I.)Nursing Interventions for Unstable Angina
1.) http://nursingcareplan.blogspot.com/2007/11/ncp-angina-pectoris.html
1.)administer nitroglycerin as ordered
2. maintain oxygen therapy as ordered to increase the myocardial oxygen supply
3. maintain client on bed rest in a semi- to high Fowler's position
4. administer a narcotic (opioid) analgesic (e.g., morphine sulfate) as ordered if pain/discomfort is unrelieved by rest and nitroglycerin within 15-20 minutes (narcotic analgesics are usually administered intravenously because intramuscular injections are poorly absorbed if tissue perfusion is decreased; intramuscular injections also elevate some serum enzyme levels, which makes assessment of myocardial damage more difficult)
5. provide or assist with nonpharmacologic measures for relief of discomfort (e.g., position change, relaxation techniques, restful environment).
5. Consult physician if pain/discomfort persists or worsens.
6. Implement measures to help maintain an adequate cardiac output (see Diagnosis 1, action c) in order to improve myocardial blood flow and oxygenation and subsequently prevent recurrent episodes of angina.

2.) http://gino-memoirofaschizo.blogspot.com/2010/06/nursing-care-plan-ncp-angina-pectoris.html
Nursing care plan intervention and treatment: For any patient who is experiencing an acute anginal episode, pain management is the priority, not only for patient comfort but also to decrease myocardial oxygen consumption. The physician orders selected therapies that either decrease myocardial oxygen demand or increase coronary blood and oxygen supply. These therapies may include short-term bedrest; oxygen therapy; cardiac monitoring to prevent potential complications; and small, frequent, easily digested meals. Surgical and other invasive options are discussed under Coronary Artery Disease.

A collaborative effort among the patient, dietitian, physician, and nurse plans for a diet low in cholesterol, fat, calories, and sodium. Drinks in the coronary care unit or step-down unit are usually decaffeinated and not too hot or cold.

During unstable periods, the nurse and physician closely monitor the patient’s vital signs and her or his response to pain-relieving therapies (narcotics, nitrates). Often the patient is placed on a cardiac monitor to determine if life-threatening dysrhythmias occur during an anginal episode, particularly if the angina may be a symptom that the patient is having an MI.

To decrease oxygen demand, encourage the patient to maintain bedrest until the pain subsides; even though bedrest is usually short term, a sheepskin, air mattress, foam pad, foot cradle, or heel pads can reduce the risk of skin breakdown and increase patient comfort. Encourage rest throughout the entire hospitalization.

Because anxiety and fear are common among both patients and families, attempt to have them discuss concerns and express their feelings. With the patient and family, discuss the diagnosis, the activity and diet restrictions, and the medical treatment. Refer the patient to a smoking cessation program if appropriate. Numerous lifestyle changes may be needed. Cardiac rehabilitation is helpful in limiting risk factors and providing additional guidance, social support, and encouragement. Adequate education and support are essential if the patient is to adhere to the prescribed therapy and treatment plan.

II.)Treatment options for unstable angina
[bookmark: _GoBack]1.) http://www.ncbi.nlm.nih.gov/books/NBK16706/
Initial Evaluation and Treatment of Patients with Unstable Angina
Because the diagnosis of unstable angina can be quite difficult, initial evaluation of patients with symptoms consistent with ischemic pain should usually take place in a medical facility with the capability of performing an ECG and not over the telephone. In general, patients with ongoing pain should be evaluated initially in an emergency department (ED) with the capability of providing ECG monitoring, advanced cardiac life support (ACLS), intravenous (IV) pharmacologic therapy, and radiographic examinations. Patients without ongoing pain may be evaluated initially in outpatient facilities with diagnostic capabilities but without support necessary to treat the acutely unstable patient. The objective of the initial evaluation is to assess diagnostic probabilities and evaluate the short-term risk of death and other major complications. The results of this evaluation will set the pace of further care and form the basis of the working diagnosis. The two goals of initial management of patients with unstable angina are to institute immediate therapy and move the patient to a proper environment for the monitoring of complications. In many cases, stabilization progresses concurrently with patient evaluation.
Initial evaluation should be complete and treatment begun within an hour of presentation to the ED. All patients with unstable angina should receive aspirin (ASA) unless they have documented hypersensitivity or active bleeding. Those with persistent symptoms or ECG changes suggesting ongoing ischemia should also receive nitroglycerin (NTG). Beta blockers and IV heparin are indicated for patients with intermediate- and high-risk unstable angina who do not have contraindications to these drugs. Unless patients have a compelling history for acute MI accompanied by ST-segment elevation or left bundle branch block (LBBB) on the 12-lead ECG, IV thrombolytic therapy is not indicated.
Patients with unstable angina and high-risk features with persistent ischemia or hemodynamic instability should be admitted to an intensive care unit (ICU). Patients at intermediate risk may be admitted to an ICU, intermediate care unit, or other cardiac care environment. All high-risk patients and many intermediate-risk patients should have serial cardiac enzymes and ECGs to exclude the possibility of acute MI. Low-risk patients can be further evaluated and managed as outpatients. Patients with acute MI with indications for thrombolytic or other reperfusion therapy, patients with stable angina, and patients considered not to have CAD are excluded from this guideline at the conclusion of initial evaluation.
Outpatient Care
Patients judged to be at low risk when initially seen who, therefore, are not admitted to a medical facility, should have a thorough evaluation scheduled within 72 hours if a definitive evaluation cannot be completed at the time of initial presentation. At the time of subsequent evaluation, attention is directed toward further assessing the cause of the patient's symptoms, evaluating the risk of future adverse cardiac events, and providing adequate symptom relief.
Patients considered not to have CAD after this evaluation should be reassured that their symptoms are very unlikely to be due to CAD and should be evaluated appropriately to determine the cause of the symptoms. The care of patients thought to have CAD should match the severity of the process. Most patients will require some pharmacologic therapy to relieve symptoms. In addition, exercise or pharmacologic stress testing will usually be a part of this detailed workup. All patients should receive information on the modification of CAD risk factors.
Intensive Medical Management
Patients considered to have ongoing manifestations of unstable angina should receive intensive medical management. The goals of this phase of care are to relieve pain and ischemia and to prevent the progression of the underlying disease process to MI or death. ASA, heparin, nitrates, and beta blockers begun at the time of initial evaluation should be titrated to a dosage adequate to relieve ischemia but avoid hemodynamic compromise. Morphine sulfate may be necessary to help relieve severe anginal symptoms that have not resolved with initial therapy. Calcium channel blockers should not be used as initial therapy but can be added to the regimen of patients who are unable to tolerate nitrates or beta blockers or in whom these agents were not effective. Calcium channel blockers should not be given to patients with pulmonary edema or evidence of LV dysfunction. Aggressive medical management can control the presenting symptoms of most patients with unstable angina.
Careful monitoring of patients for recurrent ischemia should continue after the desired level of medical therapy has been reached. The presence of recurrent symptoms may indicate a need for a more intensive medical regimen or triage to early cardiac catheterization and revascularization. Unless complications of ischemia are noted, an optimal medical regimen should be pursued for >=24 hours before declaring it a failure. However, to use this time as an absolute requirement in the case of every patient would be inappropriate or even dangerous. Generally, if anginal symptoms persist for >1 hour after aggressive medical therapy, which includes ASA, heparin, IV nitrates, and beta blockers, the patient should be reevaluated more comprehensively to be sure there are no unaddressed precipitating factors, reconsider the possibility of noncoronary diseases that may mimic unstable angina, and reaffirm that the most appropriate diagnosis remains unstable angina and not acute MI or other more serious illness.
Progression to Nonintensive Medical Management
Patients with high- or intermediate-risk unstable angina whose symptoms have been controlled for 24 hours with intensive medical management will have progressed to a lower risk phase and are appropriate for nonintensive medical management. Patients with intermediate or low risk may be admitted directly into this phase after initial evaluation in the ED. During nonintensive medical management, the emphasis shifts from acute stabilization to the design of a maintenance medical regimen that will suppress reactivation of acute disease activity. Failure of therapy at this phase of care is indicated by recurrent angina refractory to treatment for >20 minutes or recurring more than once on nonparenteral medication. These patients are expected to return to intensive medical management. Other objectives of care often include optimization of the therapeutic regimen and noninvasive testing for risk stratification.
Noninvasive Testing
Important management decisions in patients with unstable angina revolve around ongoing risk stratification. In some patients the early clinical course will be characterized by recurrent ECG-documented ischemia. In other patients further evaluation will suggest that the initial diagnosis of unstable angina may have been incorrect. These patients, who are recognized by clinical presentation to have such a high or low probability of high-risk CAD that further risk stratification by noninvasive testing would not alter management, and patients whose other comorbid conditions make stress testing unnecessary or inappropriate have no need to undergo noninvasive testing. Unless cardiac catheterization is indicated, all other patients hospitalized for unstable angina should undergo noninvasive testing after stabilization has been achieved and prior to discharge or as soon as possible thereafter. In this context, noninvasive testing is most useful to assess the adequacy of current therapy, estimate prognosis, and guide decisions on further evaluation and management.
Cardiac Catheterization and Myocardial Revascularization
Common indications for cardiac catheterization in patients with unstable angina include: (1) failure to stabilize with adequate medical therapy; (2) recurrent unstable angina; (3) high-risk result of noninvasive test; (4) prior revascularization procedure; and (5) diagnosis or exclusion of significant CAD in patients with multiple clinical episodes of unstable angina without objective documentation of ischemia. Individual patient characteristics and preferences should temper application of these general indications to specific clinical situations.
The goal of cardiac catheterization in patients with unstable angina is to provide detailed structural information necessary to assess prognosis and select an appropriate long-term management strategy. The procedure is usually helpful in choosing between medical therapy, percutaneous transluminal coronary angioplasty (PTCA), or coronary artery bypass graft (CABG) surgery in patients with unstable angina who remain at significant risk for future cardiac events. Patients with extensive comorbidity felt not to be suitable for revascularization and patients who do not wish to consider interventional therapy should not undergo diagnostic catheterization.
Patients found at catheterization to have significant left main disease (>=50%) or significant (>=70%) three-vessel disease with depressed LV function (EF <=0.50) should undergo CABG to improve survival as well as relieve symptoms. Patients with two- or three-vessel disease with proximal severe subtotal stenosis (>=95%) of the left anterior descending coronary artery (LAD) may also experience a survival benefit from revascularization. Other patients are appropriately treated for control of anginal symptoms by CABG, PTCA, or medical therapy.

