IMPROVING COMMUNICATION WITH PATIENTS SUFFERING ACUTE CHEST PAIN

Lay Summary

Chest pain from suspected heart disease is a common cause for emergency hospital attendance. Despite receiving thorough investigation, many patients report anxiety, poor health and concerns regarding poor communication after their hospital attendance. Written fact sheets have been shown to improve communication in the outpatient setting. This study will adapt these fact sheets to the emergency setting and formally test them. We will give fact sheets to some patients, but not others, and then compare levels of anxiety, health, chest pain symptoms, satisfaction with care, and attempts at lifestyle change. If the fact sheets are beneficial for patients, we will recommend their widespread use. 

Background

Chest pain is responsible for approximately 700,000 hospital attendances each year in England and Wales.1 The Chest Pain Unit (CPU) has been developed to provide rapid and accurate diagnostic assessment for patients with acute chest pain.2 Patients are selected according to clinical and electrocardiographic criteria to undergo a 2-6 hour period of observation, monitoring and biochemical cardiac testing, followed by an exercise treadmill test. A recent randomised controlled trial3 has shown that, compared to routine care, CPU care leads to improved patient quality of life and satisfaction, and reduced hospital admissions.

However, evaluation also revealed some important shortcomings in care, particularly when viewed from the patient’s perspective.3,4 Most patients have further episodes of chest pain in the month following assessment, often associated with anxiety and uncertainty regarding diagnosis. Satisfaction scores were lowest for questions relating to provision of information on how to avoid illness and stay healthy, while face-to-face interviews with patients revealed limited understanding of the cause of their symptoms and knowledge of appropriate action in the event of further symptoms.

Rapid access chest pain clinics (RACPCs) manage patients with sub acute symptoms of coronary heart disease in an outpatient setting and, to date, have been more widely established than CPUs. To improve communication with patients assessed on the RACPC, factsheets, relevant to patients with angina, chest pain of uncertain cause, or benign (non-cardiac) pain, have been developed and evaluated, and were positively received by patients.5

CPUs and RACPCs use different personnel and diagnostic strategies to manage different groups of patients.6 So findings from a study undertaken in the RACPC cannot be directly extrapolated to the CPU. However, if the factsheets could be adapted and developed for use in patients with acute chest pain, they could substantially improve care for this very frequent cause of ill health. Moreover, there is good reason to believe that the acute phase, when the patient has just presented with their symptoms, is the optimal time to ensure clear understanding of their symptoms and effective lifestyle intervention.

Research Aims

The aim of this study is to evaluate whether provision of a fact sheet can improve communication with patients who have just received diagnostic assessment for acute chest pain, leading to reduced symptoms and improved satisfaction with care. The factsheets will be adapted for use in the emergency setting and then we will test the hypotheses that, among patients undergoing diagnostic assessment for acute chest pain, simple intervention with a fact sheet will:

1.
Reduce anxiety

2.
Reduce the severity of subsequent symptoms

3.
Improve health-related quality of life

4.
Improve patient satisfaction

5.
Increase the probability of patients attempting lifestyle changes: smoking cessation, 
increased exercise, dietary change

6.
Increase patient knowledge of their complaint

Plan of Intervention

Phase 1: Adaptation of the intervention for use in the emergency setting

During the first four months evalutaion of the factsheets used in the RACPC will be undertaken and adapted for use in the emergency setting. Fifteen semi-structured face-to-face interviews will be undertaken with patients who have recently undergone diagnostic assessment on the CPU. Patients assessed on the CPU will be given a factsheet relevant to their discharge diagnosis after diagnostic evaluation and verbal communication with medical and nursing staff. Appropriate individuals will be identified and invited to participate in the study. If they agree, they will be contacted by the researcher to arrange a face-to-face interview. Purposive sampling will be used to ensure that patients of both genders, a variety of ages, and a variety of risk profiles for coronary heart disease are included.

The interview will focus on identifying misunderstandings, inappropriate advice, and potential areas for improvement. All interviews will be audio taped and transcribed verbatim. Following analysis of the transcripts the fact sheets will be adapted to take into account feedback from the interviews and ensure that they are appropriate for use in the emergency setting.

Phase 2: Evaluation of the factsheets

Consecutive patients with acute chest pain who are managed on the CPU will be invited to participate in the trial. We will give patients the information with regards to participation at the beginning of their assessment. They will have up to the end of assessment to make a decision which will be at least two hours usually longer. Patients who are unable to read or comprehend the intervention or trial documentation will be excluded from the study. Eligible patients will be asked to provide written, informed consent. After providing consent each patient will be randomly allocated to receive either standard verbal advice or verbal advice augmented with the written factsheet. Allocation will be determined by a randomisation sequence in consecutively numbered, sealed, opaque envelopes. 

All patients will be informed of the randomisation process and will be fully aware that if they are allocated to the control group i.e to receive verbal advice only that they will receive a fact sheet relevant to their condition once their participation in the trial is complete. This will be at least one month following attendance to the Emergency Department. 

Follow-up

One month after attendance all participants will be sent a postal questionnaire consisting of the Hospital Anxiety and Depression Scale (HADS), the SF-36 health-related quality of life survey, the Group Health Association of America (GHAA) Consumer Satisfaction Survey, and a brief questionnaire asking: a) severity and duration of any chest pain related symptoms; b) any attempts at lifestyle change (smoking cessation, dietary change and exercise); c) specific questions testing the patient’s knowledge of their complaint; and d) whether the patient sought information about their complaint from other sources. Two re-mailings will be sent to non-responders. 

Outcomes

The primary outcome will be score on the anxiety scale of the HADS. Secondary outcomes will include: HADS depression score, SF-36 scores, patient satisfaction, proportion with persistent chest pain at one month, proportion who have attempted/succeeded in smoking cessation, dietary change or increased exercise, and a “knowledge score” regarding their complaint. 

Sample size
A previous randomised controlled trial at the Northern General Hospital CPU3 recruited 972 participants over fifteen months and achieved a 70% response rate for a similar questionnaire. Allowing for a slightly lower recruitment rate I will recruit 700 participants over 15 months and anticipate having follow-up data for over 500. This will provide 80% power to detect a one-point change in the HADS anxiety score (alpha=0.05).

Planned analysis

We will compare the two randomised groups on an intention-to-treat basis using a Chi-square test for categorical outcomes and a t-test for continuous outcomes. A two-tailed p-value of >0.05 will be used to determine statistical significance. No interim analyses are planned. Planned subgroup analyses will compare outcomes for the following subgroups: 1) Patients with a final diagnosis of angina; 2) Patients with an uncertain diagnosis; 3) Patients with benign (non-cardiac) chest pain.

Ethical considerations

Ethics committee approval for both phases of the study will be sought from the North Sheffield Research Ethics Committee. The intervention carries a low risk of harm to participants. Research governance will be administered by Sheffield Teaching Hospital Research Office. 

Benefits of the proposed research

If the fact sheets are effective then this will allow widespread implementation and will lead to improved communication, reduced anxiety, and improved satisfaction with care for patients with acute chest pain. If factsheets are not effective then we will know to focus our attention upon other means of improving communication.

The project will also add to our knowledge in other areas:

1.Adapting the fact sheets for the emergency setting will allow us to identify issues of importance to patients in communication that may guide the development of communication and factsheets for other emergency complaints.

Timetable

Proposed start date: 1st November 2005.

Total duration: 2 years.

To be undertaken part-time (60% = 3 days per week throughout).

Months 1 to 4: Phase 1

Months 5 to 21: Phase 2 recruitment and follow-up

Months 22 to 24: Analysis, writing-up and dissemination
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