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This ACS/Chest Pain “Tool-Kit” was created with coordination from the Minnesota Department of Health, in conjunction with the American Heart  

Association Minnesota Mission:Lifeline™ Workgroup. This information is intended only as a guideline. Please use your best judgement or newly 

published literature in the treatment of pat ients. The Minnesota Department of Health is not responsible for inaccuracies contained herein. 

No responsibility is assumed for damages or liabilit ies arising from accuracy, content error, or omission.
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Minnesota Non-STEMI Guideline - Flowchart

                              Patient meets any of the following criteria

• HEART Score of 7-10

• ST depression or dynamic T-wave inversion strongly suspicious for ischemia

• Otherwise identified Non-ST elevation acute coronary syndrome

• Admit to CCU or appropriate unit with cardiac telemetry (may require transfer)

• Consider Cardiology consult

• Start adjunctive treatments (as indicated/if no contraindications):

o Aspirin 324 mg PO (give suppository if unable to take PO)

o Ticagrelor 180 mg PO or Clopidogrel 600 mg PO (loading doses)
     - (Prasugrel 60 mg PO could also be considered, but note contraindications)
o Heparin 60 Units/kg (max 4,000 Units) IV bolus 

o Heparin 12 Units/kg/hr (max 1,000 Units/hr) IV infusion

o Other medications as indicated per institutional AMI order set

Choose 
Treatment 
Strategy

Early Invasive Strategy (Cath Lab)

• Prepare for Cath Lab
        - Transfer if necessary by ground ambulance
             (Air transfers should be reserved for STEMI)

• Insert 2 large bore peripheral saline lock IV’s in left arm

• Continue adjunctive treatments as above

• Consult Cardiology for additional treatments
        - (i.e. Beta-Blocker, Nitro, Morphine, O2, etc.)

Ischemia-Guided Strategy (Medical Therapy)

• Continue adjunctive treatments as indicated

• Continue serum Troponins q 3 hours x 3

• Continue serial ECG’s 
     - Repeat PRN for recurring or worsening symptoms

• Obtain cardiac imaging study
     -  Consult Cardiology for appropriate test 
     - (i.e. Echocardiography, CTA, Radionuclide, etc.)

Therapy 
Effective? 

Late Hospital/Posthospital Care

• Aspirin 81 mg PO once daily

• ACE inhibitor or ARB

• Beta-Blocker

• High Intensity Statin 

• P2Y12 inhibitor per Cardiology 
    - Up to 12 months if medically treated
    - At least 12 months if treated with drug eluting stent (DES) 
         ° Ticagrelor 90 mg PO twice daily or

     ° Clopidogrel 75 mg once daily or 
     ° Prasugrel 10 mg PO once daily (5 mg if ≤ 60 kg)

• If switching to a different P2Y12 inhibitor, 
     consider a full loading dose at the time 
     the next dose would be due
   
   - Don’t Forget Cardiac Rehab Referral !!!

Is CABG 
Appropriate?

YES
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Assess Criteria for Early Invasive Strategy (Cath Lab)
• High-risk features and patient a candidate for invasive angiography (PCI)? 

• Persistent or recurrent symptoms?

• New ST-segment depression and positive serum Troponin(s)?

• Depressed LV functional study that suggests multi-vessel CAD?

• Hemodynamic instability or VT?  

Urgent Angiography 
For Intended PCI

CABG Surgery
• Continue Aspirin therapy
• Consult CT Surgeon about stopping 

other therapies and timing
          - (i.e. when to hold antiplatelet)

Yes

Reconsider 
Invasive Strategy

 if Appropriate
No

No
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Minnesota ED Chest Pain Protocol 
...for patients presenting to an emergency department 
with chest pain (or equivalent) symptoms of a potential 

acute coronary syndrome (ACS) 

Patient with Chest Pain 
or Potential ACS 

Triaged in ED

Stat 12-Lead ECG 
& 

IV Troponin Drawn

Is ECG (+) for 
STEMI?

Activate STEMI Alert & 
Follow STEMI Process

Yes

Follow Process for
 Intermediate/High Risk 

NSTE-ACS
(Hospitalize)

Wait for 1st 
Troponin Result

Calculate HEART 
Score After 1st 

Troponin Result

No

Is 
HEART Score

0 - 3 
& Initial Troponin 

Negative ?

Use Low Risk Shared 
Decision Making Tool:

Inform Patient That at This 
Point There Is Less Than 2% 
Chance (1.7%) of Adverse 

Cardiac Event in the
 next 4-6 weeks

Does 
Patient Want a 

2nd ECG & Troponin 
at Hour 2-3 of ED 

Stay?

Is 
2nd ECG & 

2nd Troponin
 Negative?

Refer to Low Risk Shared 
Decision Making Document:
Inform Patient There is Now 

Less Than 1% Chance 
Of Adverse Cardiac Event in 

the next 4 weeks

Repeat ECG 
Immediately 
if Symptoms 

Change

Evolving 
Changes Noted 

on Repeated 
ECG?

Yes

No

No

Is 
HEART Score

4 – 6  
& Initial Troponin 

Negative?

Yes

Continue to 
Obtain serial 

ECG’s and 
Troponin’s at 

hour 3 and 6 of 
stay

Evaluate need for 
continued admission, 

or Stress Test 
within 72 hours

Discharge to Home 
 & Follow Up With Provider 

Within 1 Week (No Stress Test) 

Clarify 
Admission Disposition

or
Discharge to Home .
Schedule Stress Test 
Within 72 Hours if 

Appropriate.

Yes

No

Follow Process for
 Intermediate/High Risk 

NSTE-ACS
(Hospitalize)

Heart Score is 
7 – 10

Or Initial Troponin 
is Positive

Yes

No

Yes

No

Does 
Patient Want a 

3rd ECG &Troponin at 
Hour 6 of ED 
or Hospital

Stay?

Serial 
ECG’s & 

Troponin’s all 
Negative 

No

Yes
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No

Yes

Is ECG (+) for 
STEMI?

Yes

No

Consider Admission 
Under Observation 
vs. Inpatient Status 

(In Hospital or 
Observation Unit) 

Optional Use of 
Moderate Risk Shared 
Decision Making Tool:
Inform Patient That at 
This Point There May 
Be More Than a 13% 
Chance of Adverse 

Cardiac Event in the
 next 4-6 weeks

Optional Use of High Risk Shared 
Decision Making Tool:

Inform Patient That at This Point 
There May Be More Than a 50% 
Chance of Adverse Cardiac Event 

in the  next 4-6 weeks
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