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recommended for use in patients with
ACS. High-risk patients with UA or
NSTEMI, including those with ongoing
chest pain and dynamic changes on
the ECG who are likely to undergo
angiography within 96 hours of
admission, should be considered for
GP IIb/IIIa inhibitors (i.e. eptifibatide or
tirofiban). The GP IIb/IIIa antagonist
abciximab is used as an adjunct to PCI
for patients at intermediate or 
high risk. 

These agents are administered in
the hospital setting once blood tests
and accurate risk assessment have
been carried out.4

Angina treatment
Sublingual nitrates (spray or tablets)
should be given immediately. A nitrate
infusion in the form of 50 mg glyceryl
trinitrate (GTN) in 50 ml of saline is
given at a starting rate 1-2 ml/h to
provide continuous nitrate therapy.
Careful blood pressure monitoring is
required to prevent the development
of hypotension, which could further
reduce myocardial perfusion.
Symptoms need to be assessed
regularly to determine whether nitrate
tolerance develops. This is best
achieved by asking the patient to
score their discomfort regularly on a
scale of 1-10. 

Beta-blockers are needed to
achieve further control of symptoms in
NSTE-ACS. These agents have anti-
ischaemic effects, which depend on
their actions on increased sympathetic
tone, as well as negative chronotropic
and inotropic actions that help reduce
myocardial oxygen demand. 3

Antithrombotic agents
Patients with UA or NSTEMI should be
given a subcutaneous injection of
LMWH. Fondaparinux is offered to
patients without high risk of bleeding
unless angiography is planned within
24 hours of admission. Unfractionated
heparin is given to patients with
creatinine concentrations >265 µmol/L.

Analgesia
Relieving ischaemia and chest pain is
of paramount importance. Patients
who continue to experience chest pain
despite initial nitrate therapy, should
be offered intravenous opioids, 
i.e. morphine. Morphine has potent
effects as an analgesic and anxiolytic
and helps in providing »

the GRACE scoring system due to its
reliance on fewer variables to assess
patient outcome. However, for this
reason it is perhaps less accurate than
the GRACE scoring system.1 The TIMI
risk index, however, allows clinically
useful prediction of 30-day and 1-year
mortality risk in ACS patients.2 The
PURSUIT risk stratification score is also
of interest, as it allows the
differentiation between NSTEMI and
UA regarding 30-day mortality risk.2

The evaluation of risk in a given
individual is a dynamic process that
needs constant updating, as the
clinical situation evolves, often very
rapidly.

EVIDENCE-BASED
TREATMENT OPTIONS 
Prompt institution of treatment is
essential in ACS and patients with
suspected ACS should be transferred
without delay to specialist centres or
hospital emergency departments.
Current treatment is based on tackling
the pathophysiological mechanisms
responsible for the condition and
includes:
• antiplatelet drugs
• antithrombotic agents
• angina drugs
• analgesic interventions
• PCI

Initial treatment, the prehospital
phase, should be initiated rapidly. 
It includes the use of aspirin, nitrates,
morphine and oxygen (if hypoxic), see
figure 5, left.

PHARMACOTHERAPY 
Pharmacological treatment options
are listed in table 3, p28. 

Antiplatelet therapy
Aspirin is the first choice antiplatelet
agent; in the absence of
contraindications, an initial dose of
300 mg should be given immediately,
orally (rectally or via a nasogastric
tube are alternative routes) in all cases
of suspected ACS. If there is a clear
contraindication to aspirin, clopidogrel
can be used as an alternative. In
addition to aspirin, a loading dose of
clopidogrel, 300 mg, should be given
to optimise antiplatelet treatment,
followed by 75 mg daily, standard
dose, for 12 months. This is
recommended especially in patients
who have a 6-month mortality risk
exceeding 1.5% and in those without
contraindications i.e. risk of profound
bleeding.4

Prasugrel has been recently added
to the list of antiplatelet agents
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Pre-hospital management of ACS
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