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KEY POINTS

Chronic pain affects around 20 percent of the
adult population in Europe yet it remains poorly
managed and under-treated

&

In 2014, the issue of chronic pain was put on the
European agenda for the first time

In 2015, ACN started the project known as
“European Civic Prize on Chronic Pain - Collecting
Good Practices"

The project gathered 30 ‘Best Practices’ on
cancer and non-cancer-related chronic pain from
11 different countries

ACN decided to promote the first civic
Hub-incubator of best practices against pain
across Europe: the “Pain Euro-Mediterranean
Coalition”

to reduce the socio-economic impact of chronic pain
in Europe.

Building on this experience, ACN, along with the
Spanish Foundation “Sine Dolore”, decided to promote
the first civic Hub-incubator of best practices against
pain across Europe: the “Pain Euro-Mediterranean Coali-
tion”. This is effectively a platform for operators of good
pain management practices.

The Coalition has the scientific support of the European
Multidisciplinary Network in Pain, Research and Educa-
tion / Efhre International University and 25 associations
from ten countries have joined it.

The diversity of members within the coalition will
strengthen collaborations among all the relevant stake-
holders, thereby enriching European and national expe-
riences, expertise, data and benchmarking on chronic
pain. |
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he Recertification Process of
Chest Pain Unit (CPU)

he chest pain syndrome remains a single

leading cause for contacting an emergency

unit (Hollander, JE et al, 2016). Chest pain units
(CPU) are specialised units in the emergency room that
handle patients with all forms of acute chest pain and
discomfort. Beginning in 2008, the German Cardiac
Society has outlined the minimum standards that
certified CPUs must comply with. These guidelines
were updated in 2015 and also refer to the recertifi-
cation/reaccreditation process for previously-certi-
fied centres (Post et al. 2015). These specific criteria
relate to the training of the medical personnel, the
required diagnostic tools, the timing of the diagnosis
process including laboratory testing, and the transfer
of patients to the catheter laboratory or intensive care
medicine units. The foremost goal of the certification
process is to provide a standard of care throughout the
country for the management of acute chest pain and
to comply with the guidelines for the management of
acute coronary syndromes (unstable angina, non-ST
elevation myocardial infarction [NSTEMI], and STEMI).

| HealthManagement.org

Large cohort studies have demonstrated that patients
with undiagnosed or poorly-diagnosed causes for chest
pain at primary presentation are under an incremental
risk for cardiovascular events in the next years (Jordan
et al. 2017). The implementation of a unified standard
of care including diagnostic algorithms and treatment
pathways is therefore compulsory for the optimal treat-
ment of patients as well as for the reduction of costs.
In this context, the continuous evaluation of CPUs as
and the recertification process therefore allow for a
precise statistical evaluation of the care quality. In this
article, we outline the hallmarks of a CPU in relation
to personnel/teaching, diagnostic tools and pathways,
infrastructure and therapeutic pathways. Finally, we will
comment on the recertification process.

Personnel

The CPU is implemented in a clinic for cardiology;
the supervising physician has to be board-certified
for internal medicine and cardiology. Trained medical
personnel must be present and a board-certified
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Figure 1: Typical Chest Pain Unit First Contact Room

“ CHEST PAIN UNITS (CPU) ARE
SPECIALISED UNITS IN THE EMERGENCY
ROOM THAT HANDLE PATIENTS WITH
ALL FORMS OF ACUTE CHEST PAIN

AND DISCOMFORT ”

cardiologist must be available at any time. The training
requirements for chest pain unit physicians particu-
larly refer to the diagnostic skills in emergency echo-
cardiography and resuscitation including intubation
etc. (Post et al. 2015). Although not required, however
in our opinion CPU physicians should be trained in
emergency echocardiography as well as in emergency
ultrasound particularly for the vasculature. These skills
are complemented by assessment of pacemakers and
extended ECG interpretation. In order to train and teach
emergency algorithms it is furthermore necessary to
conduct weekly team sessions to provide the usually
large team with the necessary up-to-date knowledge.
This includes special sessions for life support train-
ings (BLS, ALS) by certified instructors. Moreover, we
conduct regular morbidity and mortality conferences in

order to re-assess particular cases. In order to provide
optimal CPU care, it is therefore critical to provide a
teaching programme for each individual physician and
for the whole team. Finally, the medical programme
in a CPU must be closely connected to the intensive
care department, the resuscitation team and the cath-
eter laboratory.

Infrastructure

The CPU can be located in the cardiology department
or can be implemented in a general emergency room
environment. At least four monitoring units must be
provided.

However, given the current patient numbers in most
CPUs, six to eight monitor beds will be required at
most centres. At a rule, one bed per 50,000 inhab-
itants should be provided. It should be advised that
at least some of the monitor beds can be used for
patients with multi-resistant bacterial colonisation. The
CPU must be in close distance to the catheter labora-
tory, the radiology department (X-ray and computer-
tomography) and the intensive care department (all
within minutes). The following diagnostic tools must
be immediately available (Figure 1): ECG, transthoracic
and transoesophageal echocardiography, resuscitation
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devices (intubation, defibrillator), and transport units
(perfusor, oxygen, respirator).

Diagnostic Approach

Every patient with chest pain is assessed by a physi-
cian together with a blood test and an initial ECG
(12-channel standard ECG, posterior leads V7-V9
and the right precordial leads). The results for cardiac
enzymes (high sensitive troponin) must be available
within 45-60 minutes and can be complemented by
point-of-care testing. This is followed by an assess-
ment of the cardiovascular history/symptoms and
a complete clinical examination. A second testing
after three hours (for high sensitive troponin) must
be performed for all patients with pain lasting shorter
than six hours. The results can be summarised in clin-
ical scoring system, e.g. the GRACE score using eight
parameters (e.g. age, heart rate, ST-segment devia-
tions). This will help to determine at what time interval
(immediately, within two hours, within 24 or 72 hours)
a patient will have to be transferred to the catheter
laboratory. We have established a control system at
our CPU particularly for the blood test results. After
blood taking, the nurse/physician confirms that blood
samples are readily transferred to the central core
laboratory. Results are transmitted by telephone to
the physician on call and timing is registered for every
sample. We have furthermore developed a one-page
CPU report including all relevant results for each patient
(cardiac enzymes, symptoms, echoparameters, X-ray
results, GRACE score). Following this initial assess-
ment, the patient is either dismissed with referral for
non-invasive stress testing within one to three days
or treated according to the standard therapeutic algo-
rithms that should be available in the CPU and to the
complete staff. The German Cardiac Society requires
therapeutic pathways for acute coronary syndromes,
rhythm disorders, pacemaker/ICD malfunctioning,

pulmonary embolism, aortic syndromes, heart failure,
hypertensive emergencies, resuscitation, prevention
and syncope.

The Recertification Process

This process follows the identical rules set out for
first-time CPU evaluations. After a formal proposal to
the German Cardiac Society, the CPU is evaluated by
the society by local visitation. This includes the infra-
structure as well as a reassessment of the required
timing (laboratory testing), personnel skills and certi-
fications, regular team meetings and morbidity and
mortality conferences and the therapeutic algorithms.

“ THIS PROCEDURE
SIGNIFICANTLY IMPROVES THE
CARE FOR CHEST PAIN PATIENTS
AS IT AUTOMATICALLY PROVIDES

STANDARDISATION ’,

The process is finished if all requirements are fulfilled.
In our opinion, this procedure significantly improves the
care for chest pain patients as it automatically provides
standardisation for the diagnostic and therapeutic
procedures throughout the country. This also requires
cardiology departments to re-evaluate their infrastruc-
ture continuously and to reassess the interrelation with
the resuscitation team, the radiology department, the
catheter laboratory and intensive care unit.

Adherence to guidelines in certified CPUs (Breuck-
mann et al. 2016a; Breuckmann et al. 2016b) signif-
icantly improves the outcome for acute chest pain
patients (Varnavas et al. 2017). Particular attention
must be directed to adequate scoring and risk profiling
of troponin-negative and positive ACS patients in order
to ensure the guideline-conforming care. B
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