
Minerva Access is the Institutional Repository of The University of Melbourne

Author/s:
Kelly, AM;Pannifex, J

Title:
Real-world impact of a quality improvement project to implement rapid rule out of acute
coronary syndrome processes in eligible emergency department patients

Date:
--

Citation:
Kelly, A. M. & Pannifex, J. (). Real-world impact of a quality improvement project to
implement rapid rule out of acute coronary syndrome processes in eligible emergency
department patients. EMA Emergency Medicine Australasia,  (), pp.-. https://
doi.org/./-..

Persistent Link:
https://hdl.handle.net//



Real world impact of a quality improvement project to implement rapid rule out of 
acute coronary syndrome processes in eligible emergency department patients.  

There is considerable evidence that accelerated rule out processes integrating clinical risk 
stratification and biomarker testing for suspected acute coronary syndrome (ACS) is safe. [1, 
2] In the research context, implementation has resulted in significantly shorter lengths of stay 
for this patient cohort.[3].   

In 2016, the Emergency Care Clinical Network (Department of Health and Human Services) 
led an evidence implementation project to implement accelerated ACS rule out processes in 
Victorian emergency departments (EDs). 

Recommended pathways were developed for both contemporary and high sensitivity 
troponin assays in collaboration with the Victorian Cardiac Clinical Network. EDs participated 
by expression of interest. Local clinicians designed and implemented change tailored to their 
clinical environment and available biomarkers.  Data collected was the proportion of patients 
eligible for an accelerated rule of pathway, the proportion in whom it was applied and total 
ED length of stay (LOS) (including ED observation unit if used).  

Eleven EDs participated (6 metropolitan, 2 regional, 2 rural and 1 private). Data on 1385 
patients was collected (570 pre-data and 815 post-data).  Overall the proportion of patients 
eligible for rapid rule out process was 45.8% (95% CI 43.1-48.5%). Application of 
accelerated rule out processes for eligible patients increased from 3.3% to 57.4% (p<0.001).   
Median LOS of the cohort suitable for the accelerated rule out process (whether used or not) 
reduced from 401 minutes to 305 minutes; effect size 96 minutes. Median LOS for the 
overall chest pain cohort (whether or not pathways were applied) reduced from 420 minutes 
to 362 minutes; effect size 58 minutes.  

An estimation of the impact of this change if applied system-wide can be made by using the 
assumption that 2.5% of ED attendances are due to chest pain [4] and annual total ED 
census in Victoria was 1.7 million in 2016.[5] This equates to 42,500 chest pain patients 
annually. If the median LOS reduced by 1 hour (as in our project), 42,500 hours of ED 
capacity would be released. If an average treatment time of 3 hours per patient is assumed, 
[6] this change implemented across the system would release capacity to treat more than 
14,000 additional patients.  

Efforts to embed and further spread this initiative continue in 2017. 
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