
CONCLUSION 
Patients with suspected ACS must be
assessed by a physician together with 
a full history, clinical examination,
electrocardiogram, and chest x-ray.
Ideally a high sensitivity troponin assay
should be used. 

The decision regarding inpatient/
outpatient stress testing or progression
to intervention is dependent on whether
the patient presents with STEMI, NSTEMI
or unstable angina. 

Within the NSTEMI groups risk
stratification is essential to decide on
timing of invasive therapy. 

Revascularisation may be performed
via PCI or CABG. Patients who have had
an infarct should be referred for cardiac
rehabilitation and the choice and
duration of medication prescribed
based on the nature of the intervention,
the risk of bleeding and known cardiac
function with the ultimate aim of
reducing future cardiovascular events. 
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the decision to continue triple or dual
therapy with dual antiplatelets and an
anticoagulant or a single antiplatelet 
and anticoagulant depends on the 
CHA
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2
-VASc score risk of stroke 

(see p13) and HASBLED score for
bleeding risk (see p13). 

As there is no data regarding
prasugrel or ticagrelor as part of this,
their use in triple therapy should be
avoided.7 Moreover, direct oral
anticoagulants should not be used as
these double the risk of clinically
significant bleeds.40

The benefits of statin therapy are well
established and these should be
continued long term. In patients with
unstable angina the data is limited
regarding the benefits of beta blocker
therapy but meta-analyses of the trials
suggest that there is less chance of
progression to MI.15 Post-MI data have
shown a 23% relative risk reduction in
total mortality and 32% in sudden
death.41 Therefore beta blockers should
be continued long term. 

The EUROPA trial showed that
ramipril reduced all-cause mortality, MI
and CVA in patients with stable CAD42

and the mortality and morbidity benefits
of angiotensin converting enzyme
inhibitors (ACEi) in patients with left
ventricular dysfunction post MI are well
established.43 Therefore ACEi should be
commenced and continued in these
patient cohorts. 

Eplerenone has also been shown to
have a mortality benefit in patients with
an ejection fraction <40% following an
MI44 and should be continued in this
cohort of patients. 

PERIOPERATIVE MANAGEMENT
In patients undergoing non cardiac
surgery post PCI that cannot be
delayed, up to three months of DAPT is
recommended where bare metal stents
or new drug eluting stents have been
inserted. Ideally at least aspirin should be
continued and if the operation has a low
to moderate risk of bleeding, the
operation should be performed on
DAPT. If required, antiplatelets should be
stopped five days prior to elective
surgery but in patients on prasugrel this
should be increased to seven days.45
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Acute coronary syndrome (ACS) includes both ST (STEMI)
and non ST elevation (NSTEMI) MI, and unstable angina.
The common pathologicalprocess underlying MI involves
thrombus formation on top of a complex atheromatous
plaque, resulting in partial or complete occlusion of the
coronary artery and myocyte necrosis. Unstable angina is
defined as ischaemia at rest or on minimal exertion in the
absence of myocyte necrosis.

Patients with ACS typically present with chest pain;
classically central chest pain that radiates to the left arm.
Additional symptoms include dyspnoea, nausea, sweating
and syncope. Patients can present atypically with gastric
symptoms. These are often more common in patients
with diabetes, women and the elderly. Clinical risk factors
should also be considered when diagnosing ACS as
this increases the likelihood of a positive diagnosis. 
Risk factors include: being older, male, a current or former
smoker, known coronary artery disease (CAD), peripheral
vascular disease, diabetes, hypercholesterolaemia, renal
failure and a family history of CAD.

A 12-lead ECG should be performed if possible within  
10 minutes of presentation or ideally at first contact with
the emergency services. Troponin should be measured
on admission and at 12 hours. Ideally high sensitivity
troponin should be measured as this has higher negative
predictive values for MI and enables earlier detection of
acute MI. A chest x-ray should also be carried out to
assess for thoracic pathologies. An echocardiogram
should be performed during admission in all patients with
NSTEMI and STEMI.

Aspirin was shown to lower MI and death rates in 
patients with unstable angina and to reduce mortality by
a third in acute MI. All patients should be given a 300 mg
loading dose of aspirin with a daily maintenance dose of
75 mg thereafter. Patients with NSTEMI or STEMI should be
given a combination of aspirin and ticagrelor/prasugrel if
there are no contraindications. Prasugrel is recommended
in patients who are proceeding to PCI if no contraindications
are present and clopidogrel is given where the patient
cannot be given ticagrelor or prasugrel because of 
the bleeding risk or they require oral anticoagulation. 
All patients should receive anticoagulation. 

In patients presenting with STEMI primary percutaneous
intervention has been shown to be superior to thrombolysis
and this benefit was greatest within 12 hours. Intervention
should ideally occur within 90 minutes. Very high risk
NSTEMIs should have coronary angiography within 
2 hours, high risk within 24 hours and intermediate risk
within 72 hours. 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. These modalities
have a much higher sensitivity than treadmill testing.

‘Patients should
remain on 
dual antiplatelet
therapy for 
at least six months’


