
 

How to make a referral to Cardiology for a new diagnosis of chest pain 

All stable outpatients who have not been previously assessed by Cardiology and who are 
referred with new onset chest pain require the following to be sent with the referral: 

☐  Clinical history and medication list 

☐  Physical exam including listening for any heart murmurs 

☐  Bloodwork including a CBC and renal function 

☐  Baseline 12 lead ECG (12 lead ECG can be requested at Pulse Complete Cardiac Care) 

The referral will not be considered as accepted until this information is present.   

 

** Patients who have been previously seen by Cardiology and have a known diagnosis and are 
being sent for repeat reassessment do not necessarily need all of the above as part of the 
referral. They should have updated investigations as felt appropriate by the referring physician 
instead.** 

You may also request treadmill testing without a Cardiology consultation as part of your 
diagnostic investigations.  As part of patient safety, you should perform a physical examination 
to rule out any heart murmurs before a treadmill test is ordered on a patient.  If you are 
ordering a treadmill test this is your responsibility. 



 
If you need further cardiac advice on the investigations and management of your patient, 
please consider contacting the RACE line.   

For further information on the assessment of stable outpatients with chest pain: 

Patients with an acute episode of chest pain or who are considered high risk for an ACS should 
be sent directly to the ER for initial assessment. Features of acute coronary syndromes or 
unstable angina include (but are not limited to): chest pain accelerating in frequency and/or 
severity over the past 2 weeks, ongoing chest pain, hemodynamic instability or ECG findings 
compatible with ischemia, or if there is reasonable suspicion from the physician or patient that 
this acute cardiac chest pain.   

Chest pain can have multiple causes as listed below. Typical cardiac chest pain has all 3 of the 
following qualities;  

1) increased with exertion or emotional stress,  
2) relieved with rest or nitroglycerin, and  
3) typical central chest pressure/pain that can radiate into the arms or neck and lasts for 
5 minutes or longer.   
 

 

As part of your assessment, you may consider using a validated Chest Pain Clinical Decision Rule 
such as the one from INTERCHEST developed for outpatients. 



 

 

 



 
Further investigations should be considered based upon the pre-test probability of coronary 
artery disease, and whether functional vs anatomical testing is preferred. 
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If your patient has an intermediate or high likelihood of cardiac chest pain, initial treatments 
should be considered including aspirin 81 mg daily, beta-blockers, calcium channel blockers, 
nitrates, and/or statins.  Treatment should not be delayed until consultation if cardiac chest 
pain is suspected. 

 

If you have a low suspicion of cardiac chest pain, the patient may not require further cardiac 
testing, or may only require a treadmill test without Cardiology consultation.  A treadmill test 
can be ordered by itself without requesting a Cardiology consultation. 

 

If you have questions about how to arrange further investigations or management for your 
patient, you may consider contacting the RACE line for further advice. 
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