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Objectives

2

Who is having an ACS?

How do manage them?

Who do we refer for PCI?

How do we diagnose NSTEMI/unstable angina?
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Clinical
Retrosternal chest pain or heaviness radiating to the jaw, back and 
arms, especially left arm

Nausea, sweating, pallor, angor animi

Unresponsive to GTN

Usually lasts longer than 20 minutes
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ECG criteria for STEMI
(Transmural-AMI)
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 At least 1mm ST-segment elevation in 2 or more contiguous  (same 
territory) limb leads.

 At least 2mm ST-segment elevation in 2 continuous chest leads.

                      New (or presumed new) LBBB.     

 True Posterior MI.   

    

   If symptoms persist or there is a high clinical suspicion of an
 AMI, request serial ECG’s.

                                                                                                                     

ECG criteria for STEMI
(Transmural-AMI)
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ST elevation measured at the J point
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ST-segment elevation measured at the J point
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ST-segment elevation measured at the J point
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Criteria for p-PCI

Do the presenting symptoms indicate an AMI?

Does the patient have cardiac pain in last 12 hours?

Symptoms suggestive of an AMI within the preceding 12 

hours

If yes, are there ECG changes to support the diagnosis?
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Initial Management for all ACS
Aspirin 300mg

Clopidogrel 300mg (600mg if for PCI)

Oxygen 15L

Nitrates sublingual/spray or IV infusion

Morphine or diamorphine IV titrated for pain and metoclopramide

Then assess for eligibility for pci
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Chest Pain 
Protocol
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Ambulance inclusion criteria

• Alert and able to give verbal consent to transfer to MRI/ Wythenshawe 

• Symptoms compatible with an acute MI within the last 12hrs AND with the following ECG criteria:

o ST elevation (at the J-point) in two contiguous(adjacent) leads: 2mm in men or 1.5mm in  women in 
leads V2–V3 and/or 1mm in other leads 

o LBBB if associated with typical MI symptoms

• Aged 80 years or less 

• Patients resuscitated from cardiac arrest not requiring intubation/ventilation with ECG criteria as above

Ambulance exclusion criteria

• Evidence of significant, active bleeding

• Paced rhythm on ECG

• Cardiac arrest on-scene resulting in patient being intubated or  unconscious (however, patients who are 
successfully resuscitated and able to give verbal consent can still be transferred directly to MRI (CMMC) or 
Wythenshawe (UHSM)

Clinical criteria for patients presenting via 999
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Primary PCI Pathway Ambulance

Patient kept on ambulance trolley

If not already – 12 lead ECG, obtain iv access, 300mg of aspirin, iv 
analgesia, anti-emetic (always with iv opiate analgesia), buccal nitrates

Provisional diagnosis of  an STEMI made

Patient informed of transfer and consented

Maximum of 600mg of clopidogrel

p-PCI proforma completed

Patient returned to the ambulance

The A+E stage
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PCI Proforma
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?Unstable Angina
Patients with less than 20 minutes of chest pain/atypical pain, pain free 
in department, single episode & no risk factors (smoking, DM, 
hypertension, family history etc) and a normal ECG, ACS is extremely 
unlikely. Need CXR but not routine blood tests usually. Consider letter to 
GP for referral to the chest pain clinic.  Use clinical judgement as the 
pain duration/risk factors increase

Episodes of typical sounding angina at rest/more often than their usual 
angina need to be referred as ?ACS (unstable angina). Anybody with 
pain and new ECG changes (ST depression, T-wave inversions etc) 
need aspirin 300mg, clopidogrel 300mg and clexane 1mg/kg) and refer 
to RMO to see in department and patient goes to CCU bed

Episodes of typical sounding angina pain for >20 minutes with normal 
ECG and pain free on presentation,need to be referred to RMO for 12 
hour Troponin. Can go to MAU, no need for aspirin/clopidogrel etc.
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