
Clinical guideline. MI – second-
ary prevention. CG172.
This clinical guideline updates and
replaces the 2007 guideline on second-
ary prevention (CG48) and the technology
appraisal of clopidogrel (TA80). Most of
the changes reflect new thinking about
drug therapy.
The guideline covers cardiac rehabili-

tation after acute MI, lifestyle change, drug
therapy, revascularisation and what should
be included in the discharge summary. 
All patients should be offered treat-

ment with an ACE inhibitor, dual anti -
platelet therapy (aspirin plus a second
antiplatelet agent), a beta-blocker and a
statin. There should be a clear manage-
ment plan that covers dose titration and
monitoring requirements. Bleeding risk
and left ventricular function should be
assessed in all patients. 
Many recommendations also apply

to patients who had an MI more than a
year ago.
Treatment with an ACE inhibitor

should be indefinite. It should not be com-
bined with an angiotensin-II receptor
blocker (ARB) but an ARB is an alternative
if an ACE inhibitor is unsuitable. Dose
titration should be completed before dis-
charge or within four to six weeks. The
guideline specifies requirements for mon-
itoring renal function, blood pressure and
electrolytes.
The recommendations for antiplatelet

therapy are complex and depend on the
presence of contraindications or intoler-
ance, the type of MI (STEMI or non-STEMI)
and the procedures undertaken. 
All patients should now be offered

dual therapy. In general, indefinite treat-
ment with aspirin (or clopidogrel) is rec-
ommended, plus up to 12 months’

treatment with clopidogrel. Ticagrelor
(Brilique) plus aspirin is recommended for
12 months in patients with acute coro-
nary syndrome. 
Individuals who need anticoagulation

should take aspirin or clopidogrel unless
their bleeding risk is high, and this should
be reviewed after 12 months. Consider -
ation should be given to replacing newer
oral anticoagulants with warfarin.
Treatment with a beta-blocker should

begin as soon as the patient is haemo -
dynamically stable. This should be
titrated upwards and the plan for doing
so included in the discharge letter.
Treatment should continue indefinitely for
patients with left ventricular dysfunction
and for 12 months in others. 
Calcium channel blockers are not rec-

ommended to reduce cardiovascular risk
though specified agents may have a role
in treating hypertension (according to
standard guidance) and when a beta-
blocker is unsuitable.
Patients with heart failure and left

ventricular dysfunction should receive an
aldosterone antagonist within 3–14 days
of the MI, preferably after an ACE
inhibitor. Renal function and serum potas-
sium should be monitored and the dose
halved if hyperkalaemia is a problem. 
A statin is recommended for patients

with evidence of cardiovascular disease,
in line with published NICE guidance.

Clinical guideline. Neuropathic
pain – pharmacological manage-
ment. CG173.
In this short replacement to the 2010
guideline on the management of neuro-
pathic pain in a nonspecialist setting, dis-
cussion with the patient should include
the nature and causes of the pain, coping

strategies, the rationale for the proposed
treatment and how it will be taken, and
nonpharmacological therapies. Regular
review, referral to a specialist service and
careful adjustment of treatment are
equally important.
Management is divided into two cat-

egories: trigeminal neuralgia and all other
neuropathic pain. The only option for
treating trigeminal neuralgia is carba-
mazepine (despite a lack of evidence for
this indication). If this is ineffective, not
tolerated or contraindicated, specialist
advice or referral should be considered.
One of four drugs should be offered to

patients with any other neuropathic pain
and this includes at least one unlicensed
indication for each: amitriptyline, duloxe-
tine (Cymbalta), gabapentin or pregabalin
(Lyrica). There is no recommendation on
which should be first choice. Monotherapy
with each should be tried in turn if one is
not tolerated or is ineffective. 
Tramadol can be added as short-term

rescue therapy to relieve acute pain, and
capsaicin cream is an option for patients
with localised neuropathic pain for whom
oral drugs are not suitable.
The guideline then lists several drugs

that should not be initiated in nonspecial-
ist settings except under specialist
advice: cannabis sativa extract, capsaicin
patch, other antiepileptic drugs (lacos -
amide, lamotrigine, levetiracetam, oxcar-
bazepine, topiramate), morphine,
venlafaxine and long-term tramadol.
Areas where evidence is lacking

include the effectiveness of combination
therapy, whether a particular drug is more
effective for certain types of neuropathic
pain or symptoms, the impact of adverse
effects on quality of life and the risk of
dependence.
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