
 

 

 

Peer Assessment Case Submission 
 

Learner Details   

Full Name: Anonymised 

  

Introduction 

Outline your area of practice and the nature of your encounter with the patient (max 400 
words): 
 
I currently work in the hospital pharmacy setting, rotating between different specialities and 
working collaboratively within the MDT on the wards.  
 
The encounter with the patient was rewarding and I was able to counsel the patient on their 
medications as well as provide pharmaceutical care. 
 

Detail a brief summary of  the case (max 400 words): 
 
A 66 year old male presented with a sharp central chest pain after shopping. GTN was 
administered sublingually and the pain was relieved on the second dose. 
 
A 12-lead ECG showed downsloping ST depression 1.2mm and Wellens waves. Investigations 
showed an elevation in troponin T, a GRACE risk score of 118 points was calculated 
(intermediate risk) and a diagnosis of NSTEMI was confirmed. On 01/08/20, a discussion with the 
patient and the MDT was carried out and the decision to undergo revascularisation PPCI was 
decided. 
 
The patient was loaded and treated with aspirin, ticagrelor and tirofiban as part of 
revascularisation for the NSTEMI treatment on 01/08/20. Observations were carefully monitored 
and a STAT dose of metoprolol was given to treat mild tachycardia and drive the HR from 82bpm 
to the target of 50-60bpm as advised by cardiology. Good response shown to beta blockers and 
no evidence of bronchoconstriction. Oxygen therapy was not required and oxygen saturations 
remained stable throughout the admission. Fondaparinux was started as VTE prophylaxis up to 
the point of discharge. 
 
Secondary prevention of the NSTEMI was commenced post PPCI. This includes lifelong aspirin, 
ticagrelor for 12 months, lansoprazole to cover for DAPT, bisoprolol (cardioselective), 
candesartan (already taking), atorvastatin and GTN S/L spray PRN. The decision to choose an 
ARB over an ACE inhibitor was made based on previous ADRs and patient preference. His 
regular medicines were restarted post PPCI and the medicines reconciliation was carried out; 
patient consent was given and this was confirmed with the patient and summary care 
record. 
 
On 04/08/20, the patient slipped on the ward, however, no issues were found upon examination. 
The same day, pharmacist had a discussion with the patient regarding his discharge medications, 
alcohol consumption and smoking cessation. The patient wished to stop smoking; he was started 
and counselled on NRT. Referrals were made to the appropriate primary care services. 
 



Cardiac rehabilitation was put into place, the patient was deemed medically fit and the patient 
was discharged home 05/08/20. 
 
 

Patient’s Details   

Age: 66 years 

Sex:         F ☐       M ☒ 

Allergies (include reaction where known): 
 
NKDA 
 

Past Medical History (including presenting complaint where appropriate): 
 
Asthma (well controlled) 
Hypertension (well controlled for approximately 10 years) 
Headaches since started new job 
Father had an MI at 63 years of age 
 

Social & Family History: 
 
Fully independent with no carers. Self-employed and lives in his house with his wife and 
daughter. 
Smoker – 30 years history, approximately 10 packs a day. 
Alcohol consumption – approximately 20 units per week. 
 
 

 

Current Medication List  
including acute & repeat medication and OTC drugs 

Drug Name & form Dose & frequency Indication Additional comments 

Candersartan tablets 8mg OD Hypertension and now 
secondary ACS 
prevention 

Long term 

Co-codamol tablets 30/500mg 1-2 tablets 4-
6 hourly PRN 

Headaches 
 

Salbutamol inhaler 100mcg-200mcg QDS 
PRN 

Asthma 
 

 

Any compliance issues?  
 
 
No compliance aids required. Patient does not monitor peak flow readings for his asthma. He has not 
had a check-up for several years. He is carrying an expired salbutamol inhaler. Patient states that he 
has taken 12 co-codamol tablets (2 tablets 4 hourly) on a few rare occasions. 
 
 

 



*Test results or supplementary information (such as weight/height) can be attached as a separate document 

 

Problem Identification  
 
(Maximum 5 problems. If patient has more problems, prioritise the most important for discussion below) 

 
Problem 

Assessment of problem  
(including risk factors) 

Management options 
(max 400 words) 

Plan 

1.  

NSTEMI 
Treatment.  

Subjective: Severe 
10/10 sharp, central, not 
radiated chest pain 
accompanied by nausea 
and a "clammy feeling" 
and SOB. Pain relieved 
following S/L GTN dose. 
 
Objective: 12-lead ECG 
showed downsloping ST 
depression 1.2mm and 
Wellens waves. 
Elevated troponin T rise. 
Observations and blood 
results stable as listed 
above. GRACE risk=118 
points. Risk factors: 
family history of MI, 
smoker, male, 
overweight 
(BMI=30.44kg/m2), 
established HTN. 

Subjective and objective 
data alongside patients 
clinical condition and 
cardiac risk factors are 
indicative of NSTEMI, 
requiring treatment and 
secondary prevention.  
 
The aims of treatment 
are to relieve symptoms 
e.g. chest pain, relieve 
ischaemia to restore 
perfusion, improve long-
term outcomes and 
reduce mortality (ESC, 
2020).  
 
Dual antiplatelet therapy 
should be offered unless 
contraindicated. Aspirin 
showed, in comparison 
to placebo, reduced 
incidence of death and 
non-fatal MI 
(Antithrombotic Trialists' 
Collaboration, 2002). 
Joint Formulary 
Committee (2020) 
recommends a loading 
dose of 300mg followed 
by 75mg OD 
maintenance. The 
PLATO study 
demonstrated that 
ticagrelor and aspirin 
showed a faster onset of 
action and greater 
efficacy in comparison to 
clopidogrel and aspirin 
(Canon et al., 2010). 
Trust guidelines (2020) 
follow this 
recommendation. Joint 
Formulary Committee 
recommends ticagrelor 
180mg stat then 90mg 

- Ensured aspirin and 
ticagrelor loading doses 
were prescribed 
appropriately to treat the 
myocardial infarction. 
Underwent PCI and had 
IV tirofiban prescribed at 
the appropriate dose for 
his weight. This was 
done upon risk benefit 
assessment with the 
patient. Involvement of 
share decision making 
with the patient.  
 
- Prescribed 
fondaparinux. Advised 
drs on duration of 
treatment. Monitored 
platelet count, renal 
function, U+Es and 
signs of VTE.  
- Received doses and 
started SL GTN PRN as 
appropriate. This was 
done to relieve 
ischaemic pain and for 
future symptoms.  
- Received a stat dose of 
metoprolol to reduce 
heart rate to target range 
of 50-60bpm. Monitored 
patient's clinical 
response to metoprolol 
since they were 
asthmatic, shared 
decision making with the 
patient. No signs of 
bronchoconstriction and 
patient tolerated 
treatment well. - 
Explained the acute 
treatment and inpatient 
progress 



Problem Identification  
 
(Maximum 5 problems. If patient has more problems, prioritise the most important for discussion below) 

 
Problem Assessment of problem  

(including risk factors) 
Management options 
(max 400 words) 

Plan 

BD for 12 months. This 
provides treatment and 
prevention.  
 
Fondaparinux for 
treatment and VTE 
prophylaxis unless 
contraindicated. The 
OASIS-5 trial concluded 
superior clinical benefit 
in comparison to 
enoxaparin and reduced 
bleeding risk (Yusuf et 
al, 2010). 2.5mg OD SC 
within the max of 8 days 
up to the date of 
discharge (Trust 
guidelines 2020).  
 
Betablockers have 
shown to lower rates of 
progression to MI in 
randomised trials (BMJ, 
2018).  
Sublingual GTN relieves 
pain by vasodilation, 
enhancing oxygen 
delivery to the 
myocardial areas (BMJ, 
2018). 400-800mcg 
every 5 minutes, max 3 
doses PRN.  
 
Risk of early recurrent 
cardiovascular events 
and justifies early 
coronary angiography 
and revascularisation by 
CABG or PCI and 
IVtirofiban 
(0.4mcg/kg/min) for 
reducing vascular 
occlusion after 
discussion with the 
patient (ESC, 2020).  
 
Trust guidelines (2020) 
recommends lifelong 
beta-blocker 
(cardioselective) and 



Problem Identification  
 
(Maximum 5 problems. If patient has more problems, prioritise the most important for discussion below) 

 
Problem Assessment of problem  

(including risk factors) 
Management options 
(max 400 words) 

Plan 

ACEI to reduce mortality 
and morbidity. ARB may 
be more suitable due to 
the documented ADR 
despite less efficacy 
(ESC, 2020).  
 
High-intensity statins 
can benefit secondary 
prevention post NSTEMI 
(BMJ, 2020).  
 
Cardiac-rehabilitation-
programme has shown 
to minimise recurrent 
MIs (BMJ, 2018). NICE 
(2013) recommends a 
Mediterranean-style diet. 

2.  

Secondary 
prevention 
treatment of 
ACS 

Subjective: Severe 
10/10 sharp, central, not 
radiated chest pain 
accompanied by nausea 
and a "clammy feeling" 
and SOB. Pain relieved 
following S/L GTN dose. 
 
 Objective: 12-lead ECG 
showed downsloping ST 
depression 1.2mm and 
Wellens waves. 
Elevated troponin T rise. 
Observations and blood 
results stable as listed 
above. GRACE risk=118 
points. Risk factors: 
family history of MI, 
smoker, male, 
overweight 
(BMI=30.44kg/m2), 
established HTN.  
 
Subjective and objective 
data alongside patients 
clinical condition and 
cardiac risk factors are 
indicative of NSTEMI, 
requiring treatment and 
secondary prevention. 

- An ACEI or ARB 
(explaining the risks and 
benefits)  
- A high intensity statin 
to reduce vascular 
inflammation and to act 
as secondary prevention 
post MI.  
- Assess his perceptions 
on quitting smoking i.e. 
where was at on the 
cycle of change.  

- Discuss the patient's 
options of either an 
ACEI or ARB (explaining 
the risks and benefits) 
and investigating the 
past ADR.  
- Start on atorvastatin 
80mg OD, a high 
intensity statin to reduce 
vascular inflammation 
and to act as secondary 
prevention post MI.  
- Assess his perceptions 
on quitting smoking i.e. 
where was at on the 
cycle of change. Started 
on NRT (short acting 
spray and long acting 
patch). Provided lifestyle 
advice on diet, 
bodyweight, exercise 
and drinking. Aid him to 
take manageable steps 
e.g. choosing drinks with 
less alcoholic units. 

 



Describe the pharmaceutical contributions you made to the patient’s care  

Pharmaceutical Contribution to 
care 

Rationale and references  
(max 400 words) 

Outcome 

- Discussed the patient's options 
of either an ACEI or ARB 
(explaining the risks and 
benefits) and investigating the 
past ADR.  

Patient's preference to go with 
beta-blocker (bisoprolol due to 
data and it's cardioselective 
nature)  

Patient was comfortable taking 
candesartan. Informed medical 
team. No bronchoconstriction 
shown for bisoprolol. 

Ensured aspirin and ticagrelor 
loading doses were prescribed 
appropriately to treat the 
myocardial infarction.  

To treat the myocardial 
infarction. 

Underwent PCI and had IV 
tirofiban prescribed at the 
appropriate dose for his weight. 
This was done upon risk benefit 
assessment with the patient. 
Involvement of share decision 
making with the patient. 

  

What follow up, monitoring or signposting did this patient need?  
(Max 400 words) 

Patient was signposted to local smoking cessation services, referred to cardiac rehab and full 
blood count plus renal function was assessed.  
Monitoring for the above medications was carried out e.g. blood pressure 

 

Reflections and learnings (Max 400 words) 

The case was relatively typical of an NSTEMI. The patient's bloods were stable and there were no 
significant complications. However, there were many opportunities to carry out clinical interventions 
and to provide benefit not only for the patient, but also to the multidisciplinary team which valued my 
input.  
 
I found that the summarising part at the start was a good way to reflect on the case holistically, focus 
on the key treatments and how we ultimately benefited the patient as a team of healthcare 
professionals. The case went well in terms of communicating the necessary changes with the doctors 
and the patient, with no real conflict and the guidelines at both a national and local level were limited 
in conflicting data. The choice to go with ticagrelor and aspirin over clopidogrel and aspirin was 
common practice, however, if the patient had presented with an increased bleeding risk, this could 
have been considered. What could have been improved could be the encouragement of the doctors 
documentation in the notes. Once suggesting recommendations to them, they would make the 
changes, but forget to document this in the notes or in the discharge summary. Documentation is 
important part of communication for the patient and the MDT and for audit trail purposes. I could have 
been more time efficient with the counselling, however, there were many areas to go through and it 
was important to explain the many new treatments to the patient, to ultimately check for understanding 
and to empower him with taking his medication. I could apply many of the guidelines and trial data I 
read for future patients. Particularly to do with the ECG data and GRACE risk scoring that I had to 
read up on. Having this broader understanding of NSTEMI and reflecting upon it in the case will 
enable me to apply this not only to patients presenting with NSTEMI, but also to patients with a past 
history of NSTEMI and the factors to consider when treating them.  
 



Despite this opportunity to learn, this short time frame and system layout has had an impact on 
submitting this case and is not to the standard I would usually complete a task at. 
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