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Immediate Treatment Considerations 

*Ticagrelor contraindicated if history of intracerebral haemorrhage or patient on a DOAC: give Clopidogrel 600mg loading dose instead 
ⴕ If patient on DOAC, stop DOAC and do not administer Fondaparinux until next DOAC dose is due.  

If Creatinine Clearance <20ml/min. do not administer Fondaparinux. Consider IV Heparin or consult local Trust guidelines / Haematologist.  

WARFARIN: For patients on warfarin, check INR. If INR >2 do not give Fondaparinux/Clopidogrel immediately and await Cardiology opinion. If INR <2 

give Fondaparinux/Clopidogrel.  

 

Other Considerations 
  
Patients Undergoing Angiography on Oral Anticoagulation 
◆ Stop anticoagulant 24hrs pre-angiography. Please refer to Clinical Guideline – DOACs (Direct Oral Anticoagulants) – DOACs – a quick guide: APIXABAN (ELIQUIS®), 
DABIGATRAN (PRADAXA®), EDOXABAN (LIXIANA®) & RIVAROXABAN (XARELTO®) http://nww.avon.nhs.uk/dms/download.aspx?did=18640 
◆ If patient on Vitamin K antagonist (e.g., Warfarin) for mechanical valve or other indication for anticoagulation discuss with Cardiology SpR and consider commencing 
IV heparin as per Trust protocol 
◆ Aspirin, Clopidogrel and oral anticoagulant for 1 week after PCI followed by oral anticoagulant and Clopidogrel for 12 months (ESC 2017) 

• Please consider bleeding risk in patients requiring triple therapy. Assessment of reversible causes for increased bleeding risk is recommended using the 
ORBIT score (NICE2021).   

◆ Lansoprazole 30mg OD whilst on triple therapy 
 
 

https://www.mdcalc.com/calc/10227/orbit-bleeding-risk-score-atrial-fibrillation
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Take Troponin I at presentation (anytime from chest pain) 
Time 0 hrs 

Observation group 
Repeat  

6hrs after 
presentation 

Troponin I 
<3ng/L @ anytime from pain 

or 
<18ng/L ≥6hrs from pain  

 

Troponin I 
3-49ng/L 

 

Troponin I 
≥50ng/L 

Repeat 2 hrs after 
presentation 

Change 
 (+/-) 

≥20ng/L 

 
Discharge  

Baseline TNI (Time 0)  
AND 

2 hr TNI <18ng/L 
with  

change <5ng/L 

Troponin I 
 ≥18ng/L  

AND  
6hr change 

<11ng/L  
 

Treat as 
ACS 

Troponin I <18ng/L 
on ALL values 

 

Troponin I ≥18ng/L  
AND  

6hr delta ≥11ng/L 

Treat as ACS Consider 
Discharge: 

If prior evidence of chronic myocardial 
injury/multimorbidity and no ongoing clinical concern 

(Senior Decision; Registrar or above) 

 

Discharge 

If pain free and ACS Ruled Out, consider other diagnoses. Referral to RACPC if stable angina suspected. 
Note: crescendo angina can still be diagnosed without a troponin rise. If suspected admit  
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Low Risk Chest Pain Pathway 

Baseline TNI (Time 0)  
AND 

2 hr TNI ≥18ng/L - <49ng/L 
with 

change <5ng/L 

N 
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Consider 
Discharge: 

If prior evidence of 
chronic myocardial 

injury/multimorbidity 
and no ongoing clinical 

concern 
(Senior decision; 

Registrar or above)  

 


