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• The next few slides consider ACS
• It will draw on the 2014 NICE guidance and the European Society of 

Cardiology guidelines
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• There are all well known and are presented only for note rather than in-depth 
teaching
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• The Roffi et al (2016) reference is the European Society of Cardiology (ESC) 
guideline for NSTEMI

• Diabetics are often affected by autonomic neuropathy, a 2003 study by Aaron et al 
(Diabetes Care, 26(5): 1553-1579) suggest a 20% cardiovascular related incidence.

• Emphasis that in these groups a level of suspicion towards ACS must be 
maintained with non-specific presentations of ‘being under the weather’
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• Again for note rather than in-depth teaching
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• This statement, from the ESC guideline, reflects Henrickson et al’s work from 2003 
which can be summarised:

• Nitroglycerin relieved chest pain in 39% of all enrolled paWents (181 of 459) 
• In those with acWve coronary artery disease 35% (49 of 141) had chest pain 

relief
• In those without acWve coronary artery disease 41% (113 of 275) had chest 

pain relief (P > 0.2) 
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• Recent preference for Prasugrel as the anti-thrombolytic of choice alongside 
aspirin for those heading for PPCI, it has a faster onset of action than Clopidogrel 
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• Please emphasis that monitoring should not take place via an AED that issues 
regular voice commands to check pulse or to check for signs of life. These are 
alarming to the paWent!

• MenWon that referral will be a ma\er for the conveying ambulance crew as they 
will have informaWon regarding availability of local referral services.
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• The Konstantinides et al reference is the ECS guideline for PE
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• An individuals suscepWbility to a PE frequently arise from two or more ‘causes’ 
1. Venostasis & Hypercoagulability can alternaWvely be thought of as paWent 

inhabiWng, long term issues
2. Vessel wall inflammaWon is short term situaWonal issues
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• The Wells score is provided on the next slide
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• VariaWons of the Wells Score exist as do other systems.
• The simplified score is provided here
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• Less than 10% of PE patients will have none of the big three symptoms 
• Dyspnoea is present in 70% of presentations 
• A clinically evident DVT is present in 10%
• Some will present with more subtle symptoms or atypical symptoms (i.e. syncope 

or postural hypotension)
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• This is relaWvely infrequent but carries with it a high risk of sudden death
• Such paWents tend to succumb to a PEA arrest
• They present as very acutely unwell
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• The most common presentation of recognised PE
• The next slide considers the sub-acute PE that is much more likely to be 

‘missed’

16



• The sub-acute PE lacks any sudden acute symptoms
• It is thought that many are not recognised either by the paWent or by their 

care provider
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• Thrombolysis is increasingly unavailable pre-hospital 
• It would not be appropriate to provide for all PEs anyway
• There is a role in a PEA arrest where the underlying cause is thought to be a 

PE
• A position of comfort must take into account pleuritic pain arising from pressure 

into the chest from the patients position & posture
• Analgesic needs can vary

• Largely patients are self managing in this respect through controlling their 
breathing and maintain a comfortable position

18



19



• The RCP, 2016 reference is their most recent guideline for intra cerebral events
• Emphasise that whilst commonly associated with the elderly intracerebral 

events do occur at all ages
• Cerebrovascular disease is the 3rd leading cause of disability in the UK

• The risk of recurrent stroke is significant (26% within 5 years and 39% by 10 
years)
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• CVD is a massive topic in its own right, this session has covered three of the most 
common pre-hospital presentaWons seen
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