daily 
activities 

 

Consider Tilt table test 

High threshold for future 
event/inconclusive 

Investigations algorithm (RAAC) 
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Pain assessment 
Risk factors 
10-year CHD risk 

Atypical pain, low risk 
No ETT 

 

Assess rest/exertional pain 
Assess time of last rest pain (TT) 
Assess ECG 

No ETT 

Suspicious rest pain < 6hrs 
Abnormal ECG and TT +ve 
 

LBBB 

Able to exercise? 
If LVH present – exclude AS? 
(If other ECG abnormality discuss 
with clinician) 

No ETT 
Unable to exercise 
 

Aortic stenosis 

 
Bruce protocol Exercise Test 
Nurse/Technician 

Key: 
 

AS: Aortic stenosis 
CHD: Coronary heart disease 
ECG: Electrocardiogram 
ETT: Exercise tolerance test 
LVH: Left Ventricular Hypertrophy 
LBBB: Left Brundle Branch Block 
TT: Troponin T 

Exercise testing flow chart 
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Figure 1: Diagnostic algorithms for Rapid Access cardiology clinics 
 
 
 

Diagnosis of heart failure 

Key: 
BNP: B-type Natriuretic peptide 
ECG: Electrocardiogram 
FBC: Full blood count 
LFTs: Liver function tests 
TFTs: Thyroid function tests 
U&Es: Urea and electrolytes 
 

History, Examination, ECG, 
CXR, Echocardiography, BNP 

One or more abnormal (or 
borderline) - Consider diastolic heart 
failure if echocardiographic systolic 
function normal 

All abnormal (including 
decreased systolic function) 
Assess heart failure severity, 
Identify cause(s) 
 

All normal 
Heart failure unlikely 

Discharge, or consider other 
tests (if history suggestive): 
Spirometry, VQ scan 

Follow up in heart failure clinic, 
specialist heart failure nurse 
clinic, community heart failure 
nurse clinic 
 

FBC, U&Es, LFTs, TFTs, 
Glucose and lipids 
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