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Early Risk Stratification of Acute Chest Pain
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[ Abstract ] Acute chest pain is a common disease in emergency department. Early risk stratification to identify acute chest pain can not

only shorten the treatment time and improve clinical prognosis,but also avoid overdiagnosis and overtreatment. The risk assessment strategies

and accuracy for acute chest pain have been improved continuously, but the risk stratification tool’ s sensitivity and specificity varies

enormously. This article reviews the current status of risk stratification in the early stage of acute chest pain.
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