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treatment promptly, see figure 2, p26.
Patients with suspected ACS need to
be referred immediately to A&E.
Important features pointing towards a
diagnosis of ACS include:
• typical characteristics of chest pain
• presence of risk factors 
• ECG changes suggestive of
myocardial ischaemia, see table 1, p26.

Chest pain 
Chest discomfort in patients with ACS
typically occurs at rest, is anginal in
character and can range from mild
tightness to central crushing chest
pain. This is not infrequently
associated with symptoms such as
nausea, dyspnoea or diaphoresis. The
chest pain may radiate to the arms,
back or jaw and is often >20 minutes in
duration. Atypical chest pain at rest is
relatively common in the elderly

thrombosis reducing the lumen of the
coronary artery and severely
restricting myocardial blood supply. 

The thrombus in NSTE-ACS is often
platelet rich and sub-occlusive as
opposed to the fibrin-rich red clot that
completely occludes the coronary
artery in patients with STEMI. Distal
embolisation of platelets and other
components of the thrombus often
takes place in NSTEMI, resulting 
in the occlusion of the coronary
microcirculation and further myocardial
ischaemia and/or necrosis. 

DIAGNOSING UNSTABLE
ANGINA AND NSTEMI
The clinical presentation may be
identical across all three components
of ACS. Establishing an accurate
diagnosis without delay is of
paramount importance to start

How should
patients be
diagnosed?

Howshould 
risk be 
assessed?
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Managing unstable angina
and non-ST elevation MI

What are the
treatment
options?

ACUTE CORONARY
SYNDROME (ACS),
ENCOMPASSING
UNSTABLE ANGINA (UA), 

non-ST elevation myocardial infarction
(NSTEMI), see figure 1 above, and ST-
elevation myocardial infarction
(STEMI), is often the result of an acute
thrombotic occlusion of the coronary
vessels, associated with atheromatous
plaque rupture or erosion. 

ACS is associated with a severely
impaired prognosis and requires
prompt and efficient specialist
treatment.

Patients presenting with STEMI
most often show a complete occlusion
of one or more of the epicardial
coronary arteries.1 NSTEMI and UA -
collectively known as non-ST elevation
ACS (NSTE-ACS) - share a similar
pathogenesis with acute coronary
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FIGURE 1
In NSTEMI, the platelet-rich thrombus may dislodge and embolise distally into the coronary vasculature, thus reducing the blood
flow resulting in myocardial death and the release of cardiac troponin. In unstable angina, the thrombus is usually non occlusive and
does not cause myocardial necrosis (i.e. no detectable troponin release)
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