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declined by 25% throughout the past decade, CHD national guidelines recommended by the American Heart
continues to be the leading cause of death in the United Association (AHA) and the American College of
States. More than 1 million Americans experience acute Cardiology (ACC). Virtually all patients with STE ACS are
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Acute Coronary Syndromes
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year for which data are available. Nineteen percent of which dissolves the fibrous cap. Passive plaque rupture
Social Security disability allowances are secondary to CHD, occurs at the “shoulder” regions where the plaque meets the
often as a result of angina and heart failure after AMI. This adjacent “normal” arterial wall and is caused by wall stress.
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Less common than plaque rupture, plaque erosion also may presentations of ACS, such as stabbing chest pain, epigastric
cause ACS. The exact mechanisms of superficial erosion of pain, or chest pain with pleuritic features, may occur in
the endothelium are not known, but the intima at the site of more than 30% of patients.
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control value. Troponins and CK-MB typically appear in Risk Stratification

the blood about 6 hours after the onset of necrosis. In The management strategy for ACS is based on the
contrast to CK-MB, which returns to normal values within patient’s risk of death and AMI. Risk assessment should be
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ST-segment Elevation ACS Non-ST-segment Elevation ACS
The presence of STE on the ECG is more than 90% For patients presenting with NSTE ACS, risk
specific for diagnosis of AMI; therefore, reperfusion therapy stratification is important for selecting their site of care
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inversions on ECG. A low-risk patient has no prior CHD with a TIMI risk score of 0-2; intermediate-risk patients are
history, a troponin level that is lower than the AMI decision those with a TIMI risk score of 3—4, and high-risk patients
limit, and no ECG changes. This risk-stratification tool has have a risk score of 5-7. In the recent Clopidogrel in
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Table 1-4. Thrombolysis in Myocardial Infarction Risk telemetry unit in the hospital. High-risk patients should be
Score for Non-ST-segment Elevation Acute Coronary admitted to a coronary care unit or step-down unit.
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medical care for the past 15 years. On arrival in the did not undergo early angiography and primary PCI, and
emergency department, a 12-lead ECG was who has refractory or recurrent ischemia, left ventricular
performed within 5 minutes and interpreted as sinus dysfunction, or a positive stress test for ischemia, the patient
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Table 1-5. Pharmacotherapy for Acute Coronary Syndromes (ST-segment Elevation and non-ST-segment Elevation)

Drug Category Clinical Condition and ACC/AHA Contraindications? Dose
Guideline Recommendation
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Table 1-5. Pharmacotherapy for Acute Coronary Syndromes (ST-segment Elevation and non-ST-segment Elevation)
(continued)

Drug Category Clinical Condition and ACC/AHA Contraindications® Dose
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Table 1-5. Pharmacotherapy for Acute Coronary Syndromes (ST-segment Elevation and non-ST-segment Elevation)
(continued)

Drug Category Clinical Condition and ACC/AHA Contraindications? Dose
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Table 1-5. Pharmacotherapy for Acute Coronary Syndromes (ST-segment Elevation and non-ST-segment Elevation)
(continued)

Drug Category Clinical Condition and ACC/AHA Contraindications® Dose
Guideline Recommendation
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Table 1-6. Comparison Between Thrombolytic Agents

Agent Fibrin Specificity TIMI-3 blood flow Systemic bleeding risk/ Cost per Patient
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enoxaparin, abciximab, or unfractionated heparin: the ASSENT-3 randomised trial in acute myocardial infarction. Lancet 2001;358:605-13.
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Table 1-7. Absolute and Relative Contraindications to Thrombolytic Therapy ACC/AHA Guidelines for Management
of Patients with Acute Myocardial Infarction
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patients compared to UFH-treated patients. Although there
was no difference in mortality, the 30-day death rate of 5.4%
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Atherosclerotic ~ Cardiovascular ~ Disease, = which increasing nitric oxide within 24 hours to 3 days after
recommended ACE inhibitor therapy for all patients who are starting treatment. Statins also decrease macrophage and
post-AMI. monocyte activity in patients with coronary artery disease,
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ISIS-4: a randomised factorial trial assessing early oral captopril, oral mononitrate, and intravenous magnesium sulphate in 58,050 patients with suspected
acute myocardial infarction. ISIS-4 (Fourth International Study of Infarct Survival) Collaborative Group.
Lancet 1995;345:669-85.
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individual patients as well as a higher percentage of patients followed by oral metoprolol versus placebo. The two
meeting low-density lipoprotein targets when lipid-lowering primary end points of the antiplatelet comparison are 1)
therapy was initiated during hospitalization. Although these death, reinfarction, or stroke, and 2) total mortality at
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Schwartz GG, Olsson AG, Ezekowitz MD, et al; Myocardial Ischemia Reduction with Aggressive Cholesterol Lowering (MIRACL) Study Investigators.
Effects of atorvastatin on early recurrent ischemic events in acute coronary syndromes: the MIRACL study: a randomized controlled trial. JAMA
2001;285:1711-8.

Pharmacotherapy Self-Assessment Program, 5th Edition 19 Acute Coronary Syndromes



I Buy this Book! l

Acute Ischemic Symptoms

Copyright 2004 American College of Clinical Pharmacy
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ACE = angiotensin-converting enzyme; AMI = acute myocardial infarction; CABG = coronary artery bypass graft; CK = creatine kinase;
ECG = electrocardiogram; GP = glycoprotein; LDL = low-density lipoprotein; LVEF = left ventricular ejection fraction; MI = myocardial infarction;
PCI = percutaneous coronary intervention; TIMI = Thrombolysis in Myocardial Infarction.
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intravenous nitroglycerin for the first 24 hours. Indications, to aspirin in patients with a true aspirin allergy. Two large
contraindications, and dosing of pharmacotherapy for NSTE randomized, clinical trials have evaluated the addition of
ACS are summarized in Table 1-5. Patients in whom a clopidogrel to aspirin therapy in patients with NSTE ACS.
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Yusuf S, Zhao F, Mehta SR, Chrolavicius S, Tognoni G, Fox KK; Clopidogrel in Unstable Angina to Prevent Recurrent Events Trial Investigators. Effects of
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Table 1-8. Contemporary Clinical Trials Comparing Early Invasive Versus Conservative Medical Stabilization for
Patients with Non-ST-segment Elevation Acute Coronary Syndrome

Clinical Trial N Patient Risk Timing of Early =~ Revascularization Rates Stent/GP IIb/Illa ~ Results
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Table 1-8. Contemporary Clinical Trials Comparing Early Invasive Versus Conservative Medical Stabilization for
Patients with Non-ST-segment Elevation Acute Coronary Syndrome (continued)

Clinical Trial N Patient Risk Timing of Early =~ Revascularization Rates Stent/GP IIb/Illa ~ Results
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Table 1-9. Quality Indicators for Acute Myocardial Infarction

Quality Indicator Criterion Met or Acceptable Alternative
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5% and 8%, and GP IIb/IIla receptor blockers with PCI in www.timi.org, which provide summaries of the study design
51% and 51%, respectively. Preliminary second quarter and results of new clinical trials shaping practice.
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history; and one item, the troponin, is a laboratory result,
typically available within 45 minutes or less. Many

institutions have used the TIMI risk score to assist in
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C. Performance of an ECG within 10 minutes of After initial medical stabilization, T.R. is transferred to
presentation, administration of thrombolytic another hospital for angiography and PCI of the right
therapy within 90 minutes of presentation, and coronary artery. At the time of intervention, T.R. was
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10. Which one of the following is L.B.’s Thrombolysis in C. Administration of UFH, a GP IIb/Illa receptor
Myocardial Infarction (TIMI) risk score? blocker, and half-dose thrombolytic before PCI
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D. A 65-year-old patient with STE ACS, new-onset
atrial fibrillation, mild renal insufficiency, Ss, rales,
LVEF of 30%, blood pressure of 88/60 mm Hg, and
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B. Atroponin I concentration that is elevated above the
AMI decision limit and above the value reported
yesterday.
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