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Who Stays and Who Goes?
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ACC/AHA framework for invasive timing of NSTEMI

Clinical group Typical invasive timing

Unstable / very high risk Immediate / as soon as possible; generally <2 h

High risk Earlier angiography; <24 h reasonable

Intermediate risk Invasive evaluation during hospitalization; <72 h 
reasonable

Low risk Further risk stratification; routine or selective 
invasive strategy

2025 ACC/AHA/ACEP/NAEMSP/SCAI Guideline for Acute Coronary Syndromes.

Adapted from 2025 ACC/AHA and 2023 ESC guidelines



Opening case

Admit here — or transfer now?

Voice actors:
Dr. Elizabeth Karr
Dr. Robert Wenger
Stephanie Killeen



Why NSTEMI is different

• NSTEMI is a more diverse set of pathologies
• NSTEMI decision making is more nuanced & variable
• Non-STEMI doesn’t mean non-occlusive
• Catheterization is often delayed
• At a PCI-capable hospital, decisions revolve around 

catheterization timing



NSTEMI at the non-PCI hospital



What is an NSTEMI anyway? 

• What exactly is a myocardial infarction in the age of hs-troponin?



Elevated troponin ≠ MI
 

• Troponins above the 99th percentile of the URL? Myocardial injury 
• Actively rising/falling? The myocardial injury is acute 
• Troponin elevation is a biochemical finding, not a diagnosis
• Why is there a myocardial injury?



What is an MI then?

Myocardial infarction = acute myocardial injury + evidence that the 
injury resulted from acute myocardial ischemia



The STEMI/NSTEMI paradigm

• The STEMI/NSTEMI paradigm

• STEMI
• ST elevation → immediate reperfusion
• Minutes matter

• NSTEMI
• No diagnostic ST elevation → risk stratify
• Cath may be hours to days later



The STEMI/NSTEMI paradigm

STEMI criteria are only ~40–45% sensitive for acute coronary occlusion



The STEMI/NSTEMI paradigm



So back to who stays and who goes…

So how can we tell which NSTEMI is which?



And does it actually matter?

Hung CS et al. Crit Care. 2018;22:34. Khan AR et al. Eur Heart J. 2017;38:3082–3089.



Not all NSTEMIs are created equal



Occlusive NSTEMI

• Occlusive NSTEMI’s have worse outcomes
• STEMI: cath ~1.4 h → 1-year mortality 9.9%
• NSTEMI with occlusion: cath ~16.3 h → 1-year mortality 18.1%

• Paradoxically, you might be better off having a STEMI than an 
occlusive NSTEMI



What clinical features suggest that an NSTEMI is occlusive/high-risk? 

ONGOING ISCHEMIA / 
POSSIBLE OCCLUSION

• Recurrent pain

• Dynamic ECG

• Shock

• Acute HF

• VT/VF/arrest

• Steep troponin rise*

HIGH PROGNOSTIC RISK

• GRACE >140

• Age/comorbidity

• Diabetes/CKD

• Known CAD/prior revascularization



Intermediate risk NSTEMI

ONGOING ISCHEMIA / 
POSSIBLE OCCLUSION

• Recurrent pain

• Dynamic ECG

• Shock

• Acute HF

• VT/VF/arrest

• Steep troponin rise*

HIGH PROGNOSTIC RISK

• GRACE >140

• Age/comorbidity

• Diabetes/CKD

• Known CAD/prior revascularization



Intermediate risk decisions: GRACE

• GRACE >140 identifies a high-risk 
population 

• GRACE should inform the transfer 
decision, not substitute for 
clinical judgment



Intermediate-risk decisions: where it gets unscientific

• How does the patient look?
• Who is the admitting hospitalist today?
• Do we have telemetry beds? Do we have a cardiologist?
• Is our cardiologist the “we can watch him” or the “just transfer him” type?
• How full is the receiving center?
• How many ambulances are available?
• What’s the weather like?



ACC/AHA framework for invasive timing of NSTEMI

Clinical group Typical invasive timing

Unstable / very high risk Immediate / as soon as possible; generally <2 h

High risk Earlier angiography; <24 h reasonable

Intermediate risk Invasive evaluation during hospitalization; <72 h 
reasonable

Low risk Further risk stratification; routine or selective 
invasive strategy

2025 ACC/AHA/ACEP/NAEMSP/SCAI Guideline for Acute Coronary Syndromes.

Adapted from 2025 ACC/AHA and 2023 ESC guidelines



The lower to intermediate-risk NSTEMI: admit where?

• Guidelines tell us when angiography should occur
• At a non-PCI hospital, we also must decide where the patient 

should wait



Why transfer a stable NSTEMI?

• Transfer while stable
• PCI capability if the patient deteriorates
• Avoid a harder, more urgent transfer later



But transfer is not free

• System costs

• Limited ALS/EMS capacity

• Limited receiving beds and 
cath capacity

• Every transfer competes 
with other emergencies

• Patient costs

• Distance from family and local 
care

• Cost, inconvenience and 
fragmentation

• Angiography/PCI carry 
bleeding, renal and procedural 
risk



When management at the non-PCI center might make more sense

• Serious competing illness

• Unlikely to benefit from 
angio/revascularization

• High bleeding or procedural risk

• Advanced frailty or limited life expectancy

• Patient preferences and goals of care

• Transfer burden outweighs expected benefit

• Cardiology consensus that urgent invasive 
management is unlikely to change care



Local experience: Berkshire ED, July 2023 – June 2026

7,126
chest-pain

presentations

410
NSTEMI

diagnoses

286
transferred to

PCI center

124
admitted

locally

5.8% of chest-pain presentations were diagnosed as NSTEMI.

69.8% of NSTEMIs were transferred; 30.2% were admitted locally.



What would be useful to know next?

What happened to those we transferred?
And those we kept?
Cath? Culprit lesions? PCI? Delayed transfers out? Recurrent 
ischemia? ED transfer time vs inpatient transfer time?



Bringing it together: three practical groups

TRANSFER 
NOW

Ongoing ischemia • instability • HF • VT/VF • suspected occlusion

TRANSFER 
SOON

Stable primary NSTEMI likely to need invasive evaluation (timing based on 
GRACE, clinical trajectory, comorbidity and local system capability)

STAY / 
REASSESS

Secondary MI/injury • low expected invasive benefit • competing risk/goals



Back to the opening case



Bringing it home

NSTEMI transfer is not just about who needs an emergency cath

Good regional coordination can reduce both unnecessary delay and 
unnecessary transfer

The goal isn't more transfers or fewer transfers 
It's the right patient, at the right facility, at the right time



QUESTIONS???
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