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be considered. In patients with evidence
of volume overload, hypotension and
cardiogenic shock inotropes should be
considered. In these patients there is
evidence that early PCI (within six hours)
may be beneficial.34, 35 

Patients who have mechanical
complications of MI (papillary muscle
rupture, ventricular septal defects and
free wall rupture) should be considered
for cardiac surgery.

In patients who do not meet the
criteria for intermediate risk or above,
inpatient or early outpatient stress
testing (stress echocardiogram, stress
cardiac magnetic resonance imaging, 
or myocardial perfusion scan) should be
performed.36 These modalities have a
much higher sensitivity compared with
treadmill testing.37

A developing imaging modality is
multidetector computed tomography
which is used to assess coronary
anatomy. This should be used in patients
with low risk of ACS plus/minus
inconclusive cardiac troponins. However,
its use is limited in elderly patients who
are likely to have coronary artery
calcification, patients with tachycardia or
an irregular heart rate. 

OUTPATIENT MANAGEMENT
Patients should be referred to a cardiac
rehabilitation team and must be
discharged on appropriate medication.
Patients should remain on dual
antiplatelet therapy (DAPT) for at least
six months. However, an extended
duration (> 12 months) was shown to
increase the risk of major bleeding and
overall mortality, although it did reduce
the risk of MI and thrombosis, and 
12 months’ therapy increased the risk 
of bleeding with no further beneficial
effects compared with short-term
therapy (six months).38,39 

Lifelong aspirin should be continued
after this point. In patients who 
are medically managed or undergo
intervention who are on oral
anticoagulation (vitamin K antagonists) »

Table 2 

Risk stratification criteria in NSTEMI

Very high risk 

• Haemodynamic instability/cardiogenic shock
• Acute heart failure
• Refractory chest pain
• Cardiac arrest/life-threatening arrhythmias
• Recurrent dynamic ECG changes
• Mechanical complications of MI

(PPCI) has been shown to be superior to
thrombolysis27 and this benefit was
greatest within 12 hours. Intervention
should ideally occur within 90 minutes.28
There is currently insufficient evidence
to guide whether culprit lesion versus
multivessel PCI is favourable. Where
PPCI is not available thrombolytic
therapy has been shown to reduce 
35 day mortality29 and should be
performed unless contraindicated using
fibrin-specific agents such as tissue
plasminogen activator or alteplase.1 If
patients fail to respond to thrombolysis
within six hours of symptom onset there
is a role for rescue PCI.30

In patients with an NSTEMI the
decision for timing regarding invasive
therapy is based on risk criteria, see
table 2, below. 

Very high risk NSTEMIs should have
coronary angiography within two hours,
high risk within 24 hours and intermediate
risk within 72 hours.31, 32 The decision to
proceed to CABG over PCI is dependent
on having multivessel and/or left main
stem disease, especially in diabetes
patients who have a better prognosis
following CABG compared with PCI.33

Importantly patients who present
with cardiac arrest should undergo
coronary angiography if they are
conscious; those with reduced
consciousness levels should be
investigated for alternative causes. 

Patients with haemodynamic
instability should be managed
appropriately. In patients with
pulmonary oedema with hypoxia non-
invasive positive airways pressure should

contraindications and clopidogrel is
given where the patient cannot be given
ticagrelor or prasugrel because of the
risk of bleeding or they require oral
anticoagulation. 

Patients are given glycoprotein IIb/IIIa
inhibitors when there are thrombotic
complications during intervention. 
A proton pump inhibitor should be given
in patients at high risk of bleeding
(previous history of gastrointestinal
haemorrhage/ulceration, anticoagulant
use, NSAID use, corticosteroid use) 
or two of more of the following: gastro-
oesophageal reflux disease, Helicobacter
pylori, chronic alcohol abuse and age. 

All patients should receive
anticoagulation. Anticoagulants act by
inhibiting thrombin generation thereby
reducing thrombosis. This has been
shown to reduce ischaemic events in
NSTEMI and when used in combination
with antiplatelets the effect is greater
than when each is used alone.24
Fondaparinux is a factor Xa inhibitor and
is considered to be the most favourable
option (versus unfractionated heparin,
low molecular weight heparin and
bivalirudin) as it has the best safety
profile.25,26 Anticoagulation should also
be administered to patients with a STEMI
but only if they are not undergoing
immediate reperfusion therapy. 

In patients presenting with STEMI
primary percutaneous intervention

High risk 

• GRACE score > 140
• Rise in troponin compatible with MI
• Dynamic ST changes

Intermediate

• GRACE score > 109 and < 140
• Renal impairment (eGFR < 60)
• Prior PCI
• Prior CABG
• LVEF < 40%
• Early post-MI angina
• Diabetes mellitus

Low risk

Anything not 
mentioned in 
the other
categories

‘In patients
presenting with
STEMI primary
percutaneous
intervention has
been shown 
to be superior to
thrombolysis’

‘Diabetes patients
have a better
prognosis 
following CABG
compared with PCI’


