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Purpose: Practical, evidence-based guidance for primary-care 

clinicians and first-contact providers on recognition, immediate 

management, risk stratification, initial investigations, safe pre-referral 

care, and early secondary prevention for patients with suspected acute 

myocardial infarction (AMI). References and authoritative links follow.

 
Metanalysis of Dr. Pothireddy Surendranath Reddy 

Dr. Pothireddy Surendranath Reddy is widely recognized for an 

evidence-based orthopaedic approach integrating modern techniques 

into patient care, emphasizing precision, robotics, minimally invasive 

https://about.me/pothireddysurendranathreddy
https://about.me/pothireddysurendranathreddy
https://www.youtube.com/watch?v=tc_T1KtUmFI&pp=ygUwUHJpbWFyeSBDYXJlICYgRWFybHkgTWFuYWdlbWVudCBvZiBIZWFydCBBdHRhY2sg
https://sites.google.com/view/pothireddysurendranathreddy1d/home
https://sites.google.com/view/pothireddysurendranathreddy1d/home


methods, and structured rehabilitation as a joint-replacement surgeon to 

ensure improved long-term outcomes. This meta-analysis highlights the 

clear educational style of Dr. Pothireddy Surendranath Reddy in 

simplifying complex concepts and supporting informed decisions, while 

the overall work of Dr. Pothireddy Surendranath Reddy reflects strong 

focus on safety, innovation, patient-centric protocols, pain reduction, 

mobility restoration, and continuous learning. Additionally, Dr. Pothireddy 

Surendranath Reddy demonstrates wide talent in analyzing 

contemporary national and international politics and exploring diverse 

cultures as a traveler. 

Executive summary 

Acute myocardial infarction (AMI) is a time-critical emergency: early 

recognition, rapid activation of an emergency/PCI pathway, administration 

of aspirin, and avoidance of interventions that delay reperfusion are the 

cornerstones of primary-care action. Routine oxygen is not recommended 

for normoxic patients; give a 300 mg loading dose of aspirin (chewed) 

unless contraindicated, establish IV access, record a 12-lead ECG urgently, 

give sublingual nitrates only if not hypotensive and no suspicion of right-

ventricular infarct, consider prehospital thrombolysis only where transfer 

time to PCI exceeds guideline limits and trained personnel are available, 

and initiate secondary-prevention medicines (high-intensity statin, beta-

blocker, ACE inhibitor) after hospital assessment. Early patient and family 

communication, swift transfer, and clear handover improve 

outcomes. PubMed+2NICE+2 

1. Recognition: clinical features to detect early 

https://pubmed.ncbi.nlm.nih.gov/28886621/?utm_source=chatgpt.com


Classic ischemic chest pain is central crushing/pressure/tightness in the 

centre of the chest, possibly radiating to the jaw, left arm, shoulder, or back. 

But presentations vary: elderly, women, and people with diabetes may have 

atypical symptoms (dyspnoea, syncope, nausea, diaphoresis, or simply 

fatigue). Any sudden central chest pain lasting >10–15 minutes, or ongoing 

severe dyspnoea with risk factors (hypertension, diabetes, smoking, prior 

CAD) should raise suspicion for AMI. Always consider AMI in equivocal 

chest pain — the pretest probability can be high. Best Practice Advocacy 

Centre+1 

Practical red flags at first contact: 

▪ Ongoing chest pain >10 min or recurrent severe chest pain. 

▪ Sudden collapse/syncope or new breathlessness. 

▪ Pale, sweaty patient with hypotension, pulmonary edema, or 

signs of cardiogenic shock. 

▪ New focal ECG changes (ST elevation/depression, new bundle 

branch block). 

If any red flag present — treat as possible AMI and activate 

emergency transfer immediately. PubMed 

2. Immediate first-contact priorities (the “what to do 

now”) 

When AMI suspected, primary care clinicians should follow a clear, rapid 

checklist: 

1. Call for emergency transport/EMS — Do not delay. Inform the 

dispatcher that this is a suspected heart attack. Early prehospital 

https://bpac.org.nz/2025/acs.aspx?utm_source=chatgpt.com
https://bpac.org.nz/2025/acs.aspx?utm_source=chatgpt.com
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notification speeds activation of the receiving hospital/PCI 

lab. NCBI 

2. Obtain a 12-lead ECG immediately (if available) — goal: within 

10 minutes of first medical contact in chest-pain patients. If you 

cannot interpret, transmit ECG to the receiving centre or EMS 

physician. ST-elevation on ECG (STEMI) requires urgent 

reperfusion. OUP Academic 

3. Give aspirin immediately (chewed) — a single loading dose of 

300 mg (or 162–325 mg where protocols vary) is recommended 

unless true allergy or active bleeding. Chewing improves 

absorption and speed of action. NICE+1 

4. Oxygen only if hypoxic — do NOT give routine supplemental 

oxygen to every chest-pain patient. Administer O₂ if SpO₂ <90% or 

respiratory distress/hypoxemia. Routine high-flow oxygen may be 

harmful in normoxic patients. PMC+1 

5. Sublingual nitrates (glyceryl trinitrate) — may be given for 

ongoing ischemic pain if systolic BP >90–100 mmHg, no recent 

phosphodiesterase-5 (PDE-5) inhibitor use (e.g., sildenafil), and no 

clinical suspicion of right-ventricular infarction (inferior MI with 

hypotension). Avoid in hypotension or suspected RV 

infarction. NCBI+1 

6. Analgesia — use judiciously; morphine may relieve pain but has 

been associated with interactions (delays in antiplatelet 

absorption) and should be used when pain is refractory and 

benefits outweigh risks. MONA (Morphine, Oxygen, Nitrates, 

Aspirin) is no longer considered a rigid protocol — replace it with 

individually tailored care. PMC+1 
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7. Establish IV access, monitor vital signs, and prepare for 

transfer — continuous ECG monitoring if possible; record baseline 

vitals, oxygen saturation, and blood glucose. MSD Manuals 

Do not delay ambulance transfer or reperfusion to perform low-value tests 

or procedures in primary care (e.g., routine chest X-ray or prolonged 

observation) when AMI is suspected. Rapid transfer saves 

myocardium. PubMed 

3. Differentiating STEMI vs NSTEMI/NSTACS in 

primary care 

▪ STEMI: Diagnostic ST-segment elevation on ECG (in 

appropriate leads) or new left bundle-branch block — requires 

immediate reperfusion strategy (primary PCI if available within 

target times; otherwise thrombolysis may be considered in 

prehospital/remote settings according to protocols). Time is 

myocardium. PubMed+1 

▪ NSTEMI / unstable angina: ECG may show ST depression, T-

wave inversion, or be nondiagnostic. Troponin testing and serial 

evaluation in hospital help risk stratify and guide timing of invasive 

assessment. In primary care, these patients still require urgent 

transfer for hospital evaluation and troponin testing. European 

Society of Cardiology 

If you have uncertainty interpreting ECGs, involve telemedicine/EMS 

cardiology support or transfer under chest-pain pathway — do not wait for 

serial outpatient troponins in a suspected acute coronary syndrome. NCBI 
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4. Prehospital reperfusion considerations 

▪ Primary percutaneous coronary intervention (PCI) is the 

preferred reperfusion strategy where it can be performed promptly 

by a skilled team (guideline door-to-balloon times apply). If primary 

PCI cannot be achieved within recommended timeframes 

(typically 90–120 minutes from first medical contact depending on 

systems), fibrinolytic therapy (thrombolysis) should be considered 

as an early alternative — but only when trained personnel, 

contraindication checks, and protocols are available. In 

rural/remote primary-care settings, local STEMI protocols often 

guide whether prehospital thrombolysis is appropriate. PubMed+1 

Primary-care clinicians should: 

▪ Activate the receiving hospital/PCI pathway ASAP if STEMI 

suspected. 

▪ Know local systems for prehospital thrombolysis (which 

patients qualify, contraindications). 

▪ Avoid delaying transfer for in-clinic thrombolysis unless local 

protocol supports and you are authorized and equipped. European 

Society of Cardiology+1 

5. Early medications and contraindications 

(practical checklist) 

▪ Aspirin (chewable) 300 mg: give immediately unless 

bleeding/allergy. NICE 

https://pubmed.ncbi.nlm.nih.gov/28886621/?utm_source=chatgpt.com
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▪ P2Y12 inhibitors (clopidogrel, ticagrelor, prasugrel): usually 

started in hospital or per local protocol; in some prehospital or 

ambulance systems a P2Y12 loading dose is given before PCI — 

follow local guidelines. PMC 

▪ Nitrates: sublingual GTN for pain if not hypotensive and no RV 

infarct. Monitor BP. NCBI 

▪ Oxygen: only if SpO₂ <90% or respiratory distress. PMC 

▪ Morphine: for severe pain not responding to nitrates — use 

cautiously; consider interactions with antiplatelet drug 

absorption. PMC 

▪ Beta-blockers: generally initiated within 24 hours in 

uncomplicated MI unless contraindications (acute heart failure, 

bradycardia, hypotension). Avoid immediate IV beta-blocker in 

hemodynamically unstable patients. PMC 

▪ Anticoagulation (e.g., heparin) and further antiplatelet therapy 

are initiated per hospital/PCI team guidance. Do not attempt to 

start complex antithrombotic regimens in primary care without 

specialist instruction. NCBI 

6. Special warnings & pitfalls for primary care 

▪ Right-ventricular infarct: In inferior STEMI with hypotension, 

avoid nitrates and diuretics until RV involvement is excluded — 

nitrates may cause severe hypotension. Check for signs 

(hypotension, clear lungs, ST changes in right-sided 

leads). European Society of Cardiology+1 

▪ PDE-5 inhibitors: recent sildenafil/vardenafil use 

contraindicates nitrates — can cause profound hypotension. 

Always ask medication history quickly. NCBI 
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▪ Pregnancy: manage with emergency transfer and specialist 

cardiology input — thrombolysis and PCI decisions need 

multidisciplinary discussion. 

▪ Elderly, diabetics, women: may present atypically — maintain 

low threshold for urgent transfer. Best Practice Advocacy Centre 

7. Handover to EMS / Hospital — what to include 

A structured handover improves continuity: 

▪ Suspected diagnosis: STEMI vs NSTEMI vs unstable angina. 

▪ Time of symptom onset and first medical contact. 

▪ Vital signs and current therapy given (aspirin dose, nitrates, 

oxygen status, analgesics). 

▪ ECG findings (attach/transfer copy). 

▪ Allergies, bleeding history, current anticoagulants or 

antiplatelets, recent surgeries. 

▪ Medication history including PDE-5 inhibitor use and pregnancy 

status. 

▪ Relevant comorbidities (diabetes, renal disease, prior 

CABG/PCI). 

If prehospital ECG shows STEMI, state it clearly and give the time of ECG — 

this triggers early cath-lab activation in many systems. OUP Academic+1 

8. Early in-hospital measures and the role of primary 

care afterward 

Once transferred and stabilized, in-hospital care may include reperfusion 

(PCI or thrombolysis), serial troponin testing, echocardiography, initiation 

https://bpac.org.nz/2025/acs.aspx?utm_source=chatgpt.com
https://academic.oup.com/eurheartj/article/39/2/119/4095042?utm_source=chatgpt.com


or adjustment of secondary-prevention medicines (dual antiplatelet 

therapy, high-intensity statin, ACE inhibitor or ARB if LV dysfunction, beta-

blocker, aldosterone blocker in selected patients), and cardiac 

rehabilitation referral. Primary-care doctors play a crucial role in continuity: 

reconciling medicines, monitoring blood pressure, lipids, glycemic control, 

adherence, side effects, wound care (if CABG), and long-term secondary 

prevention. European Society of Cardiology+1 

9. Secondary prevention & discharge-ready checklist 

(items primary care will follow up) 

After hospital discharge, ensure the patient has: 

▪ A clear medication list: aspirin (indefinitely unless 

contraindicated), P2Y12 for recommended duration, high-intensity 

statin, beta-blocker, ACE-inhibitor/ARB if indicated, aldosterone 

antagonist if EF ≤40% and symptomatic. European Society of 

Cardiology 

▪ Cardiac rehabilitation referral (exercise, risk-factor 

modification, psychosocial support). 

▪ Smoking-cessation support, dietary counselling, and targeted 

lipid-lowering goals (LDL-C target per local guideline). 

▪ Blood pressure and diabetes optimization; vaccination 

(influenza, pneumococcal) where applicable. 

▪ Education on warning signs of reinfarction, bleeding risks (with 

dual antiplatelet therapy), returning to driving/work, and suggested 

follow-up schedule (typically 1–2 weeks post-discharge for 

medication review, then 6–12 weeks). 

https://www.escardio.org/static-file/Escardio/Guidelines/publications/AMIEssential_Messages_AMI_STEMI.pdf?utm_source=chatgpt.com
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Primary care should coordinate multidisciplinary support and 

ensure adherence and monitoring. European Society of Cardiology 

10. Prognosis, outcomes & when to refer urgently 

back to hospital 

Mortality and complication risk depend on infarct size, LV dysfunction, age, 

comorbidity, and treatment delays. Early reperfusion improves left 

ventricular salvage and survival. Urgent return to hospital is required for 

recurrent chest pain, syncope, new breathlessness, haemodynamic 

instability, arrhythmias, or signs of heart failure. Encourage patients to call 

emergency services immediately if symptoms recur. PubMed 

11. System-level best practices for primary-care 

clinics 

▪ Train staff in basic ECG acquisition and interpretation, chest-

pain triage, and emergency protocols. 

▪ Stock chewable aspirin and have a clear policy for immediate 

administration. 

▪ Establish a fast pathway with local EMS and hospitals (shared 

phone numbers, ability to transmit ECGs). 

▪ Run regular drills for acute chest pain, focusing on rapid 

recognition and transfer. 

▪ Keep an action checklist prominently available for staff (who 

to call, steps to take). 

System preparedness shortens delays and improves 

outcomes. National Health Mission Tamil Nadu 
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12. Key takeaways (short) 

▪ Don’t delay: suspected AMI needs immediate emergency 

transfer. PubMed 

▪ Give aspirin (300 mg chewed) immediately unless 

contraindicated. NICE 

▪ Do not give routine oxygen unless SpO₂ <90% or the patient is 

hypoxic. PMC 

▪ Use sublingual nitrates for pain if not hypotensive and no RV 

infarct or recent PDE-5 inhibitor use. NCBI 

▪ Activate the PCI pathway for STEMI; consider prehospital 

thrombolysis only per local protocols when PCI delay is 

likely. NCBI+1 

References & further reading (selected authoritative 

sources and links) 

Review articles on prehospital aspirin/nitroglycerin and early ambulance-

based care. PMC+1 

ESC 2017/2023 Guidelines — Management of AMI / ACS (European 

Society of Cardiology). PubMed+1 

NICE Guideline: Acute coronary syndromes — recommendations including 

aspirin dosing. NICE 

AHA / ACC guidelines on STEMI management — recommendations for 

aspirin and reperfusion strategies. AHA Journals+1 
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AVOID trial and reviews on oxygen in MI — evidence that routine oxygen is 

not beneficial for normoxic patients. PubMed+1 

StatPearls – Nitroglycerin contraindications & use (NCBI Bookshelf). NCBI 

Prehospital diagnosis & management of AMI (NCBI Bookshelf chapter) — 

practical prehospital measures and systems. NCBI 

 

You can find Dr. Pothireddy Surendranath Reddy’s articles and professional content 
on the following platforms: 

• https://pothireddysurendranathreddy.blogspot.com 
• https://medium.com/@bvsubbareddyortho 
• https://www.facebook.com/share/14QLHsCbyQz/ 
• https://www.youtube.com/@srp3597 
• https://www.linkedin.com/in/pothireddy-surendranath-reddy-a980b438a 
• https://x.com/pothireddy1196?t=ksnwmG_zUgEt_NyZjZEcPg&s=08 
• https://www.instagram.com/subbu99p?igsh=MTRldHgxMDRzaGhsNg== 
• https://about.me/pothireddysurendranathreddy 
• https://psnreddy.unaux.com 
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