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Guidelines for the treatment of acute coronary syndromes in patients with advanced chronic kidney disease.  This guidance supplements the NHS Lothian ACS and anti-thrombotic protocols.  It aims to suggest how medications might need to be adjusted for patients with advanced CKD.  


Medications for immediate management of acute coronary syndromes in CKD:

	
	Aspirin
	Additional anti-platelet
	ACEi / ARB
	Beta-blocker
	Statin

	eGFR
20-60

	Aspirin 300mg stat. then
75mg once daily
	Clopidogrel 300mg stat. then 75mg once daily

See note 1 below
	ACEi or ARB as per formulary; monitor eGFR, K+ and blood pressure
	Bisoprolol is first choice on formulary.

Target HR <70/min.  
	Atorvastatin 20mg and check baseline CK + LFTs.

If tolerated, increase to 80mg.

	eGFR
<20 not on dialysis
	
	
	Might avoid – see note 2 below
	
	

	Dialysis
	
	
	Start if potassium well controlled
	
	


 
	Creatinine clearance (ml/min) – calculated by Cockroft Gault
	Anticoagulant

	20 or greater
	Fondaparinux 2.5mg sub cut daily

	Below 20
	Enoxaparin.  Dosing as per note 3 below.



(See notes on next page.)


Prescribing notes:

1)	Guidelines for usage of second antiplatelet:  Risk of bleeding increases and the benefit derived from dual antiplatelets decreases as degree of renal impairment worsens.  It is unclear what the optimum time course for dual antiplatelets is, especially in those with chronic kidney disease.  The decision as to whether to continue beyond 3 months should be made on an individual patient’s risk of bleeding.

2)	Guidelines for starting ACEi/ARB:  Caution should be taken when starting an ACEi/ARB in all patients with renal failure.  Particular caution should be exercised in those patients with an eGFR below 20 who are not yet on dialysis.  They are especially prone to hyperkalaemia and introduction of an ACEi/ARB may lead to rapid deterioration of renal function.  If they are used then renal function (especially K+) and blood pressure need to be monitored closely.  

3)	Guidelines for anticoagulant therapy:  Fondaparinux is not licensed below a creatinine clearance of 20ml/min.  Bleeding risk also increases with anticoagulants as degree of renal impairment worsens.  Where patients are at high risk of bleeding, it may be preferable to avoid anticoagulants.  For those patients who are not at high risk of bleeding we recommend using treatment-dose enoxaparin when creatinine clearance is below 20ml/min.  Dose adjustment for eGFR / body weight is as per NHS Lothian anti-thrombotic guide (on the intranet: http://intranet.lothian.scot.nhs.uk/Directory/Haematology/Thrombosis/Pages/default.aspx).  Anticoagulation should be continued for 8 days, until percutaneous coronary intervention or until discharge (whichever occurs sooner).  


Dialysis therapy:

Haemodialysis may exacerbate myocardial ischaemia.  Therefore in the context of an acute coronary syndrome, dialysis therapies should be delivered in a monitored environment (almost always renal HDU) until patient is stable.  
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