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Overview
Acute Coronary Syndrome [ACS] typically describes three major cardiac conditions: Unstable angina [UA], non-ST elevation myocardial infarction [NSTEMI]
and ST elevation myocardial infarction [STEMI].1,2,3 The classic presentation is retrosternal chest pain, heaviness, diaphoresis and radiating pain into the jaw
readily diagnosable by ECG and troponins.1,3,5-7 However, up to 50% of ACS patients do not have this classic presentation, causing confusion in health care
practitioners and delay in diagnosis.1,3,5-7 Following acute care management, high risk patients face > 8% risk of death within 6 months and therefore must be
managed diligently by their primary care providers.2

Definitions1,3,5-10
1) Typical presentation [TP]: Chest pain located sub-sternally, right or left-sided, characterized as squeezing, heavy, crushing, a fullness or pressure, radiating
into jaws or arms with history of pain aggravated by exercise and relieved with rest or nitroglycerin. Symptoms can also include associated nausea, dyspnea,
diaphoresis or syncope.
2) Atypical presentation [AtP]: No chest pain, point tenderness or chest pain characterized as stabbing or sharp. Can also be associated with nausea, dyspnea,
diaphoresis, syncope or shoulder pain. Symptoms may not have historical patterns or relief with nitroglycerin.
3) UA: Decreased myocardial perfusion without concomitant myocardial necrosis. Subtyped by Canadian Cardiovascular Society:
a. Class I: New onset severe or accelerated angina
b. Class II: Angina at rest (one or more episodes of angina at rest during the preceding month, not within the preceding 48 hours)
c. Class III: Angina at rest (one or more episodes within the preceding 48 hours)
4) NSTEMI: Resulting in a non-Q wave MI, partial myocardial necrosis
5) STEMI: Resulting in a Q-wave MI, transmural myocardial necrosis
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Bottom Line
ACS is a common and life threatening condition that can present to a family practice acutely or in follow-up. Over 50% of all patients will present atypically with
ACS, do not rule it out based on lack of TP. All patients must be treated with anti-platelet and anticoagulant agents acutely, and managed aggressively both
during and after an ACS. Cardiac rehabilitation and life style factors are as important as pharmacologic therapy to optimize lipids, blood pressure and blood
sugars.
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